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Sodium Nitroprusside Nipride, Nitropress Yes Yes Inter-Facility Transfers
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Alteplase

Vasopressin Pitressin Yes Yes Inter-Facility Transfers







SECTION: G-01

TITLE: Foundations of Patient Care

REVISED: December 01, 2022

Ada County/City Emergency Services System Standing Written Orders
(SWOs)

A. Foundation: These SWOs are the result of the combination of nationally
recognized guidelines, local medical practice, and input from the medical
directors and the SWO sub-committee. Sources include but are not limited
to:

« Basic Life Support (CPR), Advanced Cardiac Life Support (ACLS and

ACLS-EP) and associated branch courses

Pediatric Advanced Life Support (PALS)

Emergency Pediatric Care (EPC)

Pediatric Education for Prehospital Professionals (PEPP)

Neonatal Resuscitation Program (NRP, NALS)

Advanced Medical Life Support (AMLS)

International Trauma Life Support (ITLS), Pre-Hospital Trauma Life

Support (PHTLS) and associated branch courses, and

e Advanced Burn Life Support (ABLS)

EMS personnel are encouraged to use the guidance and algorithms of these
courses to supplement SWOs. If contradiction occurs, these SWOs will
supersede any other algorithm or guidelines. Alternative courses of action
may be utilized, when appropriate, following standard medical control,
deviation, and documentation guidelines.

Special Emergency Response Team (SERT) providers face unusual
situations often outside the depth of these guidelines, having roles that border
on law enforcement functions, or require procedures beyond the scope of
normal EMS providers. These special situations may be covered in separate
protocols and policies which will supplement this document.

B. While this document cannot cover every possible variation of disease or injury
encountered in the field, it should provide a foundation for the acute care of
the majority of patients seen.

C. Each and every protocol should be considered to have, as its first directive, a
mandate to maintain universal blood and body fluid precautions/isolation.

D. Newer defibrillators using biphasic technology require lower energy doses
and self-regulate the appropriate electrical energy. When not specified, or
when a different device (than normally used), or if device deployment
changes after publication of the SWOs, all protocols assume energy levels as
set by the manufacturer recommendations for the device.

FOUNDATIONS OF PATIENT CARE




FOUNDATIONS OF PATIENT CARE

. Unless specifically addressed in these protocols, a provider’s scope of
practice is assumed to include lower levels. For example, a paramedic level
guideline is assumed to include the EMT scope as well.

. Time Sensitive Emergencies (TSE): The state of Idaho has recognized that
certain patients may benefit from rapid access to specialty centers under the
Time Sensitive Emergencies Program. All TSE patients shall be stabilized
and transported as rapidly and efficiently as possible. When treating patients
who may benefit from specific interventional therapy (surgery, thrombolytic,
catheterization lab) a goal of less than ten minutes on-scene time is desirable
(within the bounds of providing quality patient care).

. EARLY NOTIFICATION OF RECEIVING FACILITY IS
ESSENTIAL IN SIGNIFICANT CASES

. General treatment: All patients shall receive the following general supportive
care as appropriate within the scope of practice and sound clinical judgment
of the provider:

Airway control
o Positioning/suctioning
Oral or nasopharyngeal airways
Combi-tube, King LTS, LMA (or other adopted advanced airway)
Endotracheal intubation (oral, nasal, RSI, digital)
Cricothyrotomy (needle, surgical, and similar devices)
Use of pharmacological agents to facilitate airway control
Use of difficult airway devices, such as the Endotracheal Tube
Introducer (a.k.a. the Gum Bougie) to facilitate airway control
o Use of video laryngoscopes to assist with intubation when available
and if appropriate.

Ventilatory support
e Supplemental oxygen by appropriate means
« Bag-valve mask using a traditional face mask, intra-oral mask (IOM) ,
or similar device
Bag-valve ETT
Monitoring of pulse oximetry and end tidal CO:
CPAP and BiPAP devices when available
Deep tracheal suctioning
Use of a mechanical ventilator

Circulatory support
e CPR and components of CPR
o Use of devices to support circulation, including mechanical CPR
devices (such as the LUCAS™2, or other devices) and CPR adjuncts



(such as the ResQPod, ITD, and similar devices) as training
and availability allow
Basic bleeding control, up to and including use of wound

packing, hemostatic agents (if trained and available) and
tourniquets

Naso-Orogastric tube placement

Spinal immobilization/Restriction: Selective immobilization/restriction using
cervical collars, KEDs (or similar devices), spine boards (or similar devices),
and improvised devices. This includes screening for appropriate
immobilization.

Orthopedic Care: Using cold packs, pillows, cardboard splints, vacuum
splints, traction devices, pelvic binding and other improvised devices as
appropriate and available. Paramedics may reduce patellar dislocations.
Paramedics may reduce angulated extremity injuries with neurological
compromise as appropriate.

Vascular access

Single or multiple lumens

Peripheral or intraosseous access, including pre-established lines
Crystalloid (i.e. Normal Saline, Lactated Ringers etc.) infusions and
saline/medication locks as appropriate

Use and maintenance of other crystalloid solutions via pre-established
vascular access, including PICC lines, Hickman catheters,
hemodialysis lines, and other routes of vascular access (as provider
training and comfort level allows)

While AEMT providers are often limited in the number of IV attempts
and fluid administration by this document, ALS providers may exceed
those guidelines when functioning under the general direction of the
Paramedic in charge of the patient. Likewise, Paramedics are limited
by sound clinical judgment rather than an arbitrary number of
“attempts” at vascular access

EKG/Electrical therapy: Defibrillation/cardioversion/pacing, including AEDs
and manual devices. EKG and 12-lead monitoring.

Patients in which EKG monitoring has been initiated for any reason will
be considered ALS patients; these patients shall be attended by a
Paramedic at all times.
Medication administration will be considered an indication for EKG
monitoring, particularly those with sedative, analgesic, or
cardiovascular properties, with the following exceptions:
o Administration of Oxygen (Specific acute complaints such as
Shortness of breath not-withstanding)
o Administration of crystalloid intravenous fluids (without
medication)
o Administration of Oral Glucose or Dextrose containing
intravenous solutions

FOUNDATIONS OF PATIENT CARE




FOUNDATIONS OF PATIENT CARE

o Administration of Neo-Synephrine for epistaxis

o Administration of TXA for epistaxis

o Administration of ODT Zofran for nausea absent other factors
consistent with cardiac or respiratory pathology.

o Administration of over-the-counter (OTC) oral medications.

o Chronic and routine use of patient prescribed medications self-
administered by the patient.

o Patients who have recently received medications which from another
healthcare provider (such as a transport from one ER to another) shall
receive the same consideration for EKG monitoring as if the ACCESS
provider had administered the medication.

Needle thoracostomy (chest decompression)
Blood glucose monitoring

Medication administration: Medications may be administered by
numerous routes and methods as indicated by the SWO’s or medical
order. Patient safety and clinical judgement is paramount. To facilitate
patient safety:

e Careful attention to the 5 Rights of Medication Administration should
be adhered to prevent avoidable errors. These include: Right Patient,
Right Medication, Right Dose, Right Route, and Right Time.

e Whenever possible, confirmation of proper medication administration
should be verified with another ACCESS medical provider.

e ALS providers may decrease the dosage or prolong the administration
intervals of any medication with sedative properties when doing so
would decrease adverse effects and still likely obtain the clinical goal.

Monitoring and titration of medication infusions, including medications on
pumps when appropriate and training allows.

Monitoring/maintenance of blood product infusions

Physical restraints as required for patient and provider safety. This does not
imply that EMS providers assume law enforcement functions.



Optional Modules: Some providers, particularly EMTs, may have
received additional optional module (AKA “O.M.”) training to
perform skills or interventions that may be outside of the normal
scope of practice in the State of Idaho. A provider should not

perform any skill or intervention that he has not been
credentialed/approved by the ACCESS medical directors or their
designees.

The currently approved optional modules are:

EMR
e Cervical Collar Application
EMT:
e 12-Lead EKG Acquisition e Blood Glucose Monitoring
e ETCO2 e Advanced Airway devices
monitoring/Capnography not intended to be inserted

e Co-oximetry into the trachea
(Supraglottic Airway)*
e IM administration injection o Intraosseous—Adult*
(epinephrine)
« SQ Injection (Epinephrine) e Intraosseous — Pediatric*
e Peripheral — Initiation
(includes External

Jugular)*

e Suctioning-Tracheal Via
Adv. Airway

e Pelvic Immobilization

: e |V Fluid infusion — non-
Device

medicated*
e Taser Barb Removal e Vaccinations
* These OMs have not been universally adopted across the ACCESS system
and are agency specific.

AEMT (I-85)

e 12 |ead acquisition e Lidocaine administration

e Asa administration for as adjunct for 10

chest pain e Pelvic immobilization

. devices
¢ Blood glucose monitoring

e Pulse oximetry

e CPAP
e Co-oximetry e Tracheal suctioning
e ETCO2 e Taser barb removal

e IM/SQ administration of e Vascular access 10 - adult

epi
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AEMT (2011)

12-Lead EKG Acquisition

ETCO2 monitoring/Capnography
Co-oximetry

Pelvic Immobilization Device

Taser Barb Removal

ETCO2

CPAP

Lidocaine Administration - 1O adjunct only
Pelvic Immobilization Device

Vaccinations

Paramedic

Co-Oximetry

Intubation-Medication Assisted (RSI, Paralytics)
Pelvic Immobilization Device

Taser Barb Removal

Cricothyrotomy — Surgical

IV Programmable Volume Infusion Device



SECTION: G-02

TITLE: Medical Direction

REVISED: 01MAY2018

These standing written orders are written physician orders giving field personnel
the authority to implement procedures and administer designated medications.

A. These standing written orders are to be used only by field personnel
operating under a medical control recognized by the Idaho State Board of
Medicine AND who are authorized by the medical directors to provide care
within the ACCESS system. The minimum standards for authorization are:

a. All Providers (EMR, EMT, AEMT, and Paramedics):

Current state licensure: All providers will maintain current
state licensure at their level.

. Approval by the medical directors

High Performance CPR: High Performance CPR training
will be offered annually through ACCESS multi-agency
training. All licensed providers shall attend at least one of
the High Performance CPR courses in a two-year cycle.

Failure to complete one High Performance CPR course
in atwo-year cycle will result in revocation of
credentials as a medical provider in the ACCESS
system.

b. ALS Providers (Paramedics)

CPR: ALS providers must have and maintain a current AHA
CPR card as part of the ACLS requirement.

. ACLS: Each licensed Paramedic in the ACCESS system

shall maintain ACLS Certification. If the provider’s
certification expires, a full ACLS course will be required.
There will be a 30-day grace period past expiration for the
provider to take and pass the ACLS course.

Failure to maintain certification will result in suspension
of credentials at this level of a medical provider in the
ACCESS system.

PALS/PEPP: Each licensed Paramedic in the ACCESS
system shall maintain PALS/PEPP Certification. If the
provider’s certification expires, a full PALS/PEPP course will
be required. There will be a 30-day grace period past
expiration for the provider to take and pass the PALS/PEPP
course.

Failure to maintain certification will result in suspension
of credentials at this level of a medical provider in the
ACCESS system.

Medical Direction




Medical Direction

c. Compliance: The ACCESS Medical Directors set the minimum
expectation of certifications and licenses to practice; Departments
are responsible to ensure compliance.

B. These standing written orders may be implemented prior to the establishment
of direct communication with medical control. Direct communication with
medical control shall be established as soon as feasible in life-threatening
situations.

C. Direct communication with medical control shall be established prior to the
release of any patient in the following categories:
« Patients who have received ALS care and/or medications in the field
prior to release and do not fall under specific treat-and-release
protocols, with the following exceptions:

0 Administration of Oxygen

o0 Administration of Dextrose/glucose containing solutions (See
hypoglycemia treat and release protocols)

o0 Administration of over-the-counter (OTC) oral medications (with
the exception of ASA for ACS).

o Chronic and routine use of patient prescribed medications self-
administered by the patient.

e Where questions over disposition exist
e As mandated for specific situations and protocols
D. The type of medical control shall be documented when ALS care is provided.

a. Procedures and medications that are bold and underlined
normally require a direct order from an acceptable medical control
physician (see permissible exceptions below).

b. An acceptable medical control physician includes either the
Emergency Department physician at the receiving hospital or if
communication with the receiving medical control physician is
delayed (within two to three minutes), personnel may contact the
Emergency Department physician at any one of the other
acceptable hospitals.

c. EXCEPTION: If attempts to establish communication with medical
control fail, and a patient is at high risk for mortality or increased
morbidity, or if the delay anticipated in establishing communication
with medical control may result in mortality or increased morbidity,
procedures and/or medications normally restricted to direct medical
order may be performed or administered without the direct order of
a medical control physician. Communications with medical control
shall be established as soon as possible. The reasons for the
decision to institute treatment shall be clearly documented both in
the chart and on the SWO deviation form.



SECTION: G-03

TITLE: Hospital Destination Protocol

REVISED: December 01, 2022

Patient destination shall be based on the following:

Acute Care Facilities: Generally, emergency ambulance transport shall only

be provided to acute care facilities (i.e., Emergency Departments) accredited
by the Joint Commission (formerly JCAHO).

e Inrare instances (such as crisis standards of care), transport may be an
approved alternate medical facility either by pre-established protocol or
WITH THE PERMISSION OF THE ON-DUTY SUPERVISOR, AND THE
ON-LINE MEDICAL CONTROL PHYSICIAN. Providers must confirm
receipt of the patient with the receiving facility prior to initiating transport.

e This does not include prearranged non-emergency transports at the
order of a physician.

Alternative Destination Exceptions

e Community Paramedics have specific guidelines, criteria, and
resources not covered in these guidelines (ex. PET Program), and
therefore may select an alternative destination based on those
situations in programs/protocols approved by their medical director.

e Intimate Partner Violence, Sexual Assault and Strangulation:

e Patients meeting specific criterial described in protocol T-06
(Intimate Partner and Sexual Violence) may be transported to
the FACES of HOPE Victim Center after appropriate screening
and assessment.

e Mass gathering, Pandemic, disaster, and other public health
circumstances.

e Alternative destinations/treat and release as approved by
medical directors or other designated authority after appropriate
screening and assessment.

Informed Patient Preference: shall take precedence over all other sections
of the destination protocol. If the attending EMS provider makes contact with
the patient’s private physician, an expressed hospital preference should be
honored in absence of a specific patient request.

Closest Appropriate Facility: If no patient or physician preference is
expressed, or the medical problem is not emergent and not specifically
otherwise covered in these protocols; patients should be transported to the
closest appropriate facility.

HOSPITAL DESTINATION




HOSPITAL DESTINATION

Facilities Outside Ada County: Request for transportation to a facility
outside of Ada County must be approved by the on-duty supervisor. St.
Lukes-Nampa, St. Alphonsus -Garrity, Saint Alphonsus Medical Center -
Nampa / 12" Avenue Hospital, and West Valley Medical Center will be the
only out-of-county hospitals authorized for patient transport.

Trauma Patients: ACCESS personnel shall utilize the trauma triage and
priority guidelines in Appendix 16 Trauma Priority Patients to determine
the most appropriate facility for trauma patients.

PRIORITY 1:

e ADULT Priority 1 trauma patients shall be transported to Saint
Alphonsus Regional Medical Center.

e PEDIATRIC (patients <14) Priority 1 trauma patients shall be
transported to Saint Luke’'s Regional Medical Center (Saint Lukes
Boise)

PRIORITY 2:

e ADULT Priority 2 trauma patients shall be transported to Saint
Alphonsus Regional Medical.

e PEDIATRIC (patients <14) Priority 2 trauma patients shall be
transported to Saint Luke’s Regional Medical Center (Saint Lukes
Boise)

PRIORITY 3:

e ADULT and PEDIATRIC (patients <14) Priority 3 trauma patients
do not mandate transfer to the trauma center; however, the clinical
judgment of the medic is essential to ensure proper triage of
patients to an appropriate receiving center.

Minor Trauma/Non-Priority Patients

e Adult and pediatric patients who suffer minor injuries or who do not
fall under the trauma priority guidelines do not mandate transfer to
the trauma center; however, the clinical judgment of the medic is
essential to ensure proper triage of patients to an appropriate
receiving center.

The receiving hospital shall be notified as soon as possible in these situations
to ensure rapid notification of appropriate resources. The hospital destination
may be modified as needed by medical control.



Suspected Acute Coronary Syndrome/STEMI: (cardiac chest
pain, etc.): A patient with chest discomfort relieved by NTG,
without other symptoms, and without EKG changes shall follow the

standard destination protocol. Patients with ACS/STEMI should be
transported to receiving facility with ICU and 24-hour cardiac cath lab
capabilities. These currently include:

. St. Luke’s Regional Medical Center-Boise
o St. Luke’s Meridian Medical Center
o Saint Alphonsus Regional Medical Center-Boise
o Saint Alphonsus - Garrity
Suspected Stroke/Brain Attack:

e Undifferentiated strokes with an onset of less than 4 hours from “last
seen normal” should be transported to the closest receiving facility
except:

e VAMC

e Undifferentiated strokes with an onset of between 4 and 24 hours from
“last seen normal” should be transported to the closest receiving facility
except.

e VAMC
e Saint Alphonsus Medical Center - Nampa / 12th Avenue Hospital.
e Saint Alphonsus — Eagle Health Plaza

Pediatric Patients: Pediatric patients (patients <14) who meet certain criteria
should preferentially be taken to Saint Luke’s Regional Medical Center (Saint
Luke’s Boise). These conditions include

e Any suspected Time Sensitive Emergency (TSE) as defined
Appendix 16: TSE and Code Critical Criteria (STEMI, STROKE, or
Code Critical)

e Pediatric trauma patients shall be transported as described
previously in these guidelines.

e Pediatric Drowning/Submersion: Pediatric drowning/submersion is
defined as any submersion or immersion incident with evidence of
respiratory impairment (aspiration). Any submersion or immersion incident
without evidence of respiratory impairment (aspiration) should be
considered a water rescue and not drowning.

Carbon Monoxide Toxicity: Carbon Monoxide exposures that involve
trauma (i.e., Burns) should be transported in accordance trauma destination
guidelines. Carbon Monoxide toxicity without trauma should be to the closest
appropriate facility.

HOSPITAL DESTINATION




HOSPITAL DESTINATION

e Inter-facility Transport: Physician-ordered inter-facility transport shall be to
the hospital directed by the transferring physician. In all cases, to comply with
EMTALA/COBRA regulations, the physician or designee must write the order,
and the receiving physician must be specifically documented. If, during
transport, the patient deteriorates beyond the provider’s ability to effectively
manage, the provider may divert to the closest appropriate hospital.

e Pregnant Patients:

e A pregnant woman who has received prenatal care and has
an established physician may be transported to the hospital of
choice

e A pregnant woman who has a history of high-risk pregnancies
should be transported to facilities with NICU capability.

e The current NICU facilities in the ACCESS response area are
SARMC, SLRMC, SLMMC, SLNMC (Nampa), and Saint
Alphonsus - Garrity.

e Complicated or imminent deliveries from home, medical
facilities, or birthing centers will be transported to the closest
appropriate facility

e Mass Casualty Incident: In the event of a Mass Casualty Incident
(MCI), the Incident Commander or his designee shall dictate the
patient hospital destination.

e Patients on hospital grounds: Occasionally patients may be found
either on or immediately adjacent to hospital premises, particularly
patients who have recently left the Emergency Department either AMA
or prior to physician screening. Unless the patient meets certain criteria
outlined previously (i.e., TSE or pediatric criteria), the patient should be
returned to the emergency department of the facility they just departed.

This protocol shall not relieve Ada County City Emergency Services
System (ACCESS) personnel of the responsibility to determine the
patient’s destination preference.

¢ If the patient or attending physician requests transport to a facility not
consistent with the above guidelines, the request will be honored only
after informing the patient, responsible person, or physician of the
unavailability of certain services at that facility.

Continued next page



e If the patient demonstrates impairment of judgment related to
injury, shock, drug effects, or emotional instability, the Paramedic
will act in the patient’s best interest and transport to the most
appropriate facility.

e Where a question exists concerning the appropriate patient
destination, Medical Control should be consulted.

ACCESS personnel has the option to transport patients with immediately
life-threatening conditions to the closest appropriate facility based on
clinical judgement.

HOSPITAL DESTINATION
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SECTION: G-04

TITLE: Special Resuscitation Situations

REVISED: December 01, 2022

A. Withholding resuscitation
In situations requiring CPR (e.g., cardiac arrest), resuscitative efforts may be
withheld or ceased under the following circumstances:

e Obvious signs of death defined by:
o Rigor mortis
o Dependent lividity
o Obvious and widespread decomposition

e Acute Traumatic Cardiac Arrest: Consider withholding resuscitation in
traumatic cardiac arrest in any of the following conditions:

o No signs of life within the preceding 15 min (downtime best
estimate) AND asystolic.

o Massive trauma incompatible with survival (e.g. decapitation,
gross distortion of vital anatomy, loss of brain tissue).

e In all other situations, full resuscitation efforts shall be initiated unless
there is:

A DNR order meeting the following criteria:

o Idaho Physician Order for Scope of Treatment (POST) form
o The physical presence of a physician-signed DNR order in
the setting of a hospital (e.g., Idaho Elks Rehabilitation

Hospital, Treasure Valley Hospital), or

o The physical presence of a physician signed, out-of-state
DNR order, or

o An DNR order is written prior to July 1, 2007, regardless of
format

See Appendix 26: In-Field Death/POST/Comfort One/DNR Guidelines for
further guidance.

If there is a question concerning the appropriateness of CPR initiation,
begin CPR and contact Medical Control.




B. Discontinuation of resuscitation
In all cases where CPR efforts have been appropriately initiated,
Paramedic consultation with the on-line Medical Control physician is

required prior to discontinuation.

In addition, BLS interventions, an advanced airway, and at least 20
minutes of rhythm-appropriate therapy should have been
performed prior to considering termination of efforts

If a patient’'s ETCO2 remains less than 11 mm Hg, despite 20
minutes of rhythm-appropriate therapy with an advanced airway
placement, then efforts are likely futile. Conversely, higher ETCO2
may because to consider ongoing resuscitation efforts. Clinical
judgement is essential in determining whether to continue
resuscitation.

If CPR has been initiated inappropriately as outlined above,
personnel may discontinue CPR without on-line Medical Control.



SECTION: G-05

TITLE: Air Medical Response

REVISED: November 1, 2017

Any licensed EMS provider or law enforcement agency within the Ada County
EMS system may request an air ambulance. All air medical requests shall go
through Ada County Dispatch Center. While a valuable tool in reducing morbidity
and mortality in both medical and trauma patients, air medical transport is both
expensive and also carries with it inherent safety risks that are often
underestimated.

The use of air medical resources should be carefully considered and done on a
case-by-case basis. Many situations that may call for an air ambulance in one
case may be better handled by ground transport in another. This protocol is a
supplement to, not a replacement for, good judgment.

Indications
Use of an air medical transport is based on many considerations including but
not limited to:

Physiologic Criteria
e GCS <13 (does not follow commands)
e S/S of shock (e.g., rapid HR; altered mental status; cool, clammy, pale
skin)—remember that hypotension is a late sign of shock
Pediatric trauma (may not see s/s of shock until late)
Geriatric trauma (may not see s/s of shock until late)
Hypothermia
Airway compromise, actual or potential
Prolonged transport or delayed ALS response/transport that will have a
reasonable likelihood of affecting patient mortality/morbidity
« Patients with signs of Acute Coronary Syndrome in which ground ALS
response is significantly delayed
o Current or post-cardiac or respiratory arrest situations in which ground
ALS response is significantly delayed

Anatomic Criteria

o Penetrating injuries to the head, neck, chest, abdomen, or thighs

e Two or more long bone fractures

e Limb paralysis

e Limb amputation proximal to the wrist or ankle in which bleeding cannot
be controlled

e Trauma combined with burns of >20%, particularly those involving the face
or airway

« Signs of a rupturing aortic aneurism

Air Medical Response




Air Medical Response

Mechanism of Injury
Mechanism of injury criteria should accompany physiologic and/or anatomic
criteria.

e High-speed MVC

e Prolonged extrication

o Fatality within the same vehicle

e Ejection from vehicle

e Passenger compartment intrusion of >12 inches

« Fall greater than 2x patient’s height

Other Criteria
e Areas where access by EMS vehicles or crews is difficult or impossible

“Stand-By” vs. “Launch” and Cancellation of Air Medical Response

At times, air medical response may have been activated by other agencies or
responders. It may seem initially unnecessary based on initial dispatch
information, location of call, or capabilities of the responding EMS units. While
not prohibited, it is generally not prudent to cancel an air ambulance prior to
arriving on scene.

e In most cases, an air ambulance should only be cancelled by EMS
personnel who have completed an on-scene patient assessment

« All cancellations of air transport will be brought to the Medical Directorate
by the provider for review of the decision

When the need for air medical transport is suspected but unclear, the air
ambulance agency may be placed on “stand-by” (the exact meaning of “stand-
by” is usually defined by the air ambulance agency and may or may not include
aircraft lift-off). In such cases, the air ambulance should be updated as soon as
possible if they are needed.

Landing Zones and Safety

In Ada County, landing zones are often handled by law enforcement or the fire
service. In some cases, EMS field personnel may be required to establish their
own landing zones. In an effort to standardize safe scene operations, ldaho’s air
ambulance agencies have developed the following basic landing zone (LZ) and
safety guidelines.

Types of Landing Zones
Landing zones fall into three basic categories, listed here in order of safety
preference.

o Established helipads. Usually located at airports or hospitals, heliports are
generally constructed with consideration to size, slope, and surface, as
well as approach and departure paths



Pre-established (or designated) landing areas (PELA). These
are essentially pre-arranged rendezvous locations. By pre-
planning specific LZ sites with the air medical provider, the
pilots are given the opportunity to survey the area ahead of time

to identify potential hazards

On-scene landing zones. Having the aircraft land at the scene typically
offers the most expedient evacuation of the patient. Care must be taken to
ensure a suitable and safe LZ

Landing Zone Officer

The most important component of safe scene operations is the LZ Officer. S/he is
responsible for the safety of the responding aircraft(s), the LZ set up, and basic
communication between flight and ground crews. The LZ Officer should be
someone not directly involved in patient care. This position may have a different
title in the National Incident Management System (NIMS).

Landing Zone Preparation
The following criteria are generally considered “ideal.” If local conditions
necessitate deviation, consult the pilot as soon as possible.

Size — The preferred size of landing zone is 100 ft. x 100 ft. (60 ft.
absolute minimum)

Slope — The slope of the ground should be no more than 5 degrees
(gentle slope)

Surface — The ground must be a firm surface preferably, with no loose dirt
or snow. If necessary and available, consider wetting down dirt surfaces.
Loose snow can be compacted with snowmobiles

Hazards/Obstructions — Poles, wires, fences, towers, trees, and unstable
ground are all hazards to report to the pilot.

0 Hazardous Materials — The presence of hazardous materials MUST
be relayed prior to their approach to the scene

0 Clear Area — The area is clear of loose debris, large rocks, posts,
stumps, vehicles, people, animals, and other hazards. Caps and
hats should be secured

o Overhead — Free of overhead obstructions such as wires,
antennas, and poles

Marking/Lighting

o The four corners of the landing zone should be marked. During the
daytime, this can be done with traffic cones. At night, flashlights,
“LZ lights” or low-beam headlights can be used. Flares, if used at
all, must be used with extreme caution as they present a fire hazard
and should be secured to the ground

Identified hazards should be illuminated if possible

NEVER direct any lights up at the aircraft or use high-beam
headlights

Air Medical Response




Air Medical Response

The pilot always has the final say regarding landing zones. He/she may
request an alternate site.

Landing Zone Communications
The Landing Zone Officer is responsible for radio communications with the
responding air ambulance. Responsibilities include:

e Assisting the pilot in locating the LZ with simple directions and easily
identifiable landmarks. Avoid using directions such as right and left unless
the aircraft is directly in sight

e Advising the pilot of LZ conditions, wind speed and direction, and hazards

« Primary communications between ground and aircraft should be on “State
F2,” 155.280 MHz. Other channels or methods may be used as the
situation demands

e Hand signals and gestures are discouraged

Landing Zone Safety

e Ensure no one approaches the aircraft until specifically directed by the
pilot or crew

e Unless otherwise directed, always approach from the front half of the
aircraft (9 o’clock to 3 o’clock), in view of the pilot, and while maintaining
eye contact. Approach from the downhill side if landed on a slope. When
in doubt, wait for a member of the crew to escort you

e The tail rotor is an especially dangerous area because, due to its speed,
the blades may be nearly impossible to see. NEVER go near the tail of the
aircraft while it is running

o Rotor wash is the air forced down by the main blades, creating “winds”
near 100 mph. All loose objects such as hats, sheets, and blankets must
be secured

o Consider dirt and small rocks as potential airborne hazards and wear
appropriate personal protective equipment

e If you drop something, do not chase it

Patient Care

Appropriate patient care should continue until the flight crew arrives at the
patient’s side. Patient care should not be delayed “because the air ambulance is
coming.” After the flight crew arrives, EMS personnel should assist as needed
within their respective scope of practice.



SECTION: G-06

PROTOCOL TITLE: Pre-hospital Integration of Care

REVISED: December 01, 2022

Purpose: This protocol is intended to provide a baseline understanding of the
interactions that shall take place between ACCESS EMS response agencies. It is
the intent and understanding that all agencies involved in the care of a patient
strive to work as a team to provide quality patient care, seamless personal
interactions, and maximize on-scene efficiency.

It is the responsibility of all ACCESS EMS & Fire responders to:

insure proper and timely utilization of resources

meet the goals of scene safety, quality patient care, and rapid movement
to medical facilities

provide all patients with a proper assessment, appropriate treatment and
rapid transport experience

provide any and all necessary care within their scope of practice

work as part of a high-performance team to provide efficient and seamless
patient care

Process:

Patient care in Ada County requires integration with other medical
providers to accomplish the ACCESS goals and mission of providing
guality patient care and rapid transport to on-going medical care. The
following guidelines will be observed when multiple agencies are on
scene.

The on-scene responder with the highest EMS licensure level is ultimately
responsible for supervising and facilitating the care of the patient. Initial
arriving personnel shall assume the initial patient care role and provide all
necessary care within their scope of practice. Secondary arriving
personnel should receive a briefing on patient status and care provided
upon arrival (as time permits).

Provider In-charge of Patient Care can be any ACCESS Provider. Initial
provider may transfer care to a higher-level provider at any time or may
retain patient care on-scene (if patient care, assessment and needs fall
within their scope of practice). Providers with higher EMS licensure may
supervise another providers’ care as long as both parties are in
agreement.

Transfer of care should be face-to-face describing what they have learned
to that point and any interventions done. Once this report is completed,
the higher-level provider will assume patient care. All other on-scene
providers will integrate into the patient care process by assisting in any
way possible using a teamwork approach.

PRE-HOSPITAL INTEGRATION OF CARE




PRE-HOSPITAL INTEGRATION OF CARE

e Multiple Paramedic-level Providers exist within ACCESS staffed on
transport and non-transport apparatus. Paramedics generally lead or
supervise patient care based on patient need. To simplify on-scene and
transport operations, a Primary Paramedic needs to be identified.

To determine the Primary Paramedic, the following will be observed:

e The first arriving Paramedic that has begun an assessment, and/or
treatment shall assume the Primary Paramedic role.

¢ In the event of a simultaneous or near-simultaneous arrival of a Transport
Paramedic and a Non-transport Paramedic, the Primary Paramedic role
shall default to the Transport Paramedic. If mutually agreed upon, the
Non-Transport Paramedic may assume the Primary Paramedic role. All
on-scene providers shall assist using a teamwork approach.

e |If the Non-Transport Paramedic will not be supervising the transport of the
patient, a face-to-face transfer of care to the Transport Paramedic shall
take place when feasible. (See SWO Appendix 25: Integration of care
reporting guidelines, section Il1).

Integration of Care during the transport of a patient:

If the Transporting Paramedic needs additional EMS resources during transport,
they may request assistance from the Non-Transport EMS Providers (BLS or
ALS). This may occur when a patient’s condition requires multiple procedures or
in situations where the Transport Paramedic sees a need for the continued
involvement of the Non-Transport EMS Personnel.

The Non-Transport Paramedic may remain Primary during transport if he/she
believes their further involvement would benefit the patient, or the Non-transport
Paramedic would like to continue involvement for the development and
maintenance of their clinical skills. While the Non-Transport Paramedic may
remain primary during transport, the Transport Paramedic shall remain engaged.

Any continued involvement of the Non-Transport Paramedic during
transport (as lead or assistant) should take into consideration the
positive or negative impact on patient care, current system status, and
any other pertinent factors. Disagreements on continued involvement
should be reported to the respective Supervisors for review (as
appropriate) after the call.



Teamwork is a vital component to the successful treatment and transport
of an ill or injured patient. Teamwork and professionalism are paramount
in ACCESS and shall be maintained throughout the call.

Conflict Resolution:

If on-scene providers disagree on treatment options and are unable to resolve
their differences, the following guidance is provided:

e Life-threatening decision with discretionary time: Medical Control shall be
contacted, and any decision made by Medical Control will be honored.

e Life-threatening decision with NO discretionary time: If a delay to contact
Medical Control is likely to increase the morbidity or mortality of the
patient, the Primary Paramedic (see above) will make the decision but is
required to maintain lead on-scene and during transport, perform the
patient hand-off at the hospital and be responsible for all remaining patient
care decisions.

¢ Non-life-threatening decision with discretionary time: the Primary
Paramedic at the time shall make the final decision. If uncomfortable with
the decision, the Transport Paramedic may require the Non-Transport
Paramedic maintain the lead on-scene, be responsible for remaining
patient care decisions throughout transport to the hospital and do the
bedside hand-off to the Nurse or Physician. Medical control is also an
option.

After completion of the call, the responders involved should meet to attempt to
resolve any disagreement between crews. If needed, crews may involve
Supervisors to aid in the resolution.

Any time a Non-Transport Paramedic assumes the lead during transport due to a
disagreement with the Transport Paramedic, the issue shall be forwarded to their
respective Supervisors (and Medical Directors, if appropriate) for review.

Refusals

In the event that a patient refuses care, the Provider In-Charge of Patient Care is
responsible for the refusal documentation. Prior to clearing the scene, unit
personnel shall
e clearly identify which provider is responsible for the refusal documentation
e confirm that patient and/or witness signatures have been collected on
that provider’s tablet.

All providers in ACCESS are qualified and authorized to complete and
document a refusal as long as the chief complaint(s) and assessments
conducted fall within their scope of practice.

See SWO G-09: Patient Refusal and Documentation for further refusal guidance.

PRE-HOSPITAL INTEGRATION OF CARE




PRE-HOSPITAL INTEGRATION OF CARE

Additional Key Points:

Every Provider in the ACCESS EMS system has an obligation to provide
high-quality patient care. Each provider has a duty to act and bring any
concerns to the attention of the Provider in-Charge of Patient Care.
Nothing in this protocol shall indicate poor patient care is acceptable in an
attempt to minimize conflict between Providers.

All ACCESS responders’ number one priority is being a patient advocate
and shall strive to work together in a team-like fashion to allow for
maximum utilization of knowledge and resources. All providers are
empowered to contribute to the patient care process and ensure all patient
needs are being met.

Professionalism and teamwork are the goals of the unified ACCESS
approach to patient care. All providers are expected to act with
professionalism and respect while operating on-scene and during
transport.

Accurate documentation of patient encounters is considered integral to
these protocols and will be completed in a timely fashion (prior to end of
shift). Demographic information gathered and treatments performed by the
non-transport crew shall be documented in EHR ESO Mobile and a
mobile-to-mobile transfer will be conducted (when time permits).

The Primary Paramedic during transport will complete the transport EHR
chart in ESO. If the Primary Paramedic is the QRU Paramedic, the QRU
Unit will complete their chart as an Assist, Unit and the Non-Transport
Paramedic will be added to the Personnel List on the transport chart as
Lead Provider for chart completion. See SWO G-10 for guidance on chart
completion.



SECTION: G-07

TITLE: Medical Monitoring for IncidentRehabilitation

REVISED: November 1, 2018

Any licensed EMS provider in Ada County may be dispatched to
the scene of a fire-related incident (structure fire, wildland fire,
training operation or other special operations) and be assigned
the task of medical monitoring as part of the Rehabilitation Group
under the Incident Command structure. This protocol is intended
to meet the NFPA 1584 guideline as it pertains to medical
monitoring.

Medical Evaluation and Assistance

1. Medical Monitoring Officer — Medical monitoring, when possible, should
be conducted by ALS personnel (paramedic) or the highest medically trained
personnel available on-scene. Personnel assigned to the rehabilitation group
are NOT to be actively involved in Fire-Ground Operations (i.e. fire attack,
RIT, etc.).

The Medical Monitoring Officer shall evaluate (as needed):
— Heart Rate

— Respiratory Rate

— Blood Pressure

— Pulse Oximetry

— Carbon Monoxide Oximetry

After the medical evaluation, the Medical Monitoring Officer
will determine a proper disposition:

— Cleared and released from rehabilitation
— Continued rehabilitation/medical monitoring
— Medical Assistance and transport to medical facility

— Removed from active duty due to arefusal of treatment and/
or need for transport for higher level medical treatment

Continued rehabilitation should consist of additional monitoring
of vital signs, providing rest, providing fluids and food (if
available).

Medical Monitoring for Incident Rehab




Medical Monitoring for Incident Rehab

Personnel whose signs and/or symptoms indicate a medical
problem or traumatic injury should be considered a patient and
care should be provided in accordance with Ada County/City
EMS System Protocols. All care should be recorded on a
Patient Information Sheet (ESO) and notification to the Incident
Commander shall take place.
e Transport by ambulance: follow normal documentation
guidelines
e Transport by department vehicle: complete a Refusal on the
Patient Information Sheet (ESO)
2. Medical Criteria - Below is a list of objective measurements that
anyone entering medical monitoring via the rehabilitation group mustmeet
before being released by the Medical Monitoring Officer:

— Minimum 20 minutes rest

— RR < 20/min

— BP Systolic <160 and > 100
— Diastolic <100

— Sp02_>92%

— SpCO < 5% (< 8% for smoker)

All objective criteria must be met before being released from rehab. If the
individual fails to meet one or more of the criteria listed above, he/she will
remain under the care of the Medical Monitoring Officer until he/she
meets the established criteria. In addition to this, the individual's
subjective feelings must be taken into account. Any individual thatdoes
not feel fit to return to an assignment will be given additional time.

If at the end of 40 minutes in the medical monitoring unit the individualis
still unable to meet all of the objective criteria, transport should be
considered and the individual will be required to be evaluated by a
physician and obtain a medical release prior to returning to full duty.

3. Documentation - All medical monitoring evaluations shall be
recorded on the Ada County Fire Rehabilitation Monitoring Form. These
forms will be submitted to the Incident Commander after the incident,
which will then be reviewed and attached to the incident report.



4. Accountability

Personnel reporting to the Rehabilitation Group shall enter
as a crew and present themselves to the Medical Monitoring

Officer. Members shall exit as a crew when possible. If any
member remains in Rehabilitation forfurther evaluation or
medical treatment, the Rehabilitation Group Supervisor shall
notify Command. The remaining members shall report to the
Staging Area/Staging Officer.

The Rehabilitation Group Supervisor or his/her designee shall
document:

e Crew designation

e Individual's name

e Vital signs (HR, RR, BP, Sp0O2, SpCO)

e Associated problems

e Times of entry to and exit from the Rehabilitation Area

Individuals shall not leave the Rehabilitation Area until
authorized to do so by the Rehabilitation Group Supervisor.

Medical Monitoring for Incident Rehab




Ada County Rehabilitation Policy Flow Chart

Table 1
Rehabilitation Entry Guidelines
e  Second 30-minute SCBA

Entry into Rehab Unit

cylinder
e Single 45 or 60 minute
Triage cylinder
e  See Table 2 for transport criteria e > 40 minutes heavy exertion
e  Primary assessment: without SCBA (consider
O Non-life threatening injuries/illness shorter time in extreme
O Significant heat or cold stress weather conditions)
O HR> 140 orirregular
O 5SP02<90%
O COlevel >10%

s 8

a D

Rest and Recovery

Medical Monitoring and Treatment

e  Recommend 20 minutes. e  Recommend minimum of 20 minutes

e  Rehydration and nutrition: calorie and electrolyte e  Secondary assessment. Full vital signs:
replacement. e Temp, BP, RR, SPO2 and CO.

e Active/passive cooling or warming *See Table 2 for transport Criteria

e  Exitvital signs e  Treat any wounds or injuries.

e  Oral hydration and calorie replacement.
e  Active cooling or warming.
e  Active monitoring (as indicated).

e  Exit vital signs

AN )
l l Meets transport criteria?
Table 2 Transport Criteria
Exit Vital Signs No e Life Threatening or severe injury

e HR<100 Go to Monitoring e Chest pain or arrhythmia

e RR<20 e  Abnormal vital signs:

e SBP<160;>100 0 COlevel >15%

. DBP < 100 0 Sp02<88%

O BP>180or BDP > 110 after 20 min.
Concerning symptoms: Severe HA, SOB, dizziness,
intractable nausea/vomiting, or any neurologic changes.

e SPO22>92%
e CO £5% (non-smoker)
or < 8 % smoker

Any condition requiring active medical monitoringor
active hydration (i.e. IV fluids).

1 Yes
1 Yes

Release to Fire Ground Operations Transport to Closest Emergency Facility

References:
1. NFPA 1584. standard on the Rehabilitation Process for Members during Emergency Operations and Training Exercises; 2008 Edition.
2. Rehabilitation and Medical Menitoring. A Guide for Best Practices. IAFC. Bryan E. Bledsoe, DO. 2008,



SECTION: G-08

TITLE: Special Needs Population

REVISED: November 1, 2017

GENERAL COMMENTS:

In certain patient populations there may (in rare instances) arise the need to
medications that fall beyond the standard practice guidelines of the paramedic
scope of practice.

These are considered time sensitive interventions and may need to be provided
to the patient to prevent significant morbidity or mortality.

To be considered, the patient must have an established diagnosis and care plan
as directed by their primary (or specialist) physician.

Medications need to be prescribed to that patient specifically and cannot be
interchanged with other patients or family members.

BLS Specific Care: See Adult/Pediatric General Medical Care Protocol
M1/PM1 (or other applicable protocol)

AEMT/O.M. Specific Care: See Adult/Pediatric General Medical Care Protocol

M1/PM1 (or other applicable protocol)

ALS Specific Care : See Adult/Pediatric General Medical Care Protocol
M1/PM1 (or other applicable protocol)

¢ |dentify the specific condition the patient is presenting with and confirm
with patient, family members or primary prescribing physician if possible.

e Ask for documentation to support condition and use of specific therapies
and bring all supporting documentation and medications with patient for
transport.

e Ensure that presenting complaint is congruent with indicated therapy.

e If assisting with medication:

o
(0}

(0}

Identify that medication is specific to patient

Ensure dose and route of administration of medication by
prescription or care plan

Check expiration dates on any and all medications and ask about
special handling instructions and that medications have been
properly stored and cared for

Discuss risks and alternatives (i.e. transport with medications to be
given in receiving ER versus prehospital administration)
Document consent with witness

Administer medications per patient specific protocols exactly as
prescribed

Monitor for any medication reaction or hypersensitivity response
Expedite transport to closest appropriate facility

SPECIAL NEEDS POULATION




SPECIAL NEEDS POULATION

PHYSICIAN PEARLS:

This protocol is designed for a very small subset of patient populations that may
have time sensitive emergencies in which medications may avoid unnecessary
complications.

Patients with such conditions have identified themselves with specific diagnoses
and have written confirmations of care plans prior to arrival.

Special needs populations may also suffer from other common medical/traumatic
emergencies and appropriate protocols should be followed. If the practitioner is
going to provide these adjunctive therapies, the chief complaint should be
confirmed to be reasonably coupled to the proposed therapy. (i.e. a hemophilia
patient with an asthma exacerbation may not be in need of immediate factor
VII/1X administration)

If information is lacking or there is question regarding the proposed therapy,
contact the receiving hospital for medical control or the patient’s personal
physician if the contact is available for guidance.

If possible, the patient should be taken to the hospital where they receive their
primary specialty care for continuity.



SECTION: Protocol G-09

TITLE: Patient Refusal and Documentation

REVISED: December 01, 2022

Purpose: This document provides direction for patient care refusal
documentation for all agencies operating within the Ada County-City Emergency
Services System (ACCESS).

Definitions:

e Against Medical Advice (AMA) — Any refusal for assessment, treatment
or transport deemed necessary by any provider.

e Assessment — Physical, visual or verbal assessment of an iliness or
injury in order to create a treatment plan (e.g., palpation, auscultation,
visualization, focused questioning about chief complaint).

e Consent — A Patients’ authorization or agreement to undergo specific
medical assessment, treatment or transport. This can be in the form of
actual permission (informed consent) or in the form of an assumption that
authorization would be given by an incapacitated patient or a minor’s legal
guardian (implied consent).

e Emergency Health Record (EHR) — ESO medical documentation that
includes patient information, patient history, vital signs, care provided, final
disposition, etc.

e Informed Refusal — A patient with good mental capacity must be
informed of the risks of refusing medical treatment and/or transport using
descriptive language that can be understood by the patient. All specific
risks that were discussed should be documented thoroughly and a witness
should be present.

e Medical Provider In-Charge of Patient Care — See SWO G-06 for
guidance on establishing Provider in-Charge.

e Refusal —incidence where the patient no longer desires assessment,
treatment or transport once an assessment (including visual/verbal
assessment) has begun. Patients may accept parts of the offered services
while refusing others (document denials). If the patient’s accepts transport
but refuses some individual interventions, a written refusal does not need
to be completed. Specific refusals of interventions should be thoroughly
documented in the narrative.

PATIENT REFUSAL AND DOCUMENTATION




PATIENT REFUSAL AND DOCUMENTATION

Refusal Form — Legal documentation of a patient who refused initial or
on-going medical assessment, treatment, or transport. The patient should
be informed of all assessment findings, transport recommendations and
interventions recommended by the Medical Provider In-Charge of Patient
Care. In addition to completion of this electronic refusal form, a refusing
patient shall be offered a physical copy of the ‘Notice of Privacy Practices’
document.

Patient: *

A patient is an individual that:

has contacted EMS and requested evaluation for a possible injury and/or
illness

has been assessed or examined by another System provider

Law Enforcement personnel have requested be evaluated by EMS.
Consent to physical assessment or treatment must still be granted by the
individual. In the event the individual is in custody, the Officer or Deputy
may consent to or refuse evaluation, treatment, and/or transport in-behalf
of the individual in custody

has requested transport. Approved courtesy transports and hospital
transports of non-injured relatives or friends are excluded from refusal
documentation

is a minor (< 18 years old or emancipated minor) who is experiencing
some type of illness or injury

o The following person(s) may consent to or refuse the assessment,
treatment, and/or transport of a minor:
= Minor’s Parent or Legal Guardian
= Law Enforcement if in custody

is ill/injured and mentally disabled or incapacitated where their mental
status cannot be verified as normal by someone familiar with the individual

is not fully conscious, alert, and oriented that presents with illness or injury
needing EMS attention

is a possible victim of intimate partner violence/domestic violence, sexual
assault, strangulation or any other form of battery



* These criteria are to be considered in the widest, most inclusive
sense. If there is any question or doubt, the individual should be
treated as a patient in every respect (assessment, treatment,
transport and documentation).

Refusals

Once patient care has begun (assessment or treatment), a patient deemed
capable can allow or refuse further care at any point. If a patient refuses care or
continuation of care, an informed refusal process shall be conducted or at least
attempted by the Medical Provider In-Charge of Patient Care and thoroughly
documented.

Patient dispositions that require refusal documentation:

e Patient Treated, Released (AMA) — provider recommends further
treatment and/or transport and patient refuses further care.

e Patient Refused Evaluation/Care (without transport) — patient refused
to give consent to assess/treat or withdrew consent for further
assessment/treatment/transport. This may be a consensual decision that
further care is not warranted.

e Patient Treated, Transported by Private Vehicle — Patient was
evaluated and or treatment was provided by your EMS unit however
patient or guardian refused ambulance transport in lieu of providing their
own transport.

Since refusal charts are the highest liability to provider and agency, a Refusal
and/or Treat and Release EHR should be thoroughly documented and with an
understanding that each appropriate portion of the chart must be completed with
greater detail. Refusals can be written by any ACCESS provider as long as the
assessment and care provided are within their scope of practice.

Elements of an informed refusal that should be included in EHR:
e Pertinent denials — what the patient denied or refused
e Offer of transport (withess present)
e Oultline of the discussion about the patient’s refusal (withess present)
o Was the decision mutual or against medical advice (AMA)?
o Was Medical Direction contacted?
= Any Medical Control contact should be documented and
include the name of the MD, facility contacted, and summary
of the discussion
o Was the patient offered other transportation/assistance options?
o What were the circumstances of the refusal?
o What were the risks of refusal that were discussed (witness
present)?
o Was the patient offered further assistance by calling 911 again?
o Document mental status of the patient
o Signature of the patient and witness (who was present during
above discussions) on the refusal paperwork
o Thoroughly documented explanation of any refusal to sign
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Refusal Procedure: (see Refusal Form in EHR under signatures)

Refusal documentation and signatures shall be obtained on the tablet of
the Medical Provider In-Charge of Patient Care. This will be the provider who
completes the refusal chart.

The patient assessment is the foundation for treatment and other considerations.
However, not all individuals desire assessment, treatment or transport to a
medical facility. An assessment can be done visually. Therefore, the assessment
will always serve as the basis for determining medical capacity as it relates to
that patient’s ability to refuse care.

To provide appropriate care, providers shall attempt to determine:

Legal capacity — patient is > 18yrs old and/or has the legal capacity to
make their own decisions (emancipated, been pregnant, married, military)
Mental capacity — patient is in a good mental state and has acceptable
decision-making ability

In order to determine good mental capacity, at a minimum, a patient must
be alert and oriented to person, place, time and purpose; must not be a
danger to themselves or others; understands risks presented; have no
signs of mental incapacity, drug/alcohol intoxication, unsteady gait, slurred
speech, etc.

Medical capacity — patient must be free from any medical conditions that
may impair their ability to make informed decisions for themselves.
Rule-out: head injury, hypoxia, head trauma, metabolic issues (ie:
diabetes), environmental issues (ie: heat/cold injury), or any other mind-
altering emergencies or recent unexplained loss of consciousness.

All patients deemed alert and oriented and who have capacity for decision
making, will receive a comprehensive assessment (including a complete set
of vitals). In the event a comprehensive assessment is refused or is not
possible, this will be explained in detail in the narrative.

Medical Direction (called Medical Command in EHR) shall be contacted
for any question arising outside normal SWOs and operational standards.
If Medical Direction is contacted, details including physician contacted,
orders received, and time of contact will be recorded in the Refusal Form
in the EHR.



e Patients/Guardians shall be informed of assessment
findings and provided with recommendations that include
treatment and transport options (i.e. ACP, personal vehicle,
etc.).

e Patients are to be advised of the risks and possible consequences of
refusing care which could include the risk of death (if appropriate). In the
case of a refusal on behalf of a minor, the parent or guardian must take
responsibility for care of that patient. Conversation details should be
clearly articulated in written narrative section of Narrative tab on the EHR.

e The Patient or Guardian must sign the refusal form. Refusal to sign must
be detailed in the written narrative of the chart.

e The refusal shall be signed by a witness that was present during the
discussion of treatment/transport options and witnessed the patient or
guardian refuse further care. In order of preference, witness signatures
may be obtained from:

o

@)
®)
@)
®)

a patient’s family member or someone with the patient
law enforcement

crew member of another agency

crew member of same agency

provider cannot sign refusal as withess

e |If a patient refuses to sign the refusal form, a witness signature should be
obtained, if possible.

e The provider should advise the patient they may re-request assistance at
any time. In the event a confirmed guardian is not on location (ie: at a
school), a verbal/phone refusal may be considered if all parties are in
agreement. Details must be thoroughly documented in the written
narrative.

This SWO is intended to support not replace good judgment that will inevitably be
required given the wide variety of situations that may be encountered.

Further Assistance:

Providers are encouraged to contact the EMS Battalion Chiefs or utilize on-line
Medical Direction in the event questions arise.

Field providers are directed to always hold a potential patient’s best interest in
mind regardless of considerations for cost, insurance, childcare, or any other
patient-perceived obstacle which would prevent that patient being evaluated at a
definitive care facility.

PATIENT REFUSAL AND DOCUMENTATION
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SECTION: G-10

TITLE: EMS Incident Documentation

REVISED: December 01, 2022

Purpose:

This document provides direction for medical documentation for the Ada County-
City Emergency Medical Services System (ACCESS) agencies. It is intended to
establish a uniform, system-wide standard for documenting patient encounters.

This document is to ensure that:
¢ all employees have direction concerning acceptable documentation
¢ all employees understand the components that must be included in every chart
o the provider’s liability is greatly reduced by charting that is consistent, accurate
and thorough.

Medical documentation is required any time response personnel contact
potentially ill or injured individual(s):
e inresponse to a dispatched call
e when the individual(s) presents to a 911 agency outside the bounds of the 911
system (a walk-in/medical stand-by)
e s discovered by a 911 agency during non-emergency operations
¢ When responding to a request by law enforcement

To provide appropriate care, providers shall attempt to determine:
e Legal capacity — patient is > 18yrs old and/or has the legal capacity to make
their own decisions (emancipated, been pregnant, married, military)
¢ Mental capacity — patient is in a good mental state and has acceptable decision-
making ability
o Inorder to determine good mental capacity, at a minimum, a patient must
be alert and oriented to person, place, time and purpose; must not be a
danger to themselves or others; understands risks presented; have no
signs of mental incapacity, drug/alcohol intoxication, unsteady gait,
slurred speech, etc.
e Medical capacity — patient must be free from any medical conditions that may
impair their ability to make informed decisions for themselves.
o Rule-out: head injury, hypoxia, head trauma, metabolic issues (ie:
diabetes), environmental issues (ie: heat/cold injury), or any other mind-
altering emergencies or recent unexplained loss of consciousness.

Patient Care Report (PCR)
All patient encounters require documentation by each unit that was part of the
event, but each encounter has varying levels of expectation.

EMS INGIDENT DOCUMENTATION
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PCRs provide:
e Arecord for continuity of care between pre-hospital providers and ED/hospital

staff

e An accurate account of important call details to minimize personal and agency
liability

¢ Quality Assurance (QA) & Quality Improvement (QI) compensation for services
(billing)

ACCESS EMS data is used for:
e ACCESS deployment planning
Meeting State and Federal reporting requirements
National Fire Incident Reporting System (NFIRS)
National Emergency Medical Services Information System (NEMSIS)
Local planning by City & County Governments

The PCR and all associated paperwork should be the only representation of the
call that is generated.
¢ All documentation must be kept confidential and stored, managed or viewed on
department owned and secured devices.
¢ No documentation materials (e.g. written, electronic or photographic) may be
stored or accessed on personal devices.
¢ No documentation materials are for personal use.
¢ No documentation materials, report information, pictures or other documentation
may be posted on social media or other internet sites without pre-approval from
Agency Directors or Chiefs and in accordance with local laws and statues.

Charting

A well written chart will allow the provider (author) to easily recall medical and
non-medical details of the encounter. The minimum expectation for all
encounters is to document information/procedures/assessments conducted by
you or your unit. Flowchart items documented and timestamped on your unit’s
EHR for Mobile to Mobile (MTM) sharing should be deleted once MTM is
performed and prior to the chart being locked.

ACCESS currently employs documentation software by ESO in both a web-
based and a mobile version. The mobile version is available on a Mobile Data
Terminal (MDT) tablet in the apparatus, and it allows crews to document
information in any location, upload monitor data and share data with other
agencies thru MTM. Charts may be completed on the MDT or on the web. Each
chart must be uploaded (sync’'d) with the web at the conclusion of the call. All
charts are to be completed and locked prior to end of shift.



Generally, ACCESS utilizes a modified SOAP charting method for
documentation. In ESO, this is accomplished as:

e Subjective is captured in the written narrative portion of the Narrative
section or in the comments section of the individual Assessment

sections
Objective is captured in the Assessment and Vitals sections
o Assessment (field diagnosis) is captured in the Narrative and Assessments

sections
e Plan is captured in the Flowchart and written narrative portion of the Narrative
section
Narrative

The Narrative section has a free text field that should be reserved for information
told to the provider or information not covered in sufficient detail elsewhere in the
chart. It should include several basic elements that may enable a provider to
produce an easily understood story with minimal effort.

Narrative elements may include:
o Reason for dispatch

How the patient was found (environment, body position, etc.)

Detailed 4 lead/12 lead description/interpretation

Compliance with medications

Recent traumal/illness

Patient safety issues noted

Hospital destination decision or reason for changing destination

Patient’s mental/personality changes during call

Anything not documented elsewhere that is pertinent

Why needed procedures or treatments were not initiated (resistance by the

patient, situational conditions, scene factors, etc.)

o Treatments, outcomes or responses that are not detailed in the drop-down
menus of EHR

Charting by Exception

By using ESO, providers may elect to employ a method called “Charting by
Exception” (CBE). CBE is the practice of only documenting unusual or
unexpected findings. This type of documentation assumes that all findings are
normal unless an abnormal finding is observed.

In ACCESS, CBE will ONLY be used in the “Assessment” portion of EHR to
document physical exam finding and NOT for responses to interventions. Strict
adherence to use of a comprehensive physical exam, minimizing use of the “Not
Assessed” selection in the “Assessment” portion of EHR, and generous use of
the “Comments” fields found on the “Assessment” pages is recommended.

EMS INGIDENT DOCUMENTATION




EMS INGIDENT DOGUMENTATION

In the Assessment section of ESO, the provider is offered four (4) choices:

o Not Assessed (default) - the body location was not observed, palpated, or
examined in any way.

¢ No Abnormalities* - the body location has been either observed, palpated,
and/or directly examined, and no abnormal findings were noted

o Check boxes - a selection of any one of these precludes use of either “Not
Assessed” or “No Abnormalities”, and should be followed with a description in the
text field of the body location

v
o = yes

o * =Nno

e Use of the “Comments” field in combination with “Not Assessed” or “No
Abnormalities” to explain assessments not explained adequately in the
checkboxes. Accuracy and descriptive language will help color a descriptive
picture for those reviewing the chart.

* The definition of “no abnormality”is patient dependent. You may note that
your patient has bilateral, below-the-knee amputations. While in general this
is not common, it is normal for this patient. This type of finding should be
documented in the comments section or the written narrative and noted as
‘normal’ for that patient.

Medical (EHR) Documentation Minimum Expectation (as appropriate based
on disposition selected on Incident tab):

e Incident tab - all required unit incident information, personnel and appropriate
disposition. Lead provider is defined as the provider who conducted and lead
patient care.

e Patient tab - basic patient information to include name, birthdate, weight, contact
address and medical history

e Vitals tab — minimum 1 set of vitals (non-transport), 2 sets of vitals (transport) as
allowed by patient (minimum BP, Pulse, Resp, AVPU)

e Flowchart tab — all interventions performed by your unit personnel with
applicable details and correct provider responsible for performing intervention

e Assessment’s tab - at minimum document a visual assessment. Document
other physical exams allowed by the patient

o Forms tab — any appropriate forms based on patient complaint, assessment,
treatment

e Narrative tab — primary impression, detailed written subjective narrative

e Signatures tab - Lead Provider signature required



Lift Assist/Non-injury:

For a single-unit, non-injury lift assist, the “Assist, Public” disposition
should be used.

e Collect patient name and date of birth on these reports to track repetitive EMS
calls/EMS abuse. In the written narrative document details of lift assist and
absence of complaint or injury before and after the move. Vitals are not required.

o Fire agencies: on NFIRS Incident Report, use Incident Type 554 (Assist
Invalid) and Action Taken 71 (Assist Physically Disabled). Type “See
EHR report” in the narrative section.

o If an assessment is necessary prior to or after the lift assist and the patient
refuses any further assessment or treatment, use “Patient Refused
Evaluation/Care (Without Transport)” disposition and a signed refusal is
required. In the written narrative portion of the chart, record lift assist details and
the reasons for the assessment before or after the move. At minimum, one set of
vitals will be needed.

o Fire agencies: on NFIRS Incident Report, use Incident Type 554 (Assist
Invalid) and Action Taken 71 (Assist Physically Disabled). Type “See
EHR report” in the narrative section.

o If transport is determined to be necessary, a transport unit shall be requested
and documentation shall be completed using the “Patient Treated, Transferred
Care to Another EMS Professional/Unit” disposition.

o Fire agencies: NFIRS Incident Report as usual for EMS calls.

Call Cancelled:

e Cancelled (No Patient Contact) — cancelled after arrival on-scene by other
unit(s) on-scene prior to contact with a patient

e Cancelled (Prior to Arrival at Scene) — unit or call was cancelled prior to arrival
by Dispatch or another unit enroute or on-scene

e Cancelled on Scene/No Patient Found — after arrival, unable to identify any
individual desiring assessment, treatment or transport

Treat and Release

Treat and release (refusal) calls are the highest liability for EMS. In the case of
most treat and release charts, a documented refusal is required.

See SWO G-09 for guidance on refusal documentation and App 31 - Treat and
Release Checklists

PD Assist:
When PD requests assistance from Fire or EMS, 1 of 4 call-types are used:

o PD-Assist PD Fire Only — PD is requesting assistance with fire-related needs.
Typically, not used for medical needs.

o PDEMER - Assist PD Emergent — Dual EMS and Fire response for an emergent
need — typically for medical emergencies

o PDNON — Assist PD Non Emergent — Closest ACCESS Unit is dispatched —
single resource. Commonly used for a medical evaluation.

EMS INGIDENT DOCUMENTATION
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PDNOTIFY — Assist PD NOTIFY AIQ — PD with a possible need, units can stage
in quarters for notifications and further requests.

Documentation for PD Assists is based on call actions. PDNON is used when PD
is requesting a patient evaluation. ACCESS Providers DO NOT provide medical
clearance. Medical clearance is done at the hospital or the jail. ACCESS
Providers’ job is to rule-out critical issues and provide any emergent care that
might be needed.

To document a PD request for a patient evaluation:

Get patient consent to do an assessment. Unless the patient is in custody, they
have the ability to refuse an assessment or care. A visual/verbal assessment can
be conducted and documented if patient is uncooperative.

If cooperative, conduct a thorough patient assessment as usual to include a
visual/physical/verbal assessment and full set of vitals.

Focus on visible injuries, patient complaints and provider suspicions based on
mechanism

Provide care as needed

Get patient demographics for documentation

If determined to be a minor but no care/transport is required, EHR disposition is
“Assist, Agency”.

o Complete all documentation based on actions taken and document
assessment findings appropriately (Assessments section and Written
Narrative).

o A signed refusal is recommended if possible. Complete the PD Medical
Evaluation Treat and Release Checklist (See App 31 - Treat and
Release Checklists).

If determined to be a minor and care is required, but transport is not needed or
refused, disposition is “Patient Refused Evaluation/Care (Without Transport)”

o A signed refusal is necessary/required.

o Complete the PD Medical Evaluation Treat and Release Checklist
(See App 31 - Treat and Release Checklists).

If transport is needed, request a transport unit respond. Disposition will be
“Patient Treated, Transferred Care to Another EMS Professional/Unit”.

o DO NOT request a transport unit until determination for transport is made

after evaluation.

Forms:
Forms are specialty documentation required for certain call-types.

Acute Coronary Syndrome (ACS) — form is required when patient meets all
criteria for acute coronary syndrome (see SWO C-03). Required when Primary or
Secondary Impression is: Chest Pain/Discomfort.

Advanced Airway — completed when intubation was attempted or successfully
completed. Required when any Intubation or LMA is added to the Flowchart.

Continued next page



Burns — form for patient with diverse burns more than a single
localized injury

Cincinnati Stroke Scale — completed when patient presents with
stroke-like symptoms (see SWO M-04). Required when Primary or

Secondary Impression is: Stroke.

CPR - Cardiopulmonary Resuscitation — form completed when CPR is
performed on patient during the process of the call. Required when the Primary
or Secondary Impression is: Cardiac Arrest or Traumatic Circulatory Arrest.
Motor Vehicle Collision — completed as part of documentation for an MVA.
Obstetrical — completed when patient complaint is labor with or without delivery.
Spinal Immobilization Screening Tool — completed when patient is evaluated
for spinal immobilization and immobilized or cleared in the field. See SWO App
17 for further guidance.

CDC 2011 Trauma Criteria — completed as part of a significant trauma injury
call. Required when Trauma or Medical & Trauma is selected on Narrative page
under Clinical Impression - Medical/Trauma.

VAN Stroke Assessment - completed when patient presents with stoke-like
symptoms (see SWO M-04) to assess for large-vein occlusion. Required when
Primary or Secondary Impression is: Stroke.

Studies section forms - specialty forms for studies/research being performed
with anonymous ACCESS data. If required for reporting, specialized training will
be offered prior to use.

Tips for Charting

This is a brief list of charting suggestions.

Consider concise, potent sentences that are complete and provide for easy,
smooth reading.

Avoid excessive use of the word “patient” as in “patient said”, “patient did”,
“patient this”, and “patient that”.

Reread the narrative portion of the chart prior to locking chart to pick-up errors in
spelling or grammar and ensure that the chart’'s meaning is clear. Attempt to read
the document as would a reviewer not on the scene.

Accept feedback gracefully. Feedback (QA/QI) is useful and necessary in
maintaining a high-performance level.

Check ESO dashboard every day you work. Respond to QA messages quickly
and correct report issues immediately. Complete/accurate charts are essential for
correct billing, court-ordered record requests and patient personal record
requests. Requests cannot be met until charts are reviewed and completed.
Remember, questions about your care usually have nothing to do with the care
itself, but the manner in which it was charted.

IF IT ISN'T WRITTEN, IT DIDN'T HAPPEN
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SECTION: G-11

TITLE: Emergent Inter-facility Transfers

Date: November 1, 2018

GENERAL COMMENTS:

The purpose of the protocol is to provide guidance for Emergent Inter-facility
Transfers IFT). For the purposes of this protocol, IFT applies only to high
acuity areas of a hospital, such as a cath lab, Emergency Department, ICU,
OR, or other critical care department. These are typically patients who would
be otherwise be transferred by specialty or contracted teams, such as HEMS,
Critical Care Transport (CCT) or high risk Maternal/Neonatal teams.

It does not apply to nursing homes, skilled nursing facilities, outpatient clinics,
rehab hospitals, Birthing Centers, Long Term Care facilities or similar healthcare
settings.

This protocol also does not apply to situations where ACP/ACCESS is simply
providing transport and assisting a specialty team (i.e. specialty team or flight
team) in the transport of these patients where the specialty team retains patient
care and responsibility.

Inclusion Criteria: The following patients are included under this protocol

e Patients who are at increased morbidity or mortality due to time sensitive
and emergent conditions, who are being transferred to a higher level of
care.

e Other forms of transportation are not appropriate, safe, or available in a
timely fashion.

Exclusion Criteria: The following patients are excluded under this protocol

e Patients who are not at increased morbidity or mortality due to time
sensitive emergency

e Stable patients being transferred to ICU (no immediate intervention
planned)

e Patients who are being discharged home or to a lower level of care

e Patients who merely require a specialty form of transport, such as bariatric
transport, but who otherwise are not high acuity patients.

e Patients who will remain in the care of a specialty team, and
ACCESS/ACP is simply providing transportation.

EMERGENT INTERFACILITY TRANSFERS
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Procedure:

Transport Requirement: Patient’'s may be transported emergently from one
facility to another if:

e The appropriate EMTALA paperwork is in hand

e The transporting and receiving physician is clearly identified

e The patient is deemed stable enough for transport.

o If the patient is not stable enough for transport, they should be
stabilized as much as possible prior to transport-, recognizing that
definitive care and complete stabilization may only be possible at
the receiving facility.

Medical Control

e Current SWO's will apply to these patients unless otherwise specifically
noted.

e |If the transported requires medications or doses not covered under the
SWOs, or the IFT medication list, these shall be documented in the form
of a direct medical control order from the physician. The specific order and
physician shall be documented both in the PCR narrative and flow chart.

e The attending paramedic shall confirm the best method to contact the
transferring physician if needed for additional orders.

e If contact with the transferring physician is unsuccessful or not feasible,
then normal medical control procedures apply. See Protocol G-02:
Medical Direction

Staffing Requirements

e In general these patients should be transferred with at least two providers
in attendance, at least one of which should be an ACCESS/ACP
Paramedic. In rare cases after assessment of the patient and
consideration of the clinical presentation, the transporting medic may elect
to transport the patient without the assistance of an additional provider “in
back”.

0 The second provider may come from the facility or within the
ACCESS/ACP system.



Equipment Requirements:

¢ The sending facility shall make equipment (Such as
mechanical ventilators, CPAP, BiPAP, IV Pumps) available as
required; the attending paramedic may transfer the patient to

ACCESS/ACP equipment, or a combination of either.

0 The decision should be made in the best interest of the patient, not
simply for convenience of the facility or the Paramedic.

o0 The attending paramedic has an inherent responsibility to make sure
they are comfortable with the equipment used.

o Even when familiar with the equipment, the attending paramedic shall
(at a minimum) briefly review the functions, current settings, and
anticipated/contingency settings of any equipment used.

Contraindications/Special Considerations: These patients and situations are
exceptionally complex and high risk and require special accommodations prior to
transport.

e Patient’s with life sustaining equipment: Patients requiring -life
sustaining equipment such as ECMO, trans venous pacers, balloon pump
support, multiple specialty ventilators, or specialty gasses present special
challenges. These patients will only be transferred with the
appropriate additional staff to manage those specific devices (i.e.
Perfusionist, Respiratory Therapist, etc.)

e Patient’s with CPR in progress: These patients will only be transferred
with mechanical CPR device in place.

¢ Inclement weather/unsafe driving conditions: Although these patients
are “emergent”, the attending paramedic and the operator of the vehicle
may decide to choose the best mode of transportation (i.e. lights and
sirens) based on the conditions at hand.

The attending paramedic may defer transport, request additional guidance or
assistance, or contact a supervisor at any time for clarification on this policy.

If the attending paramedic believes the transport is unsafe or outside their scope
of practice the provider should contact the on-duty EMS Battalion Chief
immediately for clarification.

PHYSICIAN PEARLS:

This protocol is designed for a very small subset of calls that carry a substantially
elevated clinical and organizational risk. Providers should undertake these calls
with a heightened state of clinical vigilance and attention to detail. The goal is to
reduce complications, improve mortality and morbidity, while avoiding adverse
events though a standardized approach to these calls.

EMERGENT INTERFACILITY TRANSFERS
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SECTION: C-01

TITLE: Adult Cardiac and Respiratory Arrest

REVISED: NOVEMBER 01, 2019

Attention to “the basics” during cardiac arrest is equally important (if not more
important than) as ALS drug therapies.

BLS-Specific Care

e Perform high performance Cardiopulmonary Resuscitation (AKA “Pit Crew”,
see appendix 30)
0 For anunwitnessed arrest: Perform approximately 2 minutes/200-
220 compressions of good, sustained, and effective CPR prior to
defibrillation or AED attachment
o For awitnessed arrest, or after approximately 2 minutes/200-220
compressions of good, effective and sustained CPR: AED use per
AHA guidelines and manufacturer recommendations
o Emphasis on minimizing interruptions and maximizing the
compression fraction of high quality compressions.
0 Apply LUCAS Chest Compression system (if/when available) as
described in appendix 30.
e Careful use of BVM, airway adjuncts. Ventilations should occur over 1-2
seconds
e Reduce interruptions of compressions, particularly the “peri-shock pause” as
much as possible.
e Avoid hyperventilation/hyperinflation
e Notify responding ALS unit ASAP

e Supra-glottic Airway as appropriate
o Obtain peripheral vascular access
o 1V: 200-500 ml crystalloid solution. Repeat PRN

e Advanced airway management as appropriate
e Rhythm-specific therapy (see appropriate protocols)
e Epinephrine
o IV/IO: 1 mg 1:10,000 IVP every 3-5 minutes,
e Consider underlying causes of cardiac arrest and treat accordingly.

ADULT CARDIAC/RESPIRATORY ARREST




ADULT CARDIAC/RESPIRATORY ARREST

Consider as appropriate:
Anti-arrhythmic therapy: (For maintenance infusions, see protocol C-09 — “Post-ROSC Care”)

e Lidocaine (Xylocaine)
o IV/10: 1.0 to 1.5 mg/kg IV bolus, can repeat in 3-5 minutes not to exceed 3 mg/kg or
300 mg in 30 minutes (not including infusion)

e Amiodarone
o IV/IO 300 mg initial dose.
o Consider repeat x1 150 mg 3-5 min.

e Magnesium Sulfate
o0 IV/IO: 2 g every 5 minutes,
o 1% line for Torsades or refractory V-Fib/Pulseless V-Tach.
0 Administer in conjunction with lidocaine if hypomagnesemia suspected.
o Consider for refractory VF/pulseless VT.

Sedation for CPR induced consciousness (Confirm continued pulseless-ness):
e Ketamine:
o IV/I0 1-2 mg/kg for CPR induced consciousness. May repeat if needed in 5-10
minutes.

Other specific therapy:
e Sodium bicarbonate for known hyperkalemia, suspected acidosis, TCA toxicity, and
prolonged resuscitation.
o IV/IO: 1 mEqg/kg repeated in 10 minutes (if still in arrest) at 0.5 mEg/kg. Minimum
initial dose is 50 mEq.
o Follow TCA recommendations if TCA overdose is suspected
o Consider dilution of Bicarb if given 10

e Calcium chloride for suspected hyperkalemia, calcium channel blocker OD, or suspected
hypocalcemia
o IV/I0: 500-1000 mg IVP
o0 Administer sodium bicarbonate at 1 mEq/kg afterward for suspected
hyperkalemia. Flush line thoroughly between medications

¢ Narcan (naloxone) for suspected narcotic overdose with cardiac arrest
o IV/IO: 2 mg repeated PRN

e Dextrose 50% for hypoglycemia
o IV/IO: 12.5-50 g
0 (Consider dilution of Dextrose if given 10 or through small veins)

Physician Pearls: Outside of the POST/Comfort One/DNR situations (see
Appendix 26), once ALS intervention is initiated; Medical Control should be called
prior to ceasing efforts. In addition, BLS interventions, an advanced airway, and at
least 20 minutes of rhythm-appropriate therapy should have been performed prior to
considering termination of efforts.

Use waveform ETCOZ2 as a gauge for effectiveness of resuscitation as well as
monitoring CETT placement.



SECTION: C-2a

TITLE: Adult Cardiopulmonary Arrest —BLS and AEMT Algorithms

REVISED: NOVEMBER 01, 2019

Box #1:

If adequate CPR is being performed upon arrival :

1. Confirm cardiopulmonary arrest.

2. Transition to high performance Cardiopulmonary Resuscitation
(AKA “Pit Crew”, see appendix 30) while applying AED pads

3. Moveonto, “Box 4.”

Box #2:

Sudden, witnessed arrest in the presence of EMS:

1. Perform high performance Cardiopulmonary Resuscitation

(AKA “Pit Crew”, see appendix 30) only long enough to apply AED pads.

2. Move onto, “Box 4.”

Box #3:

If inadequate CPR, or no CPR at all, is being performed upon arrival:
1. Initiate/Perform high performance Cardiopulmonary Resuscitation
(AKA “Pit Crew”, see appendix 30)

2. During CPR:

a. Apply AED pads
3. Move onto, “Box 4,” after approximately 2 minutes/200-220 compressions CPR
completed

Box #4:

1. Place patient on firm surface with good workable space as soon as

possible/feasible-

2. AED Analysis of Rhythm and check blood glucose

Shock

Advised:

a)
a)

b)

c)

d)

e)

Clear patient.

Shock @ manufacturer’s
recommendation.
Immediately resume HP-
CPR without pause for
rhythm check.

OPA/NPA and BVM as
appropriate

Advanced airway
management as
appropriate (AEMT)
Vascular Access as
appropriate (AEMT)

NO Shock
Advised/No Pulse

a) No shock indicated.

b) Immediately resume HP-
CPR.

c) OPA/NPA and BVM as
appropriate

d) Advanced airway
management as
appropriate (AEMT)

e) Vascular Access as
appropriate(AEMT)

NO Shock
Advised/ has Pulse
(ROSC)
a) Provide hemodynamic
support
b) Evaluate for POST-
arrest/TTM care
c) Advanced airway
management as
appropriate (AEMT)
d) Vascular Access as
appropriate(AEMT)
e) Update ALS
f) Monitor closely for re-
arrest

ADULT CARDIOPULMONARY ARREST - BLS/AEMT




ADULT CARDIOPULMONARY ARREST — BLS/AEMT

Continue the high performance Cardiopulmonary Resuscitation
(AKA “Pit Crew”, see appendix 30) sequence until:
1. Transfer to a higher level of care occurs.
2. Patient regains a pulse
a. Initiate supportive care (i.e. oxygen via non-rebreather or BVM assisted
breaths if necessary.)
3. Resuscitative efforts are terminated (See Appendix 26 “IN-FIELD
DEATH/POST/DNR”)



SECTION: C-02b

TITLE: Adult Cardiopulmonary Arrest —ALS algorithms

REVISED: NOVEMBER 01, 2019

PoonE

Box #1:

If adequate CPR is being performed upon arrival :
Confirm cardiopulmonary arrest.

Transition to high performance Cardiopulmonary Resuscitation
(AKA “Pit Crew”, see appendix 30) while applying Defib pads

Move on to, “Box #4.”

W=

Box #2:

Sudden, witnessed arrest in the presence of EMS:

Perform high performance Cardiopulmonary Resuscitation

(AKA “Pit Crew”, see appendix 30) only long enough to apply Defib pads.

Move on to, “Box #4.”

Wi =

Box #3:

If inadequate CPR, or no CPR at all, is being performed upon arrival:

Initiate/Perform high performance Cardiopulmonary Resuscitation

(AKA “Pit Crew”, see appendix 30)

During CPR:

a. Apply Defib pads

b. Prepare/establish Airway Management and/or vascular access
c. Medications/Interventions without interruption of high performance CPR

Move on to, “Box #4,” after approximately 2 minutes/200-220 Compressions

completed

Box #4.
Rhythm Check

Place patient on firm surface with good workable space as soon as

possible/feasible-

**Pre-charge Monitor to manufacturer’s recommendation prior to pause

Assess blood glucose

VF/Pulseless VT:

a)

b)

c)

d)

Shock @
manufacturer’s
recommendation.
Immediately resume
HP-CPR without
pause for rhythm
check.

Advanced airway
management as
appropriate
Vascular Access as
appropriate

Asystole/PEA:

a) No shock indicated.

b) Immediately resume
HP-CPR.

c) Advanced airway
management as
appropriate

d) Vascular Access as
appropriate

a)

b)

c)

d)

e)

ROSC:
Provide hemodynamic
support
Evaluate for POST-
arrest/TTM protocol
Advanced airway
management as
appropriate
Vascular Access as
appropriate
Monitor closely for re-
arrest

ADULT CARDIOPULMONARY ARREST — ALS




Box #5:

Rhythm Check

1. **Pre-charge Monitor to manufacturer’s recommendation prior to pause

VF/Pulseless VT:

a) Shock @
manufacturer’s
recommendation.

b) Immediately resume
HP-CPR without
pause for rhythm
check.

c) Advanced airway
management as
appropriate

Medication Administration
During CPR

d) Epinephrine

a)
b)

c)

Asystole/PEA:

No shock indicated.
Immediately resume
HP-CPR.

Advanced airway
management as
appropriate

Medications Administration
During CPR

d)
e)

Epinephrine
Additional
pharmacologic
therapies as

a)

b)

c)

d)

e)

ROSC:
Provide hemodynamic
support
Evaluate for POST-
arrest/TTM care
Advanced airway
management as
appropriate
Vascular Access as
appropriate
Monitor closely for re-
arrest

e) Antiarrhythmic IliEeiee
f) Additional
pharmacologic
therapies as
indicated
Box #6:

a) Hypovolemia
b) Hypoxia

c) Hydrogen ion (acidosis)
d) Hypo-/hyperkalemia

e) Hypothermia
f) Toxins

g) Tamponade, cardiac
h) Tension Pneumothorax

Treat possible Causes
Search for & treat possible contribution factors:

i) Thrombosis (coronary or pulmonary)

Return to Box #5

ADULT CARDIOPULMONARY ARREST — ALS




* HP-CPR refers to “High Performance CPR” (AKA Pit Crew CPR) as
described in Appendix 30.

Continue this sequence until:
a) Transport/transfer of care is complete.

b) Resuscitative efforts are terminated. (See Appendix 26 “IN-FIELD
DEATH/POST/DNR”
c) A rhythm/condition change occurs.
If a rhythm/condition change occurs, treat according to its respective algorithm/protocol.

MEDICATION ADMINISTRATION DURING CPR:

Vasopressors (for all cardiac arrest rhythms unless contraindicated)
e Epinephrine
o IV/IO: 1 mg 1:10,000 IVP every 3-5 minutes,
or
Consider as appropriate:
Anti-arrhythmic therapy:
e Lidocaine (Xylocaine)
o IV/I0: 1.0 to 1.5 mg/kg IV bolus, can repeat in 3-5 minutes not to exceed 3 mg/kg or
300 mg in 30 minutes (not including infusion)

e Amiodarone
o IV/IO 300 mg initial dose.
o Consider repeat x1 150 mg 3-5 min.

¢ Magnesium Sulfate
o0 IV: 2 gevery 5 minutes,
o 1%line for Torsades or refractory V-Fib/Pulseless V-Tach.
o0 Administer in conjunction with lidocaine if hypomagnesemia suspected.
o Consider for refractory VF/pulseless VT.

Sedation for CPR induced consciousness (Confirm continued pulseless-ness):
e |V/IO Ketamine: 1-2 mg/kg for CPR induced consciousness. May repeat if needed in 5-10
minutes.

Other specific therapy:
e Sodium bicarbonate for known hyperkalemia, suspected acidosis, TCA toxicity, and
prolonged resuscitation.
o 1V: 1 mEg/kg repeated in 10 minutes (if still in arrest) at 0.5 mEg/kg. Minimum
initial dose is 50 mEq.
o Follow TCA recommendations if TCA overdose is suspected
o Consider dilution of Bicarb if given 10
e Calcium chloride for suspected hyperkalemia, calcium channel blocker OD, or suspected
hypocalcemia
o 1V,10: 500-1000 mg IVP
o Administer sodium bicarbonate at 1 mEq/kg afterward for suspected
hyperkalemia. Flush line thoroughly between medications
e Narcan (naloxone) for suspected narcotic overdose with cardiac arrest
o IV,IO: 2 mg repeated PRN
e Dextrose 50% for hypoglycemia
o IV/IO: 12.5-50 g
(Consider dilution of Dextrose if given 10 or through small veins)

Physician Pearls: Outside of the Comfort One/DNR situations (see Appendix 26), once ALS
intervention is initiated; Medical Control should be called prior to ceasing efforts.

ADULT CARDIOPULMONARY ARREST — ALS




ADULT CARDIOPULMONARY ARREST — ALS

In addition, BLS interventions, an advanced airway, and at least 20 minutes of rhythm-appropriate
therapy should have been performed prior to considering termination of efforts.

Use waveform ETCO?2 as a gauge for effectiveness of resuscitation as well as monitoring CETT
placement.



SECTION: C-03

PROTOCOL TITLE: GENERAL CARDIAC CARE/ACS

REVISED: May 01, 2022

GENERAL COMMENTS: The community standard of care for AMI is rapid
catheterization. Key components to rapid catheterization are: rapid assessment
of the patient, early 12-lead EKG acquisition, and swift transmission of all
pertinent data to the appropriate hospital to facilitate decreased door-to-cath
time. In the case of likely MI (manifested by 12-lead changes, unstable angina
patterns, or failure to respond to treatment), care should be provided with this
goal in mind.

BLS SPECIFIC CARE:

e Basic BLS care and assessment including oxygen administration and v/s
every 5 minutes
e AED at patient side; pads may be placed if patient appears in extreme
distress (do not turn AED on unless pulses are lost)
e Consider assisted ventilations with signs of severe respiratory distress
e Assistance with administration of patient’s prescribed sublingual
nitroglycerin (NTG.):
o Determine how many doses the patient has already self-
administered
o If the patient has not already administered/received a total of 3
doses, EMT-B may assist patient with sublingual administration of
up to a total of 3 doses, waiting 5 minutes between doses
o DO NOT administer if:
Patient’s systolic BP <100 mm Hg
The patient’s medication has expired
The patient has taken a total of 3 doses prior to EMS arrival
The patient presents with altered mental status
The patient has taken medications for erectile dysfunction in
the preceding 24 hours

Pharmacologic Therapy:
e Aspirin
o Four (4) x 81 mg chewable tabs (324 mg total)
o Administer even if patient has received normal daily dose within the
past 24 hours

o DO NOT administer if:
= Patient history of aspirin allergy
= Recent history of Gl or other internal bleeding/disorders
= Under 18 years of age

GENERAL CARDIAC GARE/A.C.S.




GENERAL CARDIAC GARE/A.C.S.

AEMT/O.M. SPECIFIC CARE:

Obtain/Assist with 12 Leads (if feasible, indicated, and available):
e The following patients should have a 12 lead ECG obtained.
o Any non-trauma patient with primary complaint of chest pain
o Any patient with concern for cardiac etiology for their complaint (not
limited to AMI)
o Any patient with syncope
o Patients with a primary complaint of shortness of breath with any
of the following factors:
o Diabetic
o Over the age of 50
o Altered mental status or dementia
o History of heart disease
e 12-lead ECGs will only be transmitted for the following:
o STEMI
o On-line medical direction consult regarding thel2-lead ECG
Vascular Access
e |V access (to a max of 3 attempts) or IO access if needed due to severity
of underlying injury or illness, otherwise consider deferring until arrival of
ALS providers
o IV: crystalloid solution at a TKO rate, may administer 200-500 ml if
S/S of dehydration are present, repeat PRN, max total dose 2 liters

o Withhold fluids and maintain IV at TKO rate if patient is hemo-
dynamically stable or signs and symptoms of fluid overload are
present

e Limit fluid administration unless symptomatic, hypotensive, and with clear
lung sounds

e In acute onset, an end goal of 2 x IV is desirable to facilitate cath
lab/thrombolytic care.

o Preference is to avoid the right wrist as an IV site.

o Preference is to have at the minimum 1 single lumen IV established
using a 20g or larger.



ALS SPECIFIC CARE:

Nitrates (** See physician PEARLS):
e NTG Spray: For discomfort suspicious ACS/Angina/STEMI
o SL: 0.4 mg SL spray/tab, repeat every 3-5 minutes PRN
o Hold for systolic BP < 100 mm Hg, or Viagra use (or similar
drug) within previous 24 hours
o Use with caution in suspected right-sided Ml
e NTG Paste: Initiate if NTG is successful in reducing discomfort
o TD: 0.5-1.5 inches applied topically (TD) to non-hairy area of
trunk.
o Hold for systolic BP < 100 mm Hg, or Viagra use (or similar
drug) within previous 24 hours
o Use with caution in suspected right-sided Ml
o Wipe off if hypotension develops

Analgesics and/or Sedatives:

e Discontinue or do not administer if:
o Signs and symptoms of hypoperfusion are present or develop
o Respiratory rate, SpO2 and/or mental status diminishes
o Contact OLMC to exceed maximum doses
o The paramedic MAY reduce the dose of any analgesic/sedative to

achieve needed results

e Morphine sulfate: For discomfort suspicious of cardiac origin. Use with
caution in patients with unstable angina.

o IV/IM/IO: 0.1 mg/kg initial dose, given slowly over 2 min, may
repeat every 10 minutes PRN with 0.05 mg/kg, max single dose 10
mg, max total dose 20 mg
= Hold for B/P <90

e Fentanyl: Use if morphine allergy
o IV/IO/IM/IN: 1 mcg/kg given slowly over 2 min (with the exception of
IN route), may repeat every 10 minutes PRN, max single dose
100 mcg, max total dose 200 mcg
¢ Dilaudid: Use if morphine allergy

o IV/IM: 0.5 mg slow IV push over 2 minutes, may repeat

every 10 minutes PRN, max total dose 2 mg

Antiemetics: See Protocol M-08: Adult Vomiting/Severe Nausea/Vertigo

GENERAL CARDIAC GARE/A.C.S.




GENERAL GARDIAG CARE/A.C.S.

PHYSICIAN PEARLS:

Transmission of the 12 lead to a STEMI center will precipitate activation of the
STEMI program. If a 12 lead is to be transmitted for other purposes (such as
medical control consult) , prompt notification to the receiving hospital should be
made BEFORE transmission to prevent inappropriate activation.

Nitroglycerine is of uncertain mortality benefit and has risks of hypotension.
Therefore, it should not be used in undifferentiated chest pain (chest pain that
is not suspected of cardiac origin).

Nitroglycerin should be limited to:

o Patients with suspected ACS based on history and exam of
symptoms suspicious of cardiac origin

o Patients with a history of coronary artery disease (CAD), angina, or
previous heart attack, as indicated by medications or reported
history

o Suspected ACS with EKG changes ( ST Depression, T wave
inversion)

o Patients with a history of angina, and current presentation is similar
to previous angina discomfort

The primary concern with nitroglycerine use is iatrogenic hypotension relative
to the myocardial demand, which may increase mortality and morbidity.

Even if pain is resolved with less than 3 SL NTG spray, consider following
with transdermal NTG paste (as long as hemodynamic status is maintained).
Use nitrates with caution in patients with a suspected right ventricular
infarction.

Regarding 12 leads, remember that many patients will have atypical
presentations, including: female patients, diabetics, the elderly, and those
with a history of hyperdynamic drug use. Many recent studies also suggest
that women and younger patients are under-triaged for cardiac events. The
provider should keep a high index of suspicion for ACS/STEMI and assess
(i.e. apply a 12-lead) accordingly.

12-lead ECG transmission is a crucial component of decreasing “E to B”
(Emergency 911 to Balloon) time. All 12-lead ECGs shall be transmitted to
the receiving hospital whenever there is a suspected STEMI or a physician
consult on an ECG.

If the 12-lead is interpreted as an ST segment elevation MI, the receiving
facility shall be informed of an incoming STEMI patient as soon as possible.




SECTION: C-04

PROTOCOL TITLE: S.T.E.M.l. Protocol

REVISED: May 01, 2022

GENERAL COMMENTS:

The 911 response to STEMI is to reduce time from the door at the Emergency
Department (ED) and the Coronary Cath Lab. This protocol directly supplements
the Adult General Cardiac Care/ACS Protocol C-3

BLS SPECIFIC CARE: See Adult General Cardiac Care/ACS Protocol C-3

Obtain or assist with acquisition of 12 lead ECG if feasible.
e Obtain the following information for data input to 12 lead monitor
o Age
o Birth gender
e Obtain patients PMH including but not limited to:
o Meds/Allergies
o POST/DNR/DNI status

AEMT/O.M. SPECIFIC CARE: See Adult General Cardiac Care/ACS Protocol C-3

ALS SPECIFIC CARE: See Adult General Cardiac Care/ACS Protocol C-3

e Refer to General Cardiac/ACS protocols C-3
e Confirm STEMI with 12-lead and transmit
o Contact receiving hospital with “CODE STEMI” alert

o UnitID

o Stable vs Unstable (hemodynamic)

o Age

o Gender

o Name of Cardiologist (if available)

o STEMI confirmed in leads: (Confirm 12-lead
transmissions)

o Other information as appropriate

o ETA

o Stay on Hospital frequency

o POST/DNR/DNI
e Apply defib pads prophylactically.

S.T.LEM.I. PROTOGOL




S.1.E.M.I. PROTOCOL

PHYSICIAN PEARLS:

Transmission of the 12 lead to a STEMI center will precipitate activation of the
STEMI program. If a 12 lead is to be transmitted for other purposes (such as
medical control consult) , prompt notification to the receiving hospital should be
made BEFORE transmission to prevent inappropriate activation.

In the ACCESS system, rapid and accurate prehospital interpretation of the 12
lead ECG is the cornerstone of STEMI detection. To that end, the expectation is:

e Scene times will be kept to a minimum, ideally less than 10 minutes.

e Initial 12 lead should be done on scene within the above 10 minute
parameter.

¢ Digital transmission with secondary verbal notification and confirmation is
the default method of activating the STEMI system.

e Primary verbal notification is permissible when the ability to transmit is
delayed, has failed, or is otherwise impractical. Verbal notification will
include the same information as required for transmission of the EKG
(Name, DOB, Cardiologist, etc.).

e STEMI patients are inherently unstable. Therefore, providers should
apply defib pads prophylactically. In addition, the patients should remain
on the EKG monitor as well to the ER bedside, and resuscitation
equipment kept ready and nearby when the patient is being transferred
from the cot to the ER or cath lab.

The ACCESS system uses the 2013 European Society of Cardiology /ACCF
/AHA / World Heart Federation’s Task Force for the Universal Definition of
Myocardial Infarction criteria for STEMI:

Clinical presentation suggestive of ACS AND:
e New ST elevation at the J point in at least 2 contiguous leads of:
o >2mm in men leads V2-V3 or
o >1.5mm inwomen in leads V2-V3 and/or
o >1 mm in other contiguous chest leads or the limb leads
e New or presumed new Left Bundle Branch Block; or
e ST Depression in > 2 precordial leads V1-V4 may indicate transmural
posterior injury/infarction
¢ Right sided EKG: ST elevation from the J Point of approximately 1/3
QRS height measured from the J point in V4R alone, or in two contiguous
leads.

Citations:

O’Gara PT, Kushner FG, Ascheim DD, Casey DE Jr, Chung MK, de Lemos JA, Ettinger SM, Fang JC, Fesmire FM,
Franklin BA, Granger CB, Krumholz HM, Linderbaum JA, Morrow DA, Newby LK, Ornato JP, Ou N, Radford MJ, Tamis-
Holland JE, Tommaso CL, Tracy CM, Woo YJ, Zhao DX. 2013 ACCF/AHA guideline for the management of ST-elevation
myocardial infarction: a report of the American College of Cardiology Foundation/American Heart Association Task Force

on Practice Guidelines. J Am Coll Cardiol 2013;61:xxx—xxXx, doi:10.1016/j.jacc.2012.11.019.




SECTION: C-05

TITLE: Adult Wide-Complex Tachycardia

REVISED: NOVEMBER 01, 2019

This protocol includes ventricular tachycardia with a pulse, Torsades with a
pulse, and wide-complex tachycardias of unclear origin. When possible, a 12-
lead may be helpful in determining rhythm origin.

BLS-Specific Care See Adult General Cardiac Care and ACS Protocol C-3

AEMT/O.M. SPECIFIC CARE: See Adult General Cardiac Care/ACS Protocol C-3

ALS-Specific Care See Adult General Cardiac Care and ACS Protocol C-3

Cardioversion for hemodynamically UNSTABLE patients
e Settings for manual synchronized cardioversion :

Rhythm Z0LL Physio Control Philips MRx
LP12/15

Atrial Flutter 75j, 120j,150},200] | 100j, 200j, 300j, 360j 100j, 150j, 200j,

Atrial Fibrillation | 75j, 120j,150j,200j | 100j, 200j, 300j, 360j 100j, 150j, 200j,

V-Tach w/ pulse | 75}, 120},150j,200j | 100j, 200j, 300j, 360j 100j, 150j, 200j

SVT 75j, 120j,150§,200] | 100j, 200j, 300j, 360j 100j, 150j, 200j

0 Ensure “SYNC” button is pressed between each desired
synchronized shock
e If synchronization is not obtained, proceed with unsynchronized cardioversion
at the same settings
e Sedation/Analgesia prior to cardioversion is highly desirable, but not
mandatory. If IV access cannot be obtained for prompt sedation, then
cardioversion may be performed without sedation
0 See Sedation for Painful Procedures M-15 for medications and
doses
0 Use Midazolam (Versed) for sedation in cardioversion.

Antiarrhythmics:
e Amiodarone

0 LOADING DOSE - 1V/I0:150 mg IV infusion over 10 minutes.

= May repeat once as needed. (max dose loading dose of
300 mg).

= Convert to maintenance infusion once complete.

0 MAINTENANCE INFUSION: IV/IO: 1 mg/min
= To Mix: 450 mg/250 cc, infuse via infusion pump.

ADULT WIDE-COMPLEX TACHYCARDIA




ADULT WIDE-COMPLEX TACHYCARDIA

Lidocaine
0 1.0-1.5 mg/kg slow IV bolus followed by additional doses of 0.5-0.75
mg/kg every 5minutes not to exceed 3 mg/kg or 300 mg in 30 minutes
(not including infusion).
o0 If ectopy resolves, can set up a maintenance Infusion.
= (Be sure to rebolus @ 0.5-0.75 mg/kg in first 8-10 minutes of
infusion to maintain therapeutic levels of lidocaine)
0 Maintenance Infusion: 2-4 mg/minute titrated for effect (Start @ 2
mg/min & add 1 mg/min for each additional 1 mg/kg 1V bolus)
= 1 mg/kg bolus = 2 mg/min.
= 1.5-2 mg/kg total bolus = 3 mg/min.
= 2.5-3 mg/kg total bolus = 4 mg/min.

Adenosine (Adenocard): Consider Adenosine for suspected SVT with
aberrancy. Use Lidocaine or Amiodorone instead of Adenosine in cases
of known VT

o IV:6mgrapid IVP

0 Repeat at 12 mg in 3-5 minutes two times PRN (total 30 mg)

o Follow each dose with a flush of at least 20-60 ml

For hemodynamically STABLE patients presenting with wide complex
tachycardia, antidysrhythmic therapy is indicated.

Magnesium sulfate 1V/IO:

o First line agent in treatment of hemodynamically stable
polymorphic wide complex tachycardia (torsades de pointes.)

o Also indicated in treatment of refractory VF/VT, wide complex
tachycardia in the presence of suspected hypomagnesmia and
life threatening ventricular dysrhythmias due to suspected
digitalis toxicity
o IV/IO: 2 g every 5 minutes, 1% line for Torsades or refractory V-

Fib/Pulseless V-Tach.

o Do not give faster than 1 g/minute
0 Repeat PRN every 5 minutes to a max of 8 grams

Consider sedation prior to cardioversion if it will not cause unnecessary delays.

o DO NOT administer sedation if:
o0 Systolic BP < 90 mmHg
0 Low respiratory rate, SpO2 and/or diminished mental status



SECTION: C-06

PROTOCOL TITLE: Adult Narrow Complex Tachycardia

REVISED: November 1, 2017

GENERAL COMMENTS: This protocol includes Supraventricular Tachycardia
(SVT), Atrial Tachycardia, Atrial Fibrillation with a rapid ventricular response, and
Atrial Flutter with a rapid ventricular response. When possible, a 12 lead may be
helpful in determining origin of the rhythm.

BLS SPECIFIC CARE: See Adult General Cardiac Care/ACS Protocol C-3
AEMT/O.M. Specific Care: See Adult General Cardiac Care/ACS Protocol C-3
ALS SPECIFIC CARE: See Adult General Cardiac Care/ACS Protocol C-3

Vagal Maneuvers
¢ Valsalva Maneuver/Modified Valsalva Maneuver.
e Carotid Sinus Massage (CSM) or Carotid Sinus Pressure (CSP)

Cardioversion for Unstable patients
e Settings for manual synchronized cardioversion :

Rhythm ZOLL Physio Control Philips MRx
LP12/15

Atrial Flutter 75}, 120},150},200j | 100j, 200j, 300j, 360j 100j, 150j, 200j,

Atrial Fibrillation | 75j, 120j,150j,200j | 100j, 200j, 300j, 360] 100j, 150j, 200j,

V-Tach w/ pulse | 75j, 120j,150j,200] | 100j, 200j, 300j, 360j 100j, 150j, 200j

SVT 75j, 120},150§,200j | 100j, 200j, 300j, 360j 100j, 150j, 200j

e Insure “SYNC” button is pressed between each desired synchronized
shock
e If synchronization is not obtained, proceed with unsynchronized
cardioversion at the same settings
e Sedation/Analgesia prior to cardioversion is highly desirable, but not
mandatory. In event IV access cannot be obtained for prompt sedation,
then cardioversion may be performed.
e See the Sedation for Painful Procedures protocol M-15 for
medications and doses.
e Use Midazolam (Versed) for sedation with cardioversion.

Adult Narrow Complex Tachvcardia




Adult Narrow Complex Tachvcardia

Antiarrhythmic:
e Adenosine (Adenocard) Use Lidocaine or Amiodarone instead if KNOWN
VT. DO NOT administer to irregular tachycardia’s
o IV:6 mg RAPID IVP
0 Repeat at 12 mg in 3-5 minutes two times PRN (total 30 mg)
o0 Follow each dose with a flush of at least 20-60 ml

e Diltiazem (Cardizem):
o [IV: 10 mg slow over 2 minutes. Repeat every 10-15 minutes
PRN rate control. MAX 40 mg.
o Hold for WPW
0 ACCESS uses a smaller dose to avoid hypotension and
other adverse effects. Higher doses may be used on medical
control order

For hemodynamically STABLE patients presenting with symptomatic
narrow complex tachycardias, vagal maneuvers and antidysrhythmic
therapy are indicated.



SECTION: C-07

TITLE: Adult Bradycardia

REVISED: May 01, 2022

General Comments: The 2020 AHA ECC guidelines define adult bradycardia as
a heart rate < 50 bpm in adults other than well trained asymptomatic athletes.
Providers should differentiate between asymptomatic and symptomatic, and
stable vs. unstable.

BLS-SPECIFIC CARE: See Adult General Cardiac Care/ACS Protocol C-3

AEMT/O.M. Specific Care: See Adult General Cardiac Care/ACS Protocol C-3

ALS-SPECIFIC CARE: See Adult General Cardiac Care/ACS Protocol C-3

For hemodynamically STABLE patients presenting with asymptomatic
bradycardias, supportive care and observation is recommended.

For hemodynamically STABLE patients presenting with symptomatic
bradycardias, pharmacologic therapy is indicated.

Atropine sulfate:
o Hold (not indicated) for complete and high degree heart blocks
o IV/IO: 1.0 mg as needed every 3-5 minutes
o Maximum total dose 3 mg

For hemo-dynamically UNSTABLE patients presenting with symptomatic
bradycardia:

Cardiac Pacing: Perform immediate transcutaneous pacing (TCP)
e Start at 80 ppm and 30 mA, titrate to mechanical capture
e Consider administering Atropine 1.0 mg IV/IO while preparing TCP
(nothing should delay TCP in an unstable patient)
e Consider sedation/analgesia with transcutaneous pacing if it will not
cause unnecessary delays and patients hemodynamic status allows.
Sedation: Consider sedation
e DO NOT administer if:
o Systolic BP <90 mmHg
o Low respiratory rate, SpO2 and/or diminished mental status

e Midazolam (Versed) IV/IM/IO:
o IV/IO/IM: 0.5-2.5 mg slow IV push every 5-10 minutes (max dose 5

mg)
o IN: 2.5 mg every 10 minutes (max dose of 5 mg)

Analgesia: Consider Analgesia
e DO NOT administer/discontinue administration if:

ADULT BRADYCARDIA




ADULT BRADYGARDIA

o Systolic BP <90 mmHg
o Respiratory rate, SpO2 and/or mental status diminishes
e Fentanyl IV/IO/IM/IN
o 1 mcg/kg initial dose (max initial dose 100 mcg)
o Give slowly over 2 minutes (with the exception of IN route)
o May repeat every 10 minutes as needed (max total dose of 200
mcg)

e Morphine sulfate IV/IM/IO
o 0.1 mg/kg as initial dose (max initial dose 10 mg)
o Give slowly over 2 min
o May repeat every 10 minutes as needed with 0.05 mg/kg (max
dose of 20 mg)

e Dilaudid IV/IM:
o Adult Only: 0.5 mg slow IV push over 2-3 minutes. Repeat every
10 minutes PRN max of 2 mg.

Vasopressors: For bradycardia or hypotension unresponsive to other therapies,
chronotropic drug infusions are recommended as an adjunct to pacing. Titrated to
maintain adequate HR, MAP>65 or SBP >100. A provider must choose the most
appropriate vasopressor for the situation.

e Epinephrine Infusion:
o IV/10: 0.05-1 mcg/kg/min, titrate for effect
o To Mix: 1 mg epinephrine in 250 cc NS bag
o An IV pump is required

o Dopamine Infusion:
o IV/10: 2-20 mcg/kg/min, titrate for effect
o Start at 5 mcg/kg/min
o To Mix: 400mg in 250cc for a 1600mcg/ml
o An IV pump is required



SECTION: C-08

TITLE: Congestive Heart Failure/Pulmonary Edema

REVISED: November 1, 2017

GENERAL COMMENTS: This protocol is intended for CHF/Pulmonary edema in
the normotensive or hypertensive patient. For CHF with Hypotension, see
Protocol M-3, “Adult Hypotension and Shock”

BLS SPECIFIC CARE: See Adult General Cardiac Care/ACS Protocol C-3

¢ Titrate oxygenation and ventilation to 94-98% SPO2

e Follow up vitals every 5 minutes or sooner.

e Obtain 12 lead (if feasible/Available) . STEMI patients should be transported to
appropriate PCI capable facilities.

e Consider assisted Positive Pressure Ventilation with a BVM for severe distress
until CPAP is available.

AEMT/O.M. SPECIFIC CARE: See Adult General Cardiac Care/ACS Protocol C-3

Respiratory Support (if appropriate and available)

- Consider Assisted/Intermittent Positive Pressure Ventilation

- CPAP: See also Appendix 6
= Medical Control Required if BP less than 90 systolic.
= Initial setting at 5 cmH20, MAX: 10 cmH20

ALS SPECIFIC CARE: See Adult General Cardiac Care/ACS Protocol C-3

CPAP: See also Appendix 6
= Medical Control Required if BP less than 90 systolic.
= Initial setting at 5 cmH20, MAX: 10 cmH20
= Coaching will be required to reduce anxiety
= If coaching is unsuccessful, then consider low dose
sedation. See the Sedation for Painful Procedures protocol
M-15 for medication and doses.
Nitrates (** See physician PEARLS):
o NTG Spray: For patients in respiratory distress, signs of severe pulmonary
edema,

= SL: 0.4 mg SL spray/tab every 3-5 minutes PRN

= Hold for B/P <100, or Viagra use (or similar drug) within previous
24 hours.

= Use with caution in suspected right-sided Ml

o HIGH DOSE NTG SPRAY: For patients in extreme respiratory distress, signs of
severe pulmonary edema, with associated HTN (SYSTOLIC B/P > 200 mm HG).
= SL: 0.8 mg SL (0.4 mg spray/tab x2) every 5 minutes PRN
= Hold for Viagra use (or similar drug) within previous 24 hours.
»= Return to normal dosing when B/P drops below 200 mm Hg.

Congestive Heart Fallure/Pulmonary




Congestive Heart Fallure/Pulmonary

o NTG Paste: Initiate if NTG is successful in reducing discomfort
= TD: 0.5-1.5 inches applied topically (TD) to non-hairy area of
trunk.
= Hold for B/P <100, or Viagra use (or similar drug) within previous
24 hours. Use with caution in suspected right-sided Ml
=  Wipe off if hypotension develops

PHYSICIAN PEARLS:
The primary concern with nitroglycerine use is iatrogenic hypotension relative
to the myocardial demand, which may increase mortality and morbidity. If
precipitous drop is noted, use subsequent doses judiciously.



SECTION: C-09

TITLE: POST-ARREST CARE

REVISED: November 1, 2019

GENERAL COMMENTS: This protocol is intended for patients in the post-arrest
period of care. Post ROSC care focuses on hemodynamic support, STEMI
detection, prevention of hyperthermia, airway control, and prevention of re-arrest.

e Titrate oxygenation and ventilation to 94-98% SPO2

e Follow up vitals every 5 minutes or sooner.

e Obtain post-ROSC 12 lead. STEMI patients should be transported to appropriate

PCI capable facilities.
e Leave LUCAS in place on standby

AEMT/O.M. SPECIFIC CARE: See Adult General Cardiac Care/ACS Protocol C-3

ALS SPECIFIC CARE: See Adult General Cardiac Care/ACS Protocol C-3

General Care

General sedation and Airway Management: Secure the airway using means best
determined by good clinical decision making.

0 See “"Appendix 6: Medication Assisted Intubation™ as appropriate.

o0 Consider intubation as needed

Screen for STEMI:
e Acquire 12 lead. (The acquisition of a 12-lead EKG should not significantly delay
treatment or transport)
e If STEMI suspected, consider transport to facility with “24-hour cardiac cath lab
capabilities”. (See Hospital Destination protocol G-3)

Sedation and Paralytics:
e Midazolam (Versed) — may be used to prevent shivering
o IV/NIO/IM: 0.5-2.5 mg slow IV push every 5-10 minutes (max
dose 5 mg)
0 IN: 2.5 mg every 10 minutes (max dose of 5 mg)

e Vecuronium (Norcuron): Use only when patient shivering is witnessed (to prevent
heat production)
0o ADMINISTER ONLY AFTER ENDOTRACHEAL TUBE type airway is
SECURED and placement confirmed with SPO, and CONTINUOUS
ETCO,
o IV/IO: 0.1mg/kg, repeated PRN

* Rocuronium Bromide (Zemuron): Paralytic agent used alternatively to
Vecuronium. Use only when patient shivering is witnessed (to prevent heat
production)

0 ADMINISTER ONLY AFTER ENDOTRACHEAL TUBE type airway is
SECURED and placement confirmed with SPO, and CONTINUOUS
ETCO.

o IV/IO 1Img/kg repeated PRN

POST-ARREST CARE




POST-ARREST CARE

Anti-arrhythmic therapy:
e Lidocaine (Xylocaine): To be initiated if V-fib/V-Tach resolves after administration
of lidocaine.
0 Maintenance Infusion: 2-4 mg/minute titrated for effect (Start @ 2
mg/min & add 1 mg/min for each additional 1 mg/kg IV bolus)
= 1 mg/kg bolus = 2 mg/min.
= 1.5-2 mg/kg total bolus = 3 mg/min.
= 2.5-3 mg/kg total bolus = 4 mg/min.
o Always give full initial dose, but reduce all subsequent doses by Y2 for
elderly (>70) or with impaired hepatic function.

e Amiodarone: To be initiated if V-fib/V-Tach resolves after administration of
Amiodarone
0 Loading dose: A loading dose of 150 mg/10 minutes may also be
considered if max 300 mg bolus has not been administered.
0 Maintenance Infusion: Consider 1 mg/minute titrated for effect.

Hypotension: See Adult Hypotension and Shock Protocol M-03
Target Systolic Blood Pressure : >/= 100 mm/Hg

Vasopressors: titrate to a blood pressure of 100 mm/Hg systolic.
o Dopamine infusion

o IV/10: 2-20 mcg/kg/min

o0 Start at 5 mcg/kg/min

e Epinephrine infusion
o IV/I0: 0.05-1 mcg/kg/min

¢ Norepinephrine Infusion

o IV/10: 0.01- 2 mcg/kg/min
o Start at 0.1 mcg/kg/min.

PHYSICIAN PEARLS:
Ensure early notification to receiving facility for expeditious coordination of care.

If Vecuronium/Rocuronium is administered, ensure versed is provided for patient
sedation.

Cooling/TTM has been removed from the post-ROSC care. Continued research has
shown that prehospital cooling largely ineffective and problematic without invasive
controls. Instead providers will focus on prevention of hyperthermia.



SECTION: M-01

PROTOCOL TITLE: GENERAL MEDICAL CARE

REVISED: December 01, 2022

GENERAL COMMENTS: This is a general protocol for non-specific medical
complaints, including SOB of non-specific etiology. When possible, this protocol
should supplement other, more specific, protocols based on clinical assessments
and judgment.

BLS SPECIFIC CARE:

e Basic BLS care and assessments and V/S every 15 minutes, unless
unstable, then reassess and V/S every 5 minutes

e Oxygen administration titrated for SpO2 < 95% or for patients with cardiac,

respiratory, neurologic, or as needed

Assess blood glucose level as appropriate

Position patient as appropriate and maintain airway patency

Maintain body temperature to a goal of normothermia

Keep patient in safe and calm environment

In addition to standard medical history, in case of ingestion/overdose obtain:
e Name of ingested substance
e Quantity ingested
e Time of ingestion
e Has vomiting occurred

AEMT/O.M. Specific Care

Obtain/Assist with 12 Leads (if feasible, indicated, and available):
e The following patients should have a 12 lead ECG obtained.
o Any non-trauma patient with primary complaint of chest pain
o Any patient with concern for cardiac etiology for their complaint (not
limited to AMI)
o Any patient with syncope
o Patients with a primary complaint of shortness of breath with any
of the following factors:
= Diabetic
= Over the age of 50
= Altered mental status or dementia
= History of heart disease
e 12-lead ECGs will only be transmitted for the following:
o STEMI
o On-line medical direction consult regarding thel2-lead ECG

GENERAL MEDICAL CARE




GENERAL MEDICAL CARE

Vascular Access
e |V access (to a max of 3 attempts) or IO access if needed due to severity
of underlying injury or illness, otherwise consider deferring until arrival of
ALS providers
o IV: Crystalloid solution at a TKO rate. May administer 200-500 ml if
S/S of dehydration are present, repeat as needed to a maximum of
2 liters

o Withhold fluids and maintain IV at TKO rate if patient is hemo-
dynamically stable or signs and symptoms of fluid overload are
present

Respiratory Support (if appropriate and available)
e Consider Assisted/Intermittent Positive Pressure Ventilation
e Consider Placement of SGA
e CPAP: See also Appendix 6
o Medical Control Required if BP less than 90 systolic.

o Initial setting at 5 cmH20, MAX: 10 cmH20

ALS SPECIFIC CARE:

Airway Management: Secure the airway using means best determined by good
clinical decision making.
e See “Appendix 2: Advanced Airway Support Supplement " for guidelines
for current and anticipated clinical needs

Cardiac Monitoring: Apply cardiac monitor as necessary

e 12-lead ECG’s will only be transmitted for the following:
o STEMI
o On-line medical direction consults, regarding 12-lead ECG

Non-Traumatic Blood Loss: For Severe Blood Loss w/in 3 hours of onset:
e Tranexamic Acid (TXA):
o IV/IO: 2 gram cc /250 cc over 10 minutes. Does not need pump.



SECTION: M-02

PROTOCOL TITLE: Adult Reactive Airway Emergencies

REVISED: November 1, 2017

GENERAL COMMENTS: It is imperative that the provider attempt to differentiate
between a true reactive airway disorder and other respiratory emergencies such
as CHF and treat appropriately.

BLS SPECIFIC CARE: See adult General Medical Care Protocol M-1

Bronchodilators
e Nebulizer
o Albuterol 2.5 mg / Atrovent 0.5 mg nebulized
= May use DuoNeb™ preparation for initial nebulizer
0 Repeat as needed with Albuterol 2.5 mg
o Do not dilute

e As an alternative: May assist the patient with their prescribed “rescue
inhaler.” Use a spacer if the patient is prescribed one and has it available

0 Assisted Inhaler: 2 puffs or a specific number of puffs as prescribed

0 Repeat every 5-10 minutes to a maximum of 6 puffs or as
prescribed

o0 Hold for HR >150/min

e As an alternative, As an alternative, the patient (or his family) may be
allowed to use their own nebulized medication
0 Hook up oxygen in lieu of a room air “condenser” and run at 6-8
LPM with the patients Hand Held Nebulizer (HHN). The patient (or
family) must prepare it themselves
0 The patient must prepare it themselves

AEMT/O.M. Specific Care: See adult General Medical Care Protocol M-1

Respiratory Support (if appropriate and available)
e Consider Assisted/Intermittent Positive Pressure Ventilation
e CPAP: See also Appendix 6
o0 Medical Control Required if BP less than 90 systolic.

o Initial setting at 5 cmH20, MAX: 10 cmH20

ADULT REACTIVE AIRWAY




ADULT REACTIVE AIRWAY

ALS SPECIFIC CARE: See adult General Medical Care Protocol M-1

Bronchodilators
e Magnesium Sulfate for refractory patients in extremis.
0 Magnesium Sulfate: IV/IO (for severe episodes)
= |V/IO: 2 g over 5 minutes, repeat as needed.
= Do not give faster than 1 g/minute.
= To Mix: 2 g /250 ml using a 15 gtt set. Run at equivalent of
3000 ml/hour. Titrate for effect. Max 4 grams.
e Epinephrine: IM: 1:1,000 (for severe episodes)
0 0.3-0.5 mg IM for severe refractory bronchospasm
0 Use Epinephrine with caution on patients over 65 or with
cardiac history

Steroidal Therapy
e Solu-medrol (methylprednisolone): IV/IO *** (for severe episodes.)
o IV/IO/IM: 125 mg
o Hold for fever, new onset productive cough, suspicion of
CHF etiology

PHYSICIAN PEARLS:
e Itis important to note, “not all asthma wheezes” and “not all that wheezes
is asthma.” The history and physical is key.

e Magnesium Sulfate (IV/IO) and Epinephrine (IM/SQ) should be used only
on severe patients who are refractory to initial treatments

Regarding CPAP:

e |If CPAP is not otherwise available, and the patient has a C-PAP or a Bi-
PAP device, and if the ambulance is equipped with an inverter or other
means to power device is available, use of the patient’'s own C-PAP /Bi-
PAP is a viable option in addition to other therapies

e Advise receiving hospital as soon as possible so they can prepare for the
patient’s arrival

¢ Do not remove CPAP until hospital therapy is ready to be placed on the
patient

e Success is highly dependent upon patient tolerance and the provider’'s
ability to coach the patient. Instruct patient to inhale through nose and
exhale through mouth as long as possible

e Most patients will improve in 5-10 minutes. If there is no improvement
within this time, assess for other causes and problems. Re-evaluate for
intubation

e CPAP may be the treatment of choice for a patient in respiratory failure
with a DNR order



SECTION: M-03

PROTOCOL TITLE: Adult Hypotension and Shock

REVISED: May 01, 2022

GENERAL COMMENTS: Hypotension is defined as a symptomatic blood
pressure less than 90 mm/Hg. This protocol includes shock and hypotension
from a myriad of causes. Follow a more specific protocol if appropriate (i.e.,
dehydration or allergic reaction). Fluid administration should be performed with
caution in CHF patents.

BLS SPECIFIC CARE: See Adult General Medical Care Protocol M-01
AEMT/OM CARE: See Adult General Medical Care Protocol M-01
ALS SPECIFIC CARE: See Adult General Medical Care Protocol M-01

e Assess and treat underlying cause of shock, if known
e Administer fluid bolus
o IV/10 :500 - 1000 ml
o Repeat as necessary for persistent hypotension to a maximum of 2
liters
o Caution! Avoid repeat fluid boluses in cases of suspected
cardiogenic shock with rales present

Vasopressors: Titrated to maintain adequate HR, MAP>65 or SBP >100. A
provider must choose the most appropriate vasopressor for the situation.

e “Push Dose” Epinephrine: Epinephrine 1:100,000 as a bridge to
vasopressor infusions in Persistent/Refractory Hypotension.

o To Mix: 1 ml (0.1 mg) of 1:10,000 Epinephrine (“Cardiac Arrest
Epi”) in a 9 ml NaCL Flush for a 10 mcg/cc concentration. LABEL
SYRINGE.

o IV/IO: Initial dose of 20 mcg (2 ml) followed by 5 mcg (0.5 ml)
repeated 2-3 minute as needed for hypotension until infusion is
established.

e Epinephrine
o IV/IO Infusion: 0.1-1 mcg/kg/min
o First line agent for treatment of persistent hypotension during
anaphylactic shock

e Nor Epinephrine
o IV/IO Infusion: IV/IO: 0.01- 2 mcg/kg/min
o Start at 0.1 mcg/kg/min

ADULT HYPOTENSION /SHOCK




ADULT HYPOTENSION /SHOCK

e Dopamine
o IV/IO Infusion: 2-20 mcg/kg/min

o Start at 5 mcg/kg/min

Physician PEARLS

e Push dose epinephrine is a temporizing measure and a bridge to more
definitive interventions (i.e. infusions). It is not a replacement for an
infusion.

e The use of Push dose epinephrine does not mandate that the provider
continue with an epinephrine infusion. The provider may chose the
vasopressor infusion (i.e. Nor-Epinephrine or Dopamine) most appropriate
for the patients pathological condition.



SECTION: M-04

PROTOCOL TITLE: Adult CVA

REVISED: November 1, 2018

General Comments: Acute stroke care is rapidly evolving. Current research and
guidelines suggest that while select patients may benefit from intervention out to
24 hours, the sooner the patient receives appropriate care, the better the
outcomes. Therefore Stroke Care is focused around early recognition and
transport to an appropriate facility (See Protocol G-02: Hospital Destination). All
level of providers are essential in this process.

BLS SPECIFIC CARE: See adult General Medical Care Protocol M-1

e Assess patient’s ability to swallow and cough, maintain airway through
suction

e Assess blood glucose
e Determine time of onset of symptoms or time “last seen normal”

e Minimize on-scene time. Perform only essential procedures on-scene and
defer others until transport has been initiated

e Perform appropriate Stroke Assessments (Appendix 13).
o0 Document as appropriate.
0 Relay possible acute stroke findings to the transporting EMS unit.

Facilitate rapid notification of “Brain Attack”/"Code Stroke” and transport to
an appropriate medical facility

AEMT/O.M. SPECIFIC CARE: See adult General Medical Care Protocol M-1

e In acute onset (less than 24 hours), an end goal of 2 IV lines is desirable
to facilitate CATH-lab/thrombolytic care.
o Preference is to have at the minimum 1 single lumen IV established
using a 20g or larger in the right AC.
e Correct hypoglycemia if necessary

ALS SPECIFIC CARE: See adult General Medical Care Protocol M-1

e Be prepared to treat seizures (See Protocol M-05 Adult Seizure Activity)

e Treat Nausea and/or vomiting as needed (See Protocol M-08 Adult
Vomiting/Severe Nausea/Vertigo )

ADULT CVA




ADULT CVA

Physician Pearls

Uncorrected hypoglycemia can present as a stroke. Treat Hypoglycemia
judiciously, while avoiding hyperglycemia if possible.

Lowering BP in the face of a hemorrhagic CVA can be catastrophic.

There are few pre-hospital interventions which affect the outcome of stroke, but
prehospital assessment and detection of stroke (followed by appropriate
transport) can be lifesaving.

The most important thing we can do is expeditiously transport the patient to the
closest appropriate facility (see Destination Protocol)

The second most important is to determine the time of onset of the patient’s
stroke symptoms. Interview the family, staff, and bystanders to determine when
the patient was last known to be normal (for the patient). This is the single most
important piece of information for ER providers. If an acute stroke is suspected
the receiving facility shall be informed of an incoming CODE STROKE/BRAIN
ATTACK patient as soon as possible.

Consider atypical presentation of stroke, such as vertigo/ataxia with a cerebellar
stroke.



SECTION: M-05

PROTOCOL TITLE: Adult Seizure Activity

REVISED: 01May2018

BLS SPECIFIC CARE: See Adult General Medical Care Protocol M-01

e Administer oxygen (high flow in the presence of neurological deficits or
altered mental status)

Place patient in recovery position; prevent accidental harm

Anticipate brief combativeness or agitation during the post ictal phase
Screen for probable causes

Ensure the environment is safe for the patient

If patient is female, determine if she is pregnant or has recently delivered
Assess blood glucose

AEMT/ O.M. SPECIFIC CARE: See Adult General Medical Care Protocol M-01
ALS SPECIFIC CARE: See Adult General Medical Care Protocol M-01

Anticonvulsant Therapies (for the actively seizing patient):
e Diazepam (Valium)
o IV/I0: 2-10 mg, repeat every 5-10 minutes PRN, max total
dose 20 mg
o0 PRI/IM: 5-10 mg, repeat every 5-10 minutes PRN, max total
dose 20 mg
e Midazolam (Versed)
o IV: 0.5-2.5 mg, repeat PRN, max total dose 5 mg
o IN: 5 mg (2.5 mg each nare), max total dose 5 mg
o IM: 5 mg (If no vascular access)

e Lorazepam (Ativan)
o IV/IO: 1-2 mg, may repeat at 10 min, max total dose 4 mg
o IM: 1-2 mg (If no vascular access)

Additional Therapies:
e Dextrose (if hypoglycemia is present)
o IV/10: 25 g administered slowly through the distal port of a
free flowing 1V line
e Glucagon (If hypoglycemia present and unable to obtain IV access)
o IM:1mg(U)

ADULT SEIZURE ACTIVITY




ADULT SEIZURE ACTIVITY

PHYSICIAN PEARLS:
IM Versed is absorbed quicker than IM Valium. Consider using Versed when
there is no vascular access.

Complete a detailed neurological assessment as patient condition allows.

If unable to control seizures after max dose of any single benzodiazepine,
call medical control to continue with another benzodiazepine.




SECTION: M-06

PROTOCOL TITLE: ADULT HYPOGLYCEMIA

REVISED: June 01, 2019

GENERAL COMMENTS: Symptomatic hypoglycemia is defined as BG < 60
mg/dl with an altered LOC.

BLS SPECIFIC CARE: See adult General Medical Care Protocol M-1

If hypoglycemia is confirmed by glucometry: (BG < 60 mg/dl with symptoms):

e |If the patient can hold a cup or plate without assistance, and can swallow
on command, encourage the patient to consume simple and complex
carbohydrates or oral glucose. Attempt to document volume of food/liquid
ingested. If grams of sugar are known, document this as well

e Oral Glucose dosing and follow-up:

o If simple and complex carbohydrates are not readily
available or not feasible
o Only if patient retains an intact, self-maintained airway, and
can swallow on command
0 15-45 g of glucose paste administered orally. The EMT may
mix this in a liquid to make it more palatable for the patient
One (1) tube (24 g) PO self-administered by patient
0 Repeat if BG remains < 60 mg/dl with symptoms after 5
minutes
0 Re-assess BG every 5 minutes until BG >/= 80 with a normal
mental status

e Treat and released only after ALS (Paramedic) evaluation

o0 Complete Diabetic Treat and Release checklist. Contact Medical
Control if indicated.

0 ALS provider shall co-sign chart of a lower level provider primarily
caring for patient.

0 Complete necessary ESO charting/attachments

@]

AEMT/O.M. Specific Care : See adult General Medical Care Protocol M-1
e Dextrose (D50% or D10%)
0 12.5- 25 g administered slowly through the distal port of a
free flowing IV line. Rebolus PRN to maintain
normoglycemia.

e Glucagon IM: (If unable to obtain IV access)
o IM: 1 mg administered if IV access is not available
o Vomiting may occur following administration

ADULT HYPOGLYCEMIA




ADULT HYPOGLYCEMIA

ALS SPECIFIC CARE: See adult General Medical Care Protocol M-1

PHYSICIAN PEARLS:

All treat and release procedures for hypoglycemic patients shall be overseen and
co-signed by the lead responding ALS provider.

While the care of a hypoglycemic patient may be undertaken by any EMS
provider with the appropriate skills and scope of practice for the situation, it is the
desire of the medical directors that an ACCESS ALS provider (a paramedic)
oversee the refusal process to ensure than any underlying concerns or
pathologies (i.e. stoke, infection, self-care) are addressed and considered.
Therefore all treat and release procedures for these patients(including
hypoglycemia treat and release checklists) shall be co-signed by the lead
responding ALS provider as appropriate.

It is important to rule out other causes for altered mental status. This particularly
includes, but is not limited to:

Stroke

Overdose/Medication error

Closed head injury from falls or other causes.

Sepsis

An inadequate amount of glucose for heat production, combined with profound
diaphoresis, many hypoglycemic patients are at risk for hypothermia. Keep
patient warm.

Patients who are consuming beta-blockers, or oral diabetic medications, that
experience hypoglycemia are at a greater risk for relapse. These patients should
have a responsible party with them after release.

Diabetics ages <12 and >65 tend to be more difficult to regulate.

The absence/presence of SZ during hypoglycemia should be assessed, and if
present transport should be strongly encouraged.

Difficulty in maintaining normoglycemia after resuscitation with dextrose should
be assessed and transport strongly encouraged.




SECTION: M-07

PROTOCOL TITLE: ADULT HYPERGLYCEMIA

REVISED: November 1, 2017

GENERAL COMMENTS: Symptomatic hyperglycemia is defined as BG
>250mg/dl with signs of severe dehydration, altered LOC, or shock.

BLS SPECIFIC CARE: See adult General Medical Care Protocol M-1
AEMT/O.M. SPECIFIC CARE: See adult General Medical Care Protocol M-1

e Administer IV fluids aggressively per Protocol M1

ALS SPECIFIC CARE: See adult General Medical Care Protocol M-1

e Treat unstable dysrhythmias and vital signs as necessary and as per
specific protocols
o0 Inthe presence of DKA, continuous EKG monitoring is essential to
detect rhythm disturbances and changes associated with
accompanying electrolyte imbalances and acidosis
= Primary electrolyte disturbance is due to hyper/hypokalemia
- Can precede malignant dysrhythmias
0 Obtain 12-lead EKG
= Due to possibility of precipitating/accompanying AMI
0 Re-administer 200-500 ml crystalloid fluid boluses as needed
» Reassess patient and BG following each bolus

PHYSICIAN PEARLS:

Hyperglycemic emergencies in patients with diabetes can generally be broken
into two categories: Diabetic Ketoacidosis (DKA) and Hyperosmolar
Hyperglycemic State (HHS), also known as Hyperosmolar Hyperglycemic Non-
ketotic Coma (HHNC).

ADULT HYPERGLYCEMIA
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SECTION: M-08

PROTOCOL TITLE: Adult Vomiting/Severe Nausea/Vertigo

REVISED: December 01, 2022

GENERAL COMMENTS: Nausea and vomiting are general complaints that can
have any number of underlying causes. Care should be taken to screen for
significant pathology and treat accordingly. An emphasis on a complete
neurologic exam is paramount.

BLS SPECIFIC CARE: See adult General Medical Care Protocol M-1

Antiemetics:
e Zofran (Ondansetron)
o ODT: 4mg

o Repeat one time in 10 minutes, if needed

AEMT/O.M. SPECIFIC CARE: See adult General Medical Care Protocol M-1
ALS SPECIFIC CARE: See adult General Medical Care Protocol M-1

Antiemetics:
e Zofran (Ondansetron)
o IV/IM/IO: 4 mg
o Repeat one time in 10 minutes, if needed

e Benadryl (diphenhydramine) IV/IM/I1O:
o IV/IM/IO: 25-50 mg

e Droperidol (Inapsine)
o IV/I0: 0.625 mg — 1.25 mg, repeat every 5-10 minutes PRN, max
total dose 5 mg
o IM: 2.5 mg, repeat once in 5-10 minutes PRN, max total dose 5 mg
o Hold for history/suspicion of prolonged QT syndrome, Torsade de
Pointes, or EPS/Dystonia.

PHYSICIAN PEARLS:

Care should be given when administering medications with sedative
properties to patients who may have consumed alcohol or are receiving other
CNS depressants.

Nausea can mask many pathologies. All providers are responsible to
investigate and consider differential pathologies when giving anti-emetics.

ADULT VOMITING/NAUSEA/VERTIGO
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SECTION: M-09

PROTOCOL TITLE: Dehydration and Rehab

REVISED: November 1, 2017

GENERAL COMMENTS: The treat and release portion of this protocol is
intended for recreational events, sport/athletic calls and similar scenarios. In
general the EMT/Paramedic should not apply it to other patients without careful
consideration.

If a patient has an altered mental status, marked hyperthermia, or other priority
symptom(s), then follow other more appropriate protocols.

BLS SPECIFIC CARE: See adult General Medical Care Protocol M-1

Oral Re-hydration:
e Obtain orthostatic V/S and assessments

e Obtain a temperature, if possible. Cool as needed

e Initiate oral re-hydration if feasible (water, %2 strength Gatorade or similar
drink, no caffeine) until minimum 1000 ml (1 liter, approx 32 ounces) and
signs and symptoms resolve for a minimum of 15-20 minutes

e Encourage rest, and cooling of body temperature to a normothermic level
Criteria for release without medical control contact (need all 3)

e BP and HR:
0 Systolic: < 160 and > 90
o Diastolic: <100
0 HR: <100 per minute
e Subjective and Objective findings:
o Allinitial complaints are resolved for 15-20 minutes
o All complaints on initial contact have been completely
assessed
0 No priority s/s( e.g.: chest discomfort, SOB, altered mental
status)
0 No ALS care required
e Documentation:
o Further treatment/transport offered and declined, refusal is
signed

AEMT/O.M. SPECIFIC CARE: See adult General Medical Care Protocol M-1

e Consider feasibility of oral hydration (if patient is stable) instead of IV
access

ALS SPECIFIC CARE: See adult General Medical Care Protocol M-1

Adult Dehydration and Rehab
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SECTION: M-10

PROTOCOL TITLE: Adult Allergic/Anaphylaxis

REVISED: June 15, 2021

GENERAL COMMENTS: This protocol covers allergic, anaphylactic, and
anaphylactoid reactions of all severities.

BLS SPECIFIC CARE: See adult General Medical Care Protocol M-1

Epi Pen Protocol (If optional Module not completed)
- Confirm prior to administration
o Is Epi-Pen prescribed to the patient (Right Patient?)
o Isitan Epi-Pen of the correct dose (Right Dose?)
= Patient weight < 30 kg (66 lbs)? Use Epi-Pen Junior:
e |M: 0.15 mg 1:1,000 epinephrine
= Patient weight > 30 kg (66 Ibs)? Use Epi-Pen Adult:
e |M: 0.3 mg 1:1,000 epinephrine
o Isthe Epi-Pen an intramuscular (IM) auto injector (Right route?)
o0 Is the Epi-Pen expired?
- Re-evaluate patient’s sign and symptoms every 5 minutes following
administration. Evaluate for presence adverse effects of epinephrine.
o Chest pain
o0 Headache
o Palpitations
0 Anxiety/tremors

- Repeat in 10 minutes if no improvement
If signs of bronchospasm are present, consider bronchodilators:

- Option 1: Nebulizer Treatment
o Albuterol 2.5 mg (0.83% in 3 cc)
0 Ipratropium Bromide (Atrovent) 0.5 mg (0.02% in 2.5 cc)
0 May repeat as needed using Albuterol only. May use equivalent
solutions of above medications such as DuoNeb as available
- Option 2: Assist the patient with his prescribed “rescue inhaler.” Use a spacer
if the patient is prescribed one and has it available

= Assisted Inhaler: 2 puffs or a specific number of puffs as
prescribed by patient’'s MD

= Repeat every 5-10 minutes or as prescribed by patient’'s MD

= Hold for HR >150/min

- Option 3: As an alternative, the patient may be allowed to use his/her own
prescribed nebulized medication. Use oxygen in lieu of a room air
“condenser” and run at 6-8 Ipm with the patient’s hand-held nebulizer (HHN).
The patient must prepare it him/herself

ADULT ALLERGY / ANAPHYLAXIS




AEMT/O.M. SPECIFIC CARE: See adult General Medical Care Protocol M-1
IV Fluid Resuscitation

- Treat hypotension aggressively with 1V crystalloid up to max of 1000 cc.
Hold for s/s of CHF/pulmonary edema or CHF History

Sympathomimetic
- Epinephrine 1:1000
o IM:0.3mg
0 Repeat x 1 in 10 minutes if s/s do not significantly improve

ALS SPECIFIC CARE: See adult General Medical Care Protocol M-1

IV Fluid Resuscitation
- Treat hypotension aggressively with IV crystalloid PRN. Hold for s/s of
CHF/pulmonary edema or CHF History

Sympathomimetics
- Epinephrine Infusion for persistent hypotension and/or severe refractory
s/s
o IV/10: 0.05-1 mcg/kg/min titrate for via infusion pump
o To Mix: 1 mg epinephrine in 250 cc NS bag

- Epinephrine Neb (for laryngeal edema only)
o0 3 mg (3 ml) mixed with 3 ml NS for 6ml total epinephrine 1:1,000
nebulized

Antihistamines
- Benadryl (Diphenhydramine)
o IV, IM, 10: 25-50 mg
o PO: (If available) 25-50 mg (for mild cases)

- Pepcid (Famotidine) May be used in conjunction with Benadryl based on
availability
o 1V, 10: 20 mg Slow admin Every 12 hours. May dilute to 100 or 250
cc and administer over 15 minutes.
o PO: (If available) 20-40 mg (for mild cases)

CAUTION: All patients receiving inhaled beta agonists and/or anticholinergic
medications should be observed for a least one-hour following treatment for
return of symptoms.

ADULT ALLERGY / ANAPHYLAXIS

ALS evaluation is indicated if Epi administered either PTA or by EMS, and
transport strongly encouraged. Refusals require medical control contact.




PHYSICIAN PEARLS:

Epinephrine Auto injector: EMTs can administer the epinephrine Auto-Injector if it has
been prescribed to the patient. In addition, EMTs may administer an auto injector that
HAS NOT been prescribed to the patient IF they have successfully completed additional
training as required by the Department of Health and Welfare, Bureau of EMS and the
ACCESS Medical Directors.

Epi IM admin Optional Module: EMTs can administer the epinephrine via IM injection
after drawing it from a vial, glass amp, or other container if they have successfully
completed additional training as required by the Department of Health and Welfare,
Bureau of EMS and the ACCESS Medical Directors.

H2 Antagonists: H2 antagonists are adjunctive therapies to Benadryl (with or without
epinephrine) in anaphylaxis & allergic reactions. It is not a stand-alone intervention. If
Benadryl is given for anaphylaxis & allergic reactions, an H2 antagonist should also be
given unless contraindicated. PEPCID is IV/IO ONLY.

Common Presentations: The most common symptoms were urticaria and angioedema,
occurring in approximately 80% of patients. The next most common manifestations were
respiratory symptoms, such as upper airway edema, dyspnea, and wheezing.
Gastrointestinal symptoms occur most commonly in food-induced anaphylaxis but can
occur with other causes as well. Oral pruritus is often the first symptom observed in
patients experiencing food-induced anaphylaxis. Abdominal cramping is also common,
but nausea, vomiting, and diarrhea are frequently observed as well.

Cardiovascular symptoms of dizziness, syncope and hypotension were less common,
but it is important to remember that cardiovascular collapse may occur abruptly without
the prior development of skin or respiratory manifestations.

A comment about FATAL and FOOD based reactions: It is commonly believed that
all cases of anaphylaxis present with cutaneous manifestations, such as hives or
mucocutaneous swelling. In fact, as previously mentioned, up to 20% of anaphylactic
episodes may not involve these signs and symptoms on presentation for emergency
care.

Moreover, a survey of children with food-induced anaphylaxis showed that 80% of fatal
reactions were not associated with cutaneous manifestations. In one study (Sampson et
al) many cases of fatal food-induced anaphylaxis occurred in a biphasic clinical pattern.
In these, mild oral and gastrointestinal symptoms occurred within 30 minutes of food
ingestion. These symptoms resolved, only to be followed 1-2 hours later by severe
respiratory symptoms and hypotension.

Put simply, the many fatal reactions do not present with “skin signs”.

Individuals at greater risk for a fatal reaction include those with asthma, atopic dermatitis
(eczema), a prior anaphylactic history, and those who deny symptoms and therefore
delaying treatment with epinephrine.

ADULT ALLERGY / ANAPHYLAXIS







SECTION: M-11

PROTOCOL TITLE: Adult Pain Control

REVISED: May 01, 2022

GENERAL COMMENTS: Pre-hospital EMS is committed to the relief of pain and
suffering in patients with acute painful conditions. Given the circumstances,
complete resolution of pain may be an unachievable goal. It is therefore an
acceptable goal to make pain more tolerable until definitive care can be
rendered.

Documentation of pain level, sedation, level of consciousness, vital signs, and
maintenance of vital functions (i.e. airway and respiratory drive) is essential
before and after analgesic administration, and monitoring needs to be constant
for changes in condition.

ALS Providers should consider decreased dosage or prolong administration
intervals of sedative or analgesic medications in higher risk populations such as
altered mental status, traumatic head injury, hypotension, recent
use/administration of other sedative/analgesic medications, elderly, or
known/suspected hypersensitivity.

BLS SPECIFIC CARE: See adult General Medical Care Protocol M-1

e Treat underlying injury or illness as appropriate

e Consider use of splinting, elevation, ice packs, padding, breathing
techniques, good communication or the use of family members to assist in
calming or alleviating pain

AEMT/O.M. SPECIFIC CARE: See adult General Medical Care Protocol M-1

ALS SPECIFIC CARE: See adult General Medical Care Protocol M-1
Analgesics
DO NOT administer/discontinue administration if:
o Systolic BP < 90 mmHg
o Respiratory rate, SpO2 and/or mental status diminishes

Consider use of anti-emetics with administration of analgesics especially in
the setting of trauma or known sensitivity.

ADULT PAIN CONTROL




ADULT PAIN GONTROL

If unable to control pain after max dose of any single analgesic,
call medical control to continue with another analgesic.

e Fentanyl IV/IO/IM/IN
o 1 mcg/kg initial dose (max single dose 100 mcg)
o Give slowly over 2 minutes (with the exception of IN
route)
o May repeat every 10 minutes as needed
o max total dose of 200 mcg
e Morphine sulfate IV/IM/IO
o 0.1 mg/kg as initial dose (max initial dose 10 mg)
o Give slowly over 2 min
o May repeat every 10 minutes as needed with 0.05 mg/kg
o Max total dose of 20 mg
e Dilaudid IV/10
o 0.5mg slow IV push over 2-3 minutes
o May repeat every 10 minutes as needed
o Max total Dose 2 mg

e Ketamine Hydrochloride IV/IM/IO
o IV/I0 0.2 mg/kg (Max single Dose 30 mg)
o Dilute to at least 10 ml and give slowly over 2
minutes
o May repeat every 20 minutes as needed
Or
o IM: 0.5 mg/kg
o repeated every 30 minutes PRN
o Max single dose 50 mg

PHYSICIAN PEARLS:

When possible, IV/IO route is preferred method of administration due
to ability to titrate dosage.

Providers at all levels should take a multi-faceted approach to pain control. Pain
is often complex and multidimensional, and thus treatment should be
individualized for each patient. Providers must be aware of the pharmacology
and possible complications with every analgesic in the protocols.



SECTION: M-12

PROTOCOL TITLE: Adult Heat Emergencies

REVISED: November 01, 2020

General Comments: Normothermia is 95.1 — 100.3. Hyperthermia is
technically temperatures in excess of this range, although classification of
severity is based on clinical symptoms rather than absolute ranges.

This protocol is for patients who have suspected heat injury due to
environmental, situational, or toxicological reasons, and should be used only with
caution in those with fever and hyperthermia from other causes (i.e. Fever).

BLS SPECIFIC CARE: See adult General Medical Care Protocol M-1

¢ Remove from cause of heat injury to a cool place and promote heat loss
as appropriate.
Encourage rest, and cooling of body temperature to a normothermic level
Obtain a full set of vital signs. V/S’s should include temperature
Evaluate for presence of orthostatic hypotension
Initiate oral re-hydration if feasible (water, Gatorade or similar drink, no
caffeine) until minimum 1000 ml (1 liter, approx 32 ounces) and signs and
symptoms resolve for a minimum of 15-20 minutes.
e Position patient as appropriate
0 Move patient to a cool area if possible

e Obtain temperature, core temp if unresponsive

o Initiate passive cooling for temperature < 103 F or 39.5 C

0 initiate active cooling for significant hyperthermia for temperature >

103 For39.5C

e Consider orthostatic vital signs
e Criteria for release without medical control contact

0 Subjective and objective findings:

o Allinitial complaints are resolved for 15-20 minutes. If patient
is presenting without complaint in a rehab situation, minimal
monitoring time for cooling is 15-20 minutes

o All complaints on initial contact have been completely
assessed

0 No priority S/S (chest discomfort, SOB, altered mental
status)

0 No ALS care is required

0 Objective Findings (need all 3)

0 RR <20 Minute

0 Systolic :< 160 and > 100

o Diastolic: < 100

0 HR: <110 per minute

0 Able to ambulate at baseline

e Documentation
o Further transport is offered and declined, a refusal is signed

ADULT HEAT EMERGENCIES




ADULT HEAT EMERGENCIES

AEMT/O.M. SPECIFIC CARE: See adult General Medical Care Protocol M-1

e Consider feasibility of oral hydration (if patient is stable) instead of IV
access

e Treat hypotension aggressively with IV crystalloid up to 1000 ml. Hold for
s/s of CHF/pulmonary edema or CHF History

ALS SPECIFIC CARE: See adult General Medical Care Protocol M-1

e Assess and treat underlying disorder

PHYSICIAN PEARLS:

In healthy, stable and alert patients, gradual oral rehydration is generally
considered equivalent or even superior to 1V rehydration.



SECTION: M-13

PROTOCOL TITLE: Adult Cold Emergencies

REVISED: November 01, 2020

GENERAL COMMENTS: Normothermia is 95.1 — 100.3. Hypothermia is defined as a
body temperature less than 95 degrees Fahrenheit. It is further sub-categorized as
follows:

e Mild hypothermia is 34-35 °C / 93-95 °F
e Moderate Hypothermia is 30-34 °C / 86-93 °F
o Severe hypothermia is < 30 °C/ 86 °F

BLS SPECIFIC CARE: See Adult General Medical Care Protocol M-01

e Handle gently

¢ Do not re-warm cold, injured extremities if there is a chance of refreezing prior to
arrival at definitive care

e Obtain a temperature (core temperature if unresponsive)

e For mild hypothermia, increase heat production through exercise, and
calorie/fluid replacement

e For moderate and severe hypothermia, treat gently and keep horizontal

Begin passive re-warming:
e Heat packs to critical areas
e Rewarm trunk prior to extremities

Cardiac arrest treatment for moderate to severe hypothermia:

¢ CPR as normal; check for pulse for at least 30 seconds

¢ One (1) shock, then hold until temperature is > 30 °C / 86 °F

e Keep horizontal and avoid rough treatment, but do not delay critical interventions
e Active re-warming

Fight heat loss:
¢ Radiation (55-65%): Cover with warm blankets. Cover the head (not the face)

¢ Conduction (15%): Separate the patient from cold surfaces

e Convection (15%): REMOVE WET CLOTHING

e Evaporation (15%): Cover with warm blankets. Cover the head (not the face)
¢ Obtain core body (i.e. rectal) temperature as necessary

¢ Handle patient gently; at core body temperatures less than 30°C (86°F) rough
handling can precipitate lethal cardiac dysrhythmias

¢ Remove patient from cold environment if possible; remove wet clothing and
insulate against further heat loss

¢ Do not attempt to re-warm cold, injured extremities if there is a chance of the
extremity refreezing prior to arrival at definitive care

ADULT COLD EMERGENCIES




ADULT COLD EMERGENCIES

BLS continued...
e Use of an AED for patients in cardiopulmonary arrest:

0 Shock as indicated

0 Continue CPR and obtain core body (rectal) temperature.

o If core body temperature >30C/86F, administer further shocks as

indicated
o If core body temperature < 30 °C/ 86 °F, withhold further shocks
= Focus on CPR and re-warming

AEMT/O.M. SPECIFIC CARE: See Adult General Medical Care Protocol M-01
e If available, administer warm |V fluids

ALS SPECIFIC CARE: See Adult General Medical Care Protocol M-01

e Assess and treat underlying disorder
e Obtain BGL

Severe Pain:
e Refer to “Adult Pain Control Protocol M-11" in SWO

Cardiac arrest treatment for moderate to severe hypothermia:

(1) One total shock, then hold until temperature is > 30 °C / 86 °F

Keep horizontal and avoid rough treatment, but do not delay critical interventions
Active re-warming

Temp < 30 °C / 86 °F: withhold medications

Temp > 30 °C/ 86 °F: increase intervals between meds

Sinus bradycardia may be physiologic in severe hypothermia; therefore, cardiac
pacing and medications are usually not indicated

Focus treatment on re-warming and rapid transport of patient

e For cardiopulmonary arrest associated with hypothermia see the algorithms



Box #1:
If adequate CPR is being performed upon arrival:

1. Confirm cardiopulmonary arrest

2. Transition to high performance cardiopulmonary resuscitation (CPR)
(aka “Pit Crew” CPR, see Appendix 30) while applying defib pads

3. Move onto “Box #4”

Box #2:
Sudden, witnessed arrest in the presence of EMS:

1. Perform high performance cardiopulmonary resuscitation
(AKA “Pit Crew”, see appendix 30) only long enough to apply defib pads

2. Move onto “Box #4”

Box #3:
If inadequate CPR, or no CPR at all, is being performed upon arrival:

1. Initiate/perform high performance cardiopulmonary resuscitation
(AKA “Pit Crew”, see appendix 30)

2. During CPR:

a. Apply defib pads
b. Prepare/establish airway management and/or vascular access
c. Medications/interventions without interruption of high-performance CPR

3. Move on to, “Box #4,” after approximately 2 minutes/200-220 compressions

completed
Box #4:
Rhythm Check

1. Place patient on firm surface with good workable space as soon as
possible/feasible

2. **Pre-charge Monitor to manufacturer’'s recommendation prior to pause

3. Assess blood glucose level

VF/Pulseless VT: Asystole/PEA: ROSC:

a) Shock @ a) No shock indicated a) Provide
manufacturer’s b) Immediately resume hemodynamic
recommendation HP-CPR support

b) Immediately resume c) Advanced airway b) Evaluate for POST-
HP-CPR without management as arrest/TTM protocol
pause for rhythm appropriate c) Advanced airway
check d) Vascular access as management as

c) Advanced airway appropriate appropriate
management as d) Vascular Access as
appropriate appropriate

d) Vascular access as e) Monitor closely for
appropriate re-arrest

ADULT COLD EMERGENCIES




ADULT COLD EMERGENCIES

Core Body Temperature <30 °C (86 | Core Body Temperature > 30 °C (86

°F) °F):

a) Continue HP-CPR, check rhythm a) Continue HP-CPR, check rhythm
every 200-220 compressions every 200-220 compressions
(approx. 2 min) (approx. 2 min)

b) Withhold further shocks if VF/VT b) Provide electrical therapy as indicted
present until temp > 30° C (86 °F) by rhythm**

c) Withhold IV/IO/CETT medications c) Administer appropriate IV/IO/CETT
until temp > 30 °C (86 °F) medications for presenting rhythm

d) Active external rewarming; prevent (i.e. VF/IVT, PEA, asystole) as
further cooling indicated, but at longer than

e) Infuse warm NS fluid boluses. (43 standard intervals*

°C /109 °F) d) Active external rewarming; prevent

f) Transport, and focus efforts upon ot e Gee I

raising core body temperature > 30 e) Infuse warm NS fluid (43 °C /109 °F)

°C f) Transport, and focus efforts upon
raising core body temperature > 35
°C (95 °F).

** Medications and electrical therapy as found in protocols
C-01, C-02a, C-02b

Box #7:
Treat (Other) Possible Causes
Search for & treat possible contribution factors:
a) Hypovolemia
b) Hypoxia
¢) Hydrogen ion (acidosis)
d) Hypo-/hyperkalemia
e) Hypothermia
f) Toxins
g) Tamponade, cardiac
h) Tension Pneumothorax
i) Thrombosis (coronary or pulmonary)
Return to Box #5




PHYSICIAN PEARLS:

If the patient’s core temperature falls below 32 °C, a characteristic J-wave (aka
Osborn wave) may occur. The J wave occurs at the junction of the QRS complex
and the ST segment. Also noticeable are T wave inversion and prolongation of
the PR, QRS, and QT intervals.

o F —Waws

-~ |
EEéE I HYPOTHBERMIA
Hypothermic patients also exhibit "cold diuresis." Peripheral vasoconstriction
initially causes central hypervolemia, to which the kidneys respond by putting out

large amounts of dilute urine. Alcohol and cold-water immersion worsen this
process. Therefore, hypothermic patients may also be dehydrated.

HYPOTHERMIA: STAGES
Normal Cold Response (98.6-95.1 °F)
HFeel cold EVasoconstriction
EShivering

Mild hypothermia (34-35 °C / 93-95 °F)

mMaximum shivering at 35 °C (95°F) mFaster breathing

mCold, pale skin (vasoconstriction) mMild confusion, slurred speech,
mPulse and BP are normal or unsteady gait

elevated mAmMnesia

Moderate (30-34 °C / 86-93 °F) to Severe Hypothermia ( < 30 °C/ 86 °F)

mShivering stops mintense vasoconstriction; surface
mPulse slows (bradycardia) pooling promotes “afterdrop”
mBreathing slows mDecreased LOC

mRisk of cardiac arrhythmia (AFib)
mincreased mortality in major trauma by 40-50%

Severe Hypothermia (< 30 °C/ 86 °F)

mIntense vasoconstriction - surface mLethal cardiac dysrhythmias
pooling promotes “afterdrop” mNon-cardiac pulmonary edema
mAS core temp drops, the risk of

cardiac arrest increases dramatically

ADULT COLD EMERGENCIES
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(Left Blank intentionally)



SECTION: M-14

PROTOCOL TITLE: Behavioral Emergencies &
Combative Patients

REVISED: November 1, 2021

GENERAL COMMENTS: Medical responses involving behavioral emergencies
and combative patients are some of the most perilous emergencies EMS
personnel will encounter. Many of these patients have multiple underlying
pathologies, which are often exacerbated by or derived from illicit substance
abuse. As such, these emergencies pose many challenges to the provider.
Patient care shall be driven by appropriate clinical care, never at the convenience
of Law enforcement, and should be focused on preventing/mitigating
hyperthermia, agitated delirium, positional asphyxia, hypoxia, and physical self-
harm.

BLS SPECIFIC CARE: See Adult General Medical Care Protocol M-01

e Assess for medical causes of altered LOC/violent behavior.
e Minimize noxious stimuli and create a low stimulus environment as
feasible. Verbally deescalate as possible.
e Obtain a BG
e For actively agitated patients: provide oxygen as soon as possible
consider blow-by for non-compliant patients.
e Involve law enforcement as early as possible for combative/violent
patients requiring restraint or sedation.
e Restraints may be used for patient and/or rescuer safety when clinically
appropriate.
o Do not restrain any patient in the prone position.
o Observe and prevent positional asphyxia, and monitor the
airway and respirations closely
o Any patient restrained with a device provided by Law
Enforcement must have a LEO ride with the patient that can
remove the device if needed.
o If restrained, do not release restraints until at the hospital
(unless required for essential patient care)
e Do not leave the patient unattended
¢ Allow for adequate heat dissipation
e Any patient restrained should be closely monitored for decompensation
with an mRass documented before and after restraint, sedation or
anxiolysis.

AEMT/O.M. SPECIFIC CARE: See Adult General Medical Care Protocol M-01

e |V access (to a max of 3 attempts) if needed due to severity of underlying
injury or illness; otherwise, defer until arrival of ALS providers
e Assess BGL to rule out a hypoglycemic episode

ADULT BEHAVORIAL EMERGENGIES




ADULT BEHAVORIAL EMERGENGIES

ALS SPECIFIC CARE: See Adult General Medical Care Protocol M-01

Patients who are being sedated, or who have an mRASS >+3 or < -3 should
have enhanced monitoring, (EKG, ETC02, SP02, BGL, and Blood Pressure)
to catch any early signs of decline. (Blood pressure every 5 minutes if
possible). Exception to these standards should be clearly documented.

Sedation/Anxiolysis: If removal of noxious stimulus and/or de-escalation
fails to resolve episode (or is not practical), pharmacologic therapy may be
indicated.

e Diazepam (Valium)
o IV: 2-5mg, repeat every 5-10 minutes PRN, max total dose
20 mg
o IM: 5-10 mg, repeat once in 20 minutes PRN, max total dose
20 mg
e Midazolam (Versed)
o IV/IM: 0.5-2.5 mg, repeat every 5-10 min PRN, max total
dose 5 mg
o IN: 2.5 mg, may repeat once at 10 minutes, max total dose 5
mg
e Lorazepam (Ativan)
o IV/I0O: 0.5-2 mg, may repeat at 10 minutes, max total dose 2
mg
o IM: 1-2 mg (If no vascular access), max total dose 2 mg
e Haloperidol (Haldol)
o IV/IM: 2.0-5.0 mg, repeat PRN, max total dose 10 mg
o Strongly consider co-administration of Benadryl
o Caution with hyperthermia, seizure risks, and hyperdynamic
drug use

Adjunctive Medications: These medications are given for their potentiation of
other drugs effects or for the prevention/treatment of certain side effects (nausea,
EPS, etc.) of drugs used in sedation.
e Benadryl (Diphenhydramine)
o IV/IM: 25-50 mg



Agitation/Sedation Scoring

The Modified Richmond Agitation Sedation Score (MRASS) should be
used to estimate the need for continued sedation/ anxiolysis and/or
restraint. Use of sedation/ anxiolysis is context specific and subject to

clinical judgement. The goal during a behavioral emergency may be a
MRASS of -2 to +2; whereas the goal for prehospital sedation in the
mechanically ventilated patient may be a -4 or -5. Providers should
document an estimated mMRASS before and after the application of
restraint, sedation anxiolysis.

Procedure for mMRASS Assessment:

1.

2.

Observe patient:
a. Patient is alert, restless, or agitated. (score 0 to +4)
Verbally stimulate the patient: If not alert, state patient’s name and
say to open eyes and look at speaker. Ask “Describe how you are
feeling?”
a. Patient awakens with sustained eye opening and eye contact.
(score -1)
b. Patient awakens with eye opening and eye contact, but not
sustained. (score -2)
c. Patient has any movement in response to voice but no eye contact.
(score =3)
Physically stimulate the patient: When no response to verbal
stimulation, physically stimulate patient by shaking shoulder and/or
rubbing sternum or similar appropriate and non-punitive action.
a. Patient has any movement to physical stimulation. (score —4)
b. Patient has no response to any stimulation. (score =5)

ADULT BEHAVORIAL EMERGENGIES

Score | Term MRASS Description
+4 Combative No attention; overtly combative, physically violent, immediate
danger to staff or self.
+3 Very Very distractible; repeated calling or touch required to get or keep
agitated eye contact or attention.; cannot focus; pulls or removes tube(s) or
catheter(s); aggressive; fights environment not people
+2 Slightly Easily distractible; rapidly loses attention; resists care or
agitated uncooperative; frequent non-purposeful movement, attempting to get
out of bed/cot/chair.
+1 Restless Slightly distractible; pays attention most of the time; anxious, but
cooperative; movements not aggressive nor vigorous.
0 Calm Pays attention; makes eye contact; aware of surroundings; responds
immediately and appropriately to calling name and touch
-1 Wakes Slightly drowsy; eye contact<10 sec; not fully alert, but has sustained
Easily awakening; eye-opening/eye contact to voice <10 seconds
-2 Wakes Very drowsy; pays attention some of the time; briefly awakens with
Slowly eye contact to voice >10 seconds
-3 Difficult to Repeated calling or touch required to get or keep eye contact or
wake attention; needs repeated stimuli (touch or voice) for attention,
movement, or eye opening to voice (but no eye contact)
-4 Want stay Arousable but no attention; no response to voice, but movement or
Awake eye opening to physical stimulation
-5 Unarousable | No response to voice or physical stimulation




ADULT BEHAVORIAL EMERGENGIES

PHYSICIAN PEARLS:

General Principles:

Providers should strive for the least restrictive methods of restraint for the
situation while considering safety and clinical concerns.

The management of behavioral emergencies is often time consuming.

At minimum, the patient should be assessed for pain, delirium, and
anxiety. Providers should use objective, validated scoring to assist in the
clinical decision making and documentation of sedation and restraint.
Other underlying causes of agitation should be investigated and treated as
appropriate.

Pharmacological Considerations:

The use of medications to restrain a patient can absolutely improve patient
and provider safety but require constant vigilance and significant clinical
judgement.
Medications for “Anxiolysis” may be used for severe and refractory anxiety
and emotional distress with or without the need for physical restraints.
Medications for “Sedation” may also be used to facilitate and increase the
safety of physical restraints in combative and violent patients, or other
interventions such as mechanical ventilation
Cautions with using medications for sedation/anxiolysis:
o Patient may experience respiratory depression or loss of gag reflex
o Occasionally, a paradoxical reaction results in increased agitation
o Medication may potentiate the sedative effect of other CNS
depressants
o Mental status assessment and neurologic examination will be
limited during sedation

ALS Providers may decrease the dosage or prolong the administration
intervals of any medication with sedative properties when doing so would
decrease adverse effects and still likely obtain the clinical goal.

Assessment Considerations:

Among the most difficult tasks in providing care during an adult behavioral
emergency is determining the etiologies of combative patients and treating
accordingly, be it medical, toxicological, or traumatic in nature. Approximately
two-thirds of behavioral emergency patients have a non-psychiatric (organic)
etiology:

Psychiatric (functional)
Non-psychiatric (organic)

o Medical (CVA, hypoglycemia, increased ICP, meningitis, etc.)
Toxicological



SECTION: M-15

TITLE: Sedation for Painful Procedures

REVISED: November 1, 2017

GENERAL COMMENTS: This protocol is intended to provide guidance for
sedation/patient comfort during brief painful procedures such as emergent need
for relocation of injured extremity, cardioversion or other brief painful procedures.

Sedative medications should not be combined with opiate analgesics unless
absolutely necessary as the combination of these medications can cause life
threatening over sedation, hypotension, or other unpredictable results. Careful
monitoring of patients should be employed with any administration of opiate or
benzodiazepine medications.

ALS Providers should consider decreased dosage or prolong administration
intervals of sedative or analgesic medications in higher risk populations such as
altered mental status, traumatic head injury, recent use/administration of other
sedative medications, elderly, or known/suspected hypersensitivity.

BLS SPECIFIC CARE: See adult General Medical Care Protocol M-1
ILS SPECIFIC CARE: See adult General Medical Care Protocol M-1
ALS SPECIFIC CARE: See adult General Medical Care Protocol M-1

Adult sedatives:
e Versed
o IV/I0/IM: 0.5-2.5 mg slow IV push every 5-10 minutes (max
dose 5 mg)
o0 IN: 2.5 mg every 10 minutes (max dose of 5 mg)

e Valium IV/IO/IM
0 2-5mg slow IV push every 5-10 minutes (max dose 10 mg)

Pediatric sedatives:
e Versed
o IV/I0/IM: 0.05-0.1 mg/kg slow IV push every 5-10 minutes (max
dose 2.5 mg)
0 IN: 0.2 mg/kg every 5-10 minutes (max dose of 2.5 mg) (Not for
use in children under 2 years of age)

Sedation for Painful Procedures
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SECTION: M-16

PROTOCOL TITLE: Epistaxis

REVISED: December 01, 2022

GENERAL COMMENTS: This protocol is for non-traumatic, non-surgical
epistaxis in the hemodynamically stable patient without other more concerning
symptomology such as airway issues, stroke, shock, or hypertensive
urgency/crisis.

BLS SPECIFIC CARE: See Adult General Medical Care Protocol M-01

e Assess for other concerns and life threats

e Obtain full vitals

e Evacuate both nostrils or any poorly formed clots by blowing nose
vigorously

e Place in head/tilt forward position to decrease bleeding in the airway.

e Apply nasal clamp

e Observe for 10 minutes, Obtain a second set of vitals. Document absence
of adverse effects or airway compromise

AEMT/OM CARE: See Adult General Medical Care Protocol M-01

e Consider administration of Neo-Synephrine (age > 5 years)

o Administer 1 spray each nostril

o Apply Neo-Synephrine liberally to a gauze “Twist” and place up

saturated gauze in each nare
o Hold for:
= Systolic BP > 180 mmHg
Diastolic BP . 110 mmHg
Pulse > 120/min
Altered LOC
Abnormal stroke assessment
Suspected foreign body/object insertion
Facial/Nasal trauma
Recent facial, sinus, or brain surgery (<14 days)
Presence of active Acute Coronary Syndrome (ACS)
symptoms
= Ulcers, burns, and cancer to the face/sinuses/upper airway
e Observe for 10 minutes, Obtain a second set of vitals. Document absence
of adverse effects or airway compromise
¢ If Neo-Synephrine is used, complete treat and release process. See
Epistaxis Treat and Release form (Appendix 31)




ALS SPECIFIC CARE: See Adult General Medical Care Protocol M-01

Consider Tranexamic acid (TXA)
e Adults:
o IN: 250-500 mg each Nare Atomized
e Pediatrics
o IN:10 mg/kg each Nare Atomized

Physician PEARLS

e Most nose bleeding is from an anterior source and may be easily
controlled. Posterior epistaxis is a true emergency and may require
advanced ED techniques such as balloon tamponade or interventional
radiology.

o Evaluate for posterior blood loss by examining the posterior
pharynx for active bleeding.

o Do not delay transport.

o Be prepared for potential airway issues.

e Hypertensive urgency/crisis symptoms include visual disturbances,
head ache, photosensitivity, altered LOC, in the setting of hypertension
(SBP > 200 and DBP > 120) . These patients should be transported when
possible.

e Patients using nasal cannula oxygen may have cannula placed in mouth
while nares are clamped or compressed for nosebleed

e Administration of Neo synephrine or TXA alone does not require EKG
monitoring, although other symptoms and presentations may.

e Recommended minimum documented exam:

o Mental Status,

o HEENT,

o Lungs,

o Neuro / Stroke exam

e Compress nostrils with clamp or fingers, pinching over fleshy part of nose,
not bony nasal bridge.

e Anticoagulants and Anti-platelet aggregation agents may can contribute to
bleeding and may require longer observation.

o Anticoagulants include warfarin (Coumadin), apixaban (Eliquis),
heparin, enoxaparin (Lovenox), dabigatran (Pradaxa), rivaroxaban
(Xarelto).

o Anti-platelet agents like aspirin, clopidogrel (Plavix),
aspirin/dipyridamole (Aggrenox), and ticlopidine (Ticlid)



SECTION: M-17

TITLE: Electrolyte Imbalances

REVISED: May 01, 2022

BLS-Specific Care: See adult General Medical Care Protocol M-1

AEMT/O.M. Specific Care: See adult General Medical Care Protocol M-1
o Obtain peripheral vascular access
o IV:200-500 ml crystalloid solution. Repeat PRN

ALS-Specific Care: See adult General Medical Care Protocol M-1

Symptomatic Hyperkalemia: “Symptomatic hyperkalemia” defined by the presence of
EKG changes (Peaked T waves, QRS becomes prolonged > 0.12 seconds, or
prolonged QTc ), AND a history suggestive of hyperkalemia, OR if hyperkalemia is
confirmed via laboratory analysis.

o Albuterol (High Dose) for suspected hyperkalemia
o Nebulizer: 5 mg (2 unit doses) nebulized
o Re-evaluate EKG and may re-administer an additional 5 mg (2 unit
doses) when complete. Max dose 20 mg.

e Sodium bicarbonate for suspected hyperkalemia
o IV: 1 mEqg/kg repeated in 10 minutes. Minimum initial dose is 50 mEq.
o Consider dilution of Bicarb if given 10
o Not compatible in same line as Calcium Chloride. Flush line
thoroughly between medication

e Calcium chloride for suspected hyperkalemia
o IV, 10: 500-1000 mg IVP
o Contact medical control for repeat doses
o Not compatible in same line as Sodium Bicarbonate. Flush line
thoroughly between medications




Physician PEARLS

Use of albuterol has been shown to decrease serum potassium levels by 0.3 to 0.6
mEq/L within 30 minutes; the decrease lasts for at least 2 hours.

Use of Calcium solutions in Hyperkalemia is indicated for stabilization of the
myocardium.



SECTION: OB-01

PROTOCOL TITLE: GENERAL OB Care

REVISED: November 1, 2017

GENERAL COMMENTS: This is a general protocol for non-specific OB
emergencies, including contractions of non-specific etiology and vaginal bleeding
(other than post partum). When possible this protocol should supplement other,
more specific protocols based on clinical assessments and judgment.

BLS SPECIFIC CARE: See Adult General Care protocol M-1

Any pregnant patient with direct blunt trauma to the abdomen should be
encouraged to seek medical evaluation
- In case of vaginal bleeding (second or third trimester) assess for imminent
delivery of fetus or other tissue with VISUAL inspection of the perineum.
- Rapid transport to an appropriate facility
- All patients in second and third trimester who are transported in the supine
position should be placed in the left lateral recumbent position
- If amniotic sac has ruptured, determine time of rupture and try to ascertain
if meconium was present in the fluid (determine color, odor and
consistency)
- IF ACTIVE LABOR and CROWNING:
o0 Follow Childbirth Procedure (Appendix 23)
0 Expedite transport for:
= <36 weeks gestation AND crowning
= Abnormal fetal presentation
= Severe vaginal bleeding
= Multiple gestations
- IF ACTIVE LABOR and NO crowning:
0 Monitor, reassess. Document duration/frequency of contractions
o0 Notify receiving facility

AEMT/O.M. SPECIFIC CARE: See Adult General Care protocol M-1
ALS SPECIFIC CARE: See Adult General Care protocol M-1

GENERAL O.B. CARE




GENERAL O.B. CARE

PHYSICIAN PEARLS:

Manual exams of the vagina are not done in the field. Do not delay

transport with high risk deliveries. Remember that maternal blood

volume increases up to 45% with a relative anemia developing by the

increase in circulating plasma. Therefore a pregnant patient may lose up to 35%
circulating volume prior to showing severe S/S shock. If the pregnant patient is
showing s/s of shock, in severe respiratory distress, altered in her mental status,
or otherwise in extremis, transport to a facility with emergent surgical capability.
General considerations:

Key hi

Blood pressure usually decreases by 10-15 mm Hg by end of first
trimester

Heart rate increases 10-15 beats per minute

Signs and symptoms of shock are delayed in these patients

Transport all second or third trimester patients on left side

Manually displace the uterus of third trimester patients to left side during
CPR

Angioedema and swelling may reduce the size of the airway, be prepared
to use a smaller size ET Tube. (AHA 2010 recommendations)

If CPR is required, do so while another responder manually pulls
(externally) the uterus to the left. Remove any fetal monitors prior to
defibrillation

story:

Gestational age - Recent trauma

Expected due date - Last fetal movement felt
How many pregnancies - Other identified problems
(gravida) - OB/primary physician &
How many live births (para) hospital choice

How many abortions or - Amount and type of
miscarriages bleeding/discharge (if
Pre-natal care applicable)

Number of fetuses

* Do not delay transport in active labor situations to obtain history.



SECTION: OB-02

PROTOCOL TITLE: Pregnancy Induced Hypertension

REVISED: November 1, 2017

BLS SPECIFIC CARE: See General OB Care Protocol OB-1

Seizure/Hypertension (Suspected Pre-eclampsia/Eclampsia)
- Refer to Seizure protocol M-5

In cases of suspected pre-eclampsia (patient not actively seizing)
reduce/eliminate noxious environmental stimuli (light, noise, etc.)

AEMT/O.M. Specific Care: See General OB Care Protocol OB-1
ALS SPECIFIC CARE: See General OB Care Protocol OB-1

- Assess and identify causes of complaints, treat as needed.

Suspected Pre-eclampsia/Eclampsia (Seizure, ALOC, or HTN)
Pre-eclampsia (hypertension, ALOC without seizure)
Magnesium sulfate (for severe signs and symptoms) contact medical
control:
= |V/IO: 4 g over 20 minutes, repeat as needed.
= Do not give faster than 1 g/minute.
= To Mix: 4 g /250 ml using a 15 gtt set. Run at equivalent of
750 ml/hour. Titrate for effect. Max 8 grams.
= If seizures occur, run at eclampsia dosing.
= Maintenance Infusion: : 5 g/250ml NS, run at 100 ml/hr (2
g/hr)
Eclampsia: (active seizures)
Magnesium sulfate
= |V/IO: 4 g over 5 minutes, repeat as needed.
= Do not give faster than 1 g/minute.
= To Mix: 4 g /250 ml using a 15 gtt set. Run at equivalent of
3000 mli/hour. Titrate for effect. Max 8 grams.
= Maintenance Infusion: 5 g/250ml NS, run at 100 ml/hr (2
g/hr)

Benzodiazepines
Valium (diazepam)
= |V/IO: 2-10 mg every 5-10 minutes as needed to maximum
20 mg
= PR:5-10 mg every 5-10 minutes as needed to maximum of
20 mg

Preanancy Induced Hypertension




Pregnancy Induced Hypertension

Versed (midazolam)
= |V/IO: 0.5-2.5 mg every 5-10 minutes as needed to
maximum of 5 mg
= IN (intranasal): 5mg (2.5 mg each nare) to maximum total
dose 5 mg
= |M: 5mg to maximum dose 5 mg

PHYSICIAN PEARLS:

Signs and Symptoms

- Hypertension BP 140/90 or baseline increase of:
= Systolic 730 mm/Hg and/or
» Diastolic T15 mm/Hg

- SYSTEMIC edema: Starts at feet and moves up till it becomes systemic.
= Severe frontal headache with photophobia.

- SEIZURES/ALTERED LOC

- Visual disturbances

- Hyperreflexia

- Epigastric or RUQ pain, jaundice

- Pulmonary edema, JVD. (Think CHF)

- Tachycardia, dysrhythmias

- Chest pain

S/S MAY OCCUR AS MUCH AS 2-3 WEEKS POST PARTUM

Remember, magnesium sulfate can cause respiratory depression/arrest with
cardiovascular collapse, especially with rapid IV push.

A patient who is pregnant and seizing should be presumed to have eclampsia, a
true medical emergency. Magnesium administration should be a priority in these
patients. However, IN/IM benzodiazepines may be given first due to rapidity of
administration. For crews with two ALS providers, one provider should administer
IN/IM benzodiazepine while the other provider establishes IV access for
Magnesium.

Do not delay IN/IM administration of Midazolam for an actively seizing patient
with difficult IV or 1O access.



SECTION: OB-3

PROTOCOL TITLE: POST PARTUM BLEEDING

REVISED: June 15, 2021

GENERAL COMMENTS: This is a protocol for control of potentially life-
threatening bleeding after delivery of the fetus(s). This is generally defined as
estimated post-partum blood loss in excess of 350-500 cc. These supplements,
not replaces, other general protocols for treatment.

BLS SPECIFIC CARE: See General OB Care Protocol OB-1

e Maternal post-partum care:
o Allow baby to suckle at mother’s breast if possible.
0 Expect blood loss of up to 350-500 ml with normal deliveries

e Fundal Massage: If the uterus has not contracted following delivery,
provide firm but gentle uterine massage
o Place one hand directly above pubis symphysis and the other at the
fundus (top) of the uterus (Anterior /Posterior Technique
o Cup the uterus between the two hands and massage until complete
contraction occurs.
o Complete contraction has occurred when the uterus has assumed a
woody hardness and has compressed to the size of a grapefruit
e If hypotensive, See Adult Hypotension and Shock protocol M-3

AEMT/O.M. Specific Care: See General OB Care Protocol OB-1
ALS SPECIFIC CARE:

e Assess and identify causes of complaints, treat as needed

e Maintain patent airway as necessary to include endotracheal intubation
when appropriate

Uterotonics: Administer Utero-tonics in addition to/simultaneously with other

interventions.

e Oxytocin (Pitocin)

= V/IO: Mix 10 U in 250 ml of NS administered at a rate to
control uterine contractions. Typically, infused 10u/250 ml
over 5 to 10 minutes;
0 Repeat if needed up to 20 units.
o IM (if IV/10 is unavailable) 10 U IM.

e Other Uterotonics: When responding to a obstetric or other health care
center, EMS providers may permit the licensed providers (i.e. Physicians,
Nurse Midwives, Licensed Midwives, Registered Nurses) to administer a
uterotonic such as Misoprostol (Cytotec, Misodel) in addition to/ or in place
of Pitocin if needed.

POST PARTUM BLEEDING




POST PARTUM BLEEDING

Suspected severe blood loss with either SBP < 90 mm Hg and/or HR > 110/min,
and/or suspected blood loss > 350-500 cc.
e Tranexamic Acid (TXA) if within 3 hours of onset:
o IV/I0: 2 grams/250cc over 10 minutes. Does not need a pump

PHYSICIAN PEARLS:
* If 350-500 cc (or more) blood loss, Act ASAP
— Intervene immediately, within 5 minutes of hemorrhage
— Two handed external fundal massage is preferred, but one-handed
methods are permissible.
* While both would be ideal, uterotonic (i.e. Oxytocin) administration takes
priority over TXA administration.
* Mothers should get skin to skin contact and nursing to promote uterine
contraction if feasible.

Two Handed external fundal massage




SECTION: T-1

PROTOCOL TITLE: GENERAL TRAUMA CARE

REVISED: December 1, 2022

GENERAL COMMENTS: When possible, this protocol should
supplement other, more specific protocols based on clinical
assessments and judgment.

BLS SPECIFIC CARE:

Basic BLS care and assessments and v/s every 5 minutes
Follow Appendix 17: Selective Spinal Immobilization protocol in
regard to spinal care.
Follow Hospital Destination Protocol (G-3)
Priority Trauma Patients with respiratory related complaints
should receive high flow oxygen, regardless of oxygen
saturation.
Maintain patent airway as necessary and assist ventilations as
needed
Open injuries to the neck, chest, upper abdomen or deep
vascular structures should be covered with an occlusive
dressing when possible. Apply occlusive dressings to sucking
chest wounds
o Seal on either 3 or 4 sides is acceptable.
Coordinate resources to insure prompt arrival of ALS care to the
patient. Update responding ALS and receiving hospital as
needed
Pregnant trauma patients: Transport in left lateral recumbent, or
tilt backboard as needed
Control bleeding aggressively, including the use of pressure
dressings, wound packing, and tourniquets as needed
Stabilize impaled objects and leave in place unless
compromising the airway
Assess blood glucose level as indicated
Splint extremity injuries as needed
o Traction (Sager) splint as needed for fractures to the
proximal third and mid-shaft of femur
o Splints, sling and swath, etc., where applicable, for other
long-bone fractures and joint dislocations
o Assess neuromuscular function before and after
splinting
Provide pelvic stabilization and splinting as needed for
suspected pelvic fractures.
Conserve body heat /Prevent hypothermia

GENERAL TRAUMA CARE




GENERAL TRAUMA GARE

AEMT/O.M. Specific Care:

Vascular Access
e |V access (to a max of 3 attempts) or IO access if needed due
to severity of underlying injury or illness, otherwise consider
deferring until arrival of ALS providers
o IV: Crystalloid solution at a TKO rate. May administer
200-500 ml if S/S of dehydration are present, repeat as
needed to a maximum of 2 liters

o Withhold fluids and maintain IV at TKO rate if patient is
hemo-dynamically stable or signs and symptoms of fluid
overload are present

o 2-3 Large bore lines are indicated with major trauma
patient's

Respiratory Support (if appropriate and available)

e Consider Assisted/Intermittent Positive Pressure Ventilation
e Consider Placement of SGA

ALS SPECIFIC CARE:

Airway Management: Secure the airway using means best determined
by good clinical decision making.
e See “Appendix 2: Advanced Airway Support Supplement” for
guidelines for current and anticipated clinical needs
Suspected Tension Pneumothorax
e Needle chest decompression
Ocular Trauma
e Tetracaine 1-3 gtts (hold for penetrating or open globe injury)

Severe Blood Loss for non-compressible/refractory bleeding with SBP
< 90 mm Hg (or age specific blood pressure for pediatrics) and/or HR >
110/min, and/or suspected blood loss > 500 cc.
e Tranexamic Acid (TXA) if within 3 hours of injury:
e Adults:
o IV/IO: 2 gram/250 cc over 10 minutes. Does not need a
pump
e Pediatrics
o IV/IO: 15 mg/kg in 250 cc over 10 minutes. Does not
need a pump. 1 GM max.
Post Tonsillectomy Hemorrhage
e Adults:
o NEB: 500 mg Nebulized. Repeat once PRN
e Pediatrics
o NEB: 10 mg/kg Nebulized



PHYSICIAN PEARLS:

Early Notification: Early notification of the receiving hospital is
essential in priority trauma patients.

Basics of Trauma Care: While not specifically mentioned above,
aggressive management of the airway, respiratory functions, and
prevention of shock/ hypothermia are cornerstones of solid trauma
care.

In addition, rapid transport, good scene management with minimized
scene times (ideally < 10 minutes), and coordination with receiving
trauma center are also important.

Trauma destination: See G-03 Hospital Destination Protocol and
Appendix 16: Trauma Priority Criteria

Hypothermia: Heat loss and hypothermia is one of the most often
neglected parts of prehospital trauma care. Prevent accordingly.

Post Tonsillectomy Hemorrhage: Hemorrhage after tonsillectomy
can be classified as primary (within 24 hours — 2 weeks of surgery) or
secondary (24+ hours after surgery). Hemorrhage is rare, occurring in
about 1-4 % of surgeries, and is more common in older teens and
adults than in children. It is considered significant if it is active/diffuse
bleeding, is bright red, causes hypotension or causes any respiratory
distress. Significant post-tonsillectomy hemorrhage is considered both
an airway and a surgical emergency.

GENERAL TRAUMA CARE
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SECTION: T-02

PROTOCOL TITLE: Orthopedic Injuries

REVISED: November 1, 2017

BLS SPECIFIC CARE: See General Trauma Care Protocol T-1

General Comments
e Consider that injuries may be distracting from more subtle signs of spinal
injury. Assess accordingly

e Follow Hospital Destination Protocol for major trauma
e Do not delay transport for splinting in unstable patients

Long Bone Orthopedic Injuries
e Splint, position and/or ice as needed

e Traction splints as indicated for femur fractures

Suspected Pelvic Injuries
e Consider Pelvic Immobilization

Clavicle and Shoulder Injuries
e Consider Sling and/or swath

AEMT/O.M. Specific Care: See General Trauma Care Protocol T-1

ALS SPECIFIC CARE: See General Trauma Care Protocol T-1

Orthopedic Injuries
e All angulated long bone fracture/dislocations with neurological or vascular
compromise should be reduced as soon as possible

e Patellar dislocations may be reduced following patellar reduction
guidelines at the paramedic’s discretion
o All patellar reductions should be encouraged to seek X-rays
and physician evaluation

PHYSICIAN PEARLS:

EARLY NOTIFICATION OF THE RECEIVING FACILITY IS
ESSENTIAL IN SIGNIFICANT TRAUMA CASES

ORTHOPEDIC INJURIES
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SECTION: T-03

PROTOCOL TITLE: Burn Trauma

REVISED: November 1, 2017

GENERAL COMMENTS: Burns should be evaluated by the depth of burn, the
presence of co-morbid factors, location of burns, and BSA using the rule of 9's. In
addition to normal burn care, many problems may be anticipated by assessing for
the presence of co-morbid factors.

BLS SPECIFIC CARE: See General Trauma Care Protocol T-1

Basic Burn Care

e Patients with burns to the trunk, face, any airway passage involvement
whatsoever or the presence of any co-morbid factors, should receive
supplemental oxygen regardless of oxygen saturation. Assist ventilations as
needed

e Keep burned area as clean as possible (aseptic)

e Prevent hypothermia

e Facial burns: Raise patient’s head 30 degrees when possible to decrease
swelling

e Extremity burns: Remove all jewelry; elevate extremity if possible
Assess Burns

e Assess for abuse, attempted suicide, etc
e Toxic / HazMat exposure

e In the presence of blast injury, electrical burns or other major trauma
mechanism, follow Selective Spinal Immobilization Appendix 18

e Stop the burning process

e Maintain patent airway as necessary
0 Severe burns to the face and neck may be indicative of
imminent airway occlusion
e Supplemental high flow oxygen

e Assisted ventilations if necessary to maintain adequate SpO,
e Cover burns with dry sterile dressings
e Burns less than 10% TBSA may be cooled with water or saline

e Conserve body heat; burns covering a large percentage of body surface area
can predispose patients to developing hypothermia

e Assess total body surface area (TBSA) burned
0 See, “Estimating Burn Area (Using Rule of 9’s),” charts under,
“Key Considerations”
0 Use pediatric Rule of 9's for patients < 4 years of age

BURN TRAUMA




BURN TRAUMA

AEMT/O.M. Specific Care: See General Trauma Care Protocol T-1

IV Fluids:
0 Age <byo: 125mL/hr
0 Age 6-13: 250mL/hr
o Age >14: 500mL/hr

ALS SPECIFIC CARE: See General Trauma Care Protocol T-1

Have a high index of suspicion and a low intubation threshold when treating
burn patients with possible airway involvement

Burns are extremely painful! Strongly consider pain management see (Adult
Pain Control M-11or Pediatric Pain Control PM-07) protocols for Analgesics



Adult

'u 18% front |
18% back

9%

9%

Rules of Nine

Head

Each arm (front & back)
Each leg (front & back)
Chest and Abdomen
Back

Groin

Patient> 14 yrs

9%
9%
18%
18%
18%
1%

5-14 yrs

14%
9%
16%
18%
18%
1%

Infants to 5 yrs
18%
9%
14%
18%
18%
1%

BURN TRAUMA




BURN TRAUMA

PHYSICIAN PEARLS:

Co-Morbid Factor

Considerations

Hypotension

Transport to trauma center. Hypotension is rare in acute
burns, assess for hidden cause such as toxic exposure,
occult hemorrhage, MI, or other cause

Age (<12, >55)

Transport to trauma center. Due to generally thinner skin in
these age groups, it is easy to underestimate severity of
burns

Circumferential

Transport to trauma center

High risk areas

Burns to genitalia, hands, feet, or face should be transported
to trauma center

Suspected inhalation
injuries

Singed nasal hairs, stridor, sooty airways, hoarse voice or
history of enclosed space indicate a potential for CO
poisoning or airway injury,

Transport to trauma center, consider aggressive and early
airway management

Co existing major
trauma

Transport to trauma center

Electricity (lightning)

While arrest is common, many patients will restore
organized cardiac activity even with simple CPR, but will
require prolonged respiratory support. Does not require a
trauma center.

Electricity (other)

Transport to trauma center.
Cardiac monitoring and 12 lead evaluation as available.
Consider path of damage

Hx of renal failure or
burns older than 36
hours

Do not use Succinylcholine (Anectine)

Blast injury

Immobilize, assess for baro-trauma, and watch for
secondary devices




SECTION: T-04

PROTOCOL TITLE: Crush Injuries

REVISED: November 1, 2017

GENERAL COMMENTS: This protocol covers isolated extremity crush injury
with entrapment.

BLS SPECIFIC CARE: See General Trauma Care Protocol T-1

- Assess for the “Six P’s
- Place (but do not tighten) tourniquet on the entrapped extremity. If this is
- not possible, have the tourniquet standing by.
0 Follow Appendix 18: CAT Tourniquet or other similar device
- Be prepared for significant bleeding and sudden cardiac arrest when
patient is freed, especially in prolonged incidents

AEMT/O.M. SPECIFIC CARE: See General Trauma Care Protocol T-1

Vascular Access
- IV access (to a max of 3 attempts) with 2 large bore lines preferred.

- IV: Crystalloid solution at a TKO rate.

0 May administer 200-500 ml if S/S of dehydration are present,
repeat as needed to a maximum of 2 liters If the patient has been
entrapped for more than 1 hour, fluid therapy 20 mi/kg rapid IV
bolus (up to 2 liters) using normal saline

0 Withhold fluids and maintain 1V at TKO rate if patient is hemo-
dynamically stable or signs and symptoms of fluid overload are
present

0 Ongoing fluid therapy 5 ml/kg/hr (300 to 500 ml/hr). Increase as
needed for hypotension

Respiratory Support (if appropriate and available)
- Consider Assisted/Intermittent Positive Pressure Ventilation
- Consider Placement of SGA

CRUSH INJURIES




CRUSH INJURIES

ALS SPECIFIC CARE: See General Trauma Care Protocol T-1

For Crush Injuries of major extremities with active entrapment greater
than 2 hours:
- Sodium Bicarbonate
= |V: 1 meqg/kg IV (minimum 50 meq for adults) given
IMMEDIATELY PRIOR TO RELEASE FROM
ENTRAPMENT
= OPTIONAL INFUSION: 50-100 meqg/1000 cc, run at 150
cc/hr, titrated for effect

- Calcium Chloride (for crush injuries with hyperkalemia changes on

EKG)

= VP (Slow): 500-1000 mg,
= DO NOT GIVE IN SAME LINE AS BICARB INFUSION.



PHYSICIAN PEARLS:

Victims entrapped and crushed due to heavy objects, (e.g. fallen debris from a
structural collapse) present a unique challenge. These crushing objects place
prolonged and continuous pressure on the extremities resulting in skeletal
muscle death (rhabdomyolysis) with release of its cellular contents (myoglobin)
into the plasma.

These adverse effects are known as Acute Crush Syndrome. After the skeletal
muscle injury occurs and the crushing object is removed, the accumulated
cellular toxins (myoglobin) and electrolytes (potassium) are released into
circulation and may cause lethal cardiac arrhythmias, acute renal failure and
sudden death. The systemic effects of Acute Crush Syndrome only occur after
the object is removed and the injured extremity is reperfused. Removal of the
object causes a massive fluid shift into the injured muscle, resulting in acute
hypovolemia and hypotension.

Large volumes of NS (avoid LR) must be given to the patient intravenously both
before and after the patient is released. The addition of a buffering agent, such
as sodium bicarbonate, to the IV solution can help prevent the myoglobin
deposition in the renal tubules and may counteract hyperkalemia as well.

A tourniguet may slow the spread of toxins from the injured extremity, and result
in improved outcomes as well as preventing catastrophic blood loss.

Sodium bicarbonate should not be used in crush injuries of short duration (less
than 30 minutes). Its use is indicated when evidence of distal ischemia is present. These
signs are commonly known as the six “Ps.”

= Pain

= Pallor

= Pulselessness
= Paralysis

= Paresthesia
= Poikilothermia (cool to touch)

Trauma patients are very susceptible to heat loss. Preservation of body heat is
critical

CRUSH INJURIES
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SECTION: T-05

TITLE: Traumatic Cardiac/Respiratory Arrest

REVISED: January 01, 2018

This protocol supplements protocol C-1 Adult Cardiac Arrest or PC-1 Pediatric
Cardiac/respiratory arrest as appropriate.

BLS-Specific Care: See General Trauma Care Protocol T-1

o Initiate Basic cardiac arrest care (See protocol C-1 Adult Cardiac Arrest or
PC-1 Pediatric Cardiac/respiratory arrest as appropriate). Perform high
performance Cardiopulmonary Resuscitation (AKA “Pit Crew”, see appendix
30)

- Consider underlying causes of Traumatic cardiac arrest and treat accordingly
simultaneously with chest compressions. These interventions may
include:

o0 Bleeding control

o Pelvic Binding

o Tourniquet application even in the absence of severe bleeding.
(bleeding may be minimal due to arrest state)

o Careful use of BVM, airway adjuncts and suction. Ventilations should
occur over 1-2 seconds

o Notify responding ALS unit ASAP.

e Consider and apply cervical collar as appropriate (see appendix 17: Selective
Spinal Restriction)

AEMT/O.M. Specific Care: See General Trauma Care Protocol T-1
o Consider underlying causes of Traumatic cardiac arrest and treat accordingly
simultaneously with chest compressions. In addition to the above
interventions, this may include:
o Immediate Supra-glottic Airway as appropriate
o0 Fluid Resuscitation: IV: 20 cc/kg ml crystalloid solution. Re-evaluate
pulses after each bolus and repeat PRN to a maximum of 60 cc/kg.

ALS-Specific Care: See General Trauma Care Protocol T-1

o Consider underlying causes of Traumatic cardiac arrest and treat accordingly
simultaneously with chest compressions. In addition to the above
interventions, this may include:

o Rapid and early advanced airway management as appropriate
o Bilateral needle chest decompression

e Epinephrine, Rhythm-specific, other Pharmacological therapy: Use of
Epinephrine and other medications should be prioritized secondary to
correcting the underlying causes of traumatic cardiac arrest, such as Tension
Pneumothorax, hypovolemia, life threatening bleeding, and other “H’s and
T's”.

Traumatic Cardiac / Respiratory Arrest




Traumatic Cardiac / Respiratory Arrest

Physician Pearls:

Traumatic cardiac arrest carries a very high mortality, but in those where ROSC can be
achieved, neurological outcome in survivors appears to be similar to other causes of
cardiac arrest.

The American College of Surgeons and the National Association of EMS physicians
recommend withholding resuscitation in situations where death is inevitable or
established and in trauma patients presenting with apnea, pulselessness and without
organized ECG activity (asystole). However, neurologically intact survivors initially
presenting in this state have been reported. These are patients who survived but whom
otherwise may have not.

We therefore recommend the following approach: Consider withholding resuscitation in
traumatic cardiac arrest in any of the following conditions:
e No signs of life within the preceding 15 min (down time best estimate) AND
asytolic.
e Massive trauma incompatible with survival (e.g. decapitation, penetrating heart
injury, loss of brain tissue).
e See appendix 26: IN-FIELD DEATH/POST/DNR for further guidance.

If CPR has been initiated inappropriately as outlined above, personnel may discontinue
CPR without on-line Medical Control.

Outside of the guidelines above (see Appendix 26), In all cases where CPR efforts have
been appropriately initiated, Paramedic consultation with the on-line Medical Control
physician is required prior to discontinuation.

¢ In addition, BLS interventions, an advanced airway, needle chest
decompression, bleeding control, and at least 20 minutes of rhythm-
appropriate therapy should have been performed prior to considering
termination of efforts

e |f a patient’'s ETCO2 remains less than 11 mm Hg, despite 20 minutes of
rhythm-appropriate therapy with an advanced airway placement, needle
chest decompression (if appropriate), and bleeding control interventions, then
efforts are likely futile. Conversely, higher ETCO2 may be cause to consider
ongoing resuscitation efforts. Clinical judgement is essential in determining
whether to continue resuscitation.

Use waveform ETCO2 as a gauge for effectiveness of resuscitation as well as
monitoring ETT placement.

Continuous use of a LSB, scoop stretcher, or similar device in an extrication/patient
movement function is permissible to minimize scene time. Similarly, providers should not
wait for arrival of the LUCAS to initiate transport.



Immediate resuscitative efforts in traumatic cardiac arrest focus on treatment
of reversible causes, which occur simultaneously with chest
compressions as early as possible. These causes (and possible
interventions) include:

e Hypoxia
0 Basic and advanced airway management at appropriate.
e Tension Pneumothorax
o Bilateral needle chest decompression
e Cardiac Tampanade
e Hypovolemia/Uncorrected Bleeding.
0 Aggressive bleeding control, tourniquet use, and would packing.
o Judicious fluid resuscitation

As a general rule, cardiac arrest patients should have their airvay managed without
induction agents (RSI/MAI), however if ROSC occurs anticipate the need for IV sedation
and analgesia.

A substantial portion of traumatic cardiac arrest are caused by tension pneumothorax. If
there is suspected trauma (blunt or penetrating) to the trunk of the patient, and unless
the possibility of tension pneumothorax can be reliably and rapidly excluded, bilateral
decompression should be performed.

Special Trauma Situations:
Pediatrics: The therapeutic priorities during traumatic cardiac arrest are the same in
children as in adults.

Pregnancy: Patients in the second half of pregnancy (uterine fundus above the
umbilicus) should be resuscitated in the left lateral tilt position at least 15 degrees to
minimize uterocaval compression. An long spine board or similar device may facilitate
this. As an alternative, constant uterine displacement may be employed if sufficient
manpower is on scene.

The 'medical' arrest in the trauma setting: Patients without obvious major injury or those
involved in low energy mechanisms should be suspected of having had a primary
cardiac arrest prior to injury. In such situations it would be appropriate to follow standard
resuscitation algorithms (see Protocol C-1).

Traumatic Cardiac / Respiratory Arrest
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SECTION: T-06

TITLE: Intimate Partner and Sexual Violence

REVISED: November 1, 2020

This protocol is intended to provide supplementary guidance in domestic assault,
strangulation, sexual assault, intimate partner violence and similar clinical
situations. The patient does not need to meet the legal definition of a domestic or
intimate partner for this clinical protocol to apply. This protocol does not apply to
“Hanging” injuries or other neck injuries in other contexts.

BLS-Specific Care: See General Trauma Care Protocol T-1

o Ensure the safety of both providers and if possible, the victim from immediate
danger of further assault or violence.

e All cases of suspected domestic assault, strangulation, sexual assault,
intimate partner violence and similar situations should involve Law
Enforcement either at the scene or as soon as practical for the situation.

o Treat life threatening conditions as appropriate.

o Treat minor soft tissue wounds with dry sterile gauze as appropriate. Avoid
irrigation, ointments, or other interventions if at all possible as this may
destroy DNA evidence.

e Spinal Motion Restriction is not mandatory but should be considered based
on protocol and specifics of situation. (see appendix 17: Selective Spinal
Restriction). Spinal Motion Restriction precludes transport to alternative
destination.

o Patient’s should be screened for priority symptoms. Priority Symptoms
include:

o Pregnancy

Altered level of consciousness

Loss of consciousness or reported seizure during or after the event

Vision Changes during or after the event

Loss of bowel or bladder control (Implies loss of consciousnesses)

Difficulty Swallowing

Difficulty Speaking

Difficulty breathing

New onset neurological deficit

Petechial hemorrhage/subconjunctival hemorrhage

Generalized or diffuse abdominal pain.

0 Gross swelling/deformity of the neck

o Patients with priority symptoms should be strongly encouraged and facilitated
for ED evaluation.

o Patients without priority symptoms may be transported directly by ambulance
to alternative destinations or resources (i.e. other than the ER) as appropriate
and permitted by protocol.

OO0OO0OO0O0O0O0OO0OO0OO0OO0

AEMT/O.M. Specific Care: See General Trauma Care Protocol T-1

ALS-Specific Care: See General Trauma Care Protocol T-1

INTIMATE PARTNER AND SEXUAL VIOLENCE




INTIMATE PARTNER AND SEXUAL VIOLENCE

Physician Pearls:

All strangulation patients shall be overseen and co-signed by the lead responding ALS
provider.

All alternative destination referrals shall be overseen and co-signed by the lead
responding ALS provider.

Basic Principles:

Consider that patients of any gender identity /sexual orientation can be victims.
Assessment:

o0 Physical Exam and subjective assessments should be injury and risk assessment
focused.

o0 Recognition, assessment, and treatment of life-threatening conditions remain a
priority.

0 Many sexual assault victims will have minor vaginal or rectal bleeding. Providers
should be vigilant for significant bleeding, diffuse abdominal pain, and other
symptoms of major internal trauma (I.E. Foreign Body Insertion).

0 Active signs of airway compromise, an altered level of consciousness, hemodynamic
instability or other priority symptoms should be preferentially transported to an age
appropriate trauma center.

0 Inthe absence of reported/suspected active significant bleeding, there is rarely a
need for inspection of genitalia or other sensitive areas in the prehospital setting.

Victim Services and Support:

0 When practical, allow the patient to retain a sense of control. For example, offer the
patient simple choices (to sit up or recline on the stretcher, for example).

o If the patient has an on scene support person (who is not a suspected perpetrator or
otherwise a disruptive influence) , EMS may transport this person with the patient if
possible and the patient desires.

Evidence preservation: While evidence collection should be left to forensic experts such as
SANE (sexual Assault Nurse Examiners) professionals or law enforcement, evidence should
be preserved if possible.

o No food or drink should be given to the patient. Oral assault may have occurred.
Patient should avoid brushing teeth or gargling until evidence has been collected by
the forensic examiner

0 Avoid the use of plastic bags if possible, with the exception of biohazard bags for
bodily fluids (i.e. Vomit, blood, etc)

o Document the transfer of any belongings, clothes or other items as appropriate in the
PCR to maintain chain of custody. This includes if the patient retains their belongings.

Treatment of minor injuries:

0 Minor soft tissue trauma (i.e. Bite wounds, abrasions) should be covered with dry
sterile gauze. wounds with dry sterile gauze as appropriate. Avoid irrigation,
ointments, or other interventions if possible as this may destroy DNA evidence. Treat
significant injuries as required.

Transport to alternative destination

o Transport to alternative destination will be based on screening criteria.

0 Transport should ideally be in an EMS Ambulance but may be in the vehicle the
attending provider deems most appropriate under the circumstances, such as an
EMS suburban or LE vehicle. The mode of transport shall be documented.




Documentation Considerations

(0]

(0]

(0]

“Rape” is a legal determination. The use “Sexual Assault” or other
medical descriptions re more appropriate.
“Choked” is a lay term, the use “strangulation” or other medical

descriptions as appropriate.

Document pertinent findings to include considerations in the screening protocol.
Document the specific presence or absence of priority symptoms, including those
mentioned in screening. Document voluntary disclosures to include fear of being
killed, being threatened with a weapon, or loss of memory of the events of assault.

INTIMATE PARTNER AND SEXUAL VIOLENCE
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SECTION: R-01

PROTOCOL TITLE: Toxicological Emergencies

REVISED: November 1, 2017

GENERAL COMMENTS: This is a general protocol for non-specific toxicological
emergencies, including altered LOC of unclear origin.

When possible this protocol should supplement other, more specific protocols.
Care should be used to rule out more specific causes, such as closed head
injury, CVA, sepsis, and diabetic emergencies.

BLS SPECIFIC CARE:

e Scene safety:

o Insure law enforcement is on scene for traditional overdoses

0 Wear appropriate PPE including respiratory and topical skin
protection

0 Request HAZMAT for suspected toxic exposure, such as meth
labs, chemical mishaps, and topical poisons

e Basic BLS assessments and V/S every 15 minutes unless unstable, then
reassess and V/S every 5 minutes

e Assess a Blood Glucose. Treat as appropriate. See Adult Hypoglycemia
Protocol (M-06)

e All toxicological emergencies should receive ALS evaluation.

e Patients with respiratory complaint or abnormality should receive
supplemental oxygen, regardless of oxygen saturation. Assist ventilations
as needed

e Restraints may be used for patient and/or rescuer safety. See the
Behavioral Emergencies and Combative Patients Protocol (M-14).

e Monitor temperature

AEMT/O.M. Specific Care:

Vascular Access
e |V access (to a max of 3 attempts) or IO access if needed due to severity
of underlying injury or illness, otherwise consider deferring until arrival of
ALS providers
o |V: Crystalloid solution at a TKO rate. May administer 200-500 ml if
S/S of dehydration are present, repeat as needed to a maximum of
2 liters

0 Withhold fluids and maintain 1V at TKO rate if patient is hemo-
dynamically stable or signs and symptoms of fluid overload are
present

Respiratory Support (if appropriate and available)
e Consider Assisted/Intermittent Positive Pressure Ventilation
e Consider Placement of SGA

TOXICOLOGICAL EMERGENCIES




TOXICOLOGICAL EMERGENCIES

ALS SPECIFIC CARE:

¢ Airway Management: Secure the airway using means best determined by
good clinical decision making.

0 See “ Appendix 6: Medication Assisted Intubation” for guidelines

for current and anticipated clinical needs

Assess and identify causes of complaints, treat as needed
All potential overdose patients should have basic ECG assessment done
Follow appropriate seizure protocol for seizure activity
Restraints and /or sedation may be used for patient and/or rescuer safety.
See the Behavioral Emergencies and Combative Patients Protocol (M-14).

PHYSICIAN PEARLS:

Many of these patients will have multiple underlying pathologies, which will pose
many challenges to overcome. Patient care should be focused on recognition of
risks, preventing/mitigating hyperthermia, agitated delirium, positional asphyxia,
hypoxia, and physical self-harm. Provider safety is of primary importance, injuries
are decreased with prudent planning and police involvement.

Comment on agents used in sedation:
e Consider using lower initial doses of sedatives when alcohol is involved

ALS Providers may decrease the dosage, or prolong the administration intervals
of any medication with sedative properties when doing so would decrease
adverse effects and still likely obtain the clinical goal.

It is important to rule out other causes for altered mental status. This particularly
includes, but is not limited to:

Hypoglycemia

Stroke

Medication error

Closed head injury from falls or other causes.

Sepsis



SECTION: R-02

PROTOCOL TITLE: Opioid Overdose

REVISED: December 01, 2022

GENERAL COMMENTS: The goal in treating an opioid overdose patient is generally not
to wake the patient, but to maintain breathing and the airway. While difficult, this is
especially important as opiates are often mixed with hyperdynamic substances and other
drugs at the street level, and the opioid may be masking or suppressing other toxic
effects. The provider should always consider that there may be other causes for altered
mentation.

The Opiate Toxidrome consists of:
Altered mental status

. e Slow respiratory rate

e Miosis e Decreased bowel sounds
e Unresponsiveness e Hypothermia

e Shallow respirations e Hypotension

BLS SPECIFIC CARE: See Protocol M-1, PM-1, PM-9

¢ Oxygenation: Initiate basic airway/oxygenation/ventilation maneuvers prior to
opioid antagonists. Some opiate overdose patients will respond well to simple
assisted ventilations.
¢ Narcan (naloxone)
o IM/IN: 2-4 mg*. Repeat as needed to a maximum of 10 mg if IV access is
unavailable
o *Some IN preparations of naloxone are supplied in 4 or 8 mg applicator
packages. These may be used if available.
o If patient has obviously aspirated, consider bypassing Narcan and
manage airway if required.
¢ Do not delay basic care (i.e. Airway positioning, ventilations, or CPR) waiting for
Naloxone availability or for Naloxone to take effect.

e Physical restraints as necessary

AEMT/O.M. Specific Care: See Protocol M-1, PM-1, PM-9
e Narcan (naloxone)
o IV/10: 0.1-2 mg slowly. Repeat as needed every 1-2 minutes to a
maximum of 10 mg via the IV route.
o If patient has obviously aspirated, consider bypassing Narcan and
manage airway to include advanced airways if required.

ALS SPECIFIC CARE: See Protocol M-1, PM-1, PM-9

e Attempt to identify co-morbid factors and other medical issues, including poly-
pharmacy involvement.
o Initiate EKG monitoring and obtain a rhythm strip.
o If patient has obviously aspirated, consider bypassing Narcan administration and
intubate as required
¢ Naloxone Infusions: for recurrent somnolence or sedation
o Re-administer bolus of 0.1-2mg naloxone and initiate infusion
o IV/10 0.1-10 mg/hour, titrated for effect.
o To mix: 4 mg/250 cc.




OPIATE OVERDOSE

The physician medical directors direct that suspected opioid overdose patients
who are contacted by ACCESS system providers, even if the overdose has
resolved, should be strongly encouraged for transport for evaluation whenever
possible.

PHYSICIAN PEARLS:

Need for Transport: The physician medical directors direct that suspected opioid
overdose patients who are contacted by ACCESS system providers, even if the
overdose has resolved, should be strongly encouraged for transport for evaluation
whenever possible. If the patient refuses, these cases should be documented
thoroughly.

Clinical Goal: The goal of naloxone administration is to reverse respiratory depression
and hypoxia while avoiding combativeness and agitation. Use the lowest dose possible
to restore spontaneous respirations but avoid precipitating withdrawal

PPE: EMS Provider risk of accidental airborne exposure is negligible when basic
BSI/PPE (i.e. Gloves, eye protection, mask) is worn.

Route: Low dose naloxone titrated carefully via the IV route is preferable over large
boluses IM or IN. Consider focusing on airway and respiratory support while 1V access is
established.

Naloxone infusions: Not every patient will need a naloxone infusion. Naloxone
infusions are an option for patients who are re-sedating after initial naloxone
administration. Naloxone infusions should be preceded by a supplementary bolus of
IV/IO Naloxone, and then initiated at a rate equivalent to the initial dose required to
maintain respiratory effort. I.E. if 1 mg was initially required for restoration of respirations,
the dose may be initially set at 1 mg/hour to maintain that state.

The lower dose ranges of Naloxone (0.1-0.4 mg) is intended to avoid the rapid reversal
of a narcotic induced coma. Rapid Reversal may lead to vomiting, combativeness,
seizures and rarely even cardiac arrest. These adverse events can be minimized with
airway management, slow administration and small titrated doses of naloxone.

Many Opiates have a longer bioavailability than Narcan, therefore assess for re-
sedation. Re-administer Narcan if needed and consider initiating infusion as needed.

Certain opioids, such as Imodium, can cause EKG changes and QT prolongation. EKG
monitoring is indicated.



SECTION: R-03

PROTOCOL TITLE: Hyperdynamic Crisis/Overdose

REVISED: 01MAY18

GENERAL COMMENTS: Also known as sympathomimetic toxicity, this
protocol includes cocaine, methamphetamine, amphetamine, and MDMA
(ecstasy) overdose. It may apply to other stimulants as well. Patient care should
be focused on preventing/mitigating hyperthermia, agitated delirium, positional
asphyxia, hypoxia, and physical self-harm. With true hyperdynamic crisis
(tachycardia, agitation, hyperthermia, and/or hypertension), treatment with
benzodiazepines is indicated in addition to rhythm specific therapy.

BLS SPECIFIC CARE: See Protocol M-01, PM-01, PM-09

e Provide for a calm, low-stimulus environment

e Allow for adequate heat dissipation

e Attempt to identify polypharm involvement, comorbid factors, and other
medical issues

e |If pediatric patient, determine patient’s color category on length based
resuscitation tape (ACCESS Pediatric Tape.)

e Utilize physical restraints as necessary

e Obtain patient’s temperature, and cool/warm as necessary

e Position patient as appropriate

AEMT/O.M. SPECIFIC CARE: See Protocol M-01, PM-01, PM-09

ALS SPECIFIC CARE: See Protocol M-01, PM-01, PM-09

Benzodiazepines for hyperdynamic crisis, Acute Coronary Syndrome (ACS), as
well as sedation.

Do not administer/discontinue administration if:
e Systolic BP <90 mmHg
e Respiratory rate, SpO, and/or mental status diminishes

See Adult Behavioral Emergencies M-14 for benzodiazepine dosing:
e Valium (diazepam)
e Versed (midazolam)
e Ativan (lorazepam)

HYPERDYNAMIC CRISIS/OVERDOSE




HYPERDYNAMIC CRISIS/OVERDOSE

Antiemetics:
Zofran (ondansetron)

IV /IM/10:
e  Adult: 4 mg, may repeat once at 15 minutes, max total
dose of 8 mg

o Pediatric: 0.1 mg/kg, max total dose of 4 mg

For drug induced ACS with ST changes, refer to protocol C-03, “General Cardiac
Care/ACS".

PHYSICIAN PEARLS:
The Hyperdynamic (stimulant) Toxidrome generally consists of:
Restlessness e Tachycardia

o [Excessive speech and e Hypertension
o Excessive motor activity e Hyperthermia
e Tremor e Hallucinations
e Insomnia e Seizures

Management of agitated or combative patients: Use of sedatives
(benzodiazepines) is highly recommended for even moderate agitation from
hyperdynamic drug use. Sedation may decrease heat production and cardiac
toxicity, increase provider safety, and improve overall outcomes.

MDMA, and the more toxic drug PMA, have both amphetamine and hallucinatory
like effects. The stimulant effects of MDMA/PMA, which enable users to perform
physical exertion (like dancing) for extended periods, may also lead to
dehydration, tachycardia, and hypertension. MAOIs may potentiate toxic effects.
While any hyperdynamic drug can be dangerous, MDMA and PMA are especially
worrisome as they have been known to cause a marked increase in body
temperature (malignant hyperthermia) leading to rapid onset of muscle
breakdown, DIC, renal failure, seizures, and cardiovascular system failure.

Symptomatic tachycardias refractory to benzodiazepines:
Lidocaine is the anti-arrhythmic of choice for refractory, monomorphic
ventricular tachycardia (VT). Magnesium sulfate remains the anti-
arrhythmic of choice for polymorphic VT (Torsades); however, it
should be used with caution when hypotension is present.



Pacing VT: While large broad spectrum studies have not been performed,
overdrive pacing at a rate of 100-120 PPM has been reported to terminate drug
induced polymorphic VT (Torsades) refractory to other therapies. The AHA lists
this intervention as class indeterminate; therefore it is not yet a standard
intervention. Contact medical control for guidance.

Drug induced Acute Coronary Syndromes (ACS): The AHA notes that:
“...cardiac catheterization studies have shown that nitroglycerine and
phentolamine reverse cocaine induced vasoconstriction,” and “Therefore,
nitroglycerine and benzodiazepines are first line agents.”

HYPERDYNAMIC CRISIS/OVERDOSE
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SECTION: R-04

PROTOCOL TITLE: TCA Overdose

REVISED: March 1, 2020

GENERAL COMMENTS: Tricyclic Antidepressants (TCA'’s) are a leading cause
of death in intentional overdoses. Aggressive care at onset of S/S is essential,
as the patient can decompensate quickly. Early s/s includes widening of the
QRS, tachycardia, hypotension and altered LOC.

BLS SPECIFIC CARE: See Protocol M-1, PM-1, PM-9

e Trendelenburg for hypotension
e If pediatric patient, determine patient’s color category on length based
resuscitation tape (ACCESS Pediatric Tape)

AEMT/O.M. SPECIFIC CARE: See Protocol M-1, PM-1, PM-9
e Aggressively treat hypotension with IV crystalloid solution

ALS SPECIFIC CARE: See Protocol M-1, PM-1, PM-9

e Continuous EKG monitoring is mandatory, 12 lead is recommended as
stability permits.
Specific Pharmacological Therapy
e Sodium Bicarbonate for hypotension, arrhythmia, QRS >100 ms
o IV: 1 meg/kg IV (min 50 mEQ)
0 Re-bolus in 5-10 min at 1 meqg/kg if s/s persist
0 OPTIONAL INFUSION: 50-100 mEqg/1000 ml,
e IV/IO: run at 150 ml/hr, titrated for effect
Anti-Arrhythmic
e Magnesium Sulfate (for Torsades in conjunction with Sodium Bicarbonate)
o IV:2ggiven SLOWLY. Take 2 g (4ml), dilute to 20 ml to
make 10% solution. Do not give faster than 1 g/minute.
e Lidocaine (Xylocaine) for Ventricular Tachycardia REFRACTORY to
Sodium Bicarbonate
o IV: 1-1.5 mg/kg every 3-5 minutes to a max of 3 mg/kg.
0 Maintenance Infusion 2-4 mg/minute titrated for effect, to be
initiated if ectopy resolves. Must rebolus with lidocaine in 5-
10 minutes after initiation of drip to reach therapeutic levels
(unless max bolus dose has been reached)
o Always give full initial dose, but reduce all subsequent doses
by % for elderly (>70) or with impaired hepatic function

TCA OVERDOSE




TCA OVERDOSE

Vasopressors: Titrated to maintain adequate HR, MAP>65 or SBP >100. A

provider must choose the most appropriate vasopressor for the situation.

e Norepinephrine (Vasopressor of choice in TCA overdoses)
0 IV/IO Infusion: IV/10: 0.01- 2 mcg/kg/min
o Start at 0.1 mcg/kg/min
e Epinephrine
0 IV/IO Infusion: 0.05-1 mcg/kg/min
e Dopamine
0 IV/IO Infusion: 2-20 mcg/kg/min
o Start at 5 mcg/kg/min



PHYSICIAN PEARLS:

ALL TCA OVERDOSES SHOULD BE EVALUATED AT A HEALTHCARE
FACILITY

Procainamide and Amiodarone are contraindicated, as are other drugs that
widen the QRS.

Vasopressors: Due to dopamine blockade, as well as catecholamine depletion,
Nor-epinephrine and epinephrine are considered a more effective vasopressors
than dopamine, although fluids should be aggressively administered first.

Toxicity
In adults,
e 10-20 mg/kg is considered a moderate to serious exposure
where coma and cardiovascular symptoms are expected
e Approximately 35 mg/kg is thought to be a lethal dose
without medical intervention
In children,

e Doses of greater than 3.5 mg/kg seem to increase the risk of
asymptomatic EKG changes

e Ingestions greater than 1.5 mg/kg should be referred to an
Emergency Department

The drug overdose history correlates reasonably well with the clinical outcome.
Generally, at less than 10 mg/kg, few fatalities are found; 35 mg/kg is the
approximate LD50; and 50 mg/kg, death is likely (Spiker and Biggs 1976).
Patients have survived ingestions of 10 g of amitriptyline (Burks et al 1974), but
overdoses as small as 500 mg have been fatal. (Manoquerra Weaver 1977).

EKG screening: Boehnert and Lovejoy in NEJM, 1985 Studied 49 patients with
known first generation cyclic antidepressant overdose and found that QRS
widening was an excellent predictor of complications from elevated TCA levels.
e QRS>100 msec, 1/3 of patients had seizures
e QRS>160 msec, 1/2 of patients had ventricular
dysrhythmia’s
e Bundle branch blocks, usually right, are also common,
appearing early and persisting late
e Persistent tachycardia is usually the first sign of toxicity

TCA OVERDOSE
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SECTION: R-05

PROTOCOL TITLE: Organophosphate/Carbamate/Nerve Agent

Exposure

REVISED: November 1, 2017

GENERAL COMMENTS: This protocol covers organophosphate,
carbamates and nerve agent poisonings.

BLS SPECIFIC CARE: See Protocol M-1, PM-1, PM-9, R-1

e Scene Safety:
o Take Personal Protective Precautions
0 Request HAZMAT if any risk of provider
contamination
e Remove patient’s clothes and soap/water decontamination at a
minimum
e Oxygenation: Supplemental oxygen as needed
e If pediatric patient, determine patient’s color category on length
based resuscitation tape (ACCESS Pediatric Tape)
e Attempt to identify offending agent if safety permits

AEMT/O.M. SPECIFIC CARE: See adult General Toxicological Care
Protocol R-1

e Use Buretrol administration set on medical patients less than 8
years of age

ALS SPECIFIC CARE: See adult General Toxicological Care Protocol
R-1

Antimuscarinic
e Atropine: Repeat as necessary until drying of secretions noted.
No maximum dose.

o0 Adult (>10yo0):
= IV/IO/IM: 1-2 mg
= CETT:2-4mg

o Pediatric (2-10yo):
e |V/IO: 1Img
e CETT:2mg

o0 Pediatric (<2yo):
= |V/IO/IM: 0.02 mg/kg (max 1mg)
= CETT: 0.03 mg/kg

ORGANOPHOSPHATE EXPOSURE




ORGANOPHOSPHATE EXPOSURE

Bronchodilators:

e Adult and pediatric:

(0]

Anticonvulsants:

For first treatment, combine one albuterol (2.5
mg/3 ml) nebule and one Atrovent (0.5 mg/2.5
ml) nebule in reservoir of oxygen driven
nebulizer unit and administer at 10 LPM

If Atrovent is contraindicated, use 2 albuterol
nebula’s (one for pediatric patients) for first
treatment.

Repeat as needed with albuterol treatments
only

For severe signs and symptoms and/or seizure activity
associated with nerve agent, organophosphate or carbamate
exposure/ingestion: See age appropriate Seizure Protocol Adult
M-5 or Pediatric PM-4

e Auto-Injectors:

DuoDote Auto-Injector: (ATNAA: Antidote Treatment Nerve
Agent Auto-Injector)*

0 2.1 mg atropine in 0.7 ml and 600 mg pralidoxime
chloride in 2 ml delivered intramuscularly through a
single needle

o For patients exhibiting mild to severe signs and
symptoms of nerve agent or organophosphate
poisoning

o Adult:

o Peds:

For mild cases of exposure/ingestion:
Administer 1 auto-injector

If, after 10-15 minutes, severe symptoms do
not develop, no additional treatment is required
If, at any time after the first dose, severe
symptoms develop, rapidly administer 2 more
auto-injectors.

For mild symptoms: no treatment
For severe symptoms: administer 1
auto-injector

0 For severe cases of exposure/ingestion:



0 Administer 3 auto-injectors in rapid
succession

0 No more than 3 auto-injectors should be
administered to any one patient

PHYSICIAN PEARLS: Organophosphates irreversibly bind to cholinesterase,
causing the phosphorylation and deactivation of acetylcholinesterase. The
accumulation of acetylcholine at the neural synapse causes an initial
overstimulation, followed by exhaustion and disruption of postsynaptic neural
transmission in the central nervous system (CNS) and peripheral nervous
systems (PNS). If the organophosphate /cholinesterase bond is not broken by
pharmacologic intervention within 24 hours, large amounts of cholinesterase are
destroyed, causing long-term morbidity or death. Carbamate poisoning exhibits a
similar clinical picture to organophosphate toxicity. However, unlike
organophosphates, carbamate compounds temporarily bind cholinesterase for
approximately 6 hours with no permanent damage. Carbamates have poor CNS
penetration and cause minimal CNS symptoms.

Administer both the Atropine AND the 2-Pam to symptomatic patients with
organophosphate exposure. 2-Pam is not necessary for KNOWN/ ISOLATED
carbamate exposure.

Decontamination and containment

Separate patient from causative agent. Most exposures are to liquid
solutions; decon hair and folds of skin. Decon for at least 15 minutes with
water and detergent.

Decontamination takes precedence over ALS interventions.
Decontamination should be done by qualified personnel.

Clothes should be removed on scene, bagged by personnel wearing
appropriate equipment, and left for appropriate disposal. DO NOT
transport in ambulance or to hospital where they may contaminate other
providers.

Patient should be transported in a “patient envelope” or similar device.
Mnemonics for nerve agent/organophosphate/Carbamate exposure

ORGANOPHOSPHATE EXPOSURE




ORGANOPHOSPHATE EXPOSURE

“S.L.UD.G.E".
Salivation (excessive production of saliva)
Lacrimation (excessive tearing)
Urination (uncontrolled urine production)
Defecation (uncontrolled bowel movement)
Gastrointestinal distress (cramps)
Emesis (excessive vomiting)

“B.A.M.”
Breathing Difficulty (wheezing)

Arrhythmias (Bradycardia, ventr.
Arrhythmias, AV Blocks. )

Miosis (pinpoint pupils)

“D.U.M.B.E.L.S.” (Muscarinic)
Diarrhea
Urination
Miosis
Bradycardia/Bronchospasm/Bronchorrhea
Emesis
Lacrimation

Salivation, Secretion, Sweating

“Three C’s” of CNS effects
Confusion
Convulsions
Coma

Days of the Week (Nicotenic)
Mydriasis

Tachycardia

Weakness

Hypertension, Hyperglycemia
Fasciculations




SECTION: R-06

PROTOCOL TITLE: Calcium Channel Blocker/Beta Blocker OD

REVISED: JUNE 15, 2021

GENERAL COMMENTS:

BLS SPECIFIC CARE: See Protocols R-1, M-1, PM-1, PM-9

AEMT/O.M. SPECIFIC CARE: See adult General Toxicological Care Protocol R-

1

ALS SPECIFIC CARE: See adult General Toxicological Care Protocol R-1

e Apply cardiac monitor and multi-function electrode (MFE) pads
e 12-lead EKG
e Contact OLMC at earliest indication of calcium channel blocker overdose

ANTIDOTES
e Calcium Chloride (for Calcium Channel Blocker Only)
o IVP (Slow): 500-1000 mg

e Glucagon
o IV,IM: 1-2 mg, repeated every 5 minutes as needed

Do not use diluents (e.g. propylene glycol) supplied with single use kits. Use
saline Instead

Cardiovascular Agents:
In conjunction with fluids and glucagon

e Atropine sulfate:
o0 Not indicated for complete and high degree heart blocks
0 Adult:
= 0.5 mg IV/IO as needed every 3-5 minutes.
- Maximum total dose 3 mg
o Pediatric:
= 0.02 mg/kg IV/IO
- Minimum dose: 0.1 mg
- Maximum child dose: 0.5 mg
0 Repeat every 3-5 minutes as needed

Cardiac pacing for patients not promptly responsive to pharmacological
therapy
e Adult and Pediatric: Start at 80 ppm and 80 mA.
o0 Consider sedation/analgesia per protocol with
trancutaneous pacing if it will not cause unnecessary
delays

Calcium Channel Blocker/BETA BLOCKER




Calcium Channel Blocker/BETA BLOCKER

Vasopressors:

For bradycardia or hypotension unresponsive to other therapies

Epinephrine infusion

e Adult: 2-10 mcg/min, see drug index
e Pediatric: 0.1-1 mcg/kg/min, see drug index

Dopamine infusion

e Adult and Pediatric: 2-20 mcg/kg/min, see drug index

PHYSICIAN PEARLS:
Calcium Channel Blockers

Aggressive cardiovascular support is necessary for management of
massive calcium channel blocker overdose. While calcium may overcome
some adverse effects of CCBs, it rarely restores normal cardiovascular
status.

According to many case reports, glucagon has been used with good
results. However, vasopressors are frequently necessary for adequate
resuscitation and should be requested early if hypotension occurs.

Beta Blockers

Bradycardia with associated hypotension and shock (systolic BP <80
mm Hg, HR <60 BPM) defines severe beta-blocker toxicity.
Bradycardia by itself is not necessarily helpful as a warning sign because
slowing of the heart rate and dampening of tachycardia in response to
stress is observed with therapeutic levels.

While case reports have documented hypotension in the absence of
bradycardia, blood pressure usually does not fall before the onset of
bradycardia. Bradycardia may be isolated or accompanied by mild
conduction disturbances affecting the entire cardiac conduction system
from the sinus node to the intraventricular Purkinje system.

Cardiac pacing may be effective in increasing the rate of myocardial
contraction. Electrical capture is not always successful and, if capture
does occur, blood pressure is not always restored. Reserve cardiac
pacing for patients unresponsive to pharmacological therapy. Multiple
case reports describe complete neurological recovery, even with profound
hypotension, if a cardiac rhythm can be sustained.

Hypoglycemia, while uncommon, occasionally occurs with beta blocker
use. Always check a BG with a suspected Beta Blocker OD.

Agents with combined alpha- and beta-selective properties (Dopamine
and Epinepherine) may be necessary to maintain blood pressure. A beta-
agonist may competitively antagonize the effect of the beta-blocker. The
amount of beta-agonist required might be several orders of magnitude
above those recommended in standard ACLS protocols.



SECTION: R-07

PROTOCOL TITLE: Sedative Overdose

REVISED: November 1, 2017

GENERAL COMMENTS: This protocol includes alcohol, benzodiazepines, and
GHB analog overdoses. It may include other CNS depressants as well. Patient
care should be focused on supporting the airway, respiratory function, and
preventing/mitigating self-harm. Of the sedatives commonly seen, GHB analogs
are some of the most unpredictable and difficult to manage.

BLS SPECIFIC CARE: See adult General Toxicological Care Protocol R-1

AEMT/O.M. SPECIFIC CARE: See adult General Toxicological Care Protocol R-

1

ALS SPECIFIC CARE: See adult General Toxicological Care Protocol R-1

Attempt to identify co-morbid factors and other medical issues, including poly-
pharmaceutical involvement, and closed head injury.
Rule out hypoglycemia and other causes of altered mental status.

e Narcan (naloxone):
If concomitant opioid ingestion suspected
0 Adult:
= |V/IO: 0.1-2 mg slowly. Repeat as needed every 1-2
minutes to a maximum of 10 mg
= |IM/IN: 2 mg (1 mg in each are if given IN.) Repeat as
needed to a maximum of 10 mg
o Pediatric:
= |V/IO/IM: 0.1 mg/kg to a maximum single dose of 2 mg.
Repeat as needed every 1-2 minutes

PHYSICIAN PEARLS:
The Sedative Toxidrome generally consists of:

Sedation

. . Dysesthesias

. Confusion . Diplopia

. Delirium . Blurred vision
. Hallucinations . Slurred speech
. Coma . Ataxia

. Paresthesias . Nystagmus

SEDATIVE OVERDOSES
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SECTION: R-08

TITLE: Cyanide/Hydrogen Sulfide Poisoning

REVISED: November 1, 2017

GENERAL COMMENTS: While not normally available to field medics (outside
HAZMAT responses) some of the following treatments are kept on fire/EMS
supervisor rigs and at certain manufacturing facilities and may be administered
by ACCESS paramedics. Begin or continue such treatment as indicated and
contact MEDICAL CONTROL as soon as possible.

BLS SPECIFIC CARE: See Adult General Toxicological Care Protocol R-1

e Maintain safety. Do not enter a HOT ZONE without proper PPE. Generally
speaking, Level B protection or higher is recommended

e Do not accept a patient who has not been appropriately decontaminated

e Patients suffering from Cyanide or Hydrogen Sulfide poisoning may
expose providers by means of respiratory off gassing even after being
decontaminated. Ensure good ventilation in enclosed spaces

e Give priority to decontamination of the eyes with water. Remove
contaminated clothing and decontaminate the skin as appropriate with
soap and water

e |If pediatric patient, determine patient’s color category on length based
resuscitation tape (ACCESS Pediatric Tape)

e Obtain patient’s temperature and cool/warm as necessary

e Position patient as appropriate

ALS SPECIFIC CARE: See Adult General Toxicological Care Protocol R-1

e Attempt to identify co-morbid factors and other medical issues, including
poly-pharm involvement

CYANIDE & HYDROGEN SULFIDE POISONING




CYANIDE & HYDROGEN SULFIDE POISONING

Hydroxocobalamin: (Cyanokit)
e |V initial dose: 5g administered over 15 minutes

e Depending upon severity of the exposure and clinical
response to the initial dose, a second dose may be
administered

e Second dose: 5g IV infused over 15-120 minutes depending
upon severity of signs and symptoms

Be prepared for seizures and treat appropriately.

PHYSICIAN PEARLS:

Aggressive management of seizure activity with benzodiazepines is
crucial.

Cyanide inhibits brain glutamate decarboxylase, which causes a decrease
in the inhibitory neurotransmitter GABA and contributes to convulsions.
Drugs such as Benzodiazepines, which act at the GABA receptor
complex, therefore can help control seizures.



SECTION: R-09

PROTOCOL TITLE: Withdrawal Syndromes

REVISED: November 1, 2017

GENERAL COMMENTS: This protocol includes withdrawal from alcohol,
benzodiazepines, and GHB analogs, as they have similar presentations,
physiology and treatments. A patient undergoing active withdrawal may mimic
hyperdynamic toxicity, and may be difficult to diagnose. These patients have
many of the same risk factors as patients in hyperdynamic crisis including
agitated delirium, positional asphyxia, hyperthermia, and seizures.

Other patients withdrawing from stimulants may have severe cravings, paranoia,
suicidal ideations, exhaustion, and other symptoms.

Good clinical judgment is mandatory when dealing with these situations to decide
when to (and when not to) treat the patient.

BLS SPECIFIC CARE: See Protocol M-1, PM-1, PM-9

AEMT/O.M. SPECIFIC CARE: See adult General Toxicological Care Protocol R-

1

ALS SPECIFIC CARE: See adult General Toxicological Care Protocol R-1

Attempt to identify co-morbid factors and other medical issues, including poly-
pharm involvement, and closed head injury.

Anticonvulsant therapy, see age appropriate Seizure Protocol M-5 or PM-4

Chemical anxiolysis:
Do not administer/discontinue administration if:
o  Systolic BP < 90 mmHg
0 Respiratory rate, SpO, and/or mental status diminishes
e Valium (diazepam):
0 Adult: 2-5 mg every 5-10 min as needed to maximum of 10 mg

e Versed (midazolam):
0 Adult:
= |V/IO: 0.5-2.5 mg every 5-10 minutes as needed to
maximum of 5 mg
= IN: 5 mg (2.5 mg each nare) to a max total dose 5 mg
= |M: 5 mg to maximum dose 5 mg

WITHDRAWAL SYNDROMES




PHYSICIAN PEARLS:

General Withdrawal Symptoms:

Withdrawal does not require complete abstinence from a drug, simply reaching
sub-normal (for that patient) levels can make a patient symptomatic. Early
withdrawal consists of mild anxiety and craving. This progresses in severity to
excessive adrenergic effects including tachycardia, hyperventilation, systolic
hypertension, diaphoresis, low-grade fever, hallucinations, intense anxiety,
tremor, and insomnia. Some patients (up to 50% in cases of alcohol, and GHB)
may experience true delirium, severe hyperthermia and seizures.

Comparison of GHB Analogs, Benzodiazepines, and Alcohol Withdrawal

Syndromes
Onset/Duration | Autonomic | Neuro- Mortality
Instability Psychiatric
Symptoms
GHB 1-6 Hours to Mild Severe Unknown
14 days
Benzodiazepines | 1-3 Days Moderate Moderate 1%
Alcohol 6-12 Hours to | Severe Moderate 5-15%
7 days

WITHDRAWAL SYNDROMES

Adapted from “GHB Withdrawal Syndrome” (Miotto & Roth, et al, March 2001)

While the delirium associated with withdrawal is the result of abstinence rather
than ingestion from certain drugs, the delirium itself continues to pose a life threat
to the patient, especially with regard to restraint and pharmacologic agents used.

With marked agitation, liberal use of low dose benzodiazepines may be very
helpful in relieving s/s, as well as prevention of myoclonic tremors and/or seizure
activity.




SECTION: R-10

PROTOCOL TITLE: Carbon Monoxide Toxicity

REVISED: June 15, 2021

GENERAL COMMENTS: This protocol is for suspected and confirmed
Carbon Monoxide Toxicity from a variety of Endogenous and
€X0genous sources.

BLS SPECIFIC CARE: See Protocol M-1, PM-1, PM-9

e Ensure provider safety. Remove patient from potentially toxic
environment prior to initiating therapy

e Attempt to ascertain CO content of environment from which
patient was removed

o0 NIOSH CO Immediately dangerous to life or health
(IDLH) level: > 1200 ppm

e Supplemental high flow oxygen via tight fitting non-rebreather
mask or CPAP for moderate (> 10%) and severe (> 15%)
exposures.

o Dry oxygen may not be tolerated in cases of
inhalation injury. In these instances, nebulized NS
may make oxygen therapy more tolerable

e Pulse oximetry (SpO2) readings will be falsely elevated.

0 Low SpO:2 readings, (i.e. < 90%) however, may be
indicative of other concomitant respiratory
pathology (e.g. pulmonary edema)

e Obtain 12 lead for moderate (> 10%) and severe (> 15%)
exposures.

AEMT/O.M. SPECIFIC CARE: See Protocol M-1, PM-1, PM-9

e For moderate (SPCO > 10%) and severe (SPCO > 15%)
exposures: Initiate cardiac monitoring. Apply multi-function
electrode (MFE) Defib pads prophylactically.

Symptomatic patients in the setting of suspected CO toxicity,
regardless of SpCO/ HbCO, should be transported for further
evaluation.

CARBON MONOXIDE TOXICITY




CARBON MONOXIDE TOXICITY

Physician Pearls:

SpCO/ Carboxy-Hemoglobin Levels (HbCO)
e When in doubt, confirm SpCO by two separate readings in two
separate digits, preferably in separate extremities.

e SpCOis approximately +/- 3% of HbCO
e SpCO /HbCO > 10% = moderate carbon monoxide toxicity.

e SpCO/HbCO > 15% = severe carbon monoxide toxicity.

Indications for SPCO monitoring: SpCO/ HbCO monitoring should be
initiated in the following cases:
e Fire Rehab
e Suspected Smoke inhalation
e Burn injuries
e Methylene Chloride Exposure:
o Paint Strippers
o0 Degreasers
o Floor Strippers
¢ Medical conditions without clearly identifiable etiologies such as:
0 Altered level of consciousness.
0 Chest pain/pressure
o0 Headache
0 Nausea and vomiting
o0 Dizziness and lightheadedness
e Multiple patients with similar non-traumatic symptoms
Concomitant Injuries
e Trauma and burn care take priority over CO toxicity in transport
decisions. Priority 2 and 1 Trauma patients should be
transported in accordance with trauma destination guidelines.

Pregnant Patients
e Fetal hemoglobin has a significantly stronger affinity for CO than
adult hemoglobin.
e Pregnant patients with confirmed or suspected CO exposure, or
with SpCO > 10% should be transported for further evaluation,
even if asymptomatic.



Obtaining an accurate SpCO reading: The CO Oximeter may return
a false-positive reading based on patient and/or environmental
conditions. Considerations regarding false-positive readings

Center the nail directly over the red light preferably by turning
the finger upside down (Nail side down) as well as inverting
probe so light is flashing facing you. Once the light is flashing
facing up simply place the MIDDLE of the nail bed directly over
the red light and close sensor. Jamming the finger in too far or
not realizing a patient has a short fingernail bed utilizing the
traditional method of pulse oximetry will cause an elevated
reading. Demonstrate this if possible, in training

Always confirm high readings with 2 additional finger
measurements (Use different fingers or hand)

Be aware of ambient light such as strobes, direct sun, extra
bright lights that will affect both pulse and CO oximetry. Cover
the SpCO sensor and shield from light.

Fingers should be clean especially if full of soot from a fire

Finger should be wide enough to fit the width of sensor. If
fingers are too slim (Even with some adults) then there is a
chance of a false positive since the light will pass around the
finger versus through the middle of the nail. This is the same
rule for Pulse Oximetry

Perfusion index on the left side of the RAD 57 should be at
least 2 bars. If very low perfusion exists it may not read CO and
provide inaccurate pulse Oximetry as well

CARBON MONOXIDE TOXICITY
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SECTION: PC-01

PROTOCOL TITLE: PEDIATRIC CARDIAC/RESPIRATORY
ARREST

REVISED: December 01, 2022

BLS SPECIFIC CARE: See General Pediatric Care Protocol PM-1

e For unwitnessed arrest: Consider 2 minutes of good, sustained, and
effective CPR prior to defibrillation or AED attachment

e For witnessed Arrest, or after 2 minutes of good, effective and sustained
CPR: AED use per current AHA guidelines and manufacturer
recommendations

o Adult AED’s can be used in children less than 1 year of age
o Single shocks are recommended to reduce interruption of
CPR

e For asuspected DROWNING/SUBMERSION, providers should begin
with five high quality ventilations, then proceed standard resuscitation
practices.

o Ignore any “foam”, sputum, or copious oral secretions (other than
obvious vomit) in the mouth during initial ventilations. Suction only
after initial 5 ventilations but do not interrupt high quality
resuscitation to do so.

e When possible, reduce interruptions of chest compressions

e When VF/pulseless ventricular tachycardia (VT) is present, deliver 1 shock
and immediately resume CPR, beginning with chest compressions. Do not
delay resumption of chest compressions to recheck the rhythm or pulse.

e After 10 cycles (about 2 minutes) of CPR, analyze the cardiac rhythm and
deliver another shock if indicated. If a non-shockable rhythm is detected,
resume CPR immediately

e Careful use of BVM, airway adjuncts. Ventilations should occur over 1-2
seconds

e Avoid hyperventilation/hyperinflation

e Notify responding ALS unit ASAP

AEMT/ O.M. SPECIFIC CARE: See General Pediatric Care Protocol PM-1

e |V/IO access as soon as possible
o 10-20 ml/kg normal saline bolus, repeat as needed for 3 total
boluses

PED CARDIAG/RESPIRATORY ARREST




PED CARDIAG ARREST

ALS SPECIFIC CARE: See General Pediatric Care Protocol PM-1

e Consider underlying causes of cardiac arrest and treat as well
e Defibrillation settings: (after 2 minutes of CPR unless witnessed arrest)
o 2-4J/kg SINGLE shock as needed
o Subsequent single defibrillations at 4 J/kg
o Higher energy levels may be considered, not to exceed10
J/kg or the adult maximum dose
Cardio-active Drugs
e Epinephrine (for all Pulseless Rhythms)
o IV/10: 0.01 mg/kg 1:10,000 concentration every 3-5 minutes
o ETT: 0.1 mg/kg 1:1,000 concentration every 3-5 minutes
Antiarrhythmic therapy:
e Amiodarone (VF/VT)
o 5 mg/kg
o May repeat doses up to 15 mg/kg (max dose 300 mg)
e Lidocaine (VF, V-Tach, Refractory Torsades)
o IV/IO: 1 mg/kg to a max of 3 mg/kg every 3-5 min
o ET: 2 mg/kg diluted in NS
e Magnesium Sulfate (for refractory VF/VT, First Line for Torsades)
o IV/0: 25-50 mg/kg
o Max2g
Consider as appropriate:
e Sodium Bicarbonate for known hyperkalemia, metabolic acidosis (DKA,
TCA), prolonged resuscitation after ROSC
o IV: 1 meqg/kg repeated in 10 minutes at 0.5 meqg/kg. Follow
DKA/TCA recommendations if DKA or TCA OD is suspected
e Narcan (Naloxone) for suspected narcotic overdose
o IVIETT: 0.1 mg/kg repeated PRN
o Max of 2.0 mg/dose
e Dextrose for hypoglycemia
o Birth to 3 months; use D10 10ml/kg slow IV/IO push
o >3 months; use D25 4 ml/kg slow IV/IO push
o See Pediatric Hypo/hyper glycaemia Protocol (PM-6)



PHYSICIAN PEARLS:

Consider underlying Pathologies (H’s and T's)

Hypovolemia, e Tension pneumothorax,
Hypoxia, e Toxins,

Hydrogen ion (acidosis), e Tamponade(cardiac),
Hyper-/hypokalemia, e Thrombosis (coronary and
Hypoglycemia, pulmonary), and
Hypothermia. e Trauma

Outside of the POST/DNR situations (Appendix 26), once ALS intervention is
initiated, medical control should be called prior to ceasing efforts. In addition,
BLS interventions, an advanced airway, and at least 20 minutes of rhythm-
appropriate therapy should have been performed prior to considering termination
of efforts.

The American Heart Association (AHA) current guidelines for CPR and
Emergency Cardiac Care recommends:

Good, sustained, and effective CPR. “Push hard and fast”.

Sustained coronary perfusion is believed essential for the heart to
respond to defibrillation, any interruption in compressions should be
minimized or avoided. Even brief interruptions of compressions (such as
seen in the pause for ventilations or defibrillation) result in a rapid
decrease of coronary perfusion.

Change to a 1-shock protocol. Frequent or long interruptions in precordial
chest compressions for rhythm analysis or rescue breathing were
associated with post resuscitation myocardial dysfunction and reduced
survival rates. The AHA notes that: “...if 1 shock fails to eliminate VF,
the incremental benefit of another shock is low, and the resumption of
CPR is likely to confer a greater value than another shock.”
Therefore, when a shockable rhythm is found, only one shock, instead
of three stacked shocks, is recommended.

ETT vs. IO Access: The AHA notes that “...administration of epinephrine by
the IV route was associated with a higher rate of ROSC and survival to
discharge than administration of the drugs by the endotracheal route”.
Therefore, while ETT administration of drugs in cardiac arrest is not
prohibited, IO is encouraged when peripheral venous access is
unsuccessful.

PED CARDIAG/RESPIRATORY ARREST







SECTION: PC-01a

PROTOCOL TITLE:

PEDIATRIC CARDIAC/RESPIRATORY ARREST- - and AEMT Algorithm
REVISED: December 01, 2022

Box #1:

If adequate CPR is being performed upon arrival:
a) Confirm cardiopulmonary arrest and resume CPR.
b) Apply defibrillation pads (pediatric pads as per manufacturer’s
recommendation) and cardiac monitor without cessation of CPR.
c) Apply length based resuscitation tape.
d) Move onto, “Box 4.”

Box #2:

Sudden, witnessed arrest in the presence of EMS:

a) Perform CPR only long enough to apply defibrillation pads (pediatric pads
as per manufacturer's recommendation) and cardiac monitor.

b) Apply length based resuscitation tape.

c) Move onto, “Box 4.”

Box #3:

If inadequate CPR or no CPR at all, is being performed upon arrival:
a) Confirm cardiopulmonary arrest
b) Initiate CPR
c) 10 cycles 15 compressions to 2 ventilations with two rescuers
(approximately 1-2 minutes)
1) 30:2 for single rescuer CPR.
d) During CPR
1) Apply defibrillation pads (pediatric pads as per manufacturer’s
recommendation) and AED
2) Apply length based resuscitation tape.
3) Prepared IV/IO equipment (AEMT)
e) Infant (<1 year) continue CPR until ALS responders arrive.
1) Recheck rhythm every 5 cycles
f)  Child (> 1year)
1) Move to “Box #4”

Box #4:
Child ( > 1 year)
Shockable Rhythm ?

Shockable Rhythm: Not shockable Rhythm:
a) Give 1 shock with AED a) Immediately resume CPR for 5
1) Continue CPR while AED charges. cycles 15:2.
b) Immedlately resume CPR for 5 cycles b) Obtain IV/IO access without
15'2', ) ) cessation of CPR. (AEMT)
c) Obtain IV/IO access without cessation of
CPR. (AEMT) c) Che_ck rhythm every 5 cycles,
d) Check rhythm every 5 cycles, continue continue ‘_‘”t” ALS arrives.2
until ALS arrives. cycles 15:2

PED CARDIAC/RESPIRATORY ARREST- BLS/AEMT




PED CARDIAC/RESPIRATORY ARREST- BLS/AEMT

PHYSICIAN PEARLS:
For a suspected DROWNING/SUBMERSION, providers may begin with five
high quality ventilations, then proceed standard resuscitation practices. .
e Ignore any “foam”, sputum, or copious oral secretions (other than obvious
vomit) in the mouth during initial ventilations. Suction only after initial 5
ventilations but do not interrupt high quality resuscitation to do so.

Outside of the POST/DNR situations (Appendix 26), once ALS intervention is
initiated, medical control should be called prior to ceasing efforts. In addition,
BLS interventions, an advanced airway, and at least 20 minutes of rhythm
appropriate therapy should have been performed prior to considering termination
of efforts.



SECTION: PC-01b

PROTOCOL TITLE: PEDIATRIC CARDIAC/RESPIRATORY

ARREST -ALS

REVISED: December 01, 2022

PEDIATRIC CARDIAC/RESPIRATORY ARREST —ALS Algorithm

Box #1:

If adequate CPR is being performed upon arrival:
a) Confirm cardiopulmonary arrest and resume CPR.
b) Apply defibrillation pads (pediatric pads as per manufacturer’s
recommendation) and cardiac monitor without cessation of CPR.
c) Apply length based resuscitation tape.
d) Move on to, “Box 4.”

Box #2:

Sudden, witnessed arrest in the presence of EMS:

a) Perform CPR only long enough to apply defibrillation pads (pediatric pads
as per manufacturer’'s recommendation) and cardiac monitor.

b) Apply length based resuscitation tape.

c) Move onto, “Box 4.”

Box #3:

If inadequate CPR or no CPR at all, is being performed upon arrival:
a) Confirm cardiopulmonary arrest
b) Initiate CPR
c) 10 cycles of 15 compressions to 2 ventilations with two rescuers
(approximately 1-2 minutes)
1) 30:2 for single rescuer CPR (approx. 2 min)
d) During CPR:
1) Apply defibrillation pads (pediatric pads as per manufacturer’s
recommendation) and cardiac monitor.
2) Apply length based resuscitation tape.
3) Prepare for endotracheal intubation.
4) Prepare IV/IO equipment.
5) Move on to, “Box 4.”

Box #4:
Rhythm Check

a)

b)
c)

e)

VF/Pulseless VT: Asystole/PEA:
Shock @ 2 J/kg or per manufacturers a) No shock indicated.
recommendations. " b) Immediately resume CPR.
1) Continue CPR while defibrillator )

charges. c) Perform 5 cycles 15:2 (2
Immediately resume CPR without pause rescuers)
for rhythm check. d) Check rhythm every 5 cycles
Perform 5 cycles 15:2 (2 rescuers) e) Intubate without cessation of
Check rhythm every 5 cycles compressions if possible.
Intubate without cessation of
compressions if possible.

PED CARDIAG/RESPIRATORY ARREST - ALS




PED CARDIAG/RESPIRATORY ARREST - ALS

Box #5:

Rhythm Check

a)

b)

c)

d)
e)

f)

9)

VF/Pulseless VT:

Shock @ 4 J/kg or per manufacturers

recommendations.

1) Continue CPR while defibrillator
charges.

Immediately administer 2 minutes of

asynchronous CPR without pause for

rhythm check.

Obtain IV/IO access without cessation of

compressions.

Assess BGL.

MEDICATION ADMINISTRATION

DURING CPR:

IV/IO 1:10,000 epinephrine:

1) 0.01 mg/kg (0.1 ml/kg) with 10 ml NS
flush.

2) Repeat every 3-5 minutes.

CETT 1:1,000 epinephrine:

1) If unable to obtain IV/IO access.

2) 0.1 mg/kg (0.1 ml/kg) diluted to 5 ml
with NS.

3) Repeat every 3-5 minutes.

a)

c)

d)
e)

f)

g9)

Asystole/PEA:

No shock indicated.
Immediately administer 2 minutes of
asynchronous CPR without pause for
rhythm check.
Obtain IV/IO access without cessation of
compressions.
Assess BGL.
MEDICATION ADMINISTRATION
DURING CPR:
IV/IO 1:10,000 epinephrine:
1) 0.01 mg/kg (0.1 ml/kg) with 10 ml NS
flush.
2) Repeat every 3-5 minutes.
CETT1:1,000 epinephrine:
1) If unable to obtain IV/IO access.
2) 0.1 mg/kg (0.1 mi/kg) diluted to
5 ml with NS.
3) Repeat every 3-5 minutes.




Box #6:

Rhythm Check

a)
b)

c)

d)

e)

f)

9)

h)

VF/Pulseless VT:

Shock @ 4 J/kg or per manufacturers
recommendations.

Continue CPR while defibrillator charges.

Immediately administer 2 minutes of
asynchronous CPR without pause for
rhythm check.

MEDICATION ADMINISTRATION
DURING CPR:

IV/IO Amiodarone:

1) 5mgl/kg. Repeat up to 15mg/kg (max
dose 300mg).

IV/I0 2% lidocaine:
1) 1 mg/kg with 10 ml NS flush.

2) Repeat every 3-5 minutes as needed.

3) Maximum of 3 mg/kg.

CETT 2% lidocaine:

1) If unable to obtain IV/IO access.
2) 2 mg/kg diluted to 5 ml with NS.
3) Repeat every 3-5 minutes.
IV/IO magnesium sulfate:

1) First-line agent in the treatment of
torsades de pointes.

2) 25-50 mg/kg to a maximum of 2 g.
After 5 cycles of CPR go back to “Box #5”

a)
b}

c)

o}
€}

]

Asystole/PEA:

Ho shock inkdicatesl
Immediately administer 2 minutes of
azynchionous CPR without pauss for
rhvthim check.
Obtain YAO access without cessation of
COMpressions.
Aszess BGL.
NEDIGA TION ADVINIS TRA TION
DURING CPRe
VA 1:10,000 epinephrine:
1) 001 moghkg (0.1 mbko) with 10ml M
fiush.
2} Repeat every 3-5 minutes.
CETT1:1.000 epinephirine:
1} Ifunakble tooktain Y10 access.
2y 04 makg 01 mikg) dilted to
S ml with MS .

3} Repeat every 35 minutes.

During CPR

Push hard and fast (100/min)
Ensure full chest recoil
Minimize interruptions in chest compressions

= One cycle of CPR: 15 compressions then 2 breaths; 5 cycles = 1 to 2 minutes
= Avoid hyperventilation
= Secure airway and confirm placement

Hypovolemia

Rotate compressions every 2 minutes with rhythm checks
= Search for and treat possible contributing factors:

PED CARDIAG/RESPIRATORY ARREST - ALS




PED CARDIAG/RESPIRATORY ARREST - ALS

PHYSICIAN PEARLS:
For a suspected DROWNING/SUBMERSION, providers may begin with five
high-quality ventilations, then proceed with standard resuscitation practices. .
e Ignore any “foam”, sputum, or copious oral secretions (other than obvious
vomit) in the mouth during initial ventilations. Suction only after initial 5
ventilations but do not interrupt high-quality resuscitation to do so.

Consider underlying Pathologies (H’s and T's)

e Hypovolemia, e Tension pneumothorax,

e Hypoxia, e Toxins,

e Hydrogen ion (acidosis), e Tamponade(cardiac),

e Hyper-/hypokalemia, e Thrombosis (coronary and
e Hypoglycemia, pulmonary), and

e Hypothermia. e Trauma

Outside of the POST/DNR situations (Appendix 26), once ALS intervention is
initiated, medical control should be called prior to ceasing efforts. In addition,
BLS interventions, an advanced airway, and at least 20 minutes of rhythm-
appropriate therapy should have been performed prior to considering termination
of efforts.

The American Heart Association (AHA) current guidelines for CPR and
Emergency Cardiac Care recommends:

e Good, sustained, and effective CPR. “Push hard and fast”.

e Sustained coronary perfusion is believed essential for the heart to
respond to defibrillation, any interruption in compressions should be
minimized or avoided. Even brief interruptions of compressions (such as
seen in the pause for ventilations or defibrillation) result in a rapid
decrease of coronary perfusion.

e Change to a 1-shock protocol. Frequent or long interruptions in precordial
chest compressions for rhythm analysis or rescue breathing were
associated with post resuscitation myocardial dysfunction and reduced
survival rates. The AHA notes that: “...if 1 shock fails to eliminate VF,
the incremental benefit of another shock is low, and the resumption of
CPR is likely to confer a greater value than another shock.”
Therefore, when a shockable rhythm is found, only one shock, instead
of three stacked shocks, is recommended.

ETT vs. IO Access: The AHA notes that “...administration of epinephrine by

the IV route was associated with a higher rate of ROSC and survival to

discharge than administration of the drugs by the endotracheal route”.

Therefore, while ETT administration of drugs in cardiac arrest is not

prohibited, IO is encouraged when peripheral venous access is

unsuccessful.



SECTION: PC-02

PROTOCOL TITLE: PEDIATRIC SYMPTOMATIC BRADYCARDIA

REVISED: November 1, 2019

General Comments: Symptomatic bradycardia is defined in pediatrics as
hypotension or other S/S of poor perfusion, with a (relative to age) bradycardia.
Most bradycardia is hypoxia related, and will usually respond to oxygenation.

BLS SPECIFIC CARE: See General Pediatric Care Protocol PC-1

Stable/asymptomatic/adequate perfusion
e Ensure adequate oxygenation, ventilation, and perfusion
e Resolve any causes of hypoxia

Unstable/symptomatic/poor perfusion/peri-arrest

e Aggressive oxygenation and ventilations

e Initiate chest compressions for HR < 60 with frequent re-evaluation for
situations refractory to oxygenation

e Determine patient’s color category on length based resuscitation tape
(ACCESS Pediatric Tape)

AEMT/ O.M. SPECIFIC CARE: See General Pediatric Care Protocol PC-1
ALS SPECIFIC CARE: See General Pediatric Care Protocol PC-1

Consider underlying causes and treat as well.

Vasoactive Bolus Medications
e Epinephrine:
o IV/IO: 0.01 mg/kg (0.1 mi/kg) 1:10,000 with 5-10 ml NS flush
= Repeat every 3-5 minutes as needed
e Atropine:
o IV/I0: 0.02 mg/kg
=  Minimum dose: 0.1 mg
=  Maximum child dose: 0.5 mg
= Maximum adolescent dose: 1 mg
= Repeat every 3-5 minutes as needed x 1

Transcutaneous Pacing:
For bradycardia unresponsive/refractory to pharmacologic therapy and
oxygenation:
= Consider initial rate at 80-100, initial MA at 60-80

PED SYMPTOMATIC BRADYCARDIA




PED SYMPTOMATIC BRADYCARDIA

Vasopressor Infusions: Epinephrine is the preferred agent in this setting:

e Epinephrine infusion

o 0.05-1 mcg/kg/min IV/IO

o Titrate to adequate heart rate/blood pressure response
e Dopamine infusion :

0 2-20 mcg/kg/min IV/IO dopamine infusion

o Titrate to adequate heart rate/blood pressure response

PHYSICIAN PEARLS:
Consider underlying causes
e Hypoxia
e Hypothermia
e Drug/Toxin Exposure

The following information is adapted from the Medtronic Physio-control website
regarding pediatric pacing.

“Bradycardia is the most common dysrhythmia in children and is usually
secondary to hypoxic events. Although noninvasive pacing may be attempted,
typically bradycardias of hypoxic etiology do not respond. First line therapy is
prompt airway support, ventilation and oxygenation.

Although less frequent in occurrence, children and infants do experience heart
blocks and bradycardias where treatment with noninvasive pacing is indicated
and could be lifesaving”

Considerations:

e The landmarks for pacing electrode placement are the same for adults
and children; anterior-posterior is the most common pacing electrode
placement though Anterior-lateral is acceptable as long as pacing pads do
not overlap.

e ECG electrodes should be placed well away from the pacing electrodes.

e Pediatric pacing electrodes should be used on children who weigh less
than 33 pounds (15 kg).

e Capture thresholds in children are similar to those in adults.



SECTION: PC-03

PROTOCOL TITLE: PEDIATRIC TACHYCARDIA

REVISED: November 1, 2017

BLS SPECIFIC CARE: See General Pediatric Care Protocol PM-1

e Determine patient’s color category on length based resuscitation tape
(ACCESS Pediatric Tape)

ILS SPECIFIC CARE: See General Pediatric Care Protocol PM-1

ALS SPECIFIC CARE: See General Pediatric Care Protocol PM-1

e Support airway/breathing and apply oxygen as needed

e Apply monitor and assess rhythm/rate (Normal rate <180 children; <220
infant)

e Obtain 12- Lead EKG if possible

e Consider underlying causes and treat as well

e See Protocol M-15 for sedation prior to cardioversion

Narrow Complex Tachycardia (Supraventricular, QRS < 0.09 sec, and regular):

If UNSTABLE (poor perfusion, AMS, CHF): Obtain vascular access and plan
for synchronized cardioversion:
e Synchronized cardioversion:
o Initial energy setting of 0.5 - 1J/kg or as per manufacturer’s
recommendations
o Deliver subsequent shocks, as needed, at 2 J/kg or as per
manufacturer’'s recommendations

e Repeat 12-Lead EKG after successful cardioversion

If STABLE:
e Vagal Maneuvers
e Adenosine
o IV orlO: Firstdose: 0.1 mg/kg (max: 6 mg)
0 Subsequent doses: 0.2 mg/kg, (max: 12 mg). Repeat x1

e If unsuccessful, yet stable:
e Amiodarone
o IV orlO: 5 mg/kg over 20-60 min (max 150mg)
o If still unsuccessful, yet stable, contact medical control for further
instructions. If unstable, proceed to synchronized cardioversion
e Repeat 12-Lead EKG if rhythm converts

PED TACHYCARDIA




PED TACHYCARDIA

Wide Complex Tachycardia (QRS > 0.09sec, Variable R-R)
If UNSTABLE (poor perfusion, AMS, CHF): Obtain vascular access and
plan for synchronized cardioversion:
e Synchronized cardioversion:

(0]

(0]

o

Initial energy setting of 0.5 — 1 J/kg or as per manufacturer’s
recommendations

Deliver subsequent shocks, as needed, at 2 J/kg or as per
manufacturer’'s recommendations

If unable to obtain synchronization with QRS complexes, (as
with torsades de pointes) proceed with unsynchronized
cardioversion as detailed below

e Unsynchronized cardioversion

(0}
o

(0]

If STABLE:
e Amiodarone

o)
OR

e Lidocaine
o
o

For unstable polymorphic VT

Initial energy setting of 2 J/kg or as per manufacturer’s
recommendations

Deliver subsequent shocks, as needed, at 4 J/kg or as per
manufacturer’'s recommendations

IV or 10: 5 mg/kg over 20-60 min (max 150mg)

IV or 10: 1 mg/kg slow IV
Repeat 10-15 minutes x2 to a max dose of 3 mg/kg

e Magnesium sulfate (polymorphic ventricular tachycardia)

(0}
o

(0]

IV or 10: 25-50mg/kg (max 2g) over 10 minutes

Rapid administration can cause hypotension and respiratory
compromise; monitor carefully

First line agent for hemodynamically STABLE polymorphic
VT (torsades de pointes)

e Repeat 12-Lead EKG if rhythm converts.
e If unsuccessful, yet stable, contact medical control for further instructions.
If unstable, proceed to synchronized cardioversion.



PHYSICIAN PEARLS:

- Amiodarone is contraindicated if the patient is suspected of a TCA
overdose. This also applies to other drugs that widen the QRS

Use of a vagal maneuver may be useful in determining type of rhythm.

QRS Width:
< 0.09 seconds —probable Sinus Tachycardia or Supraventricular Tachycardia
> 0.09 seconds —probable Ventricular Tachycardia

Rate: (rates less than 180 BPM in a child, or 220 infant are usually secondary to
other non-cardiac causes)
Probable Sinus Tach:
<180 in Children or < 220 BPM in Infants
P-waves present and regular
Constant PR interval
Variability of R-R
Probable SVT:
> 180 in Children or > 220 BPM in Infants
P-waves absent/abnormal
Regular R-R and HR doesn’t vary
Probable VT:
> 180 in Children or > 220 BPM in Infants
Wide QRS
Regular HR

PED TACHYCARDIA
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SECTION: PM-01

PROTOCOL TITLE: PEDIATRIC GENERAL MEDICAL CARE

REVISED: DRAFT 1 December 2022

GENERAL COMMENTS: The Pediatric Medical Protocols (PM series) are
meant to supplement existing adult protocols with pediatric appropriate
doses, therapies, and guidelines. As a general rule pediatric doses should not
exceed adult doses.

With the implementation of the AHA current ECC recommendations, the following
age recommendations are made. Newborns are defined as birth to the time the
infant leaves the hospital. Infants are defined as less than 1 year of age. A child is
defined as 1 year to the approximate onset of puberty (as defined by secondary sex
characteristics) and 100 Ibs weight. This is typically 12-14 years of age.

BLS SPECIFIC CARE:

e Basic BLS care. Obtain assessments and V/S every 15 minutes unless
unstable, then reassess and obtain V/S every 5 minutes

e Oxygen administration titrated for SpO2 < 95% or for patients with cardiac,
respiratory, neurologic, or as needed

e Coordinate resources to insure prompt arrival of ALS care to the patient.
Update responding ALS units as needed

e Assess blood glucose level as appropriate

e Patients with a respiratory complaint should receive supplemental oxygen,
regardless of oxygen saturation

e Keep patient in safe and calm environment

AEMT/O.M. Specific Care:

12 Leads: (if feasible, indicated and available.)

Vascular Access
e |V access (to a max of 3 attempts) or IO access if needed due to severity of
underlying injury or iliness, otherwise consider deferring until arrival of ALS
providers
o IV: Crystalloid solution at a TKO rate. May administer 10-20 ml/kg
boluses if S/S of dehydration or decomposition/shock are present,
repeat as needed to a maximum of 60 cc/kg.

o Withhold fluids and maintain IV at TKO rate if patient is hemo-
dynamically stable or signs and symptoms of fluid overload are present
Respiratory Support (if appropriate and available)
e Consider Assisted/Intermittent Positive Pressure Ventilation
e Consider Placement of SGA
e Consider CPAP: See also Appendix 6
o Medical Control Required if BP less than 90 systolic.

o Initial setting at 5 cmH20, MAX: 10 cmH20

GENERAL PEDIATRIC CARE




GENERAL PEDIATRIC GARE

IO access: as needed for markedly critical patients after unsuccessful
peripheral vascular access. Follow fluid administration guidelines as above

ALS SPECIFIC CARE:

Airway Management: Secure the airway using means best determined by good
clinical decision making.

See “Appendix 2: Advanced Airway Support Supplement” for guidelines for
current and anticipated clinical needs

Cardiac Monitoring: Apply cardiac monitor as necessary

12-lead ECG’s will only be transmitted for the following:
o STEMI
o On-line medical direction consults, regarding 12-lead ECG

Non-Traumatic Blood Loss: For Severe Blood Loss w/in 3 hours of onset:

Pediatrics
o IV/I0: 15 mg/kg in 250 cc over 10 minutes. Does not need a pump. 1
GM max.



PHYSICIAN PEARLS:
Basics of Pediatric Care:
As a general rule pediatric doses should not exceed adult doses.
e Remember that most doses for Pediatric patients are expressed in mg/kg or
ml/kg, nor pounds. Pay attention to the difference to avoid errors.

Pediatric Hypotension: The definition of pediatric hypotension is based on multiple
factors including age and size. For the purposes of this protocol, it is defined as:

70 + (Age in years x 2) = Systolic B/P or 90 mm hg, whichever is lower.

Proper airway positioning in airway management is essential. Avoid
hyperventilation/hyperinflation with ventilation.

Communications: Notify responding ALS units and receiving hospitals ASAP of
critical pediatric situations.

IV Set selection:

Consider the use a Buretrol for an IV administration set for all medical patients under
8 years of age for fluid admin < 100 cc (excluding saline locks).

Use standard IV sets or blood tubing as needed for trauma patients under 8 years of
age or for fluid admin > 100 cc.

If patient’s weight is unknown, the ACCESS Pediatric Tape should be used. When
the ACCESS Pediatric Tape gives a more specific drug dosage than is listed in
these protocols due to weight, the ACCESS pediatric tape dosage may be used at
the paramedic’s discretion.

GENERAL PEDIATRIC CARE




GENERAL PEDIATRIC CARE

Pediatric Drip Rule of 6’s

To calculate a DRUG infusion, multiply the child’s weight in kg by 6. This amount of
DRUG (in mg) is then added to enough IV solution to equal a total of 100 ml. When
the resulting solution is infused at a rate of 1 ml/hr, it will deliver a dosage of 1
mcg/kg/min.

Pediatric Assessment Triangle
Pediatric patients tend to decompensate as a result of respiratory failure, shock,
or a combination of the two. This can lead to cardiopulmonary failure if not
promptly and adequately treated. The Pediatric Assessment Triangle is a visual
aid to facilitate rapid evaluation of pediatric patients.

Work of
Breathing

N
Circulation & Skin

Appearance



SECTION: PM-02

PROTOCOL TITLE: PEDIATRIC RESPIRATORY EMERGENCIES

REVISED: November 1, 2017

GENERAL COMMENTS: This protocol covers a wide variety of pediatric
respiratory emergencies, particularly asthma, respiratory infections, and croup.

BLS SPECIFIC CARE: See General Pediatric Care Protocol PM-1

Determine patient’s weight or color category on length based resuscitation tape
(ACCESS Pediatric Tape)

Bronchodilators
e Nebulizer
0 Albuterol 2.5 mg / Atrovent 0.5 mg nebulized
= May use DuoNeb™ preparation for initial nebulizer
0 Repeat as needed with Albuterol 2.5 mg
o Do not dilute

e As an alternative May Assist the patient (or family) with his prescribed
“rescue” inhaler. Use a spacer if the patient is prescribed one and has it
available

0 Assisted Inhaler: 2 puffs or number of puffs as prescribed by
the patient's MD

0 Repeat every 5-10 minutes or as prescribed by the patients
MD

0 Use a spacer if available

o0 Hold for HR >200/min

e As an alternative, the patient (or his family) may be allowed to use their

own nebulized medication
0 Hook up oxygen in lieu of a room air “condenser” and run at
6-8 LPM with the patients Hand Held Nebulizer (HHN). The
patient (or family) must prepare it themselves
Stridor

e Determine patient’s color category on length based resuscitation tape
(ACCESS Pediatric Tape)

e Allow patient to remain in his/her position of comfort as they have
assumed this position to maximize the effectiveness of their own
respirations

e Avoid agitating the patient as doing so can cause further deterioration of
the respiratory status

AEMT/O.M. SPECIFIC CARE: See General Pediatric Care Protocol PM-1

Respiratory Support (if appropriate and available)
e Consider Assisted/Intermittent Positive Pressure Ventilation
e CPAP (if available and feasible) : See also Appendix 6
o Medical Control Required if BP less than 90 systolic.

o Initial setting at 5 cmH20, MAX: 10 cmH20

PEDIATRIC RESPIRATORY EMERGENCIES




PEDIATRIC RESPIRATORY EMERGENCIES

ALS SPECIFIC CARE: See General Pediatric Care Protocol PM-1

Bronchodilators
e Epinephrine 1:1000 for patients in severe distress
o IM 0.01 mg/kg for severe refractory bronchospasm
e Magnesium Sulfate (if worsening after above medications)
0 25-50 mg/kg in 100 ml infused over 2-5 min
0 Max2g
Corticosteroid Therapy
e Solu-Medrol
o 1-2 mg/kg IVP
For stridor, suspected croup, and suspected epiglottitis
e Epinephrine Neb (first line)
o0 3 mg (3 ml) epinephrine 1:1,000 nebulized diluted with 3ml
NS for a total of 6 ml
0 Repeat x 2 as needed. Allow 2 minutes between doses.
e Epinephrine 1:1000 for patients in severe distress
o IM 0.01 mg/kg for severe refractory stridor

PHYSICIAN PEARLS:

All respiratory emergency patients shall have continuous ECG monitoring.
It is important to note, “not all asthma wheezes” and “not all that wheezes is
asthma.” The history and physical is key.

Magnesium Sulfate (IV/10) and Epinephrine (IM/SQ) should be used only on
severe patients who are refractory to initial treatments

The predominant cause for stridor in younger children is acute viral
laryngotracheobronchitis (CROUP); although less common, epiglottitis should be
considered as a life threatening cause of stridor however similarly, Albuterol and
Atrovent will not provide benefit to these patients. As noted above, nebulized
epinephrine is the first line treatment for field personnel for these conditions.

For severe respiratory distress (in the absence of congenital heart
defects), normal saline fluid boluses should be administered early (after first
nebulized treatment as beta agonists and epinephrine can cause increased
tachycardia and secondary hypotension. Additionally, with tachypnea, patients
can manifest dehydration secondary to insensible losses of respiration and from
potential underlying illness. Therefore fluid boluses should be administered
liberally with these patients.



SECTION: PM-03

PROTOCOL TITLE: PED ALLERGY/ANAPHYLAXIS

REVISED: June 15, 2021

BLS SPECIFIC CARE: See General Pediatric Care Protocol PM-1

- Determine patient’s color category on length based resuscitation tape
(Broselow Tape)
Epi Pen Protocol (If optional Module not completed)
- Administer epinephrine via auto-injector per State of Idaho epinephrine
auto-injector program guidelines
- In the absence of this training and patient has his/her own epinephrine
auto-injector, the EMT may assist with its administration per the following
guidelines
o Confirm prior to administration:
o Is Epi-Pen prescribed to the patient (Right Patient?)
o Isitan Epi-Pen of the correct dose (Right Dose?)
= Patient weight < 30 kg (66 lbs)?
e Use Epi-Pen Junior: 0.15 mg 1:1,000 epinephrine
= Patient weight > 30 kg (66 lbs)?
e Use Epi-Pen Adult: 0.3 mg 1:1,000 epinephrine
o Isthe Epi-Pen an intramuscular (IM) auto injector (Right route?)
o0 Is the Epi-Pen expired?
- Re-evaluate patient’s sign and symptoms every 5 minutes following
administration. Evaluate for presence adverse effects of epinephrine.
o Chest pain
o Headache
o Palpitations
0 Anxiety/tremors
- Repeat in 10 minutes if no improvement
If signs of bronchospasm are present, consider bronchodilators:

e Option 1: Nebulizer Treatment
o Albuterol 2.5 mg (0.83% in 3 cc)
0 lIpratropium Bromide (Atrovent) 0.5 mg (0.02% in 2.5 cc)
0 May repeat as needed using Albuterol only. May use equivalent
solutions of above medications such as DuoNeb as available
e Option 2: Assist the patient with his prescribed “rescue inhaler.” Use a spacer
if the patient is prescribed one and has it available

0 Assisted Inhaler: 2 puffs or a specific number of puffs as prescribed by
patient's MD

0 Repeat every 5-10 minutes or as prescribed by patient's MD

o0 Hold for HR >150/min

e Option 3: As an alternative, the patient may be allowed to use his/her own
prescribed nebulized medication. Use oxygen in lieu of a room air
“condenser” and run at 6-8 Ipm with the patient’s hand-held nebulizer (HHN).
The patient must prepare it him/herself

PED ALLERGY/ANAPHYLAXIS




PED ALLERGY/ANAPHYLAXIS

AEMT/O.M. SPECIFIC CARE: See General Pediatric Care Protocol PM-1
IV Fluid Resuscitation

- Treat hypotension aggressively with IV crystalloid up at 20 cc/kg repeated
PRN to max of 1000 cc. Hold for s/s of CHF/pulmonary edema or CHF
History

Sympathomimetic
- Epinephrine 1:1000
o Patient weight < 30 kg (66 Ibs): IM: 0.15 mg
o Patient weight > 30 kg (66 Ibs): IM: 0.3 mg
0 Repeat x 1 in 10 minutes if s/s do not significantly improve

ALS SPECIFIC CARE: See General Pediatric Care Protocol PM-1

IV Fluid Resuscitation
- Treat hypotension aggressively with IV crystalloid PRN. Hold for s/s of
CHF/pulmonary edema or CHF History
0 20 cc/kg Boluses repeated PRN.

Sympathomimetics
- Epinephrine Infusion: for persistent (age specific) hypotension and/or
severe refractory s/s
o IV Infusion: 0.05-1 mcg/kg/min, titrate for effect via infusion pump
0 To Mix: 1 mg epinephrine in 250 cc NS bag

- Epinephrine Neb (for laryngeal edema only)
o 3 mg (3 ml) mixed with 3 ml NS for 6ml total epinephrine 1:1,000
nebulized

Antihistamine
- Benadryl (Diphenhydramine)
o IV, IM, 10: 1-2 mg/kg MAX of 25 mg.
o PO: (If available) 25 mg (for mild cases)

- Pepcid (Famotidine) May be used in conjunction with Benadryl
= 1V, 10: 0.5 mg/kg Slow admin Every 12 hours. To a MAX of 20 mg.
May dilute to 100 or 250 cc and administer over 15 minutes.
= PO: (If available) 20 mg (for mild cases)

CAUTION: All patients receiving inhaled beta agonists and/or anticholinergic
medications should be observed for a least one hour following treatment for
return of symptoms.




ALS evaluation is indicated if Epi administered either
PTA or by EMS, and transport strongly encouraged.
Refusals require medical control contact.

PHYSICIAN PEARLS:

Epinephrine Auto injector: EMTs can administer the epinephrine Auto-Injector if it has
been prescribed to the patient. In addition, EMTs may administer an auto injector that
HAS NOT been prescribed to the patient IF they have successfully completed additional
training as required by the Department of Health and Welfare, Bureau of EMS and the
ACCESS Medical Directors.

Epi IM admin Optional Module: EMTs can administer the epinephrine via IM injection
after drawing it from a vial, glass amp, or other container if they have successfully
completed additional training as required by the Department of Health and Welfare,
Bureau of EMS and the ACCESS Medical Directors.

H2 Antagonists: H2 antagonists are adjunctive therapies to Benadryl (with or without
epinephrine) in anaphylaxis & allergic reactions. It is not a stand-alone intervention. If
Benadryl is given for anaphylaxis & allergic reactions, an H2 antagonist should also be
given unless contraindicated. PEPCID is IV/IO ONLY.

Common Presentations: The most common symptoms were urticaria and angioedema,
occurring in approximately 80% of patients. The next most common manifestations were
respiratory symptoms, such as upper airway edema, dyspnea, and wheezing.
Gastrointestinal symptoms occur most commonly in food-induced anaphylaxis but can
occur with other causes as well. Oral pruritus is often the first symptom observed in
patients experiencing food-induced anaphylaxis. Abdominal cramping is also common,
but nausea, vomiting, and diarrhea are frequently observed as well.

Cardiovascular symptoms of dizziness, syncope and hypotension were less common,
but it is important to remember that cardiovascular collapse may occur abruptly without
the prior development of skin or respiratory manifestations.

A comment about FATAL and FOOD based reactions: It is commonly believed that
all cases of anaphylaxis present with cutaneous manifestations, such as hives or
mucocutaneous swelling. In fact, as previously mentioned, up to 20% of anaphylactic
episodes may not involve these signs and symptoms on presentation for emergency
care.

Moreover, a survey of children with food-induced anaphylaxis showed that 80% of fatal
reactions were not associated with cutaneous manifestations. In one study (Sampson et
al) many cases of fatal food-induced anaphylaxis occurred in a biphasic clinical pattern.
In these, mild oral and gastrointestinal symptoms occurred within 30 minutes of food
ingestion. These symptoms resolved, only to be followed 1-2 hours later by severe
respiratory symptoms and hypotension.

Put simply, the many fatal reactions do not present with “skin signs”.

Individuals at greater risk for a fatal reaction include those with asthma, atopic dermatitis
(eczema), a prior anaphylactic history, and those who deny symptoms and therefore
delaying treatment with epinephrine.

PED ALLERGY/ANAPHYLAXIS
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SECTION: PM-04

PROTOCOL TITLE: PEDIATRIC SEIZURES

REVISED: 01MAY2018

BLS SPECIFIC CARE: See General Pediatric Care Protocol PM-01

e Administer oxygen (high flow in the presence of neurological deficits or
altered mental status)

Place patient in recovery position; prevent accidental harm

Anticipate brief combativeness or agitation during the post ictal phase
Obtain BGL and temperature

Determine patient’s color category on length based resuscitation tape
(ACCESS Pediatric Tape)

AEMT/O.M. Specific Care: See General Pediatric Care Protocol PM-01

ALS SPECIFIC CARE: See General Pediatric Care Protocol PM-01

Anticonvulsant Therapies (for the actively seizing patient):
e Diazepam (Valium)
o [IV/10: 0.2 mg/kg administered slowly, repeat every 5 minutes PRN,
max total dose 10 mg
o PR: 0.5 mg/kg, max total dose 10 mg

e Midazolam (Versed)
o IN/IM: 0.2 mg/kg, repeat every 5 minutes PRN, max total dose 10
mg
o IV/10: 0.1 mg/kg, repeat every 5 minutes PRN, max total dose 5 mg

e Lorazepam (Ativan)
o IV/IO/IM: 0.1 mg/kg, repeat in 5-10 min PRN, max total dose of 2
mg

PHYSICIAN PEARLS:
Complete a detailed neurological assessment as patient condition allows.

Obtain a BGL and repeat every 10-15 minutes, as needed. If hypoglycemia is
present, refer to PM-06.

If unable to control seizures after the max dose of any single benzodiazepine,
contact medical control to continue with another benzodiazepine.

PEDIATRIC SEIZURES
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SECTION: PM-05

PROTOCOL TITLE: PEDIATRIC HYPOTENSION AND SHOCK

REVISED: November 1, 2019

GENERAL COMMENTS:

This protocol includes shock and hypotension from a myriad of causes. When
another protocol is more appropriate (i.e. Allergic Reaction) it should be followed
instead.

The definition of hypotension is based on blood pressure. The definition of shock
is based on clinical presentation of hypo-perfusion. Use of good clinical
judgment is essential.

BLS SPECIFIC CARE: See General Pediatric Care Protocol PM-1

AEMT/O.M. Specific Care: See General Pediatric Care Protocol PM-1
IV/10 fluid therapy

e 20 ml/kg fluid boluses over 10 minutes

e Hold for signs of pulmonary edema

e Repeat up to three times as needed to a maximum of 60 ml/kg

ALS SPECIFIC CARE: See General Pediatric Care Protocol PM-1

e Assess and treat underlying cause of shock, if known

Vasopressors: For hypotension and shock refractory to fluids and other
interventions. Titrated to maintain adequate HR, MAP>65 mmHg or 100 mmHg
SBP. A provider must choose the most appropriate vasopressor for the situation.

e Norepinephrine
o IV/IO Infusion: IV/IO: 0.01- 2 mca/ka/min
o Start at 0.1 mcag/kg/min

e Epinephrine
o IV/IO Infusion: 0.05-1 mcg/kg/min

o Firstline agent for treatment of persistent hypotension during
anaphylactic shock.

e Dopamine
o IV/IO Infusion: 2-20 mcg/kg/min

o Start at 5 mcg/kg/min

PEDIATRIC HYPOTENSION AND SHOCK




PEDIATRIC HYPOTENSION AND SHOCK

PHYSICIAN PEARLS:
Pediatric Vasopressor Infusions should be administered by IV Pump
Pediatric Hypotension: The definition of pediatric hypotension is based on
multiple factors including age and size. For the purposes of this protocol, it is
defined as:

70 + (Age in years x 2) = Systolic B/P or 90 mm hg, whichever is lower.

Fluid administration use should be used with caution in pediatric patients with
severe congenital heart defects.



SECTION: PM-06

PROTOCOL TITLE: PEDIATRIC HYPER/HYPOGLYCEMIA

REVISED: June 15, 2021

GENERAL COMMENTS: Symptomatic hypoglycemia is defined as BG < 60
mg/dl with an altered LOC.

BLS SPECIFIC CARE: See General Pediatric Care Protocol PM-1

If hypoglycemia is confirmed by glucometry: (BG < 60 mg/dl with symptoms):
o Infant/ Pediatric BG = < 60 mg/dl with symptoms
0 Newborn/Neonate (< 28 days) = See Protocol PM-10

Simple carbohydrates/sugars:

e |If the patient can hold a cup or plate without assistance (or fed by bottle or
breast), and can swallow without difficulty, encourage the patient to
consume simple carbohydrates.

e Attempt to document volume of food/liquid ingested (as appropriate). If
grams of sugar are known, document this as well.

e Oral Glucose

o If simple carbohydrates are not readily available or not feasible

o Only if patient retains an intact and self-maintained airway

0 5-45 g of glucose paste administered orally (providing the patient
can swallow on command). Glucose paste may be mixed in a liquid
to make it more palatable for the patient. The EMT may stop
administration when the patient returns to a full state of awareness
and baseline status. NOTE: A full 45 g is not likely to be needed

AEMT/O.M. Specific Care: See General Pediatric Care Protocol PM-1

Fluid Resuscitation
e |If BG >300, give 20ml/kg fluid bolus 1 time.

ALS SPECIFIC CARE: See General Pediatric Care Protocol PM-1

If BG>300 (hyperglycemia):
e Cardiac Monitoring is indicated
¢ Fluid Resuscitation as needed if Hypotensive.
o IV/I0: 20ml/kg fluid bolus
0 Hold for s/s of pulmonary edema
0 May repeat up to 3 times to a max of 60 ml/kg

PED HYPER/HYPOGLYCEMIA
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If BG<60:
e Dextrose (D10%)
o IV/10: 5 ml/kg slow IV/IO push.
o Re-evaluate and repeat PRN

e Glucagon IM:
o If unable to obtain IV/IO access
o 0.02 mg/kg
0 Maximum of 1 mg (Unit)

PEDIATRICS DO NOT FALL UNDER NORMAL TREAT & RELEASE
GUILDLINES DUE TO AGE. CONTACT MEDICAL CONTROL FOR T/R

PHYSICIAN PEARLS:

Altered Mental Status (AMS) patients should have a BG assessed, regardless of
history of diabetes. Hypoglycemia, particularly in children, can occur from many
causes.

It is important to rule out other causes for altered mental status. This particularly
includes, but is not limited to:

e Stroke

e Overdose/Medication error

e Closed head injury from falls or other causes.

e Sepsis

An inadequate amount of glucose for heat production, combined with profound
diaphoresis, many hypoglycemic patients are at risk for hypothermia. Keep
patient warm.

Diabetics ages <12 and >65 tend to be more difficult to regulate.

The absence/presence of SZ during hypoglycemia should be assessed, and if
present transport should be strongly encouraged.




SECTION: PM-07

PROTOCOL TITLE: PEDIATRIC PAIN CONTROL

REVISED: May 01, 2022

GENERAL COMMENTS: Pre-hospital EMS is committed to the relief of pain and
suffering in patients with acute painful conditions. Given the circumstances,
complete resolution of pain may be an unachievable goal. It is therefore an
acceptable goal to make pain more tolerable until definitive care can be
rendered.

Providers at all levels should take a multi-faceted approach to pain control. Pain
is often complex and multidimensional, and thus treatment should be
individualized for each patient. Providers must be aware of the pharmacology
and possible complications with every analgesic in the protocols. Documentation
is essential before and after analgesic administration, and monitoring needs to be
constant for changes in condition.

ALS Providers should consider decreased dosage or prolong administration
intervals of sedative or analgesic medications in higher risk populations such as
altered mental status, traumatic head injury, recent use/administration of other
sedative medications, elderly, or known/suspected hypersensitivity.

BLS SPECIFIC CARE: See General Pediatric Care Protocol PM-1

e Treat underlying injury or illness as appropriate

e Consider use of splinting, elevation, ice packs, padding, breathing
techniques, good communication or the use of family members to assist in
calming or alleviating pain

e Length based resuscitation tape (ACCESS Pediatric Tape) may be helpful
in determining patients’ weight

AEMT/O.M. Specific Care: See General Pediatric Care Protocol PM-1

ALS SPECIFIC CARE: See General Pediatric Care Protocol PM-1

General comments about analgesics: DO NOT administer/discontinue
administration if hypotensive. Hypotension is defined as:

70 + (Age in years x 2) = Systolic B/P or 90 mm hg, whichever is lower.

Consider use of anti-emetics with administration of analgesics especially in the
setting of trauma or known sensitivity.

PEDIATRIG PAIN GONTROL
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Analgesia
If unable to control pain after max dose of any single analgesic,
call medical control to continue with another analgesic.

e Fentanyl
o IV/IO/IM/IN: 1-2 mcg/kg initial dose (max initial dose 75
mcg)
o Give slowly over 2 minutes (with the exception of IN
route)

o May repeat every 10 minutes as needed with 1 mcg/kg
(max total dose of 150 mcg)
e Morphine sulfate
o IV/IIM/IO: 0.1 mg/kg as initial dose (max initial dose 5 mg)
o Give slowly over 2 min
o May repeat every 10 minutes as needed with 0.05 mg/kg
(max total dose of 15 mg)
©)
e Ketamine Hydrochloride IV/IM/IO (do not use in patients under 1 year of
age)
o IV/I0: 0.2 mg/kg (Max single Dose 30 mg)
o Dilute to at least 10 ml and give slowly over 2
minutes
o May repeat every 20 minutes as needed.
o IM:0.5mg/kg
o Repeated every 30 minutes PRN
o Max single dose 50 mg



PHYSICIAN PEARLS:

e If unable to control pain after max dose of any single analgesic,
e call medical control to continue with another analgesic.

As with most sedatives/analgesics, IV/IO route is the preferred route of administration if
possible due to ability to administer slowly and titrate dosage.
¢ Do not use Ketamine in pediatrics under 1 year of age

Pain Rating Scale™ Masby
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SECTION: M-08

PROTOCOL TITLE: Adult Vomiting/Severe Nausea/Vertigo

REVISED: December 01, 2022

GENERAL COMMENTS: Nausea and vomiting are general complaints that can
have any number of underlying causes. Care should be taken to screen for
significant pathology and treat accordingly. An emphasis on a complete
neurologic exam is paramount.

BLS SPECIFIC CARE: See adult General Medical Care Protocol M-1

Antiemetics:
e Zofran (Ondansetron)
o ODT: 4mg

o Repeat one time in 10 minutes, if needed

AEMT/O.M. SPECIFIC CARE: See adult General Medical Care Protocol M-1
ALS SPECIFIC CARE: See adult General Medical Care Protocol M-1

Antiemetics:
e Zofran (Ondansetron)
o IV/IM/IO: 4 mg
o Repeat one time in 10 minutes, if needed

e Benadryl (diphenhydramine) IV/IM/I1O:
o IV/IM/IO: 25-50 mg

e Droperidol (Inapsine)
o IV/I0: 0.625 mg — 1.25 mg, repeat every 5-10 minutes PRN, max
total dose 5 mg
o IM: 2.5 mg, repeat once in 5-10 minutes PRN, max total dose 5 mg
o Hold for history/suspicion of prolonged QT syndrome, Torsade de
Pointes, or EPS/Dystonia.

PHYSICIAN PEARLS:

Care should be given when administering medications with sedative
properties to patients who may have consumed alcohol or are receiving other
CNS depressants.

Nausea can mask many pathologies. All providers are responsible to
investigate and consider differential pathologies when giving anti-emetics.

ADULT VOMITING/NAUSEA/VERTIGO
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SECTION: PM-09

PROTOCOL TITLE: PEDIATRIC TOXICOLOGICAL
EMERGENCIES

REVISED: November 1, 2021

GENERAL COMMENTS: This protocol directly supplements protocols
R-1 through R-10 (Adult Toxicological Emergencies.)

BLS SPECIFIC CARE: See General Pediatric Care Protocol PM-1

Scene safety:
e Ensure law enforcement is on scene for traditional overdoses
e Wear appropriate PPE including respiratory and topical skin
protection
e Request HAZMAT for suspected toxic exposure, such as meth
labs, chemical mishaps, and topical poisons
In addition to standard medical history obtain:
e Name of ingested substance
e Quantity ingested
e Time of ingestion
e Has vomiting occurred?
Basic BLS assessments and V/S every 15 minutes unless unstable, then
reassess and V/S every 5 minutes
e Assess a Blood Glucose. Treat as appropriate. See Pediatric
Hypoglycemia Protocol (PM-06)
e Obtain Temperature
All toxicological emergencies shall receive ALS evaluation.

Patients with respiratory complaint or abnormality should receive
supplemental oxygen, regardless of oxygen saturation. Assist
ventilations as needed

Restraints may be used for patient and/or rescuer safety

Suspected (symptomatic) opiate ingestion:

e Oxygenation: Initiate basic airway/oxygenation/ventilation
maneuvers prior to opioid antagonists. Some opiate overdose
patients will respond well to simple assisted ventilations.

e Narcan (naloxone)

o IM/IN: 2-8 mg. Repeat as needed to a maximum of 10 mg
if IV access is unavailable.

o If patient has obviously aspirated, consider bypassing
Narcan and manage airway if required.

o Do not delay basic care (i.e., Airway positioning, ventilations, or CPR)
waiting for Naloxone availability or for Naloxone to take effect.

PEDIATRIC TOXKICOLOGICAL EMERGENCIES
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AEMT/O.M. Specific Care: See General Pediatric Care Protocol PM-1

Suspected (symptomatic) opiate ingestion:
e Narcan
o IV/10: 0.01 - 0.05 mg/kg to max single dose of 2 mg. Administer
slowly. Repeat as needed every 1-2 minutes to a maximum of
10 mg.
o If patient has obviously aspirated, consider bypassing Narcan
and manage airway as required.
o IV/IO in cardiac arrest: 2 mg

ALS SPECIFIC CARE: See General Pediatric Care Protocol PM-1

12 Lead ECG for all pediatric toxicological emergencies.
Seizures secondary to toxic ingestion:
e Follow Pediatric Seizure Protocol (PM-4)

Hypotension secondary to toxic ingestion:
e Follow Pediatric Hypotension and Shock Protocol (PM-5)

Suspected TCA overdose: (do not administer Amiodarone)

e Sodium Bicarbonate for hypotension, arrhythmia, QRS >100 ms
o IV:1meqg/kg IV
o Re-bolus in 5-10 min at 1 meqg/kg if s/s persist

e Magnesium Sulfate (for Torsades REFRACTORY to sodium
Bicarbonate)
o IVN0O: 25-50 mg/kg in 100 ml Buretrol over 2-5 minutes, MAX 2
GM
Calcium channel blocker/beta blocker ingestion
e Calcium Chloride (for Calcium Channel Blockers Only)
o IV (Slow): 20 mg/kg over 10 minutes until s/s improve

e Glucagon
o IV, IM, SQ: 0.1 mg/kg to a max of 1 mg every 5 minutes as

needed and as available
o Do not use diluents (e.g., propylene glycol) supplied with
single use kits. Use Normal Saline instead

e Epinephrine Infusion
o 0.1-2 mcg/kg/min, see drug index

Organophosphate Exposure
e Atropine Sulfate
o IV/IO/IM: 0.05 mg/kg, repeated PRN for continued
symptoms



Hyper-dynamic drug ingestion/exposure (with active s/s)

Diazepam (Valium)
o IV/IO/IM: 0.2 mg/kg every 5-10 min PRN to a max of
10 mg
Midazolam (Versed)
o IV/IO: 0.1 mg/kg every 5-10 min (over 2-5 minutes if
V). Maximum dose of 2.5 mg
o IN/IM: 0.2 mg/kg repeat every 5 min PRN. Ifno IV
access is available (Max 5mg)

EPS:

Benadryl (Diphenhydramine)
o IV/IM: 1 mg/kg IVP max of 25 mg

PHYSICIAN PEARLS:

The following are high risk toxicological situations that should be
evaluated at a hospital regardless of clinical stability. These are the
substances that, for a variety of reasons, result in the highest ICU
admissions.

Any situation where 2 or more agents/drugs may be involved
(Poly-Pharmacy ingestion). 44% of fatal pediatric overdoses
involve more than one substance
Iron Ingestions (as little as 20-60mg/kg) Iron ingestions may
present with a latent period at about 1-6 hours with cardiovascular
collapse occurring 12-24 hours post ingestion. Commonly found
in OTC supplements, iron ingestions are a leading cause of
pediatric fatal ingestion
Hyper-dynamic Drug Ingestions/Meth Lab exposures
Antidepressants of any type: Tricyclic Antidepressants (TCAS)
are especially high risk
Anticonvulsants
Digitalis (Nightshade) or Digitalis containing substances.
(Digoxin)
Opiates
Hydrocarbon-based household products:

o Gasoline, kerosene, etc.

o Gases & fumes (huffing)
Alcohols (any type): Alcoholic Beverages, Wood Alcohol,
Isopropyl alcohol, Etc.
Benzodiazepines
Aspirin
Cleaning substances

PEDIATRIC TOXKICOLOGICAL EMERGENCIES
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In addition to the above substances, the following situations and
symptoms are also worrisome with suspected toxic ingestion and should
be transported to the hospital.

e Sudden onset of:
Abdominal pain
Nausea
Vomiting
Seizures
Coma
Decreased LOC
Bizarre behavior
Abnormal walking gait
e Sudden onset of unexplained illness
e Bizarre, incomplete, evasive history
o Suspect abuse, neglect, or illegal activity
e Pediatric patient with cardio-respiratory distress

O O O O O O O O



SECTION: PM- 10

PROTOCOL TITLE: General Newborn Care

REVISED: June 15, 2021

GENERAL COMMENTS: A newborn infant, or neonate, is a child under 28
days of age (WHO Guidelines). Care is focused around an Assessment—
Action —Reassessment Cycle. These Critical re-assessments are done every
30-60 seconds (referred to as the “Golden Minute”), moving up and down the
Inverted Pediatric Pyramid as needed.

BLS SPECIFIC CARE: See General Pediatric Care Protocol PM-1

Critical Assessments
- Critical reassessments include:
= Heart Rate
= Respiratory Effort/Vigor
= Peripheral and Central Perfusion
Critical Interventions
- Heat Conservation and Stimulation
= Dry, warm and use “Port-a-warm Mattress”
= Tactile Stimulation (rub back)
= Place in plastic wrap/bag over extremities and trunk. Leave
head/airway assessable.
- Oxygenation and Ventilations
= Ventilation with a properly fitting mask is the single most
important intervention, and may prevent further deterioration
is promptly administered.
= Titrated O2 (See Pearls)
= Properly pad under shoulders to maintain good airway
alignment
- Chest Compressions: 3 compressions:1 ventilation ratio
= |Initiate for complete cardiac arrest and for HR <60 refractory
to Drying, warming, stimulation, oxygenation and ventilations
= “Two thumb” method is preferred.

AEMT/O.M. Specific Care: See General Pediatric Care Protocol PM-1
- Advanced airway placement in a newborn or pre-term neonate should be
deferred to ALS providers or specialists.

ALS SPECIFIC CARE: See General Pediatric Care Protocol PM-1

Oxygenation and Ventilation
= ETT placement for patient’s refractory to BLS measures.
= Trans-tracheal suction of meconium prior to ventilation.
= OG to decompress stomach

GENERAL NEWBORN CARE
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Pharmacologic therapy:
- Epinephrine:
= Indicated if heart rate remains < 60 bpm despite adequate
ventilation with 100% oxygen and chest compression
= IV/IO:
o 0.01-0.03 mg/kg 1:10,000 every 3-5 minutes as
needed

- Dextrose 10%: For neonatal hypoglycemia. (BG < 40 mg/dl)
= |V/IO: 5 ml/kg slow IV/IO push.
= Re-evaluate and repeat PRN

- Narcan (naloxone)
= 0.1 mg/kg
= Do not administer to newborn of a mother with history of
narcotics dependence
» Indicated if both of the following are present:

o Continued respiratory depression after positive
pressure ventilation has restored normal heart rate
and color

o0 History of maternal narcotic administration/ingestion
within the last 4 hours

Fluid therapy: IV/IO
- IV/IO Crystalloids
» Indicated if neonate appears to be in shock, there is
evidence of blood loss (e.g. placental abruption/previa or
blood loss from umbilical cord, or exceptionally pale
appearance) and is unresponsive to resuscitation
= 10 ml/kg normal saline over 5-10 minutes
= Administer a second dose if necessary



2020 Neonatal Care/Resuscitation
(for reference only)

Neonatal Resuscitation Algorithm

Antenatal counseling
Team briefing and equipment check

v

Birth
™
Infant stays with mother for routine
Term gestation? care: warm and maintain normal
Good tone? temperature, position airway, clear
Breathing or crying? secretions if needed, dry.
Ongoing evaluation
p -
o Warm and maintain normal temperature,
= position airway, clear secretions if
£ — needed, dry, stimulate
E AN
Apnea or gasping? Labored breathing or
HR below 100/min? persistent cyanosis?
- g
( PPV 0 Position and clear airway
Spo, monitor Sp0, monitor
Consider ECG monitor Supplementary O, as needed
Consider CPAP
« _—
| Postresuscitation care
| Team debriefing
-

Ventilation corrective steps if needed

‘ Check chest movement
ETT or laryngeal mask if needed

Targeted Preductal Spo,
After Birth

1min 60%-65%
2min 65%-70%
3min 70%-75%
Intubate if not already done 4min 75%-80%

Chest compressions .
Coordinate with PPV 5 min 80%-85%
100% O, 10min 85%-95%

ECG monitor

Consider emergency UVC

IV epinephrine
If HR persistently below 60/min
Consider hypovolemia J

Consider pneumothorax
© 2020 American Heart Association
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PHYSICIAN PEARLS:

A newborn infant, or neonate, is a child under 28 days of age (WHO Guidelines). Basic Newborn
Care is focused around respiratory support with prevention and treatment of hypothermia and
hypoglycemia close seconds.

Be Prepared: Always be prepared for resuscitation at childbirth. Risk factors, while important,
are poor predictors of birth asphyxia. Up to half of newborns that require resuscitation have no
identifiable risk factors before birth. Every birth should have at least one person dedicated to
newborn care, if possible. Consider extra resources early.

Heart Rate: During resuscitation, an increase in the newborn’s heart rate is considered the most
sensitive indicator of a successful response to each intervention. Therefore, identifying a rapid,
reliable, and accurate method to measure the newborn’s heart rate is critically important.
e EKG monitoring is considered more reliable than SPO2 for monitoring HR, when
available.

Oxygen Administration: Even in healthy newborns, it may take 10 minutes to reach “normal”
SPO2 after birth. Therefore oxygen administration should be based on

heart rate and vigor, rather than SPO2 in the first few minutes of life. Targeted Pre-Ductal SPO2
Even brief exposure to high flow O2 may be problematic. It is After Birth
permissible, and occasionally preferred to provide ventilation on room air. | 1 min 60-65%
Oxygen administration should be titrated to “Pre-ductal SPO2” in the 2 min 65-70%
vigorous infant. 3 min 70-75%
. . oo . 4 min 75-80%

Compressions: Compressions are indicated for HR < 60 despite : “aro
. - . . . 5 min 80-85%
interventions. The 3:1 ratio is considered standard practice for newborn .

o . i . o 10 min 85-95%
resuscitation. It is still suggested that compressions and ventilations be

coordinated to avoid simultaneous delivery. The chest should be allowed to re-expand fully during
relaxation, but the rescuer’'s thumbs should not leave the chest. The “2-thumb” technique
generates higher blood pressures and coronary perfusion pressure with less rescuer fatigue, the
2 thumb-encircling hands technique is suggested as the preferred method. If the patient requires
compressions, then 100% SPO2 should be administered regardless of SPO2.

Heat Retention: Newborns lose heat rapidly and need to be kept warm to decrease oxygen
demands and prevent metabolic acidosis. In resource-limited settings, simple measures to
prevent hypothermia in the first hours of life (use of plastic wraps, skin to-skin contact, and even
placing the infant after drying in a clean food-grade plastic bag up to the neck) may reduce
mortality.

ETT/LMA placement: When dealing with such a short trachea, remember that movement less
than 1 centimeter in airway position can result in inadvertent extubation. Consider immobilization
of entire head and neck to protect tube placement.

Meconium Staining: “Routine” intubation for tracheal suction is no longer suggested because
there is insufficient evidence to continue this recommendation. Appropriate intervention to support
ventilation and oxygenation should be initiated as indicated for each individual infant. This may
include intubation and suction if the airway is obstructed. Discard the ET tube used to suction
the meconium and intubate with a clean ET tube.

Delayed cord clamping: 2020 guidelines suggest delayed cord clamping after 30 seconds is

reasonable for both term and “late” preterm infants who do not require resuscitation at birth.
Delayed clamping may reduce need for hemodynamic support. Those who require resuscitation
should have their cord clamped and cut immediately to facilitate resuscitation.



APGAR score: Perform 1 and 5 minute APGAR assessment

Blue/Pale

Peripheral Blue

Sign 0 1 2
Heart Rate Absent <100 >100
Respirations Absent Slow, ineffective, | Good and Crying
irregular
Muscle Tone/ Limp Some Flexion Active Motion
activity
Reflex Irritability None Grimace Cough or sneeze
/Grimace Pulls away
Color Central Cyanosis Central Pink Completely Pink

Assess baby’s risk for requiring resuscitation

Provide warmth

Position, clear airway (if required)

Dry, stimulate to breath

Give supplemental oxygen (as required)

Assist ventilation with positive pres-

Intubate the trachea

Provide chest compressions

Administer
medications

GENERAL NEWBORN CARE
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APPENDIX

APPENDIX: 01
TITLE: BASIC AIRWAY SUPPORT PROCEDURES

REVISED: November 1, 2021

I. BASIC OXYGEN ADMINISTRATION

Supplemental oxygen shall be administered to all patients at risk for hypoxia/hypoxemia.
Current AHA guidelines also recommend supplemental oxygen administration for
patients with SPO2 < 94% unless otherwise contraindicated.

Adjunct Flow Rate
Nasal Cannula/ETCO2 NC 1-6 L/min
Simple Mask 8-10 L/min
Non-Rebreather Mask 10-15 + L/min
Bag-Mask w/ Reservoir 10-15 + L/min

If hypoventilation is present, utilize bag/mask to insure adequate ventilation and
oxygenation.

Other devices, such as a trach mask, venture mask, vapotherm cannula, or other device
may also be used based on clinical judgment and presentation of the patient.

Adjustments may be made to flow rates, etc based on clinical judgement and
circumstances (ex. Apneic Oxygenation, HF Nasal Cannula)

[I. BASIC VENTILTORY SUPPORT

If supplemental oxygen support is inappropriate, ineffective, or impractical, and the
patent is considered to be at risk for hypoventilation, hypoxia, or respiratory
failure/compromise, then respiratory support be indicated. Interventions include, but are
not limited to,
¢ Intermittent Positive Pressure Ventilation (IPPV) using a bag valve manual
resuscitator with a traditional face mask, an intra-oral mask (IOM), ETT, other
advanced airway (i.e., supra-glottic airways) mechanical ventilator, or to a
tracheostomy tube.
e PEEP
CPAP (See Appendix 6)

When possible, providers should maintain strict ventilatory discipline to reduce adverse
hemodynamic effects and baro-trauma, particularly during cardiac arrest, low perfusion
states, and those with fragile respiratory anatomy (i.e. Asthmatics, COPD).

Providers should adjust mechanical ventilatory support based on the measured SPO2,
ETCO2, and patient-ventilator synchrony/compliance. As spontaneous ventilation
becomes more efficient and as concurrent medical conditions allow, the level of support
may be adjusted.

BASIC AIRWAY SUPPORT
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BASIC AIRWAY SUPPORT

[ll. PULSE OXIMETRY

Pulse Oximetry (SPOZ2) is a useful clinical tool in the care of patients. Supplemental
oxygen should be considered for patients who are at risk of hypoxemia while avoiding
the negative effects of hyperoxia. Therefore, supplemental oxygen administration should
be initiated for patients with an SPO2 < 92% or who are at risk for decompensation.
Supplemental oxygen should be titrated to maintain an SPO2 of 92-96% to avoid
hyperoxia.

SPO2 is not a perfectly reliable indication of oxygenation or perfusion status and findings
should always be clinically correlated. Indicated SPO2 may be delayed (“Saturation
Lag”), especially by poor perfusion.

NOTE: Hemoglobin binding gases (CO, etc.), acidosis, and low peripheral perfusion
may give false high or low pulse oximetry data.

IV. EXPIRED CO2 MONITORING
Expired/End Tidal CO2 (ETCO2) monitoring shall be utilized and documented on all
patients with an advanced airway patient using the most appropriate device available.

ETCO?2 is a useful adjunct for determining perfusion and measuring expired C02 in the
intubated patient. Correctly interpreted end tidal volume capnometry is an excellent
method of confirming correct ETT placement. It is a reliable method, but it is only a tool
and has several limiting factors in its interpretation.
Some factors that can cause false or misleading readings are:
e Pulmonary shunt — limits the perfusion of available lung parenchyma causing
poor gas exchange
¢ Hypovolemic shock — limits available hemoglobin for gas exchange by limiting
pulmonary perfusion and circulating RBC’s
e Cardiogenic shock — poor gas exchange from limited perfusion of blood through
the lungs
¢ Neurogenic shock — limits available hemoglobin for gas exchange by limiting
pulmonary perfusion
e Lack of CO2 production —i.e. cellular death
e Tube dislodgement, kinking, obstruction

The major limitation of any ETCO2 is the user, not the device. Appropriate decision-
making must utilize all available information and good judgment. In the intubated patient
with good breath sounds, fogging of the tube, equal chest excursion and direct
visualization of the cords with observation of the tube passing between them, a low (but
otherwise present waveform reading with ETCO2 is not an absolute indication for
extubation.

Conversely, an absent or inability to obtain a waveform/other ETCO2 indication (i.e.,
Colorimetric ETCO2) is always suspicious for misplaced ETT. It is, however, always
appropriate to recheck ETT placement through multiple independent means if any
guestion of patency or placement arises and extubate promptly if ETT placement cannot
be satisfactory confirmed.



APPENDIX

IV. USE OF PEEP WITH VENTILATION O 1

Positive End Expiratory Pressure (PEEP) should be considered in patients receiving
artificial ventilation, of ventilation, of all age groups; to increase alveolar recruitment,
reduce risk of repetitive alveolar collapse injury, and increase oxygenation. It may be
applied either via a “PEEP” valve on a Bag-Valve-Mask device or with a mechanical
ventilator.

Patients presenting with the following history or signs may benefit from PEEP:
. Conditions prior to respiratory arrest that would indicate CPAP (but it is
not available).
o See Appendix 6: CPAP

. Hypoxia

. Lung disease prior to intubation such as ARDS or COPD

. Suspected atelectasis (alveoli collapse)

. Extended duration of artificial respiration such as interfacility transfer
(Greater than 30 minutes)

. Pulmonary contusion or flail chest

. Drowning and Aspiration related conditions.

. Congestive Heart Failure.

PEEP is (relatively) contraindicated with:
. Untreated Pneumothorax

Special Considerations with PEEP

. Patients should be monitored closely for pneumothorax.

. Hypotension (Systolic BP less than 90)

. The airway should be monitored closely for the need to suction.

. Higher levels of PEEP can decrease ETCO2.

. Monitor for stacked breaths (Auto-PEEP) due to incomplete exhalation.

. Decreased tidal volumes are often required to achieve adequate chest
rise with PEEP.

. Nebulized medications can be administered during PEEP use.

BASIC AIRWAY SUPPORT
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APPENDIX

APPENDIX: 02
TITLE: Advanced Airway Support Supplement O 2

REVISED: May 01, 2022

BACKGROUND:

The purpose of this supplement is to provide a holistic approach to advanced airway
management. Known as broadly as Rapid Sequence Induction (RSI), Delayed
Sequence Intubation (DSI)*, Crash Airway Procedures (CAP), Medicated Assisted
Intubation (MAI), etc., Advanced airway management is complex, requiring dynamic
clinical judgement and teamwork from all providers on scene to achieve the best
outcome possible.

* “Delayed Sequence Intubation” is the specific strategy where the intubation (or other
advanced airway) is delayed/slowed until aggressive preoxygenation and hemodynamic
resuscitation occurs in patients whom emergency airway management would be
otherwise unsafe due to the risk of decompensation, hypoxemia and hypotension.

INDICATIONS
Indication for advanced airway management include:

o Failure to oxygenate

e Failure to Ventilate

e Failure to maintain the airway

o And based on anticipated clinical course (anticipated failure of any of the above)

Specific examples of circumstances (not all inclusive) which may necessitate
pharmacological agent use during airway management:

e |solated head trauma

e Cerebrovascular accidents

e Multiple system trauma

e Overdose

e Status epilepticus

e Acute pulmonary edema

e Respiratory failure

e Severe burns (with suspected airway/respiratory involvement)

The above indications are applicable in instances that it becomes necessary to manage
severe respiratory distress, optimize airway protection, hyperventilate for central nervous
system lesions, or to provide ventilatory assistance in the presence of hypoventilation and
hypoxia when other means of doing so are ineffective or contraindicated.

ADUANGED RIRWRY SUPPORT
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M. MEDICATIONS

MEDICATIONS (not all inclusive): The use of medications to assist in intubation is both lifesaving and
risky. Pharmacological agents should be used to assist the paramedic in performing advanced airway
management in patients who are difficult to manage due to excessive gag reflex, combativeness, or
other factors; and in instances where protecting the airway is a potentially life-saving maneuver.

The choice of medications (to include timing and doses) should be selected with the patient’s clinical
situation in mind with the goal of minimizing or avoiding adverse effects (such as hypotension) and
outcomes (such as peri-airway arrest). The paramedic should be thoroughly familiar with ALL DRUGS
DISCUSSED WITHIN THIS SECTION.
a. Sedative Hypnotics. To be used before paralyzing agents as an induction agent alternative to
ketamine.

e Etomidate (Amidate): for adults and children greater than two years of age

i. ADULTS and PEDS IV/10: 0.2 — 0.4 mg/kg

b. Dissociative Anesthetic. To be used before paralyzing agents as an induction agent alternative
to etomidate. Also may be used for post-airway analgesia if contraindications exist to standard post
airway management (i.e. opioids and benzodiazepines).
e Ketamine: Ketamine is an ideal induction agent as has the least effect on airway
reflexes and respiratory drive. IV/IO onset is rapid (30-60 seconds)
I. ADULTS and PEDS IV/IO: 1-2 mg/kg SLOW IV push over at least one minute
(ideally two to three minutes) prior to paralytic administration. Repeat at 0.5-1
mg/kg as needed to achieve / maintain disassociation.
e Rapid administration should be avoided as this may cause laryngospasm and
apnea.
Neuromuscular Blocking Agents: Paralytics should never be used without adequate
sedation/analgesia.
e Succinylcholine chloride (Anectine):
i. Pre-Airway: To be used after etomidate or ketamine
ii. Post-Airway: Should not be used to post-airway paralysis except as a last
resort.
iii. ADULTS (IV/10): 1-2 mg/kg, repeat one time only
iv. PEDS (IV/10): 1-2 mg/kg for children, 2 mg/kg for infants
e Rocuronium bromide (Zemuron):
i. Pre-Airway: To be used as an alternative to succinylcholine when clinically
indicated.
ii. Post-Airway: long-acting paralytics are to be used only after the airway is
secured and confirmed.
iii. ADULTS and PEDS (IV/IO): 1mg/kg, repeat PRN
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Pre-Airway: To only be used as an alternative to rocuronium or
succinylcholine when clinically indicated.

Post-Airway: long-acting paralytics are to be used only after the
airway is secured and confirmed.

ADULTS and PEDS IV/10: 1mg/kg, repeat PRN

d. Benzodiazepines (BZD).
a. Midazolam (Versed)

Versed is the preferred benzodiazepine in the post-intubation setting:
ADULTS IV/IO/IM: 0.5-5 mg, max total dose 10mg
PEDS IV/IO: 0.1-0.2 mg/kg, max single dose 5 mg, max total dose 10 mg

b. Diazepam (Valium):

ADULTS IV/IO/IM: 5-10 mg, repeat PRN, max total dose 20 mg
PEDS IV/IO: 0.2-0.3 mg/kg, repeat PRN, max total dose 20 mg

c. Lorazepam

ADULTS and PEDS (IV/10): 0.05 mg/kg, titrate to sedation, repeat at 10
minutes PRN, max single dose 2 mg, max total dose 4 mg

e. Opiates. Cautionary use with hypotension:
a. Morphine Sulfate (MS)

ADULTS (IV/IO/IM): 0.1 mg/kg initial dose, repeat at 0.05mg/kg every 10
min PRN, max single dose 10 mg, max total dose 20 mg

PEDS (IV/IM/IO): 0.1 mg/kg, repeat at 0.05 mg/kg every 10 min PRN,
max single dose 5 mg, max total dose 15 mg

b. Fentanyl, (Sublimaze)

ADULTS (IVIIO/IM): 1 mcg/kg initial dose, repeat every 10 min PRN, max
single dose 100 mcg, max total dose 200 mcg

PEDS (IV/10): 1 mcg/kg, repeat every 10 min PRN, max single dose 75
mcg, max total dose 150 mcg

f. Other Medications. Used in specific situations:
a. “Push Dose” Epinephrine 1:100,000 to treat peri-airway management
hypotension, and as a bridge to vasopressor infusions in peri-airway
management.

To Mix: 1 ml (0.1 mg) of 1:10,000 Epinephrine (“Cardiac Arrest Epi”) in a
9 ml NaCL Flush for a 10 mcg/cc concentration. LABEL SYRINGE.
IV/10: initial dose of 20 mcg (2 ml) followed by 5 mcg (0.5 ml) repeated 2-
3 minute as needed for hypotension and/or bridge to infusion (if
appropriate).
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V. PROCEDURE:

a. Plan
a. Treat every airway as a potentially difficult airway
b. Have a plan A, B, and C (See Section V)
c. Make sure the team “knows the plan”
d. Anticipate Problems: These conditions (AKA HEAVEN criteria) have been shown to
significantly increase the likelihood of difficult airway.
i. Hypoxemia,
ii. Extremes of size,
iii. Anatomic abnormalities,
iv. Vomit/blood/fluid,
v. Exsanguination
vi. Neck mobility issues
b. Preparation
a. Ensure adequate oxygenation while preparation occurs
b. Have the following ready:
c. Bag-valve-mask connected to functioning oxygen delivery system
d. Working suction with tubing and suction tip attached
e. Full Intubation set to include:
i. Endotracheal tube(s) with stylet, syringe and intact cuff and ETT
ii. Laryngoscope with blades and bright light source.
iii. Scalpel (full cricothyrotomy kit preferred)
iv. Alternative airway (i.e. SGA, LMA if available and appropriate)
v. Endotracheal tube introducer (AKA the “bougie”, Flexiguide)
vi. Anticipated pharmacological agents
vii. Manpower to adequately manage the patient in the event of desaturation or other
adverse event (i.e. Cardiac Arrest) .
viii. Check to be sure that a functioning, secure vascular access device (IV or 10) is
in place.
e Note: If unable to establish IV or IO access certain drugs may be given IM
instead
ix. Cardiac monitor, ETCO2, and SPO2. Be alert for the possibility of bradycardia or
other dysrhythmias. Bradycardia and desaturation can be peri-arrest indicators.
f. Alternative Airway (i.e. SGA, LMA if available and appropriate)
g. Cricothyrotomy kit
h. Assess the patient for likelihood of successful intubation and need for definitive airway,
and the feasibility of alternative methods (Nasal ETT, SGA, LMA, BVM use only).
i. Ensure adequate oxygenation, with a BVM or CPAP if required, while preparing the
equipment.
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Positioning
a. ldeally, position the patient ‘head up’ at 30 degrees (or more),
with auditory meatus above the jugular notch. This is optimal
intubation position and reduces vomiting. This may not be
possible in all situations.
b. Position and manipulate airway to facilitate opening the airway.

Pre-Oxygenate: Choose preoxygenation device based on the patient's SpO2 and
clinical presentation. Oxygenation should ideally occur for 2-3 minutes prior to
advanced airway attempts attempt unless patient’s situation precludes this (inability to
ventilate with BVM and inability to protect airway).

a. Oxygenation should target an SPO2 of > 94%. This ensures sustained
oxygenation during the intubation attempt (“Safe Apnea”).
b. Place standard nasal cannula at “high flow” rates at prior to placement of the

preoxygenation device. Examples include:

i. A Nasal Cannula at high flow rates (6+ LPM for PEDS, 15+ LPM for
ADULTS)

ii. AND/OR bag-valve-mask (BVM) with PEEP valve and a good seal at
15 L/min O2,

iii. AND/OROR non-rebreather (NRB) mask and a good seal at 15 L/min
02 (or more)

iv. AND/OR CPAP with 100% FiO2.

Resuscitate

a. Address Hypotension/physiology if possible, depending on clinical presentation.

Procedural Pause
a. Pause and brief team regarding “Primary Plan”, Roles, and “Contingency Plans”
Medications
Administer induction agent(s) and pre-airway paralytic 45-60 seconds prior to
Advanced Airway Procedure:

a. Administer Induction agent (Ketamine or Etomidate)

b. Neuromuscular Blocking Agents (Succinylcholine, Rocuronium bromide or

Vecuronium)
i. If conducting a DSI approach, consider the use of Rocuronium instead
of Succinylcholine)

As patient relaxes:

c. (DSI) If patient clinical condition permits, another “procedural pause” is
appropriate between induction/sedation and administration of paralytics to
evaluate the patient’'s hemodynamic status.

d. Consider applying laryngeal manipulation / "B.U.R.P.” until intubation is

successfully completed, the endotracheal tube cuff is inflated, and tube position
confirmed
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e. After fasciculation’s stop (if they occur), demonstrate adequate jaw relaxation
by manipulating the mandible. Jaw relaxation and decreased resistance to bag-
mask ventilations indicate that the cords are paralyzed and that it is time to
proceed with intubation.

f. If inadequate relaxation is present, give either a:

i. Second dose of Induction Agent
1. OR
ii. Initial or second dose of Neuromuscular Blocking Agent

h. Advanced Airway Placement

J.

a. Refer to SWO Appendix 3: “Intubation Procedures”
b. Refer to SWO Appendix 4: “SUPRAGLOTTIC AIRWAY PROCEDURES”
c. Refer to SWO Appendix 5: “CRICOTHYROTOMY (SURGICAL/NEEDLE/ Quick Trach)”

Post Airway Monitoring and Maintenance
a. Post airway monitoring should include

i. Waveform ETCO2

ii. Frequent D.O.P.E.S. assessments
e D: Displacement
e O: Occlusion
e P: Pneumothorax
e E: Equipment failure/functioning optimally
e S: Stacked breaths (Increased intrathoracic pressure, hemodynamic

compromise, and Barotrauma)
iii. Airway monitoring should be continuous, with additional checks (i.e. Auscultation,
depth checks, etc) frequently, but particularly with:

e Patient movement
e Transfer of care
e Deterioration

Post Airway Medications

a. Non-Depolarizing Neuromuscular Blocking Agents. These are lo