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KEY TO ALGORITHMS

All algorithms are color coded to denote procedures, which may be performed by each level of
certification. To perform procedures color - coded red, Online Medical Control must be contacted for
permission. Higher levels of certification will perform lower-level evaluations and procedures when
interpreting the algorithms.

The protocol format is for quick reference and does not detail patient assessment, interpretation, or
interventions. EMS personnel are accountable for all patient care and documentation to their level of
training and lower.

COLOR CODES

YELLOW EMT — EMT Skill and Assessment Level Interventions

AEMT — Advanced EMT and Assessment Level Interventions

Paramedic Skill and Assessment Level Interventions

Medical Direction Contact / Authorization - Consult Required

@ Stop — Do NOT perform intervention if listed
criteria are present. Discuss with Online
Medical Control if provider feels there is
therapeutic value despite the stop.

A Caution — Reminder about specific
intervention. Do NOT perform action unless
listed criteria are met and understood. If
guestion(s), contact Online Medical Control

m Time sensitive — Requires timely response by
= providers within timeframe indicated
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INTRODUCTION

The Northeast Ohio Regional EMS Protocols were created by the collaborative efforts of local EMS
leaders with the support of specialized physicians and pharmacists to provide a unified application of
pre-hospital patient care. These protocols are available online for public review at
http://www.cecoms.cuyahogacounty.us/EMSProtocol.aspx. This is the most current and the only
official active version. We hereby freely share and permit any outside agency to use these protocols or
portions thereof, but they shall not be copyrighted without written permission from all members of
the committee.

The committee appreciates all feedback forms and will consider all suggestions to improve
clarifications and make corrections as needed. Regular meetings will be held to incorporate updates
and utilize evidence-based medicine whenever applicable. The committee does not endorse any brand
or product mentioned herein and reserves the right to make changes accordingly.

These protocols and procedures are to be used as guidelines for operation during EMS calls that
require medical direction. They are also intended to be guidelines to ensure that personnel are trained
in proper pre-hospital patient care.

Procedures are not considered rigid rules, but rather established standards against which EMS practice
can be measured.

Treatment protocols are specific orders directing the actions pertaining to techniques and/or
medications used by EMS personnel who are required to practice under supervision of a physician and
under their respective EMS Medical Control authority. Treatment protocols may and should be
initiated without prior direct Online Medical Control contact, especially when the patient’s condition
and / or situation is life threatening.

Although not identical, these protocols and procedures are derived from the State of Ohio EMS
guidelines. Please note that items in this manual are subject to continuous review for the sake of
providing members with the most current emergency medical information. Updates to this material
may be frequent to maintain a current standard of care to benefit both the patient and the provider of
emergency medical care. Please replace older versions with newly updated material as soon as it is
issued. Once updated, older versions are to be considered obsolete and are to be discarded to help
eliminate confusion.

In an effort to assure these protocols remain relevant and up to date, an email form specific to the
ongoing management of this document has been created. Anyone with ideas for improvement should
go to http://cecoms.cuyahogacounty.us/EMSProtocol.aspx and use the feedback form for their
suggestions. If there are specific questions about intent, meaning, or interpretation of the protocols,
these should be directed to one’s EMS coordinator or Medical Director.

The above listed email will serve as a singular collection point for all corrections, and suggestions.
Please understand that protocol changes are an ongoing, progressive, process requiring involvement of
many parties to bring to print. Not all suggestions can or will be used, but all will be reviewed by the
protocol committee and the Medical Directors. We look forward to your suggestions and corrections to
assure that we field the finest pre-hospital care protocol.
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INTRODUCTION

MEDICAL CONTROL GENERAL GUIDELINES

10.

11.

12.

The patient history should not be obtained at the expense of the patient. Life-threatening
problems detected during the primary assessment must be treated first.

Cardiac arrest due to trauma is not treated by medical cardiac arrest protocols. Penetrating
trauma patients should be transported promptly with CPR, control of hemorrhage, cervical
spine immobilization, and other indicated procedures attempted enroute.

In patients with non-life-threatening emergencies who require 1V’s, only two attempts at IV
insertion should be attempted in the field; additional attempts must be made enroute.

In patients requiring IV’s, as a courtesy to the patient and emergency department, attempts
should be made to obtain a full set of lab work. A patient IV should not be compromised to
obtain a set of lab work.

Patient transport, or other needed treatments, must not be delayed for multiple attempts at
endotracheal intubation. Limit to two attempts pre-hospital.

Verbally repeat all orders received before their initiation.

Any adult medical patient or patients of any age with a cardiac history, irregular pulse, unstable
blood pressure, dyspnea, chest pain, must be placed on a cardiac monitor.

Where clinically indicated, obtain a 12-lead EKG, and transmit to the emergency department.
The transmission must include the patient’s name, age, and sex.

When transferring lower-level prehospital care to a higher level of prehospital care, a thorough
consult should be performed between caregivers describing initial patient presentation and
care rendered to the point of transfer.

If the patient’s condition does not seem to fit a protocol or protocols, contact Online Medical
Control for guidance.

All trauma patients with a mechanism or history for multiple system trauma should be
transported as soon as possible. The scene time should be 10 minutes or less.

Medical patients will be transported in the most efficient manner possible considering the
medical condition. Advanced life support therapy should be provided at the scene if it would
positively impact patient care. Justification for scene times greater than 20 minutes should be
documented.
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INTRODUCTION
UNIVERSAL PATIENT CARE PROTOCO

ESTABLISH SCENE SAFETY

—
PATIENT ASSESSMENT
hDU LT PATIENT ASSESSMENT PROCEDUREI —’[ Cardiac Arrest?
PEDIATRIC PATIENT ASSESSMENT PROCEDURE|
J [ CARDIAC ARREST PROTOCOL
A\ 4
AIRWAY / BREATHING / Decontaminate \
ADULT AIRWAY PROTOCOL and remove
PEDIATRIC AIRWAY PROTOCOL| clothes if patient
is exposed to any
dangerous or
Ve Y ™\ noxious
CIRCULATION substances
ADULT SHOCK PROTOCOL K /
PEDIATRIC SHOCK PROTOCO
\
(
ISPINAL MOTION RESTRICTION PROCEDUREl
|Where indicated|
G /
\4

f VITAL SIGNS

Heart Rate
Respirations
Blood Pressure
Room Air SpO, — Apply O2 if Needed
4 /12 Lead EKG

A 4

[ Go to Appropriate Protocol

l

Patient Does NOT Fit Any Protocol?
CONTACT ONLINE MEDICAL CONTROL

EMT Intervention AEMT Intervention

PARAMEDIC Intervention

Online Medical Control
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Universal Patient Care Key Points

e Any patient contact, whether it results in an EMS transport or not, must have a completed PCR.

e Exam: Minimal exam if not noted on the specific protocol is vital signs, mental status, and location of injury or complaint.

e Required vital signs on every patient include BP, pulse, respirations, and pain scale.

e A pediatric patient is defined by the weight-based system, If the patient does not fit on the system, they are considered
adult.

e Timing of transport should be based on patient's clinical condition and the transport policy.

General

e All patient care and documentation MUST be appropriate for your level of training and within the standard of care of the
State of Ohio.

e  Minimize over-ventilation. Ventilate Adults 1 breath every 6 seconds (10 breaths / min) with BVM or advanced airway.
Ventilate pediatrics 1 breath every 2 - 3 seconds (20 — 30 breaths / min) with or without and advanced airway.

e Refer to the Post Resuscitation Cardiac Arrest Protocol for all resuscitated cardiac arrest patients.

e  One provider can begin resuscitation and treatment while the other performs the assessment.

e |t may be necessary to reference several protocols while treating a patient.

e Refer to the appropriate protocol and provide the required interventions as indicated.

e Additional focus may be needed in specific areas as indicated by the patient’s chief complaint.

e Airway management and oxygen administration should be initiated based upon the results of the patient assessment and
the protocols.

e |V’s should be initiated in all patients based upon the results of the patient assessment and the Intravenous Access
Procedure. Attempt to draw blood samples whenever an IV is initiated. However, do not jeopardize the IV for the blood
samples.

e |V’s are generally preferred over 10 access. Attempts should be made to establish IV’s. If IO access is necessary, humeral
head 10’s offer greater flow rates and are preferred over tibial 10. Other clinical factors should be considered when deciding
any vascular access, as they may dictate delivery of care.

e  Administer cardiac monitoring and perform a 12-Lead EKG based upon the results of patient assessment or protocols.

e EMT and Advanced EMT’s may apply the cardiac monitor, print a strip, and transfer the strip to the emergency department
but may not interpret the rhythm.

e Ifindicated and possible, perform a 12-Lead EKG before moving to the squad and prior to any medication administration.

e Check the patient’s Blood Glucose Level based upon the patient’s assessment and the protocols.

e  When assessing for pain, use a 0-10 pain scale; 0 = no pain; 10 = worst pain ever experienced.

e Itis mandatory to document the reason why an intervention was not performed if it was indicated.

e If Online Medical Control requests that a functioning paramedic perform an intervention outside of the protocol, the
functioning paramedic may follow the orders if ALL of the following apply:

0 The patient’s condition could be severely affected if the intervention is not performed.
The paramedic has documented training in the intervention within the last 3 years.
The intervention is in the recognized scope of practice for paramedics in the state of Ohio.
The paramedic has received permission to perform the intervention from Online Medical Control.
Online Medical Control was notified that the intervention is not in the protocol.

O 00O

Adult
e  Patients who are taking rate control medications may not have an elevated heart rate, but may still be in shock.
e  General weakness can be a symptom of a life threatening illness.
e Hip fractures and dislocations in the elderly have a high mortality rate.
e  What would be considered a minor or moderate injury in the adult patient can be life threatening in the elderly.
e Diabetic patients may have abnormal presentations of AMI and other conditions due to neuropathy.
e A medical cardiac arrest is not a “load and go” situation. It is in the best interest of the patient to perform all initial
interventions (Defib, CPR, ETT, IV) and 1-2 rounds of medications prior to transport.
e Anadult patient is considered hypotensive if their systolic BP is 90 mmHg or less or a MAP < 65.
e Assess the patient after every 250 ml of normal saline, and continue with fluid resuscitation until it is no longer indicated.
Pediatric
e  Assess the pediatric patient after every fluid bolus of normal saline, and continue with fluid resuscitation until it is no longer
indicated.
e Refer to the Pediatric Intraosseous Procedure, if indicated.
e It may be necessary to alter the order of the assessment (except for the Initial Assessment) based upon the developmental
stage of the patient.
e A pediatric trauma patient is any trauma patient who is less than 16 years old.
e Refer to the Pediatric Vital Signs Chart, as needed.
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Pediatric Toxic INgestion / EXPOSUIE / OVEITUOSE ....cc.ecvieueeireeriereeteeeteeereereetreeteesteebeeasesanesteesseensessnesseesseensesnes 19-10

PediatriC TraUma EMEIENCIES. ... .uieiiiiiee et ettt e ettt e e ettt e e eete e e s tbeeeestbeeeeeasaeeesabaeeeassseseensaeeeasssaaesnsteseassseesassenns 2-11
Pediatric Trauma GUIAEIINES ......c.eeee e cciee et e et e e e e e et e e et e e e e satae e s nseeeesnteeessssseesanseaeessseesansnnaans 3-11
T Lo I =TT oY W T =T OO 5-11
Pediatric ADAOMINGL TraUMa...cccuei ettt ettt s e st e st e s bt e e bt e s be e s bt e sabeesaseesabeesnneennseenanens 6-11
Yo [ L ol = 10 o USRI PSPOE 8-11
o Y d g To @ o 1T A = 101 4o - ISP SUPURRRSPPRRRRE 10-11
Pediatric Drowning / NEar DIOWNING ......ccveuerierterieriesteete ettt et ete e see e stestesbesaeesesaeeneenteeensessessesbeseesbesaeeseeneenean 12-11
Pediatric Extremity / AMPULAtioN TrAUM@ ..cccueecvieiieeeiieeeeeeeteeeeteeeteesveeetaeestveesteeessaeesesebeesseesaseessseessseensseenns 14-11
Yo T A ol o T=F- Yo I T o - RSN 16-11
Pediatric Maxillofacial TraUm@.......coocuiii it e e e e et e e et e e e e sate e e snseeeentaeeennsaeesnnneas 18-11
Yo [ A o 1Y/ LU 1 o [T I [0 o o - U 20-11
Yo [ A o W = U T 1 AV L] USSP 22-11

PEDIATRIC TRAUMA ASSESSMENT CHARTS

GlaSZOW COMA SCAlE.....ooi ettt e e et e e e et e e e e bt e e e e abeeeeeasaeesaabeaeeasteeeeassaeesaasasasanss sabaeaennnes 23-11
REVISEA TraUMa SCOME ....ieiiieiie ettt ettt ettt e sttt e e ettt e sttt e e s b bt e e s aubeeesaubteeesabteesaabbeesanseeessabeeesaasteessasaeeesbeee breeennns 23-11
RUIE Of NINES = BUIMN CRAI .oeiviiiiiieieeiieesie ettt sttt sa e st e e b e e e sbeessbe e sbaesabeesabeesabeesateenaneenseeen s 24-11
12. OBSTETRICAL EMERGENCIES
ADBNOIrMAl Birth EMEIZENCIES ...eeiiiiiieieiiie ettt ettt ettt e st e e e s bt e e s sate e e s s abeeessabteessaseaessabbeesssteeesseaesaens 2-12
(0] o1 (=] g o W =g g =T =T o T =Y OO PSP PPTPPRT 4-12
Uncomplicated / IMMINENT DEIIVEIY ....ccveeciieiiieeee ettt ettt et ete e et e s tae e teeeeteeebeesbeesaseesabeesaseessseenseeentesenseeants 6-12
NEONALAL RESUSCITATION ...eiiiiiiiiieiiie ittt sttt ettt s e e st e st e e seteesab e e baeesaaeeabeesabeesabeesabeesaseesabaassseessse aeensaesnsens 8-12

13. APPENDIX #1 : MEDICATIONS

Medication AVailability STATEMENT ........oiiiiiee et e e e st e e e st e e e sataeeesbteeeesaeeesraeeeesreeeen eennns 2-13
PharmMacOlOZY REVIEBW .......ciiieiiieiiiieecciee ettt ettt eettee e e st e e e st e e eeaaeeeesateeeeaaseeesassaeeesnsaeessnsseessnnsnessnss snnseeennns 3-13
PrEBNANCY ClasSES ....eeiuiieiiieiiieiieeit ettt ettt ettt e e st e st e e s bt e e s at e e bt e e bt e s bt e s bt e ea bt e sabeeeab e e sabe e nte e bt beesbeeeneena 5-13
YV I o Yoy oY=l (Vo =T o Vo Tor= 1 o | SRS 6-13
Albuterol (Proventil / VENTOIN) .....eccieieieecece ettt s e et stae e be e e baesbeeebaesabeesabaesnbeesareennneens 7-13
Albuterol and Ipratropium (DUONED) ........oiiieeee e e e e s e e sta e e e esr e e e enaeeesanaeeeans 8-13
AMIOAAroNe (COMArONE) ...uveiieeiriiiieieeeeeeee ettt ettt e eetee e e eetae e e eetaeeeeeteeeeebeeeeeseeeeebaeeeesseeeassseeesnseeeeensreseennnnnnns 9-13
N o 11 [ T PP PPPUPRPPPRN 10-13
ALFOPINE SUIFALE ..ttt ettt e s e e bt e b e e s bt e s bt e s a b e e s bt e saseesabeesnae e s sabeesbeesabeenas 11-13
CalCium ChIOrIAE / GIUCONATE. .....ii ittt ettt e et e e st e s s eabe e e ssabeeeseaaeeessabeeessnbeesssbeeessbeeesans 12-13
DeXtroSe (All CONCENTIATIONS) ..iiuuiiiieiiie ettt et eett e e ettt e e eete e e e etbeeeestbeeeeeataeeeasbeeeaastasesessaeeeasbaeeeansaeesansenas 13-13
DiIAZEPAM (VAlIUIM) eeeiiiiie it e ettt e e et e e ettt e e et e e e e ataeesnsaaeessteeeeansaeesanseeeeanseeesansteeesnsaeaeansesnsseennnns 14-13
DiphenhydrAMINE (BENAATYI) ..eeiueeiieeiiee ettt e e et e s ae e e et e e e e aea e e ssteeeenteeeesssaeesnnseeeesnseeennnnns 15-13
o e TN o o T TN 0 e [ =T =1 LT ) ISR 16-13
FENTANYL (SUDIMAZE) ... tveiieeeee ettt eee e e et e et eeeaae e e e aaeeeeeaseeeeesseeeensaeeesenteeeeensseeeanse sareeeens 17-13
GIUCAZON (GIUCAZEN) .ttt ettt ettt ettt e e bt e s bt e bt et e satesheesbeebeeatesaeesbe e bt satesaeenbean sabesanens 18-13
[ [T o< g Te Lol (5 =1 o o] ) IR PR 19-13
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LORAZEPAM (ATIVAN) 1eiiiiieeiiie e eiee e ettt e ettt e e st e e e e te e e eetaaeeesbaeaeesbseeeessaeessaesaessseseassseeasssseasteseeanssaeeans sanbanannns 27-13
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MethylPREDNISOIONE (SOLU-MEAIOI) ...eiiiiiiieeciiieciieciteeeteeetee st estte e stae e taeestaeeaeesbaeenseessteessseessseansnessasensnennns 29-13
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[V o o] T ol A VZ=T §Y=Te ) RO 31-13
IMIOTPRINGE SUIFATE.... ettt ettt et st s he e bt e bt st e s ae e st e et e eateeae e esbeenteeatesbeenbeans 32-13
NBIOXONE (NBFCAN) .eiiiiiiiie ettt eect et ettt e e ettt eeeette e e eetbaeeestbeeaeasbaeesasssaaeastssaeansseseansasaeantasseastesesssaaassasansrenannes 33-13
NIErOZIYCEITN (NITFO-STAL) ooeeueiiiiiiiiee et e et e e et e e e rata e e e sabeeeesataeeseasaaaesabeeeeentaeseessaeesasseasans aens 34-13
OLANZAPINE (ZYPREXA) .eoeveeereeeeeeeeeeseeeeeseeeeeseeseeeeeeeseeseeseseee s eseeseeseesaesassaesessessessessessaseassesseseaseeseneseseseessenees 35-13
(0] Te ET o T4 e A V4] -1 ) SRS 36-13
Oral GIUCOSE (INSTANT GIUCOSE) .ecuveieiiieieesiieeiee st e ete ettt e seeete e e eteeeteesteesateesaseessseessseenseeensaesnsessnsaessseesaseesnseans 37-13
(02T o I (1) OO OO OO OO P SRPUPR 38-13
(0 )4V ool o TN {221 o Yol ] o) I USSP 39-13
Promethazing (PRENEIZAN) .....cociiieiee ettt ettt et e st e e s te e st e e s tae e bt e e saae e beeesaeenteeaateesaseesnteennseesseeanss 40-13
L 11T 0 0ol = o110 =Y o] o T =SOSR 41-13
Yoo [0 a1 = TTr= T o To T T | ISR 42-13
RES = or: [T Tl (2T o] o Tor= 11 =) HR NSRS 43-13
L1 L3211 = OO SRSUPOTRRPPR 44-13
ITor= Y et oY {2 T T =) USRS 45-13
TranN@XaMIC ACIH (TXA) . cieiieeietieeee st iettet et et etestes —eesuseeeaisteeeaasaeeesssseeassseeaassseseasseeesssseeeassseesnss sesetessessssasassaneas 46-13
CIPrOFIOXACHIN (CIPIO) weuvieutietietteteete ettt ettt st b ettt st e s bt e bt et e eaeeebe e beeabeeateeh b e bt eabeeabeeabesbeenbeense eensesanes 47-13
CIOPTAOGI T (PIAVIX) +.uveeutieutietieteeteete ettt ettt sttt ettt st s ae e s bt et et e sat e s bt e beea b e eatesb e e beenbeeabesabesbeenbe eenbeensesanes 48-13
(D Loy Ao ol o T AV o T=Ta 11 V7ol o) RSP TR 49-13
DuoDote (Atropine and Pralidoxime) and Valium NERVE AGENT KIT ......c.viiiiiiiieeeiiee e eieee e eeeire e eivee e 50-13
oY a Y [0 E AT 7N 0 o o - (=) RSN 51-13
Hydroxocobalamin (CYaNOKIt) .....ecceeccireiiecie ettt et stee et e et e e steeeteesbeeeaseesssaessseessseessseessseensnennes 52-13
NTErOUS OXIAE / OXYZEIN .veeuvieeeeiteeiteeete et ettt et e ete vt et e eteeebe e beeabeeteeebe e beebeeasessaesteebeensesasesasesseensesnsesssesseenbeen sbees 53-13
SUCCINYICNOIINE (ANECLING) woiiiiieieieitit ettt sttt et e et e e e be e e be e e bee s beeeabeessteessseessseasseeensaeensaesseesnsnans 54-13
TENECTEPIASE (TNKASE). 1euvieirieiiieiieeste ettt ertee et e et e ste e s te e st e e aeeebaeeaeessteessseesateessseesaaasseeenseeenseesnseesnseesssnsneans 55-13

Pediatric Weight Based Dosing

Pediatric Drug Administration ChartsS.......ccccuieiiiuieeiciiee et e e e e s e e e s s aae e ssabeeesneeas 56-13 thru 60-13

14. APPENDIX # 2 : MEDICAL PROCEDURES

Equipment and Procedure DisClaimer STatEMENT... ..o ettt st rtse e e st sa s et ass e st sae e snseserssneetenn 3-14
Adult Patient AsSESSMENT PrOCEAUIE ........uuiiiiiee ettt e e e e st e e e e tte e e sate e e s st e e e esteeesnsaeesnsseeeansseeesnnseens 4-14
Pediatric Patient ASSESSMENT PrOCEAUIE ........iiiiuieiiciiieceieeeeeee et e e ettt e e eete e e et e e e s nta e e seasaeeesntaeeesnsseeeennnneesnnseenans 5-14
AIRWAY / BREATHING
ACrOSOl / INNaler TreatmMENES PrOCEAUIE. . .eii ittt ettt et e et e e e et e e s et e e e et e e seaeeesaetesesreeesasaeesassteesassaeesanrees 6-14
Continuous Positive Airway Pressure (CPAP) DeViCe ProCEAUIE........c.c.eeicveecieeiteeeieeecveeereeesteeeereesreeesseesreesneesaneas 7-14
End Tidal CO3 / CapnOgraphy PrOCEAUIE.....ccuicivi e ctee it et et eee ettt et et e teeeteebeetaesbaesbeessesaaesaaesteeseensesseesseenseennens 9-14
End Tidal CO2/ ColOrimetriC DEVICE PrOCEUUIE . .....eiiieeieeeeteee ettt ettt ettt e et e e st e e e st e e e s eaaeesebaeesssbeeesasaeessaneas 10-14
TGEI / LIMIA PrOCEAUIE ... eeveeeeteeeeteeete ettt e ettt eetteeeteeeeteeeeteeebeeeeteeebeesbeeeaseesaseeeseeesbaeesesentaeeseeentesenseesasessas sereeseeentes 11-14
Intubation - ENAOtrachEal PrOCEAUIE........cocuiiii ettt e et e e et e e e et e e e e bt e e e saaeeeentbeaeenstaeesnsaeas 12-14
[ = X VTV e TTTe LU T TS 14-14
[T = VT o o T o oYl =T [F | 16-14
[N=Y=To | T @ g Tole}d g1V o) o] o 12N od o Tol=To LU o S 17-14
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CricothyrotomMy (Kit) PrOCEAUIE .......oiieeeiiie ettt ettt et e et e st e e e st e e s easeeeesasaeeeensseeeennaeeesnsaeeeansreeesnnnneas 18-14

Cricothyrotomy (SUFGICal) PrOCEAUIE .......oviiiiee ettt sttt sttt e te st e st e saeesaeenaesatesaeenaeensesnnens 19-14
Needle Chest DecoOmMPresSioN PrOCEAUIE. ........uiiute ettt ettt sttt st e st sae e st e s bt e e sbeesabeesbeesaneesabeenaneens 20-14
[V N 0T 1= 4 4V e el =Te [¥ 1 PRSP 21-14
Stoma and Tracheostomy Care Procedure — Tracheostomy SUCLIONING ........coeeiieiiiiiiiiii i 23-14
Stoma and Tracheostomy Care Procedure — Tracheostomy Tube Replacement.......ccccccecveeeiciieeecieecccieee e, 24-14
Stoma and Tracheostomy Care Procedure — Tracheostomy Patient Management Protocol ............ccccccveeennneen. 26-14
R ¥ Tt o) o 1T = ad o Yol [ o SR 27-14
Transport Ventilation DeVICeS PrOCEAUIE .......ciiuiiiiieiieeie ettt ettt ettt st e e st esas e e sateesaee e beeenneenane 29-14
CIRCULATION / SHOCK
AUtOMAtEd CPR DEVICE - LUCAS ...ttt ettt ettt e e st e e e st e e s sate e e e s sbeeeesnseeeesnsaeeennseeeesnseeessnseeaeanssesesnnens 30-14
Automated CPR DeVICe - AUTOPULSE ........ooiiiieie ettt eetes e etee e sttt e e et e e et e e e sete e e ssateeesaaeeeessteeesasseeesanseeeesnsenesnnnes 23-14
Peripheral INtravascular (IV) PrOCEAUIE ........oooouiieeeieee ettt e ettt e e et e e e e ta e e eetaeeesbaeaeesbeseenseaeeasseaans 36-14
SAlINE LOCK PrOCEAUIE ...eeiiiiieeetee ettt ettt ettt et e st e e e st e e s et e e s s e beeeesabaeessastaeesabeeeesasbeeesansaee aeesssanenn 37-14
External Jugular INtravascular (IV) PrOCEAUIE ........eiiiuiieeecieee ettt te e s te e e et e e e e eata e e seabeeeesabaeeennsaeeeennaeas 38-14
Intraosseous (10) Procedure - Adult (Standard 0r EZ-10) ......ccoccuieiiciiee ettt re et e et e e enrn e s e 39-14
Intraosseous (10) Procedure - Pediatric (Standard or EZ-10) .......cccueeeeciiii et et eee e s eaee s 40-14
Intraosseous (10) Procedure — Humeral Head INSErtioN .......cc.eccvieiieiiiiieiiecieeciee st e steesreeseaeeste e e sraesneesbaesanee e 41-14
RESQPUIMP / ACD-CPRi.....uveieteeeteeette ettt e ettt e ettt eeteeeeteseeteeeteseeaeeesteesseeeaeeesseeeasesessssenseseteseseesnseseseesnsessnne eeensesenes 42-14
ResQGARD Impedance Threshold DeVvice ProCeAUIE............uuiiiiii ittt e e e err e e e e e e baee e e e e eeaan 43-14
Ventricular Assist Devices (LVAD, RVAD, BIVAD) ......ooiooiiie ettt ettt eetteeee et e e eeaeaeestbeeeeeateeeeessaeaensresannns 44-14
CARDIAC / ACLS
Automated External Defibrillator (AED) PrOCEAUIE ..........oiecuiie ettt ettt ettt ee e e e etre e e et e e eeareeeeeabeeeenns 45-14
Cardiac Defibrillation PrOCEAUIE ....ccuiiiieitie ettt et s b e st e s be e sabeesateesbteessaeenbeeensaesasens 46-14
12 Lead Cardiac EKG MONItOriNg PrOCEAUIE .......ueieiiiieeeiii ettt e eee e ettt seee e st e e e e eae e e e aae e e staeeeenteeesnnneesnreeanas 47-14
[[gTo [0Tet=Te I A oY} i o T=T s ' - 1R 48-14
Pediatric MediCation DOSING ......c.ueeiueiiiiieiee ettt ettt sit ettt e et esb e e e bt e s bt e saseesabeesabeesseeesseesbeeesseesseessenee 49-14
Synchronized Cardioversion (Manual) PrOCEAUIE.......c.ciccuiieiie ettt esteeetee e eeetee e steeste e steesabeesteessaeessseennneenns 50-14
Transcutan@ouUS PaCing PrOCEAUIE .........uviiiii ittt e e e et e e e e e et e e e e e e e e e taeseeeesesassteeeeaeseasnsaeeeaassennsnnnns 51-14
MEDICAL
BloOd GIUCOSE ANAIYSIS PrOCEAUIE ...ccceeeiieeeee ettt ettt e e e e et e e e e e s eeattaeeeeeeeesaastaeeeeesesnssaeseaeeaannns 52-14
[V =To oY dT o) g T [ {=Totd [ o I e foTol=Yo [V T YU 53-14
Mucosal Atomizer DeViCe (IMAD) PrOCEAUIE..........uiiiiieeeecieee ettt e sttt e ette e e e tte e e stbeeeestteeeeeasaeeseaseeeesssaeeenssaeeeensanas 54-14
Orthostatic Blood Pressure Measurement PrOCEAUIE .......cccueviiiirieriiie ettt e st e site e siteesiaessbeessseesbeesneesans 55-14
Pain ASSESSIMENT PrOCEAUIE . .eiiuiiieiie ittt et ettt st e st e e s bt e e s b teesbae e b e e e bt e s beeenbeesabeesabeesabeesae nnes 56-14
Patient RESTIaiNt PrOCEAUIE .....cciiiiieeceiee ettt e et e et e e st e e e s te e e esaaeeeesstaeeesnseeesensaeeeanseeeeanseeeesnsene ees 57-14
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TRAUMA
Spinal Motion Restriction Procedure (Adult Gnd PEAIQLIIC) ............ooeeecueeieciuieeeeiie et eeteeeee et ee e eeeavea e 60-14
Helmet ReEmMOVval ProCeaUIES PrOCEAUIE ......iicuiiiciee ittt este ettt ettt e ste e s e e ssteesbaeesaeesnbessbaessbeesabeenaseens 61-14
Bleeding / Hemorrhage Control - ToUrNiqUEt PrOCEAUIE.......cc.eiiciieciee ettt ettt e ete e et b e e saaeesabeesaaeeree s 63-14
Bleeding / Hemorrhage Control — iT Clamp ProCEAUIE..........ccuveiviecvieeecteeeteete ettt ettt eve s st ete e e eeereesreere e 64-14
Bleeding / Hemorrhage Control — Hemostatic GAuzZe ProCEAUIE ......ccuvcvecreeiteeiteere ettt ere v e ereeere e 65-14
Bleeding / Hemorrhage Control — BLS / GAUZE ProCEAUIE..........ccvrevireieeeeieeeeeietenie et see e e e ensesee s ssesaeneas 66-14
Pelvic Stabilization DEVICE PrOCEAUIE ......coociiii ettt st et e et e e s e e e st e e s e nee e e saaeeeensseeeenteeesnnneeas 67-14
SPECIAL PROCEDURES
Nitronox - Nitrous Oxide Administration ProCEAUIE.......cccviiiieiiir ettt see e e e s ae e e e s snaeas 68-14
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Active Shooter / DIreCt TRIrEat PrOCEAUIE.......cccueiiveeeeecceeeee ettt eeteeeetee et e eeteeeteseeteeenteeseveeeseeesaeeeesesesseeensesenes 70-14
Patient Decontamination PrOCERAUIE..........uvviii i ittt e e eeeetee e e e e e e e stbeeeeeeeeeaabaaeeeeeeesasseseeeesesasssaeseeesannnns 71-14
Nerve Agent ANTIAOE Kit ...oooi et e e e e e st a e e e e e e e e sabbaeeeeeseeantaaeeaeesenanstanees srranens 72-14
BlOOd COlIECTION fOr EVIAENCE ...ttt ettt e ettt e e et e e e e bt e e e e eateeeeeaaeeeessbeeesessaeesesseeaeanbanaeansaeaans 74-14

15. APPENDIX # 3 : MEDICAL CONTROL

OVERVIEW

Regional Protocol PartiCipation..........cccuiiiiiiiiii ettt e et e e tte e e s ta e e e ette e e eeasaeeesnraeeesstaeannns 2-15
EMS LeVels Of CortifiCation .......oocuiiriiiiieeie ettt st st st st e e st e e sateesbeeesaeesnee s 3-15
EMS Recertification REQUIFEMENTS ....coueiiiiiiiiei ettt st st e et e s e e nnee s 4-15
OPERATIONS

EMS COMMUNICATIONS ...eeeeieieitittiee ettt ettt e e e e ettt e e e e e et et e e e e e seaaebeeeeeeseanneeeeeeaesaannsbeeeeeeeansnnneean 5-15
EMS DOCUMENTATION ...ttt ettt e e e s ettt e e e st e e e e e saaabe e et e e e e e s nneneeeeeeennnneee saan 6-15
Emergency Department RESTICLIONS ..coiiiiiiiiiiiiii e 7-15

GUIDELINES / PROCEDURES

Advanced Directives - Do Not Resuscitate (DNR) Orders.........cccveeeeeicieeeiieeiieeeieesveeseeesreeesveeesseesssaeeseens 8-15
ACTOMEMICAl TrANSPOI . .eeiiiieiteeiet ettt ettt st et e sa e st be e e et e s be e s bt e sabeesabeesateesaseesseeesseesabeesseesaneesn 10-15
Alternate TransSPOrt GUILEINES .........uuiiiiieei et e e et e e e e e e s e sant e e e e e e e e aaraeeeeeesennnnreeeeas 12-15
2T 1= 10 =L SRS 13-15
Children with Special HEAIthCare NEEAS ..........uiiiiiiie s ceeetee e e e e e s tee e eerre e e s aaeeeeebreeeenes 14-15
Child / Adult / Elder - Domestic Violence / Sexual Assault / Trafficking ........ccovevveeeeneenreeireeeeneenreeereenn, 15-15
Concealed WeapoNns GUIAEIINES ........ccecciiieiee ettt e e e ee e s e e e st e e s e ere e e snnaeeeensseeesnseeeesnsenenan 17-15
Consent and Refusal of Care GUIAEIINES ........uueieiiiieieiie et et e e et e e esaaeae s sareeees 18-15
CrimME SCENE GUIAEIINES .. uuveeeeeee ettt e e e e et e e e e e e e taaeeeeeeesettareeeeeeesstsaaeeeesesansrsreeaeeaanes 21-15
DEad ON AFTIVAl (DOA) ...ttt ettt e e e ettt e e ee e e e e eataeeeebaeeeesseeeeeasseeesresaaasteeesanseeaeanrenaean 23-19
Health Insurance Portability and Accountability Act (HIPAA) .......cooviiiiiieeeeee e e 23-15
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On - Scene EMT / Nurse / PhySIiCIan INTEIVENET .......cvicueeiteeiteere sttt eee st ereeeveeeeeteeebeereeavesseesreenrean 26-15
SCNOOI BUS ACCIABNTS .. eeiieeeeee ettt eeecrte et e e eeebe e e e e e e eetaraeeeeeeeesabasaeeeeeesanssaseeeeeeasstasseeeeeasnsraneaeaanes 27-15
Termination of ReSUSCITatioN EffOrS........uuiiiiiiiiiiiieie et e e e e s e re e e e e e e nnnens 28-15

INFECTION CONTROL

EMS Bloodborne Pathogen EXposure GUIdEIINES..........ecicuiieiciiie ettt tee e et e e aae e e e e 29-15
ADMINISTRATION

Blo0d Collection fOr EVIAENCE ..c.uiiiuiiiiieeiieecteette ettt sttt e st et e e aae s baesneesares 36-15
Department Supplied Medical EQUIPMENT .......coiiiiiiiiieeeeee ettt s 37-15
DrUE BOX EXCRANEE ..ottt ettt ettt e s e ht e e s et e bt e bt e e abeesabeesateesabeesneeesabeenneeebee e nn 38-15

16. APPENDIX # 4 : ODPS SCOPE OF PRACTICE

SCOPE OF PractiCe INTrOQUCTION ........uiiiiiiiee ettt et e et e e e et e e e e tte e e s bbe e e e abeeeessaeeessaaeeantaeesanssaseanssaen ves 1-16
o TolTo [V NV =Y o D SRS 2-16
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SECTION 2 - AIRWAY / BREATHING PROTOCOLS

Airway / Breathing GUIAEIINES ........ooooviieiee ettt ettt ettt e e e et e e etee e s ate e e teeeeteeesareesnreas 2-2
F N LT LY 1Yo |18 ot &R 3-2
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Congestive Heart Failure (CHF) & PUIMONary EAema.......ccoocveiiiiiiie ettt 6-2
Foreign Body Airway Obstruction (FBAO).......ccccuviiiiiiiieeeieee et e ettt e e e e sere e e s sata e e s aae e e senaaeeeennaaeeean 8-2
Rapid SEQUENCE INTUDATION.....cci ettt ettt s e st st e e e ettt erseseste st st e snssansenases 10-2
=T o] = Lo VA DT o €=U UUPP 12-2
TraUMAtIC BrEathiNg c.oivveeeeee ettt e e e ee b a e e e e e e e e s babaeeeeeeeesasbbaaeeseeesasssseeeeesanansnes 14-2
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ADULT PROTOCOL

Qo
[
= AIRWAY / BREATHING GUIDELINES
©
g GUIDELINES OF AIRWAY / BREATHING ASSESSMENT
S~
> PARTIAL OBSTRUCTION
®© . May include coughing with some air movement. Give 100% Oxygen and encourage the patient to cough. Monitor for changes. Transport
E immediately and be prepared for a total obstruction to develop.
'& FOREIGN BODY AIRWAY OBSTRUCTIONS (FBAO)
. Should be removed immediately if able. Visualize airway and either suction or sweep out liquids and other materials. Solids must be hooked
with an instrument. A laryngoscope may be used for direct visualization of the airway. If unable to clear airway by these methods, use
Heimlich maneuver and abdominal or chest thrusts as appropriate.
= STRIDOR
(@) . High pitched crowing sound caused by obstruction of the upper airway.
< WHEEZING
~ . A whistling or sighing sound, usually lower airway and found upon expiration.
c RALES
(e . Fine to coarse crackles representing fluid in the lower airway.
) RHONCHI
b . Coarse upper airway sound representing various levels of upper airway obstruction.
o COPD
= . Pulmonary disease (as emphysema or chronic bronchitis) that is characterized by chronic typically irreversible airway obstruction resulting in
o prolonged exhalation.
L) CROUP
. Inflammation, edema, and subsequent obstruction of the larynx, trachea, and bronchi especially of infants and young children that is
typically caused by a virus and is marked by episodes of difficulty breathing and hoarse metallic cough.
EPIGLOTTITIS
. Inflammation of the epiglottis usually caused by HIB microbes, now uncommon in children.
O
% MANAGEMENT OF TRACHEOSTOMY PATIENTS
— Tracheostomies come in 2 types
(@) . Cuffed tracheostomy — has a distal cuff to create seal in patient trachea. Necessary for patients requiring mechanical ventilation. There is a
ET tube like pilot balloon to verify cuff patency once placed in the tracheal stoma. Select devices may be filled with saline rather than air,
this is device specific. Nearly all will be filled with air.
. Uncuffed tracheostomy — does not have distal cuff and does not seal in the trachea. This type is used for spontaneously breathing patients
who require an alternate airway due to upper airway defect. These patients may be able to speak with the use of special tracheostomies or
\ < valves.
Tracheostomies have 2 essential parts
. Outer cannula — This is the base that secures in the tracheal stoma. If it is cuffed tracheostomy, the cuff is on this section. There are “wings”
that allow for attachment of a tie around the patient’s neck. Some recently placed devices may be sutured in place.
. Inner cannula — is removeable for cleaning / replacement. Usually clips or is locked in with a quarter turn detent.
o) Management of tracheostomy patients
O . Have suction equipment on hand throughout all phases of treatment and transport suction to maintain patency as required.
© . If a tracheostomy becomes dislodged and cannot be reinserted, use a ET tube sized to the stoma size.
v . If a tracheostomy comes out and can be reinserted or needs changed, utilize a bougie (tube changer) if available to insert into stoma and
2 “railroad” the tracheostomy over the bougie into place.
. Check all cuffed tracheostomy cuffs for patency, add additional air if an air leak can be appreciated around stoma.
. If a tracheostomy patient cannot be bagged effectively suspect mucous plug. Alternate trachea lavage with saline, suction, and bagging until
resolved.
. If a tracheostomy patient presents with increased work of breathing, remove and inspect inner cannula.
) . Pediatric tracheostomies may not have inner cannulas due to their size
. Take an extra tracheostomy kit or inner cannula with you during transport if available at pickup location
. Patients and their care givers are frequently very adept at managing these devices, utilize them as a resource
. See procedures section for stoma and trachostomy care procedures
e KEY POINTS
> Airway Assessment:
e . If you don’t have an airway — you don’t have anything!
— . C-spine precautions must be considered prior to the insertion of airway adjuncts. Provide manual stabilization prior to insertion.
. See PEDIATRIC Section for pediatric airway management.
Breathing Assessment:
. Be sure that the airway is open before assessing breathing.
— . When assessing breathing, observe rate, quality, depth, and equality of chest movement.
. COPD patients maintain on low flow oxygen (usually <2 L which keeps their 02 Sat in the 90’s%), and some may stop breathing on high flow.
However - if the COPD patient needs high flow oxygen - it should be given. Be prepared to support breathing with BVM if needed.
. Always record vital signs when treating breathing problems.
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ADJUNCT

INDICATIONS

CONTRAINDICATIONS

COMMENTS

Indispensable for all patients

No more than 15 seconds

Suction with fluid or particulate debris NONE
. per attempt
in airway
None of these adjuncts
Initial ai for all i
Modified|jaw thrust nitial airway maneuver for a NONE protects against

trauma patients

aspiration in patient with
depressed consciousness

Hyperextension of neck

Opening airway of non-trauma
patient

Potential cervical spine
injury

None of these adjuncts
protects against
aspiration in patient with
depressed consciousness

Nasal airway

Obstruction by tongue with gag
reflex present

Potential mid-face injury

None of these adjuncts
protects against
aspiration in patient with
depressed consciousness

Oral airway

Orotracheal intubation

King Airway
(Extraglottic Device)

Obstruction to tongue, etc.

Failure of above; provides

airway protection

Difficult airway

Positive gag reflex

None of these adjuncts
protects against
aspiration in patient with
depressed consciousness

Difficult in patients with

severe maxillofacial
injuries

Primary salvage airway

NONE
Blind Insertion Airway Airway device for BLS providers © Size appropriately
Device (BIAD)
LMA /iGel Requires training prior to
(Extraglottic Device) Difficult airway NONE use

Blind Insertion Airway
Device (BIAD)

Needle cricothyrotomy
If Trained

Quicktrach or other
cricothyrotomy device
If Trained

Surical cricothyrotomy
If Trained

Airway device for BLS providers

High obstructed airway — unable
to clear. Unable to establish
any other airway.

High obstructed airway — unable
to clear. Unable to establish
any other

airway.

High obstructed airway — unable
to clear. Unable to establish
any other airway.

Must be able to identify
cricoid ring. Not best for
anterior neck trauma.

Must be able to identify
cricoid ring. Not best for
anterior neck trauma.

Must be able to identify
cricoid ring.

Size appropriately

Provides route for
temporary oxygenation
only

Requires special training
prior to use

Cricothyrotomy kits
requires special training
prior to use

Surgical cricothyrotomy
kits requires special
training prior to use
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ADULT PROTOCOL

oo
[
= AIRWAY
)
o
CE [ UNIVERSAL PATIENT CARE PROTOCOL ]
; [ Assess ABC's Respiratory Rate, Effort, and Adequacy J
[
E e + N ( + B
< Adequate Inadequate
1 . C 0
Consider Supplemental OXYGEN BASIC MANUVERS FIRST
4 g ] Open airway
3 L A COPD Patients ) Nasal / Oral Airway
= Bag-Valve-Mask
n Treat per specific protocol
. L p p p ) \_ | j
o
S { }
f—3° [ Patent Airway ] [ Obstructed Airway ]
8 CAPNOGRAPHY PROCEDURE Required
O . i . ) [ SEE FOREIGN BODY AIRWAY OBSTRUCTION PROTCOL ]
Consider Sedation Prior To Advanced Airway Placement
IF RESPONDS TO PAIN
( KETAMINE (KETALAR) 1-2mg/kgIV /10 [ Foreign body airway obstruction (FBAO) Maneuvers ]
(0]3%
MIDAZOLAM (VERSED)
(@) 2.5mglV/I0or5mgiM/IN
% OR Direct Laryngoscopy
LORazepam (ATIVAN) . .
55 1—2mgIV/10/IM/IN Attempt Removal with Magill Forceps
ViN If Midazolam (Versed) or LORazepam (Ativan) Unavailable,
See Medication Section for DiazePAM (Valium)
CRICOTHYROTOMY
Consider RSI Protocol APPROVED DEPARTMENTS ONLY NEEDLE, KIT, or SURGICAL
INTUBATION PROCEDURE As provided and trained
Apply nasal cannula 15 LPM during intubation attempts @  Must Have Prior Medical Control Training / Approval
- o] Max 2 Intubation Attempts
© ; ; .
S o AEMT Apneic Patient Only [ CAPNOGRAPHY PROCEDURE Required ]
o A Document Failed Attempt(s)
s ¥
=
[ Extraglottic (BIAD) AIRWAY Device ]
@ No Medications Down Extraglottic (BIAD) Airway
o EMT Use in Pulseless & Apneic Patient Only
A Esophageal Disease
Additional Sedation Required
© After Advanced Airway Placement - Consider
E MIDAZOLAM (VERSED)
S 2.5mglIV/I0or5mgiM/IN
E OR
- LORazepam (ATIVAN)
1-2mgIV/IO/IM/IN
e Head Trauma
A If Midazolam (Versed) or LORazepam (Ativan) Unavailable,
~— See Medication Section for DiazePAM (Valium)
v v
[ TRANSPORT to appropriate facility CONTACT receiving facility CONSULT Medical Direction where indicated APPROPRIATE transfer of care ]
[ EMT Intervention AEMT Intervention PARAMEDIC Intervention Online Medical Control
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ADULT PROTOCOL

D
AIRWAY =
£
Q
<
~
INDICATIONS SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS o
e Apnea e  Witnessed aspiration e Cardiac arrest 8
e Coughing e Sudden episode of choking e Respiratory arrest :3-"
e Choking o  Gagging e Anaphylaxis 0%
e Inability to speak e Audible stridor e Esophageal obstruction
e Unresponsive e Change in skin color
e Burns e Decreased LOC @)
e Trauma e Increased or decreased a
Respiratory rate =
e Labored breathing n:)r
e  Unproductive cough g
Extraglottic airway device / BIAD (Blind Insertion Airway Device) ;
Examples (not limited to); King Airway, LMA, Combitube, iGel g
o
Differentiate airway obstruction from esophageal obstruction. -
If esophageal obstruction, place patient in position of comfort, suction as needed and treat pain. )
(@)
Q
=
Q.
Q
o
—
<
(¢]
=
o
o
—
KEY POINTS
e Advanced EMT’s may only intubate pulseless or apneic patients.
e EMT may only place extraglottic (BIAD) airways in pulseless and apneic patients. :|
e Capnography is mandatory with all methods of intubation. Document results. QC-’
e  Maintain C-spine immobilization for patients with suspected spinal injury. 3
e Do not assume hyperventilation is psychogenic - use oxygen, not a paper bag. Q
e Sellick's maneuver should be used to assist with difficult intubations.
e Paramedics should consider using an extraglottic (BIAD) airway if they are unable to Intubate. Consider c-collar
to maintain ETT placement for all intubated patients to maintain tube.
e Consider the use of intubation aids such as a bougie or video laryngoscope to facilitate intubation.
e Ketamine use in pregnancy is a risk / benefit assessment per case. Consult Medical Direction if there are
questions.
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ADULT PROTOCOL

o1}
c
= CONGESTIVE HEART FAILURE (CHF) / PULMONARY EDEMA
-
©
c%) [ UNIVERSAL PATIENT CARE PROTOCOL ]
: 12 LEAD EKG PROCEDURE
g il 15t patient Contact to EKG <10 Min
L -
< IV / 10 PROCEDURE
~
O
_8 ‘ - \ 4 N
n Mild Moderate / Severe Cardiogenic Shock
N Adequate BP Adequate BP H t H
c L ) ypotensive
(@] s <
s Apply OXYGEN 100% | Apply OXYGEN 100% | SBP < 90 and NO RADIAL PULSES
8 ( h Pale, cool, clammy, hypotensive,
E NITROGLYCERIN CAPNOGRAPHY PROCEDURE acute Ml in progress, severe
(@) (NlTRO'STAT / GONItI’O) pulmonary edema
L J 0.4 mg (400 mcg) SL NITROGLYCERIN
(NITRO-STAT / GoNitro) kg Do NOT Give Vasodilators
e SBP <110 0.4 mg (400 mcg) SL @ Do NOT Apply ITD
O Erectile Dysfunction / Repeat up to 3 A May consider application of
[8) Pulmonary Hypertension CPAP with concurrent fluid
g Drug Within 48 Hrs. ror SBP <110 bolus
E Sror Erectile Dysfunction /
(@) Pulmonary Hypertension
4 L Drug Within 48 Hrs. ) OXYGEN 100%
e N
Consider l Bag — Valve Mask
[ ) Gentle Ventilation
— CPAP PROCEDURE ) CPAP PROCEDURE
s 7 < -
A Hypotension A Hypotension Refer to Cardiogenic Shock
L A Untreated Vomiting ) A Untreated Vomiting Protocol
e 3 \ J
s : C 3 Q
.g | Monitor and Reassess ) If Wheezing \\\\\\\\\\&\\\\\\\
8 DUONEB EPINEPHrine (Adrenaline)
S > (ALBUTEROL / IPRATROPIUM) { PUSH DOSE
ol EMT use only with ONLINE Make 10 mcg / ml
L Medical Control ) 10 mcg (1 ml) every
2 - 5 min - slow push
— i
Titrate to effect
To Maintain MAP > 65
or SBP 90 / Radial Pulses if
) NIBP Unavailable
e \
S )
- “\\\
£ N
Consider Intubation
Once BP Corrected
A 4 \ 4
[ TRANSPORT to appropriate facility CONTACT receiving facility CONSULT Medical Direction where indicated APPROPRIATE transfer of care ]
[ EMT Intervention AEMT Intervention PARAMEDIC Intervention Online Medical Control
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ADULT PROTOCOL

b
CONGESTIVE HEART FAILURE (CHF) / PULMONARY EDEMA | |=
3
Q
<
| = MILD Il - MODERATE 11l — SEVERE ~
Heart Rate Heart Rate Heart Rate E
Normal range Tachycardia Tachycardia then drops to 8
bradycardia f:"_"
Blood Pressure Blood Pressure =1
Normal or slightly elevated Elevated Blood Pressure o
Elevated HIGH then drops
Breath Sounds Breath Sounds to Hypotension
Bilateral rales Bilateral diffuse rales @)
Rhonchi Wheezing possible Breath Sounds §
Wheezing possible Diminished May be ominously quiet c
Some difficulty breathing Working hard to breath Fatigued from work of g
Frothy sputum may occur breathing o
>S5
HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS ;
e  Congestive heart failure e  Respiratory distress, bilateral e  Myocardial infarction g
e  Past medical history rales e  Congestive heart failure %
e Maedications Ex. Digoxin e Apprehension, orthopnea e Asthma
(Lanoxin), Furosemide (Lasix) e  Jugular vein distention e  Anaphylaxis —
e  Erectile dysfunction e Pink, frothy sputum e  Aspiration
medication use e  Diaphoresis e COPD
e  Cardiac history - past e  Hypotension, shock e  Pleural effusion
myocardial infarction e  Chest pain e  Pneumonia O
e  Patient > 75 years old e  Positive hepato-jugular reflux e  Pulmonary embolus 3
(HIR) e Pericardial tamponade o
e  Orthopnea Q)
o
Differentiate CHF vs. Pneumonia
Congestive Heart Failure Pneumonia Signs and Symptoms
Signs and Symptoms S,
o Afebrile e Febrile
e Jugular venous distension (JVD) e Cough
e Positive hepato-jugular reflux (HJR) e History of infectious illness
e Bilateral rales e Unilateral rales Z
e Distal edema e No distal edema 8
e Orthopnea e No jugular venous distension (JVD) =
e History of CHF e No hepato-jugular reflux (HIR) =8
—
_|
o
KEY POINTS =
° Exam: Mental Status, Skin, Neck, Lung, Heart, Abdomen, Back, Extremities, Neuro g
e Obtain 12-lead EKG to evaluate for M.I.
e Differentiate and document CHF vs. pneumonia.
e Monitor for hypotension after administration of Nitroglycerin (Nitro-Stat / GoNitro).
e  Monitor for hypotension while using CPAP, specifically with Nitroglycerine (Nitro-Stat / GoNitro).
e DO NOT administer Nitroglycerin (Nitro-Stat / GoNitro) to a patient who took an erectile dysfunction (ED) medication; —
Sildenafil (Viagra), Tadalafil (Cialas), Vardenafil (Levitra), etc. or pulmonary hypertension medication (PHTN) within the last
48 hours. Ask all patients.

Northeast Ohio Regional EMS Protocol - 7|2



ADULT PROTOCOL

FOREIGN BODY AIRWAY OBSTRUCTION (FBAO) - ADULT

UNIVERSAL PATIENT CARE PROTOCOL

Head Tilt / Chin Lift / Jaw Thrust
Airway Maneuvers

(eT0]
=
=
)
©
(]
-
om
S~
>
©
3
=
<

v v v
X s N s N e N
3 Coughing Complete Obstruction Complete Obstruction
z,C) Conscious Conscious Unconscious
~ \_ Y, N J _ J
c
e v v v
4&; ( . )\ Ve ™\ -~ ~
= Encourage Patient to Cough Abdominal Thrusts Visualize
ot ~ * 7 \ J L Remove Obvious Obstructions
O ~ ~ e S
OXYGEN Open A|rway./ Rescue
10—15 L NRB L Breathing )
\ ) ( 3
Chest Thrusts
- J
© !
o s D
8 If unable to ventilate, reposition
head and attempt again
> <
If unable to ventilate,
continue sequence
\ Y,
= Direct Laryngoscopy
= Attempt Removal with
8 Magill Forceps
=
If unable to r.emove
obstruction
CRICOTHYROTOMY
NEEDLE, KIT, or SURGICAL
g As provided and trained
>
[
|: @ Must Have Prior Med Control
Training / Approval
Y,
A 4 v v
[ TRANSPORT to appropriate facility CONTACT receiving facility CONSULT Medical Direction where indicated APPROPRIATE transfer of care
[ EMT Intervention AEMT Intervention PARAMEDIC Intervention Online Medical Control
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FOREIGN BODY AIRWAY OBSTRUCTION (FBAO) - ADULT

INDICATIONS SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS
e Coughing e  Witnessed aspiration e Cardiac arrest
e Choking e Sudden episode of choking e Respiratory arrest
e Inability to speak e  Gagging e Anaphylaxis
e Unresponsive e Audible stridor e Esophageal obstruction

e Change in skin color

e Decreased LOC
Increased or decreased
Respiratory rate
Labored breathing
Unproductive cough

KEY POINTS
e With complete obstruction, positive-pressure ventilation may be successful.

e Needle cricothyrotomy will provide short term oxygenation only (not ventilation) and is used to “buy time” until
other interventions can assure appropriate ventilation.

e  Cricothyrotomy kits have a larger internal diameter than needle cric and thus will provide some minimal ventilation.
e Needle cricothyrotomy and cricothyrotomy kits are bridge devices to surgical intervention.

Northeast Ohio Regional EMS Protocol - 9|2
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ADULT PROTOCOL

oo
[
= RAPID SEQUENCE INTUBATION (RSI)
)
©
m _
—
om
~
>
g / Indications \
o . (
k= *  5p0;<50% on high flow 02 UNIVERSAL PATIENT CARE PROTOCOL ]
<C o Respiratory rate <10 or >32 L
e  Partial airway obstruction due to blood, C BASIC MANUVERS FIRST
secre_tlons, trauma, Qr GCS.Iess. than 8 Open airway
4 e  Respiratory exhaustion or inevitable loss of the .
(8] airwa Nasal / Oral Airway
_8 > Y / Bag-Valve-Mask
(Y]
~~ e Current Approval / Special Training Required 1V / 10 PROCEDURE
S e Must Have at Least 3 Personnel
= 2 Being Paramedics Apply nasal cannula 15 LPM during intubation attempts
© A Video Laryngoscopy Must Be Available
8 A Have Back-Up Airways Available ATTEMPT INTUBATION
S .
— A Paralytics Do Not Change Poor Anatomy
O \_ ) CAPNOGRAPHY PROCEDURE Reauired
—
v v
[ Successful ] Not Successful
Meets Above Criteria
O
.0 ETOMIDATE (AMIDATE)
_e 0.2-0.3 mg/ kg IV /10 - Average Dose 20 mg
©
O OR
KETAMINE 1 -2 mg/ kg IV /10 — Average Dose 100 mg
Then
SUCCINYLCHOLINE (ANECTINE)
1-2mg/kgIV /IO - Average Dose 100 mg
Burn or Crush Injury > 24hr old
HX: Muscular Dystrophy, Multiple Sclerosis, Amyotrophic
Lateral Sclerosis (ALS)
© HX: Malignant Hyperthermia (including family)
O Etomidate First
8 Hyperkalemia or Renal Failure
INTUBATION PROCEDURE
o] Max 2 Intubation Attempts
A Document Failed Attempt(s)
—
Extraglottic (BIAD) Airway Device If Intubation Unsuccessful
Post Intubation Sedation
MIDAZOLAM (VERSED) 2.5 mg IV to tolerance - Max 10 mg
© or
g LORazepam (ATIVAN) 1 —2 mg IV / IO to tolerance - Max 8 mg
e
= ) )
If Evidence of Pain
fentaNYL (SUBLIMAZE) 25 mcg doses until pain tolerance
Max 200 mcg
\ 4
e
[ Ventilate to maintain CAPNOGRAPHY and PULSE OXIMETRY ]
[ TRANSPORT to appropriate facility CONTACT receiving facility CONSULT Medical Direction where indicated APPROPRIATE transfer of care ]
[ EMT Intervention AEMT Intervention PARAMEDIC Intervention Online Medical Control
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ADULT PROTOCOL

RAPID SEQUENCE INTUBATION (RSI) z
s
<
INDICATIONS SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS ~
e Sp0; <90% on high flow O, e Gagging e Cardiac arrest E
e Respiratory rate <10 or >32 e Audible stridor e Respiratory arrest 83
e Partial airway obstruction e Change in skin color e Respiratory failure =
due to blood, secretions, e Decreased LOC e Anaphylaxis U%
trauma, or GCS 8 or less e Increased or decreased e Esophageal obstruction
e Respiratory exhaustion or Respiratory rate
inevitable loss of the airway e Labored breathing @)
o
Restrictions and Conditions for Procedure QCT
e You must be approved and trained by Medical Direction in Rapid Sequence Intubation g
e Video laryngoscopy must be available >
e Salvage airways (extraglottic airways) must be available ;
e  Capnography must be available >
e A minimum of 3 EMS personnel are available to facilitate the procedure, 2 of which are Paramedics 8
o
The 7 “P’s” of Rapid Sequence Intubation
e P =Preparation
e P =Preoxygenation
e P =Pretreatment @)
e P =Paralysis with Induction =
e P =Protection %
e P =Placement of the Tube o
e P =Post-Induction Management
KEY POINTS
e  Waveform Capnography is required before, during, and after intubation attempts. Ventilate to maintain 2
Capnography and SpO.. 9
e Succinylcholine (Anectine) is contraindicated in persons with personal or family history of malignant hyperthermia, %
skeletal muscle myopathies, known or suspected hyperkalemia, and hypersensitivity to the medication. ol
e If patient becomes hyperthermic post administration of Succinylcholine (Anectine) advise receiving facility
immediately stressing it was post Succinylcholine (Anectine) administration. Begin cooling measures per the
HYPERTHERMIA PROTOCOL / HEAT EXPOSURE and the INDUCED HYPOTHERMIA PROCEDURE.
e Succinylcholine (Anectine) is never given alone. It is always preceded by an induction agent (a hypnotic / sedative —
medication) such as Etomidate (Amidate) or Ketamine (Ketalar).
e  Once Etomidate (Amidate) and Succinylcholine (Anectine) is administered the airway must be managed from that
point forward.
e larger doses of Succinylcholine (Anectine) may be required in myasthenia gravis. j
e Attempt intubation prior to induction and paralysis. If unsuccessful, sedate then paralyze patient and attempt g
intubation. Limit attempts post paralysis to 2 attempts then utilize an extraglottic airway such as a King or an LMA. 3
e Apply a nasal cannula to supply 15 LPM during the intubation attempts to maintain oxygen saturation o
e Consider Mallampati grade to determine difficulty PRIOR to intubation attempt
e Set up and test all equipment prior to intubation attempt, including suction and back-up airways
o Refer to ADULT AIRWAY protocol if post RSI sedation is required. L

Northeast Ohio Regional EMS Protocol - 11]|2
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I Circulation / Shock

Cardiac

Medical

Trauma

ADULT PROTOCOL

RESPIRATORY DISTRESS / ASTHMA / COPD

UNIVERSAL PATIENT CARE PROTOCOL

OXYGEN

12 LEAD EKG PROCEDURE
ld 157 Contact to EKG and Transmission < 10 Min

IV /10 PROCEDURE

v

Mild — Symptoms

\fﬁ

Treat with aerosol
DUONEB
(ALBUTEROL / IPRATROPIUM)
Oxygen as needed

\
P
@

EMT use only with ONLINE
Medical Control

4
4

N

A 4

Moderate / Severe Distress
CAPNOGRAPHY PROCEDURE

\r—v—\
/\_/_/

Tachypnea, wheezing accessory
muscle use, difficulty speaking
Treat with aerosol
DUONEB
(ALBUTEROL / IPRATROPIUM)

S 2

e EMT use only with ONLINE
Medical Control

Only if Evidence of Poor Air
Exchange after DUONEB

SEVERE ASTHMA / COPD
EPINEPHrine 1 mg / ml (1:1000)

0.3-0.5mgIM

CPAP PROCEDURE
Only if HYPOXEMIC / not
responding to basic oxygenation

\ J
g 3
A Hypotension
A Untreated Vomiting
§ J
\ 4

Oxygen as needed
Continuous pulse-ox
Repeat aerosols as needed
DUONEB
K (ALBUTEROL / IPRATROPIUM) j

methylPREDNISolone
(SOLU — MEDROL)
125mg IV /10

If Failed EPINEPHrine
Consider
MAGNESIUM SULFATE
2 Grams IV over 20 — 60 minutes

& Severe Distress with STRIDOR

CAPNOGRAPHY PROCEDURE

Tachypnea, bradypnea,
stridor, accessory muscle use,
difficulty speaking, CO,
narcosis
Treat with aerosol
RACEMIC EPINEPHRINE
Unit Dose (2.25% 0.5ml)
mixed in 3ml of Normal Saline
Nebulized x1 Dose

NOT for Foreign Body
Airway Obstructions
A If Racemic Epinephrine is
unavailable, see medication section
for aerosol EPINEPHrine
1mg/ ml

RN N

BE PREPARED for Emergency
Airway

CRICOTHYROTOMY
NEEDLE, KIT, or SURGICAL
As provided and trained

If Patient Occludes Airway

@  Must Have Med Command
Training / Approval

methylPREDNISolone
(SOLU — MEDROL)
125mgIV /10

\

N

[ TRANSPORT to appropriate facility CONTACT receiving facility CONSULT Medical Direction where indicated APPROPRIATE transfer of care ]

EMT Intervention

AEMT Intervention

PARAMEDIC Intervention

Online Medical Control
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ADULT PROTOCOL

RESPIRATORY DISTRESS / ASTHMA / COPD

HISTORY

SIGNS AND SYMPTOMS

DIFFERENTIAL DIAGNOSIS

Asthma; COPD -- chronic
bronchitis, emphysema,
congestive heart failure
Home treatment (oxygen,
nebulizer)

Medications (Theophylline,
steroids, inhalers)

Toxic exposure, smoke
inhalation

Shortness of breath
Pursed lip breathing
Decreased ability to speak
Increased respiratory rate
and effort

Wheezing, rhonchi

Use of accessory muscles
Fever, cough

Tachycardia

Tripod position

Asthma

Anaphylaxis
Aspiration

COPD (emphysema,
bronchitis)

Pleural effusion
Pneumonia
Pulmonary embolus
Pneumothorax
Cardiac (Ml or CHF)
Pericardial tamponade
Hyperventilation
Inhaled toxin (Carbon
monoxide, etc.)

CPAP should be used as a last resort in asthmatic / COPD patents whom are HYPOXEMIC. Prepare to intubate and
ventilate.

SEVERE ASTHMA / STATUS ASTHMATICUS patients not moving air or is not moving the mist from an aerosol treatment
give EPINEPHrine (Adrenaline) 1 mg / ml 0.3-0.5mgIM.

KEY POINTS

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

e  Status asthmaticus - severe prolonged asthma attack unresponsive to therapy - life threatening!

e If the patient is over 50 years of age, has a history of cardiac disease, or if the patient's heart rate is >120
EPINEPHrine (Adrenaline) may precipitate cardiac ischemia.

e  Monitor pulse oximetry continuously during treatment and transport.

e Asilent chest in respiratory distress is a pre - respiratory arrest sign.

e Be alert for respiratory depression in COPD patients on prolonged high flow oxygen administration.

e DO NOT withhold oxygen from hypoxic patients.

e If Albuterol (Proventil) and / or Ipratropium (Atrovent) is given, monitor the patient’s cardiac rhythm and
initiate IV.

e Patient with known COPD, asthma and a history of steroid use should receive IV MethylPREDNISolone (Solu-
Medrol). Use with caution in diabetics (hyperglycemia), Gl bleeds, and febrile patients (sepsis / infections).

e Assure enough expiration time when ventilating COPD or asthma patients to prevent breath stacking and Co2
elimination.

e Albuterol (Proventil) and Ipratropium (Atrovent) can be given down an ETT or Tracheotomy during ventilation if
there is evidence of bronchoconstriction.

Northeast Ohio Regional EMS Protocol - 13]|2
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ADULT PROTOCOL

(eT0]
[
= TRAUMATIC BREATHING
)
@©
()]
—
& s D
~ UNIVERSAL PATIENT CARE PROTOCOL
%" Evidence of Trauma — Blunt or Penetrating
E Abnormal or absent breath sounds, inadequate respiratory rate,
< 9 unequal symmetry, diminished chest excursion, cyanosis )
4 A
Identify Treatable Causes
(. J
X
[S)
= e ™
[75) _ - Assess for Patency — Consider Jaw Thrust Airway Maneuver
~ Give High Flow Oxygen
c (& J
RS
= e D
S < > Sucking Chest Wound
o Apply 3-sided Occlusive Dressing or Commercial Chest Seal
.L_) & J
— é Flail Chest )
P _ Assist with Ventilation — Gentle Positive Pressure
Consider CPAP if isolated chest trauma and no hypotension / shock /
tension pneumothorax and spontaneous adequate respiration
» N Y
©
S f  on A
= Penetrating Object
O < > Immobilize Object
Apply Sterile Saline Dressing
& J
—— If S&S of Tension Pneumothorax
(No lung sounds on affected side, Hypotension, JVD)
NEEDLE CHEST DECOMPRESSION PROCEDURE
= Be Prepared to Repeat IF S&S Return
2
S v
E [ TRANSPORT to appropriate facility CONTACT receiving facility CONSULT Medical Direction where indicated APPROPRIATE transfer of care ]
KEY POINTS
e These injuries involve the airway and are life-threatening.
— e Do not become distracted by non-life-threatening injuries that appear terrible.
o A sucking chest wound is when the thorax is open to the outside. The occlusive dressing may be anything such as petroleum gauze,
plastic, or a defibrillator pad. Tape only 3 sides down so that excess intrathoracic pressure can escape, preventing a tension
pneumothorax. It may help respirations to place patient on the injured side, allowing unaffected lung to expand easier.
© o A flail chest is when there are extensive rib fractures present, causing a loose segment of the chest wall resulting in paradoxical and
£ ineffective air movement. Positive pressure breathing via BVM will help push the segment and the normal chest wall out with inhalation
> and to move inward together with exhalation, getting them working together again. Do not use too much pressure, as to prevent
o additional damage or pneumothorax.
= e A penetrating object must be immobilized by any means possible. If it is very large, cutting may be possible, with care taken to not
move it while making the cut. Place an occlusive & bulky dressing over the entry wound.
o A tension pneumothorax is life threatening, look for HYPOTENSION, unequal breath sounds, JVD, increasing respiratory distress, and
decreasing mental status. The pleura must be decompressed with a needle to provide relief. Use the intercostal space between the 2"

— and 3™ribs on the midclavicular line, going in on the top side of the 3™ rib. Alternate site, 5t intercostal space mid axillary or anterior
axillary line. Once the catheter is placed, watch closely for reocclusion. Be prepared to repeat decompression if signs of tension
pneumothorax return. Use a long 3 - 3 %4” 14-gauge needle based on the patient.

[ EMT Intervention AEMT Intervention PARAMEDIC Intervention Online Medical Control
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SECTION 3 - CIRCULATION / SHOCK PROTOCOLS
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Airway / Breathing ]
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Cardiac

Medical

Trauma

ADULT PROTOCOL

SHOCK GUIDELINES

TYPES OF SHOCK

SIGNS AND SYMPTOMS

CARDIOGENIC SHOCK

Hypotension
Difficulty breathing
Cool, clammy skin
Weakness

HYPOVOLEMIC SHOCK

Tachycardia

Weak, thready pulse
Hypotension with narrow pulse pressure
Hypotension or falling systolic BP
Pale skin

Clammy or dry skin

Dyspnea

Altered LOC / coma

Decreased urine output
Restlessness

Irritability

Decreased urine output

ANAPHYLACTIC
SHOCK
(Distributive Shock)

Hypotension

Severe respiratory distress
Shock

Dyspnea

Wheezing
Hoarseness / stridor
Cyanosis

Facial / airway edema
Urticaria / hives
Warm burning feeling
ltching

Rhinorrhea

Altered LOC / coma
Pulmonary edema

NEUROGENIC SHOCK

Hypotension with a narrow pulse pressure
Evidence of trauma (lacerations, bruising, swelling, deformity)
Normal or bradycardic HR

(Distributive Shock)

(Distributive Shock) ¢ re . .

e Compromise in neurological function

e Normal or flushed skin color

e Hypotension with a narrow pulse pressure
SEPTIC SHOCK * Dyspnea

o Febrile

Tachycardia

Signs of infection

Hx of UTI

Hypovolemia (Fever, Sweating)
Dehydration

Altered LOC / coma

OBSTRUCTIVE SHOCK

Obstruction that interferes with preload / afterload

Commonly caused by tension pneumothorax / pulmonary embolism
Hypotension

Chest pain

Hypoxia

Absent lung sounds (tension pneumothorax)

Present lung sounds (pulmonary embolism)

Northeast Ohio Regional EMS Protocol - 2|3



SHOCK

3uiyieaug / Aemuly ]

HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS
e Blood loss - vaginal or e  Restlessness, confusion e  Shock
gastrointestinal bleeding, e  Weakness, dizziness e  Hypovolemic
AAA, ectopic e Weak, rapid pulse e Cardiogenic
e  Fluid loss - vomiting, e Pale, cool, clammy skin e Septic
diarrhea, fever e Delayed capillary refill e Neurogenic
e Infection e Hypotension e Anaphylactic
e Cardiac ischemia (MI, CHF) e Coffee-ground emesis e Ectopic pregnancy @)
e Medications e Tarry stools e  Dysrhythmias a
e Allergic reaction . Pulmonary embolus c
e  Pregnancy e Tension pneumothorax g
e Medication effect / overdose g
e Vasovagal hypotension S~
e Physiologic (pregnancy) g
8
s

KEY POINTS
. Exam: Mental Status, Skin, Heart, Lungs, Abdomen, Back, Extremities, Neuro
e Hypotension can be defined as a systolic blood pressure of less than 90 systolic or MAP less than 65.
e  Consider performing orthostatic vital signs on patients in non-trauma situations if suspected blood or fluid loss.
e  Consider all possible causes of shock and treat per appropriate protocol.

(@
Anaphylactic Shock o))
e Anaphylactic shock is the involvement of 2 or more body systems. Consider IM EPINEPHrine (Adrenaline). 3_
e Do not confuse EPINEPHrine (Adrenaline) 1 mg / ml IM and 0.1 mg / ml V. g
e  Treat patients with a history of anaphylaxis aggressively.
e  Routine assessment and supportive care of the patient’s respiratory and cardiovascular systems is required.
e When possible, remove any stingers.
Cardiogenic Shock —
e  Circulatory failure is due to inadequate cardiac function.
e  Be aware of patients with congenital defects.
e  Cardiogenic shock exists in the prehospital setting when an Ml is suspected and there is no specific indication of volume
related shock. =2
e  Pulmonary edema or CHF may cause cardiogenic shock. (Pediatrics with congenital heart defects may rarely have pulmonary o)
edema) Q.
e Marked, symptomatic tachycardia and bradycardia will also cause cardiogenic shock. Fix rate first. 8

Hypovolemic Shock
e Patients suffering from hemorrhagic shock secondary to trauma, should be treated under the Trauma Criteria, and should be
rapidly transported to the nearest appropriate facility.
e Initiate a second large bore IV for all patients in hypovolemic shock, resuscitate to a MAP of at least 65 or a SBP of 90 (100 Y
SBP if >70 years old) or radial pulses where NIBP is unavailable.

Septic Shock
e  Hypotensive septic shock patients require aggressive fluid resuscitation and should receive vasopressor support if not
responding to fluid challenges.
e  Bealert for septic shock in the elderly.

ewneJ|

Addisonian Crisis / Adrenal Crisis

e Not a field diagnosis. Patient / family / historian should be aware of diagnosis. They are coached to make sure the patient
gets IV steroids emergently. May have their own prescribed injectable steroids for EMS to administer. Check for medical
alert tags / bracelet.

e  Presents with Dehydration and/or severe vomiting and diarrhea stabbing pain in the abdomen, low back, or legs, low blood —
pressure (shock), low blood sugar, loss of consciousness.

e  Emergent steroid administration in addition to other standard resuscitation techniques. (ex. BGL correction and fluid
resuscitation). Use patient supplied steroids before EMS supplied if available.

Northeast Ohio Regional EMS Protocol - 3|3



Airway / Breathing ]
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Cardiac
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Trauma

ADULT PROTOCOL

ANAPHYLATIC REACTION / SHOCK

UNIVERSAL PATIENT CARE PROTOCOL

OXYGEN

CAPNOGRAPHY PROCEDURE
IV /10 PROCEDURE

Apply Cardiac Monitor and Assess Vitals

Consider ITD PROCEDURE

v

4 N\
Mild
|\ J
4 ’ I
Rash, itching,

No difficulty breathing or
throat tightening,
B/P — normal limits

diphenhydrAMINE
(BENADRYL)
25-50mglIV/10/IM

Consider
EPINEPHrine
AUTO-INJECTOR
If history of severe reaction

Consider

EPINEPHrine
(ADRENALINE)

1mg/ml Concentration
0.3-0.5mgIM

If history of severe
reaction or 2 or more
body systems involved

o7 Never Given IV

y

Moderate / Severe

v

Radial Pulses Present
Rash, itching,
Airway compromise,
Wheezing, Swelling,
Gl Symptoms
\ Hypotension /

EPINEPHrine AUTO-INJECTOR

EPINEPHrine (Adrenaline)

1mg/ml Concentration

0.3-0.5mgIM

o] Never Given IV

diphenhydrAMINE
(BENADRYL)
50mgIV/10/IM

IV NORMAL SALINE BOLUS
20 ml / kg
To Maintain MAP > 65
or SBP 90 / Radial Pulses if
NIBP Unavailable

DUONEB
(ALBUTEROL / IPRATROPIUM)
Aerosol - Monitor Airway

Medical Control

[ S1or) EMT use only with ONLINE ]

Consider repeat
EPINEPHrine
(ADRENALINE) after 5
min. if no improvement

methylPREDISolone
(SOLU — medrol)
125mg IV /10

Impending Arrest

Anaphylactic Shock

NO Radial Pulses
Severe Hypotension
Any AGE
Decreased LOC
Airway compromise

Secure Airway and
Ventilate

EPINEPHrine

0.1 mg / ml (100 mcg / ml)
Concentration
e IV/10
‘)o\l“"\e 100 mcg (1 ml) / minute
Until resolution of BP
500 mcg (5 ml) Max

If only AEMT Available or NO /
delayed vascular access
EPINEPHrine (ADRENALINE)
1mg/ml Concentration
0.3-0.5mgIM

If only EMT Available
EPINEPHrine Auto-Injector

A EPINEPHrine Slow IV
@ 0.1mg/ml(1:10,000)
IV ONLY

IV NORMAL SALINE BOLUS
20 ml / kg
To Maintain MAP > 65
or SBP 90 / Radial Pulses if
NIBP Unavailable

diphenhydrAMINE

(BENADRYL)
LAV AAYALY

AN\

methylPREDISolone
(SOLU — medrol)
125 mgIV /10

NN

Follow ACLS
o

[ TRANSPORT to appropriate facility CONTACT receiving facility CONSULT Medical Direction where indicated APPROPRIATE transfer of care ]

EMT Intervention

AEMT Intervention

PARAMEDIC Intervention

Online Medical Control
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ADULT PROTOCOL

HYPOVOLEMIC, NEUROGENIC, CARDIOGENIC,

AND SEPTIC SHOCK

c N

UNIVERSAL PATIENT CARE PROTOCOL

Adrenal / Addisonian Crisis
History of Condition with

dehydration, severe vomiting and

DO NOT CONFUSE AIRWAY PROTOCOL diarrhea, loss of consciousness,
EPINEPHrine Monitor Lung Sounds for Fluid Overload Iov_v bloo_d pressure, and / or
- stabbing pain in the abdomen, low
Img / ml 1'100(_) OXYGEN back, or legs.
(1000 mci/ T') IM Epi EMS PERMITTTED TO GIVE
0.1mg/m 1:10,000 PATIENT PERSCRIBED IV STERIODS
(100 mcg / ml) Cardiac Epi IV /10 PROCEDURE IF AVAILABLE (Preferred)
10 mcg / ml Push Dose Epi . . . Only if unavailable,
\ / Apply Cardiac Monitor and Assess Vitals methylPREDISolone
(SOLU — medrol)
[ CAPNOGRAPHY PROCEDURE 125 mg IV /10
v v v 4
'd ~\ 'd ~\
Hypovolemic Shock Cardiogenic Shock Neurogenic Shock Septic Shock
\, < (N J
s - N
Consider ITD [ @€ NOITD Procedure ] Consider / Identify Possible SIRS \
P d SPINAL MOTION Patient or Severe Sepsis
reeEe e | RESTRICTION PROCEDURE | Patient
C N\ Use Checklist on
Consider ITD Following Page
Procedure NOTIFY RECEIVING
L ) K FACILITY — SEPSIS ALERT j
\ 4
4 N\
v :‘AQR_MAL SQUNE BOLUS IV NORMAL SALINE IV NORMAL SALINE BOLUS 12 Lead Procedure
inimum Necessary . 20 ml / kg L )
To Maintain MAP > 65 Small fluid bolus To Maintain MAP > 65 6 )
or SBP 90 / Radial Pulses if permissible or SBP 90 / Radial Pulses if BLOOD GLUCOSE
NIBP Unavailable NIBP Unavailable PROCEDURE
_ v,

y

BLOOD GLUCOSE
PROCEDURE

A 4

Treatment per
Appropriate Trauma

IV NORMAL SALINE BOLUS

500 ml
To Maintain MAP > 65
or SBP 90 / Radial Pulses if
[ 12 Lead Procedure ] NIBP Unavailable
v
BLOOD GLUCOSE BLOOD GLUCOSE Consider ITD
PROCEDURE PROCEDURE Procedure

EPINEPHrine

(Adrenaline)

PUSH DOSE
Make 10 mcg / ml

EPINEPHrine

(Adrenaline)

PUSH DOSE
Make 10 mcg / ml

EPINEPHrine

(Adrenaline)

PUSH DOSE
Make 10 mcg / ml

Protocol 10 mcg (1 ml) every 10 mcg (1 ml) every 10 mcg (1 ml) every
2 - 5 min - slow push 2 - 5 min - slow push 2 - 5 min - slow push
Titrate to effect Titrate to effect Titrate to effect
To Maintain MAP > 65 To Maintain MAP > 65 To Maintain MAP > 65
or SBP 90 / Radial or SBP 90 / Radial or SBP 90 / Radial
Pulses if NIBP Pulses if NIBP Pulses if NIBP
Unavailable Unavailable Unavailable
v
[ TRANSPORT to appropriate facility CONTACT receiving facility CONSULT Medical Direction where indicated APPROPRIATE transfer of care
[ EMT Intervention AEMT Intervention PARAMEDIC Intervention Online Medical Control
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)
ADULT PROTOCOL
o]0}
C
= HYPOVOLEMIC, NEUROGENIC, CARDIOGENIC,
)
©
0 AND SEPTIC SHOCK
m e ——— |
~ SIRS Checklist
> Clinical Findings History
(;U O Pneumonia
z [ Temp > 38.3C (100.9F) or < 36C (96.8F) -/ Urinary Tract Infection
< I Heart Rate > 90 BPM i ge":_"t:rth "
[]  Respiratory Rate > 20 BPM or 0 DTaF)rrIEea s
[J  Capnography < 32 mmHg I ABD pain
> []  Altered Mental Status O Wound Infection
o [J  SBP <90 or MAP <70 ] Decubitus Ulcer
ﬁ [l Need for CPAP O  Indwelling Catheter or Device
S~ 0 Fever
[ O Decreased urine output last 8 hours
9 0 Prolonged bleeding
'E; Severe Sepsis Checklist
>S5 Clinical Findings (Present and NEW to Patient)
2 ] SBP<90
() [J  SPo2<90
[1 No Urine Output last 8 Hours
[J  Prolonged bleeding from gums
[1  Lactate >4
MAP Calculation
2 X Diastolic Blood Pressure + Systolic Blood Pressure / 3 = MAP
(8]
i
° Push Dose EPINEPHrine (Adrenaline) Preparation
3 Mix 1 mg EPINEPHrine (Adrenaline) of 1mg / ml (1:1000) in 100 ml of D5 or Normal Saline
This makes 10 mcg / ml concentration
Shake bag well to mix
Draw from bag and administer
10 mcg (1 ml) every 2 - 5 mins Titrated to Maintain MAP > 65 or SBP 90 / Radial Pulses if NIBP Unavailable
“©
L
©
(0]
p
—
©
S
=
©
—
|_
e
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SECTION 4 - CARDIAC PROTOCOLS

ACULE COroNAry SYNUIOME ....ceeveiiiiieieeeeeeeeeeettiiirieeeeeeeeeetttt i areeeeeeesssesstanresesessesessssnnseasesesssseres 2-4
2T Lo AV Tor ] o [T TSR 4-4
N ETE Lol VRN 6eT 0T o] <) I a1 or- [ o F= TP 6-4
Wide - ComplexX TachyCardia........cooiviiiiiiiiiiii et 8-4
Cardial AITES T e ——————— 10-4
Asystole / Pulseless Electrical ACtiVity (PEA)......ccueieiiiiiiee e et eetee et e e veee e esaaeee e 12-4
Ventricular Fibrillation (V-FIB) / Pulseless Ventricular Tachycardia.........ccccoevveieeiiieeececiieeens 14-4
Post - ResusCitation Cardial Care ..........uueeuueuuuviuiiiiiiiiiiiieiieeiieeerrerrerrrrrrrrrrerrerrrrereererrrerrrrrrrerree 16-4
Post — Resuscitation Targeted Temperature Management.......cccccccveereneeneerenereeereeeenniennnnann. 17-4
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Circulation / Shock I Airway / Breathing ]

Medical

Trauma

ADULT PROTOCOL

ACUTE CORONARY SYNDROME

[ UNIVERSAL PATIENT CARE PROTOCOL
[ Do not give OXYGEN unless SpO. <94%
CAPNOGRAPHY PROCEDURE Wl 157 Contact to EKG

and Transmission < 10 Min

IV /10 PROCEDURE

12 LEAD EKG PROCEDURE - LEFT
Look for ST Elevation - Transmit to ED

v v
[ EKG INDICATES STEMI - CONSULT PHYSICIAN IF UNSURE ] [ NO STEMI ON EKG - ISCHEMIC CHEST PAIN ]
( ) e 3
Strongly encourage transport to hospital with interventional cath lab ASPIRIN
(PCl) when STEMI is present on 12 lead 324 mg chew and swallow
(. J
(81 mg / tab x4)
( If ST Elevation Leads I, 111, Avf \ \_ )
12 LEAD EKG PROCEDURE - RIGHT C )
Right Sided Precordial Lead V4R - Transmit to ED NITROGLYCERIN (NITRO-STAT / Go-Nitro)
DO NOT DELAY TRANSPORT TO ACQUIRE RIGHT SIDED 12 LEAD 0.4 mg (400 meg) SL
USE CAUTION - NITROGLYCERINE (NITRO-STAT) if elevation in VAR if EABP >110 W'tth ';’t“tSIBP >12°5W'Fh°:t V)
ay give up to 3 total, every 5 minutes
\ 4
Use caution with acute septal wall MI ( © £ ile Dvsf i pul HTN d ithin 48 )
(V1, V2) — Watch for AV blocks — Consider placing pacing pads rectile Dysfunction / Pu m:rr;ary rug use within
\ : J
( ASPIRIN )
324 mg chew and swallow fentaNYL (SUBLIMAZE)
81 mg / tab x4
; (81 me/ ) \/ 25100 mcg IV /IM /IN /10 — SLOW IV — Max 100 mcg
NITROGLYCERIN (NITRO-STAT / Go-Nitro)
0.4 mg (400 mcg) SL If fentaNYL (Sublimaze) is unavailable, See Medication
(If SBP >110 with IV or SBP >120 without 1V) Section for Morphine Sulfate
> May give up to 3 total, every 5 minutes if working < Py —
g Erectile Dysfunction / Pulmonary HTN drug use within 48 ONDANSETRON (ZOFRAN) 4 mg IV / IM
hrs. (0]
A EMT use requires DIRECT Med Control y PROMETHAZINE (PHENERGAN) 12.5 mg IV / 25 mg IM

ONDANSETRON (ZOFRAN) Oral Disintegrating Tablet (ODT)

If cocaine or stimulant Induced STEMI include if Nausea / Vomiting - 4 mg Oral — may repeat max 8 mg

MIDAZOLAM (VERSED) 2.5 mg IV /10 or 5 mg IM / IN

OR
LORazepam (ATIVAN) 1-2mgIV /IO /IM/IN

A If Midazolam (Versed) or LORazepam (Ativan) Unavailable,
See Medication Section for DiazePAM (Valium)

IF Nausea / Vomiting
ONDANSETRON (ZOFRAN) 4 mg IV / IM
OR

PROMETHAZINE (PHENERGAN) 12.5 mg IV / 25 mg IM

ONDANSETRON (ZOFRAN) Oral Disintegrating Tablet (ODT)
if Nausea / Vomiting - 4 mg Oral — may repeat max 8 mg

Treatment if Confirmed STEMI

TICAGRELOR (BRILINTA)
180 mg Chew and Swallow PO

@ Do Not Administer if Already on Antiplatelets — See Key Points ‘

HEPARIN
60 Units / kg IV /10
Max Dose 4000 Units

CONSIDER fentaNYL (SUBLIMAZE) v
25-100 mcg IV /IM /IN /10 — SLOW IV — Max 100 mcg

TRANSPORT to appropriate facility (PCI)
CONTACT receiving facility

If fentaNYL (Sublimaze) is unavailable, See Medication
Section for Morphine Sulfate

A Routine use of opiate pain control discouraged if CONSULT Medical Direction where indicated
TICAGRELOR (BRILINTA) being utilized — interferes with APPROPRIATE transfer of care
absorption

EMT Intervention AEMT Intervention PARAMEDIC Intervention Online Medical Control
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ADULT PROTOCOL

ACUTE CORONARY SYNDROME

HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS
Age CP (pain, pressure, aching, e  Trauma vs. medical
Medications tightness) e Angina vs. myocardial

Past medical history (Ml,
angina, diabetes)
Allergies

Recent physical exertion
Onset

Location (substernal,
epigastric, arm, jaw, neck,
shoulder)

Radiation of pain

Pale, diaphoresis

infarction
e  Pericarditis
e Pulmonary embolism
e  Asthma/COPD
e  Pneumothorax

e  Palliation / Provocation e Shortness of breath e  Aortic dissection or aneurysm

e Quality (crampy, constant, e  Nausea, vomiting, dizziness e  GE reflux or hiatal hernia
sharp, dull, etc.) e  Esophageal spasm

e  Region / Radiation / Referred e  Chest wall injury or pain

e  Severity (1-10) e  Pleural pain

e  Time (duration / repetition)

3o0ys / uonenaiin I Suiyiesug / Aemury ]

KEY POINTS

e Make the scene safe: All chest pain patients must have an IV and 12 Lead EKG.

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

e  If patient has taken Nitroglycerin (Nitro-stat) without relief, consider potency of the medication.

e If positive ECG changes, establish a second IV while enroute to the hospital.

e Monitor for hypotension after administration of Nitroglycerin (Nitro-stat) or FentaNYL (Sublimaze).

e Nitroglycerin (Nitro-stat) or FentaNYL (Sublimaze) may be repeated per dosing guidelines in the MEDICATIONS SECTION.

e Diabetics / geriatric patients often have atypical pain, vague, or only generalized complaints. Be suspicious of a “silent MI”.

. Refer to the BRADYCARDIA PROTOCOL (HR < 60 bpm) or NARROW COMPLEX TACHYCARDIA PROTOCOL (HR > 150 bpm) if
indicated.

e |f the patient becomes hypotensive from Nitroglycerin (Nitro-stat), FentaNYL (Sublimaze) administration, place the patient in
the Trendelenburg position and administer a Normal Saline bolus.

e  Be prepared to administer Narcan (Naloxone) if the patient experiences respiratory depression due to FentaNYL (Sublimaze)
administration.

e If pulmonary edema is present, refer to the CHF / ACUTE PULMONARY EDEMA PROTOCOL. Consider other causes of chest Z
pain such as aortic aneurysms, pericarditis, esophageal reflux, pneumonia, pneumothorax, costochondritis, pleurisy, 8
pancreatitis, appendicitis, cholecystitis (gallbladder), and pulmonary embolism. o

e Aspirin can be administered to a patient on Coumadin (Warfarin) unless the patient’s physician has advised them otherwise. Q

e If the patient took a dose of Aspirin that was less than 324 mg in the last (24) hours, then additional Aspirin can be
administered to achieve a therapeutic dose of 324 mg.

e DO NOT administer Nitroglycerin (Nitro-stat) to a patient who took an erectile dysfunction medication; Sildenafil (Viagra),

Tadalafil (Cialas), Vardenafil (Levitra), etc. within the last 48 hours due to potential severe hypotension. __J

e Nitroglycerin (Nitro-stat) can be administered to a patient by EMS if the patient has already taken their own prior to your
arrival. Document it if the patient had any changes in their symptoms or a headache after taking their own Nitroglycerin.
Nitroglycerin (Nitro-stat) can be administered to a hypertensive patient complaining of chest discomfort without Medical
Direction permission.

e Nitroglycerin (Nitro-stat) can be administered without an IV if patient has a BP greater than 120 mmHg, without signs of :'
inferior wall MI. QC)

e DO NOT treat PVC’s with Amiodarone (Cordarone) unless patient develops runs of V-Tach or has sustained V-tach. 3

e Pulse oximetry is not an indicator of myocardial perfusion. Q

e Only administer oxygen if the patient is hypoxic with a SpO, of less than 94. Do not withhold oxygen from patients that are
short of breath regardless of SpO,.

e  Once applied to a known or suspected ACS patient do not remove a 12 lead EKG, even if the initial EKG is unremarkable.

Some devices continue to look for ST segment changes and will alert if there are changes. ___J

V4 — Anterior
V5 — Lateral
V6 — Lateral

| — Lateral

aVL - Lateral
aVF — Inferior

Il — Inferior
Il = Inferior

V3 — Anterior
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Circulation / Shock I Airway / Breathing ]

Cardiac

Medical

Trauma

ADULT PROTOCOL

BRADYCARDIA

UNIVERSAL PATIENT CARE PROTOCOL
APPLY CARDIAC MONITOR
OXYGEN
CAPNOGRAPHY PROCEDURE
IV /10 PROCEDURE

v

v

Stable

Unstable

g

Continual Monitoring and Reassessment

) Hypotensive / Symptomatic
SBP < 90 / No Radial Pulses / AMS

\

( ) . .
Consider Sedation

12 LEAD EK('; PROCEDUBE MIDAZOLAM (VERSED) 2.5 mg IV /IO or5mgIM/IN
L Look for ST Elevation - Transmit to ED ) OR
a4 . ) LORazepam (ATIVAN)1-2mgIV/I0/IM/IN

Be Prepared for Decompensation pam { ) &
Consider placing pacing pads A If Midazolam (Versed) or LORazepam (Ativan) Unavailable,
. . See Medication Section for DiazePAM (Valium)
P dicat

\_ répareé medications Yy, A\ Capnography Required

A

y

EXTERNAL TRANSCUTANEOUS
PACING PROCEDURE

ATROPINE1mglIV /10
Can repeat every 3 - 5 minutes if working
Maximum of 3 mg

EPINEPHrine (Adrenaline) PUSH DOSE
Make 10 mcg / ml
10 mcg (1 ml) every 2 — 5 min slow push
Titrate to effect
To Maintain MAP > 65
or SBP 90 / Radial Pulses if NIBP Unavailable

IV NORMAL SALINE BOLUS
To Maintain MAP > 65
or SBP 90 / Radial Pulses if NIBP Unavailable

12 LEAD EKG PROCEDURE
Look for ST Elevation - Transmit to ED

\ 4

[ TRANSPORT to appropriate facility CONTACT receiving facility CONSULT Medical Direction where indicated APPROPRIATE transfer of care ]

EMT Intervention

AEMT Intervention PARAMEDIC Intervention Online Medical Control

Northeast Ohio Regional EMS Protocol - 4|4



BRADYCARDIA

HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS
e  Past medical history e HR<60/min e Acute myocardial infarction
e Medications o Chest pain e Hypoxia
e Beta-blocker use e  Respiratory distress e Hypothermia
e  Calcium channel blocker use e Hypotension or shock e Sinus bradycardia
e Clonidine use e Altered mental status e Athletes
e Digitalis use e  Syncope e Head injury (elevated ICP) or
e Pacemaker stroke

e Spinal cord lesion
e  Sick sinus syndrome
e AV blocks (1°, 2°, or 3°)

Yo0ys / uone|nai) I 3uiyiesug / Aemury ]

<
()
o
8
—
KEY POINTS
e Exam: Mental Status, Neck, Heart, Lungs, Neuro
e The use of Amiodarone (Cordarone) in heart block can worsen bradycardia and lead to asystole. :'
e Treatment of bradycardia is based upon the presence or absence of hypotension. g
e If hypotension exists, treat, If blood pressure is adequate, monitor only but have all treatment modalities 3
immediately available if the patient decompensates. o
e Transcutaneous pacing is the treatment of choice for Type Il second-degree heart blocks and third-degree heart
blocks.
e Transcutaneous pacing in demand mode will shut off if patient’s intrinsic heart rate rises above the set pacer
rate. —
e If the patient is critical and an IV is not established, initiate pacing use intranasal sedation if required.
e [f the patient converts to another rhythm, refer to the appropriate protocol and treat accordingly.
e If bradycardia is a result of calcium channel blocker or beta blocker overdose, follow the Toxic Ingestion /
Exposure / Overdose protocol.
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Circulation / Shock I Airway / Breathing ]

Medical

Trauma

ADULT PROTOCOL

NARROW - COMPLEX TACHYCARDIA

UNIVERSAL PATIENT CARE PROTOCOL

APPLY CARDIAC MONITOR

OXYGEN

CAPNOGRAPHY PROCEDURE
IV /10 PROCEDURE

Identify Rhythm type Regular or Irregular

2 e N
Stable / Regular / (SVT) [ Stable / Irregular (A-Fib) ] Unstable / Regular or Irregular
. < SBP < 90, No Radial Pulses, AMS, Chest Pain, Shock
\ J
12 LEAD EKG 12 LEAD EKG N
PROCEDURE PROCEDURE Use EXTREME Caution When Cardioverting
< IRREGULAR Tachycardias.
Attempt Vagal SIGNFICIANT Potential to Cause CVA, Specifically if
Maneuvers S Greater Than 48 Hours Duration )
(NO carotid massage) )
A\ 4 1

. Consider Sedation
Dol SUFpEr Ly e, MIDAZOLAM (VERSED) 2.5 mg IV /10 or 5 mg IM / IN
(ADENOCARD) Treatment of OR

6 mg IV push Symptoms and Close LORazepam (ATIVAN) 1—2mg IV /10 /IM/ IN
followed by 20 ml Observation are all that
Normal Saline push is generally required
(Not for rapid Atrial
Fibrillation or WPW)

If Midazolam (Versed) or LORazepam (Ativan) Unavailable,
See Medication Section for DiazePAM (Valium)
Capnography Required

Synchronized CARDIOVERSION
50 — 100 J or Device Recommendation

Irregular Rhythms / Afib

IF No Response NORMAL SALINE
1 -2 minutes Consider Fluid Bolus to &
Rule out Hypovolemia / -
ADENOSINE Dehydration as Cause No Response 1 -2 minutes
(ADENOCARD) of Tachycardia ,
12 mg IV push followed Repeat Synchronized CARDIOVERSION
by 20 ml Normal Saline 200, 300, 360 J or Device Recommendation
A Irregular Rhythms / AFib
\ 4 \ 4 \ 4

[ TRANSPORT to appropriate facility CONTACT receiving facility CONSULT Medical Direction where indicated APPROPRIATE transfer of care ]

EMT Intervention AEMT Intervention PARAMEDIC Intervention Online Medical Control
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|
>
NARROW — COMPLEX TACHYCARDIA -
s
2
HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS ~
e Medications e HR>150bpm e Heart disease (WPW, =
(Aminophylline, diet pills, e (QRS<.12Sec valvular) 8
thyroid supplements, e Dizziness, CP, SOB e Sick sinus syndrome :j'-
decongestants, digoxin) e Potential presenting e Myocardial infarction =
e Diet (caffeine, chocolate) rhythm e Electrolyte imbalance
e Drugs (nicotine, cocaine) e  Sinus tachycardia e  Exertion, pain, emotional )
e  Past medical history e Atrial fibrillation / flutter stress ®)
e History of palpitations / e Multifocal atrial tachycardia e Fever =
heart racing e Hypoxia c
e Syncope / near syncope e Hypovolemia or anemia %
e Drug effect / overdose (see g
HX) ~
e Hyperthyroidism ('3,1
e  Pulmonary embolus g
o

Known Atrlal Flbrlllatlon
NO ADENOSINE

. ‘ﬂ,‘H'

i

AL l

Wolf Parkinson White (WPW)
NO ADENOSINE Atrial Fibrillation / Wolf Parklnson White (WPW) / RVR

NO ADENOSINE

KEY POINTS
e Exam: Mental Status, Skin, Neck, Lung, Heart, Abdomen, Back, Extremities, Neuro
Monitor for respiratory depression and hypotension associated with Lorazepam (Ativan).

e Continuous pulse oximetry is required for all tachycardic patients.

e Document all rhythm changes with monitor strips and obtain monitor strips with each intervention.

e [f the patient converts to another rhythm, refer to the appropriate protocol and treat accordingly.

e Examples of vagal maneuvers include bearing down, coughing, or blowing into a syringe. DO NOT perform a
carotid massage.

e If possible, the IV should be initiated in either AC. -

e Consider applying the cardioversion / pacing pads prior to Adenosine (Adenocard) administration.

e  When administering Adenosine (Adenocard), raise the patient’s arm and immediately follow the bolus with 20
ml rapid bolus of normal saline.

[EJIPIN

e Record 3-Lead EKG strips during Adenosine (Adenocard) administration. j
e Perform a 12-Lead EKG prior to and after Adenosine (Adenocard) conversion or after cardioversion. g
e If the patient converts into ventricular fibrillation or pulseless ventricular tachycardia immediately 3
DEFIBRILLATE, the patient and refer to the appropriate protocol and treat accordingly. Be sure to switch the Q
defibrillator out of “Sync” before defibrillating.
e Give a copy of the EKGs and / or code summaries with the receiving facility upon arrival.
e Transient periods of sinus bradycardia and ventricular ectopy are common after termination of SVT.
e

e Itis unlikely that symptoms of instability are caused primarily by the tachycardia when the HR is <150 unless
there is impaired ventricular function.
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ADULT PROTOCOL

WIDE — COMPLEX TACHYCARDIA - With Pulse
/ Rule out Paced \

UNIVERSAL PATIENT CARE PROTOCOL

SR

o
k=
<

)

©

()

| .

m
~

% Rhythm

2 . APPLY CARDIAC MONITOR

c Pacer spikes may not

< be present with OXYGEN

t k
— current pacemaxer CAPNOGRAPHY PROCEDURE
technology, confirm

- by History / Physical IV /10 PROCEDURE

_8 Exam

n K / Identify Rhythm type Regular or Irregular

~

|

c

S v v v

-l(_—cl e A s N

= Stable / Regular Stable / Irregular Unstable / Regular or Irregular

g . < > < SBP < 90, No Radial Pulses, AMS, Chest Pain, Shock
(@] 12 LEAD EKG 12 LEAD EKG e S

onsiaer >edation
L FROGEIIE ) PROCEDURE ) MIDAZOLAM (VERSED) 2.5 mg IV /10 or 5 mg IM / IN
)\ OR
Attempt Vagal AR VL) LORazepam (ATIVAN) 1=2mg IV /10 /IM / IN
Maneuvers Maneuvers
(NO carotid massage) (NO carotid massage) A If Midazolam (Versed) or LORazepam (Ativan) Unavailable,
j See Medication Section for DiazePAM (Valium)
l A Capnography Required

Synchronized CARDIOVERSION
100 J
or Device Recommendation

If Torsades de pointes
MAGNESEUM SULFATE

MONOMORPHIC WIDE
COMPLEX TACHYCARDIA

Consider 1-2gramsIV/I10
ADENOSINE over 5 to 60 minutes A Irregular Rhythms / Afib
(ADENOCARD) g Defibrillate if Torsades, do not Synchronize Cardiovert
6 mg IV push AMIODARONE v
followed by 20 ml .
N s l.y h (CORDARONE) No Response 1 -2 minutes
ormal >aline pus 150 mg |V/ 10
© mix in 100 ml D5W Repeat Synchronized CARDIOVERSION
= May consider o) ; 3 :
5 ver 10 minutes 200, 300, 360 J or Device Recommendation
Iy ADENOSINE
E (ADENOCARD) A If Amiodarone (Cordarone) A IrrEgUIar Rhythms / Afib
12 mg v push Unavailable, See Medication o Defibrillate if Torsades, do not Synchronize Cardiovert
) . Section for Lidocaine
if required (Xylocaine)
©  Must have USEABLE 12 Lead . L . . .
EKG and Have Transmitted tc Consider Medications if Cardioversion Unsuccessful
AMIODARONE Hospital
© IF PREGNANT — USE AMIODARONE (CORDARONE)
(CORDARONE) LIDOCAINE, see Medication
Socti 150 mg IV /10
150 mg IV /10 \ ecton mix in 100 ml DSW
© mix in 100 ml D5W Over 10 minutes
£ Over 10 minutes
S If Amiodarone (Cordarone) Unavailable, See Medication Section for
© A If Amiodarone (Cordarone) Lidocaine (Xylocaine)
|: Unavailable, See Medication Must have USEABLE 12 Lead EKG and Have Transmitted to Hospital
Section for Lidocaine IF PREGNANT — USE LIDOCAINE, See Medication Section
(Xylocaine)
@ Must have USEABLE 12 Lead If Torsades de pointes
EKG and Have Transmitted to MAGNESEUM SULFATE
Hospital
— o] IF PREGNANT — USE Lo grams Iv/10
LIDOCAINE Over 5 minutes
Vv v
[ TRANSPORT to appropriate facility CONTACT receiving facility CONSULT Medical Direction where indicated APPROPRIATE transfer of care ]
[ EMT Intervention AEMT Intervention PARAMEDIC Intervention Online Medical Control
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ADULT PROTOCOL

>
WIDE- COMPLEX TACHYCARDIA 2
s
Q
<
HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS ;
e  Past medical history / e Ventricular tachycardia on e Artifact / device failure o
medications, diet, drugs. ECG (runs or sustained) e (Cardiac <l
e Syncope / near syncope e Conscious, rapid pulse e Endocrine / metabolic =
e Palpitations e  Chest pain, shortness of e Drugs o%
e Pacemaker breath e Pulmonary
e Allergies: Amiodarone e Dizziness
(Cordarone) e Rate usually 150 + bpm for O
sustained V-Tach o
=
Q
=
(@)
S
S~
wm
>
(@)
o
oL

<
()
o
o
Q-
—
KEY POINTS =
e Exam: Mental Status, Skin, Neck, Lung, Heart, Abdomen, Back, Extremities, Neuro 8
e  Polymorphic V-Tach (Torsades de Pointes) may benefit from the administration of Magnesium Sulfate. 3
e  Polymorphic V-Tach (Torsades de Pointes) requires defibrillation rather than synchronized cardioversion. &
e [f the patient converts to another rhythm, refer to the appropriate protocol and treat accordingly.
e If the patient relapses back into wide complex tachycardia / ventricular tachycardia, initiate synchronized
cardioversion with the joules setting that previously cardioverted the patient.

e Record 3 /4 - Lead EKG strips during medication administration.

e Perform a 12- Lead EKG prior to and after medication administration, or synchronized cardioversion of wide
complex tachycardia / ventricular tachycardia.

e Perform a code summary and attach it to the patient run report.

e Be sure to treat the patient and not the monitor.
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Circulation / Shock 1 Airway / Breathing ]

Medical

Trauma

ADULT PROTOCOL

CARDIAC ARREST

REFER TO DOA
GUIDELINES

CONTACT ONLINE
MEDICAL CONTROL

/ AT ANY TIME \

Return of
Spontaneous
Circulation
(ROSC)

GO TO POST
RESUSCITATION

k CARDIAC CARE /

EMT Intervention

Y

UNIVERSAL PATIENT CARE PROTOCOL

Criteria for Death

N~

Criteria for DNR

\ 4

Begin CPR Immediately

\4

Attach Cardiac Monitor
Defibrillator / AED as soon as available

\ 4

Deliver Shock x 1 if Shockable

\
>

Immediately Resume CPR - 2 minutes

IV /10 PROCEDURE

AIRWAY PROTOCOL

V4
<

Review DNR
Comfort Care
Guidelines
CONTACT ONLINE
MEDICAL
CONTROL

\4

( )
Deliver Shock x 1 if Shockable

\ 7
<

[ Maintain CPR / Airway
7z

( A

Follow AED Prompts
(if applicable)
\ Y,
v
( )
Continue CPR
(. _/
4 . N )
TRANSPORT to appropriate facility
CONTACT receiving facility
CONSULT Medical Direction where indicated
APPROPRIATE transfer of care
N\ J

AEMT Intervention

PARAMEDIC Intervention

Go to Appropriate
Protocol

Identify known
dialysis patients in
asystole, V-Fib or

pulseless V-Tach

IF ALS CARE AVAILABLE
IN FIELD
Patients in cardiac arrest
SHOULD be worked on
scene UNLESS special
resuscitation
circumstances exist that
would benefit from
hospital treatment
unavailable in the field

Field Termination
BLS
1. Arrest not witnessed by EMS /
first responders
2. No ROSC has been obtained
after 20 min of CPR
3. Non-shockable rhythm

Field Termination
ALS

1.Arrest not witnessed by EMS /
first responders
2.Advanced Airway in Place
3.Vascular Access in Place
4.Continuous CPR During

Resuscitation
5.At Least 2 Rounds of ACLS

Medications
6.Asystole Confirmed in 2 leads
7.20 Minutes of Resuscitation
8. An intra-arrest capnography
reading <10 indicates no
perfusion and may be helpful in
considering termination or
efforts.

Online Medical Control
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ADULT PROTOCOL

CARDIAC ARREST S

s

<

HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS ~

e Events leading to arrest e Unresponsive e Medical vs. trauma ]
e Estimated downtime e Apneic e V-fib vs. pulseless V-tach Q
e Past medical history e Pulseless e Asystole =
e Medications e Pulseless electrical activity 0%

e  Existence of terminal illness (PEA)

e  Signs of lividity, rigor mortis )
e DNR O
o

c

v}

=

(@)

>

~

wn

>

o

o

o

KEY POINTS

e Exam: Mental Status

e Always minimize interruptions to chest compressions.

e Success is based on proper planning and execution. Procedures require space and patient access, make room to
work.

e Reassess airway frequently and with every patient move.

e  Maternal arrest - Treat mother per appropriate protocol with immediate notification to Online Medical Control
and rapid transport.

e  When IV access failed or difficult, humeral head IO are preferred routes over tibial 10 for resuscitation

e If the patient converts to another rhythm, refer to the appropriate protocol and treat accordingly.

e Attempt to obtain patient history from family members or bystanders. —
e Estimated down time
e Medical history
e Complaints prior to arrest

|EJIPSIN

e Bystander CPR prior to EMS arrival j
e AED use prior to EMS arrival QC’

e Administer Dextrose only if the patient has a blood glucose level < 70 mg / dl. Dextrose should be administered 3
as soon as hypoglycemia is determined. Y

e Reassess the patient if the interventions do not produce any changes.

e If indicated, refer to the TERMINATION OF RESUSCITATION EFFORTS POLICY.

e If patient is pregnant and in cardiac arrest, manually manipulate the uterus to the left during CPR L
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Circulation / Shock ] Airway / Breathing ]

Medical

Trauma

ADULT PROTOCOL

ASYSTOLE / PULSELESS ELECTRICAL ACTIVITY (PEA)

Refer to DOA UNIVERSAL PATIENT CARE PROTOCOL

Guidelines

2\
Ao

Criteria for Death

CONTACT ONLINE
MEDICAL CONTROL

Y
N

Criteria for DNR

!
/ AT ANY TIME \ [ |

Begin CPR Immediately
Return of - Y N
Spontaneous | AIRWAY PROTOCOL |
Circulation [ CAPNOGRAPHY PROCEDURE ]
(ROSC)

( vy )\

GO TO POST Apply Cardiac Monitor / AED
RESUSCITATION e ) 3
CARDIAC CARE \ Asystole / PEA Persists )

k PROTOCOL /

Continue CPR

IV /10 PROCEDURE

EPINEPHrine (ADRENALINE) as soon as possible after
vascular access

Known dialysis
patient consider:

EPINEPHrine (ADRENALINE)
1mglIV /10 of 0.1 mg/ ml(1:10,000)
Flush IV Line Then Repeat every 3 - 5 minutes

CALCIUM GLUCONATE
1-3 Grams SLOW IV /10
OR
CALCIUM CHLORIDE
1 Gram SLOW IV /IO

Continue CPR

Consider Termination — See Field Termination
of Resuscitative Efforts Policy

o DO NOT MIX WITH
SODIUM BICARBONATE
IN SAME LINE

TRANSPORT to appropriate facility
CONTACT receiving facility
CONSULT Medical Direction where indicated
APPROPRIATE transfer of care

Flush IV Line Then
SODIUM
BICARBONATE
1 mEq / kg up to 200

mEq IV /10

EMT Intervention AEMT Intervention PARAMEDIC Intervention

Review DNR Comfort
Care Guidelines
CONTACT ONLINE
MEDICAL CONTROL

IF ALS CARE AVAILABLE IN
FIELD

Patients in cardiac arrest

SHOULD be worked on
scene UNLESS special
resuscitation circumstances

exist that would benefit
from hospital treatment
unavailable in the field

Field Termination
BLS
1. Arrest not witnessed by EMS /
first responders
2. No ROSC has been obtained after 20
min of CPR
3. Non-shockable rhythm

Field Termination
ALS

1. Arrest not witnessed by EMS /
first responders
2. Advanced Airway in Place
3. Vascular Access in Place
4. Continuous CPR During

Resuscitation
5. At Least 2 Rounds of ACLS

Medications
6. Asystole Confirmed in 2 leads
7. 20 Minutes of Resuscitation
8. An intra-arrest capnography
reading <10 indicates no perfusion
and may be helpful in considering
termination or efforts.

If patient awakens during
CPR or CPR device use,
despite a non-life sustaining
rhythm that interferes with
treatment give
KETAMINE (KETALAR) 10 mg
IV /10
or
MIDAZOLAM (VERSED)
25mglvV/I10
Repeat as needed to yield
patient response permitting
resuscitation

Online Medical Control
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Il
ASYSTOLE / PULSELESS ELECTRICAL ACTIVITY (PEA) z
3
Q
HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS i
e  Past medical history e Pulseless e Medical vs. trauma E
e  Medications e Apneic e Hypoxia i
e Events leading to arrest e No electrical activity on ECG e  Potassium (hypo / hyper) s
e End stage renal disease e Cyanosis e Acidosis S
e Estimated downtime e Hypothermia s
e Suspected hypothermia e Device (lead) error —
e Suspected overdose e Death O
e DNR e Hypovolemia §
e Tricyclics e Cardiac tamponade c
e Digitalis e Drug overdose (Tricyclics, -
e Beta blockers digitalis, beta blockers, o
° Calcium channel blockers calcium channel blockers i
e  Massive myocardial wn
infarction g
e Tension pneumothorax %
e Pulmonary embolus

CONSIDER TREATABLE CAUSES
e Hypovolemia e Toxins
e Hypo-hyperkalemia e Tamponade (cardiac)
e Hypoxia e Tension pneumothorax
e Hypoglycemia e Thrombosis (coronary or pulmonary)
e Hydrogen ion (acidosis) e Trauma
e Hypothermia

|EJ1PaN

KEY POINTS

e Exam: Mental Status

e Always minimize interruptions to chest compressions.

e  When IV access failed or difficult, humeral head 10 are preferred routes over tibial 10 for resuscitation.

e Always confirm asystole in more than one lead. R

e Consider each possible cause listed in the differential: Survival is based on identifying and correcting the cause!

e Discussion with Online Medical Control can be a valuable tool in developing a differential diagnosis and
identifying possible treatment options.

e [f the patient converts to another rhythm, refer to the appropriate protocol and treat accordingly. j
e  Early identification and treatment of reversible causes of PEA increases the chance of a successful outcome. %’
e Consider volume infusion for all patients in PEA. Be alert for fluid overload. 3
e Treat as ventricular fibrillation if you cannot differentiate between asystole and fine ventricular fibrillation. -
e Dextrose should only be administered to a patient with a confirmed blood glucose level less than 70 mg / dl.
e If patient is pregnant and in cardiac arrest, manually manipulate the uterus to the left during CPR
e

Northeast Ohio Regional EMS Protocol - 13|4



Circulation / Shock ] Airway / Breathing ]

Medical

Trauma

ADULT PROTOCOL

VENTRICULAR FIBRILLATION (V - FIB)
PULSELESS VENTRICULAR TACHYCARDIA

Refer to DOA
Guidelines

CONTACT ONLINE
MEDICAL CONTROL

/ AT ANY TIME \

Return of
Spontaneous
Circulation
(ROSC)

GO TO POST
RESUSCITATION

k CARDIAC CARE j

Known dialysis
patient consider:

Flush IV Line Then
CALCIUM GLUCONATE
1-3Grams SLOW IV /10
(0]

CALCIUM CHLORIDE
1 Gram SLOW IV / 10

sror) DO NOT MIX WITH
SODIUM BICARBONATE
IN SAME LINE

Flush IV Line Then
SODIUM BICARBONATE
1 mEq / kg up to 200 mEq
IV/10

REFRACTORY V-FIB / TACH
After failed highest defibrillation
settings and antiarrhythmics

CONSIDER
ELECTRICAL VECTOR CHANGE
Add Anterior / Posterior Pads

Attempt Defibrillation

Then CONSIDER
DOUBLE SEQUENTIAL
DEFIBRILLATION
If capable, after minimum of 4
unsuccessful EMS
defibrillations

EMT Intervention

UNIVERSAL PATIENT CARE PROTOCOL

Criteria for DNR

Criteria for Death

v

Begin CPR Immediately

—

Apply Cardiac Monitor
Defibrillator / AED — Confirm V-Fib / VTach

Defibrillate 200 J or Device Recommendation

Immediately resume CPR / 2 minutes

v

[
[
[
[

AIRWAY PROTOCOL

CAPNOGRAPHY PROCEDURE
IV /10 PROCEDURE

Reassess Rhythm

Defibrillate 300 J or Device Recommendation

Immediately resume CPR / 2 minutes

EPINEPHrine (ADRENALINE)
1mglIV /10 of 0.1 mg/ ml (1:10,000)
Repeat every 3 - 5 minutes

Reassess Rhythm

—)

Defibrillate 360 J or Device Recommendation

Immediately resume CPR / 2 minute

Give ONE Antiarrhythmic during CPR

Defibrillate 360 J or Device Recommendation

Yy

Immediately resume CPR / 2 minute

'

Reassess Rhythm

Defibrillate 360 J or Device Recommendation

Immediately resume CPR / 2 minute

v

TRANSPORT to appropriate facility
CONTACT receiving facility
CONSULT Medical Direction where indicated
APPROPRIATE transfer of care

AEMT Intervention

PARAMEDIC Intervention

Review DNR Comfort Care
Guidelines
CONTACT ONLINE MEDICAL
CONTROL

IF ALS CARE AVAILABLE IN FIELD
Patients in cardiac arrest SHOULD be
worked on scene UNLESS special
resuscitation circumstances exist that
would benefit from hospital treatment
unavailable in the field

If patient awakens during CPR or CPR
device use, despite a non-life
sustaining rhythm that interferes with
treatment give
KETAMINE (KETALAR) 10 mg IV / 10
or
MIDAZOLAM (VERSED)
2.5mglIV/I10
Repeat as needed to yield patient
response permitting resuscitation

AMIODARONE
(CORDARONE)
300 mg IV /10

May repeat @ 150 mg IV / IO
in 3 - 5 minutes

A If Amiodarone (Cordarone)
Unavailable, See Medication Section
for Lidocaine (Xylocaine)

CONSIDER
MAGNESIUM SULFATE
1-2gramsslow IV /10
(Torsades, Alcoholism,

Malnutrition ONLY)

Consider Field
Termination of

Resuscitative Efforts

Online Medical Control

144



ADULT PROTOCOL

VENTRICULAR FIBRILLATION (V - FIB)
PULSELESS VENTRICULAR TACHYCARDIA

HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS
e Estimated down time e Unresponsive, apneic, e Asystole
e  Past medical history pulseless e Artifact / device failure
e Medications e Ventricular fibrillation or e Cardiac
e Events leading to arrest ventricular tachycardia on e  Endocrine / metabolic
e Renal failure / dialysis ECG e Drugs
e DNR e  Pulmonary embolus
KEY POINTS

e Exam: Mental Status

e Always minimize interruptions to chest compressions.

e When IV access failed or difficult, humeral head 10 are preferred routes over tibial 10 for resuscitation.

o Effective CPR should be as continuous as possible with a minimum of 5 cycles or 2 minutes.

e Reassess and document endotracheal tube placement and Capnography frequently, after every move, and at
discharge.

e Polymorphic V-Tach (Torsades de Pointes) may benefit from administration of Magnesium Sulfate.

o |f the patient converts to another rhythm, or has a return of circulation, refer to the appropriate protocol and treat
accordingly.

o If the patient converts back to ventricular fibrillation or pulseless ventricular tachycardia after being converted to ANY
other rhythm, defibrillate at the previous setting used.

o Defibrillation following effective CPR is the definitive therapy for ventricular fibrillation and pulseless ventricular
tachycardia. Magnesium Sulfate should be administered early in the arrest if hypomagnesemia (chronic alcoholic or
malnourished patients) is suspected.

o If patient is pregnant and in cardiac arrest, manually manipulate the uterus to the left during CPR

e Zoll and Phillips equivalency settings are 120,150,200 Joules to Physio Control / Stryker 200,300,360 Joules. If unsure
about settings use highest joule setting per AHA.

e Damage to defibrillators during double sequential defibrillation may not be covered by manufacturers, use the
technique with prior approval from your department

¢ Do not delay transport or make stops to obtain a second defibrillator to accomplish double sequential defibrillation.
This is only for situations where two are already on scene. The defibrillators do not have to be of the same make /
model.

e Dextrose should only be administered to a patient with a confirmed blood glucose level less than 70 mg / dl.

Suiyieaug / Aemury ]

320ys / uone|nduy
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Circulation / Shock I Airway / Breathing ]

Medical

Trauma

ADULT PROTOCOL

POST — RESUSCITATION CARDIAC CARE

/Consider transport om

resuscitated patient
to facility with
hypothermic

resuscitation protocol
and PCl where

k available J

[ Assure Secured Airway ]

Continue Ventilatory Support with OXYGEN
Target Spo2 92 — 98%

CAPNOGRAPHY PROCEDURE Target Co2 35 - 45

Assure IV / 10 Access Patency

12 LEAD EKG PROCEDURE

[ Vital Signs ]
I

v

v v v

Bradycardia ] [

Hypotension ][ Electrical Conversion ][ Anti-Arrhythmic Given ]

Treat per
BRADYCARDIA
PROTOCOL

\ 4

\4 v

IV NORMAL SALINE BOLUS Supportive Care Only No Post Arrest
To Maintain MAP > 65 Anti-arrhythmic not Anti-Arrythmic
or SBP 90 / Radial Pulses if necessary unless there Administered
NIBP Unavailable . .
is gross ventricular
ectopy

EPINEPHrine (Adrenaline)

Make 10 mcg / ml
10 mcg (1 ml) every 2 —5 min
slow push
Titrate to effect
To Maintain MAP > 65
or SBP 90 / Radial Pulses if
NIBP Unavailable

\ 4 A\ 4 \ 4

If arrest reoccurs, revert to appropriate protocol and / or initial successful treatment

X )

TRANSPORT to appropriate facility CONTACT receiving facility CONSULT Medical Direction where indicated APPROPRIATE transfer of care

— A

EMT Intervention

AEMT Intervention PARAMEDIC Intervention Online Medical Control
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ADULT PROTOCOL

POST — RESUSCITATION CARDIAC CARE

TARGETED TEMPATURE MANAGEMENT (TTM)

RECEIVING HOSPITAL MUST BE ABLE TO CONTINUE COOLING!
Use of this protocol is dependent on the ability of the receiving hospital to continue the cooling. Do not
begin cooling if the receiving hospital is unable to continue cooling.

Use this protocol in conjunction with standard post resuscitation care. Maintain BP and heart rhythm with
treatments in the POST RESUSCIATION CARDIAC CARE protocol. If patent loses pulses / re-arrests discontinue
cooling and treat per appropriate arrest protocol.

)20ys / uoiie|naui) I 3uiyieaug / Aemury ]

e N
COMATOSE ADULT PATIENT WITH A RETURN OF
f \ SPONTANIOUS CIRCULATION (ROSC)
Place advanced airway S )
or treatb C )
POST RESUSCIKTION Advanced airway in Place?
CARDIAC CA P Intubated, or Extraglottic (BIAD) Airway
RD—_RE - Capnography Procedure
protocol only if unable Maintain CO, 35 - 45
to place advanced /\ <
k airway / o) Do not cool patient who arrested from trauma,
hypovolemia, preexisting hypothermia, or is
pregnant.
e <
Apply Cooling Collar
Do not delay transport o
to begin TTM protocol Apply Cold Packs
Neck, Bilateral Axilla, Bilateral Groin
<
@
o
o
N
MIDAZOLAM (VERSED)
2.5mgIV/10or5mgIM/IN
OR ( v .
LORazepam (ATIVAN) Is patient shivering?
1-2mgIV/I0/IM/IN e ~ R
A TRANSPORT
If Midazolam (Versed) or o . .
LORazepam (Ativan) Transport to facility with TTM resuscitation
Unavailable, protocol —
See Medication Section for > < 3
DiazePAM (Valium) TRANSPORT to appropriate facility c
CONTACT receiving facility 3
CONSULT Medical Direction where indicated &
APPROPRIATE transfer of care
& J
N’/

EMT Intervention AEMT Intervention PARAMEDIC Intervention Online Medical Control
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Airway / Breathing ]

Circulation / Shock

Cardiac

Medical

Trauma

POST — RESUSCITATION CARDIAC CARE

HISTORY

SIGNS AND SYMPTOMS

DIFFERENTIAL DIAGNOSIS

Respiratory arrest

e  Return of pulse

e Continue to address specific

differentials associated with
the original dysrhythmia

Cardiac arrest

KEY POINTS

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

Most patients immediately post resuscitation will require ventilatory assistance.

The condition of post-resuscitation patients fluctuates rapidly and continuously, and they require close
monitoring.

Appropriate post-resuscitation management can best be planned in consultation with Online Medical Control.
This is the period of time between restoration of spontaneous circulation and the transfer of care at the
emergency department. The focus is aimed at optimizing oxygenation and perfusion.

Post resuscitation SVT should initially be left alone, but routinely monitor the patient. Follow NARROW
COMPLEX TACHYCARDIA PROTOCOL or contact Medical Direction.

If the patient is profoundly bradycardic, refer to the BRADYCARDIA PROTOCOL and treat accordingly.

Only administer oxygen if the patient is hypoxic with a SpO, of 94 or less. Do not withhold oxygen from patients
that are short of breath regardless of SpO,.

EMT Intervention

AEMT Intervention PARAMEDIC Intervention Online Medical Control
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SECTION 5 - MEDICAL EMERGENCIES PROTOCOLS

FiN oTo [o] g Yo T 1 I =11 o TP 2-5
Alcohol / Withdrawal Related EMErZENCIES .....cc.viiiiuiieeiiieciiee et ctee et e e e sre e e e e raeesaee e 4-5
Altered Level Of CONSCIOUSNESS .....cuviiiiiiiiiiiiiiieieeeeeeeeee ettt e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e aaaaaaeeeas 6-5
FAY o) I =X o 1= o o PP PPN PPUPRRR 8-5
Allergic Reaction (see section 4-3 Anaphylactic Shock / Reaction) ..........ccceeeveeeeeiivveeeeeiveeeeenns 4-3
Behavioral / Psychiatric EMErZENCIES....c.cuuiiiiiiiciie ettt et aee e et e e e e 10-5
D] oT=] d ol o g 1T =T o T =T PP PP PP 12-5
Dialysis / RENAI PAti@NT.......ccciuiiiiiiieiiieecctee ettt e et e e etae e s b e e s re e e e abeeeeabeeenaeessaeesnneeas 14-5
Hyperthermia / HEat EXPOSUIE........ccieiuveieieiieeeeeeireeeeeetteee e e et e e eetae e e e eeaaeeeeeeatreeeeennreeeeeennreeees 16-5
HYPErteNSIVE EMEIEENCIES . ccvui et e et e e e e et e e e et e e e e et e e e e eaaaeeeenananns 18-5
HYPOTNEIMIa / FrOSthITE.....uviiiiieiiiee ettt e e e e eaa e e e e eeateee s 20-5
Y=Y 4 U1 = 22-5
Severe Pain ManagemENnt ...t e et e e e e e e e et rnb e e e e e e aaees 24-5
SEPOKE, OV A e e e e e 26-5
Toxic INgestion / EXPOSUIE / OVEIAOSE ........uvveeeeeeeeeeiiiireiieeeeeeeeciiteeeeee e e e eeearreeeeeeeeeesaaraaeeeeeens 28-5
Toxic Inhalation / INgestion — CYanide.....ccccuvveeeeiiiieeeiiireeieee et e e e e e e esarrareeee e 30-5
Toxic Inhalation — Carbon MONOXIE...........uviiiiiieiicee e e e e 32-5

1/5



Circulation / Shock I Airway / Breathing ]

Cardiac

Trauma

ADULT PROTOCOL

ABDOMINAL PAIN

UNIVERSAL PATIENT CARE PROTOCOL Differentiate Flank

IV PROCEDURE Pain from Abdominal

NORMAL SALINE BOLUS Pain and Treat per
To Maintain MAP > 65 Pain Management

or SBP 90 / Radial Pulses if NIBP Unavailable Protocol
IF HYPOTENSIVE

Consider ACUTE CORNARY SYNDROME PROTOCOL

12 LEAD EKG PROCEDURE
il 157 Contact to EKG and Transmission < 10 Min

ONDANSETRON (ZOFRAN) 4 mg IV / IM
OR
PROMETHAZINE (PHENERGAN)
12.5mg IV /25 mgIM

Consider ONDANSETRON (ZOFRAN)
Oral Disintegrating Tabs (ODT)
4 mg Oral — may repeat max 8 mg

fentaNYL (SUBLIMAZE)

25-100mcg IV/IO/IM /IN
May repeat g5 mins - Maximum 100 mcg

or
HYDROmorphone (DILAUDID)
05-1mglIV/10/IM
May repeat q10 mins - May Repeat to a Max 2 mg
HALF DOSE > 65, Liver or Renal Disease
or
KETAMINE (KETALAR)
10mgIV/IO/IM/IN
May repeat g5 mins - Up to 30 mg

A If FentaNYL (Sublimaze) or HYDROmorphone (Dilaudid) is
unavailable, see medication section for Morphine Sulfate

!

[ CAPNOGRAPHY PROCEDURE ]

TRANSPORT to appropriate facility
CONTACT receiving facility
CONSULT Medical Direction where indicated
APPROPRIATE transfer of care

EMT Intervention AEMT Intervention PARAMEDIC Intervention Online Medical Control

Northeast Ohio Regional EMS Protocol - 2|5



ABDOMINAL PAIN

ADULT PROTOCOL

HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS
Age e Pain (location / migration) e  Pneumonia or pulmonary
Past medical / surgical e Tenderness embolus
history e Nausea e Liver (hepatitis, CHF)
Medications e Vomiting e Peptic ulcer disease / gastritis
Onset e Diarrhea e Gallbladder

Palliation / provocation
Quality (crampy, constant,
sharp, dull, etc.)

Region / radiation / referred
pain

Severity (1-10)

Time (duration / repetition)
Fever

Last meal eaten

Last bowel movement /
emesis

Menstrual history
(pregnancy)

e Dysuria

e (Constipation

e Vaginal bleeding / discharge
e  Pregnancy

Associated symptoms:
(Helpful to localize source)

e Fever, headache, weakness,
malaise, myalgias, cough,
headache, mental status
changes, rash

e  Myocardial infarction

e Pancreatitis

e Kidney stone

e Abdominal aneurysm

e Appendicitis

e Bladder / prostate disorder

e  Pelvic (PID, ectopic
pregnancy, ovarian cyst)

e Spleen enlargement

e Diverticulitis

e Bowel obstruction

e  Gastroenteritis (infectious)

}20ys / uoienaJi) ] 8uiyreasg / Aemury ]

~

KEY POINTS

Required Exam: Mental Status, Skin, HEENT, Neck, Heart, Lung, Abdomen, Back, Extremities, Neuro
Abdominal pain in women of childbearing age should be treated as an ectopic pregnancy until proven

otherwise.

The diagnosis of abdominal aneurysm should be considered with abdominal pain in patients over 50.
Appendicitis may present with vague, peri-umbilical pain, which migrates, to the RLQ over time.

It is important to remember that abdominal pain can be caused by many different

disease processes. The organ systems that may be involved in abdominal pain include esophagus,
stomach, intestinal tract, liver, pancreas, spleen, kidneys, male and female genital organs, bladder, as
well as referred pain from the chest that can involve the heart, lungs or pleura. Abdominal pain may also
be caused by muscular and skeletal problems.
Abdominal pain emergencies are likely to lead to death due to hypovolemia. There may also be severe
electrolyte abnormalities that can cause arrhythmias.
Myocardial infarction may present as abdominal pain especially in the diabetic and elderly.

In some patients, cardiac chest pain may manifest as abdominal pain. Consider this in all patients with
abdominal pain, especially patients with diabetes and in women.
Because the abdominal pain may be of cardiac origin, perform cardiac monitoring and a 12-Lead EKG.
DKA may present with abdominal pain, nausea, and vomiting. Check blood glucose level.

Ketamine use in pregnancy is a risk / benefit assessment per case. Consult Medical Direction if there are

questions

Northeast Ohio Regional EMS Protocol - 3|5
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)
ADULT PROTOCOL
oo
£ ALCOHOL / WITHDRAWL RELATED EMERGENCIES
©
0 ( UNIVERSAL PATIENT CARE PROTOCOL )
(a0] [ RULE OUT OTHER CAUSES / CONCURRENT ISSUES ]
S~
> OXYGEN to maintain SpO; >94 by NC when possible Al
‘;U IV / 10 PROCEDURE THIAMINE 100 mg IV or IM
— . . ) If IV / 10 DEXTROSE required
e Apply Cardiac Monitor and Assess Vitals O D e e
BLOOD GLUCOSE PROCEDURE Chronic Alcoholic Patient
I
=4 e * A s * N ' * A e * N
8 Mild Symptoms Violent / Combative Obtunded Alcohol / Benzos /
S N J \ \ J Barbiturate Withdrawal
(%] Combative, Violent, Irrational .
S~ Nausea, Vomiting, Behavior, Threat to Self or Others Unresponsive or only Chronic Alcoholic. Chronic
c . L J . . L 2
o) Headache, Dehyd.ratlon, "B NOTFOR < Mslldly.to NOXIOU.S Stlrl:lull, Benzo / Barbiturate use,
) ProFectlng own Airway, Obnoxious patient who is r1.or|ng, Questlon'a € Shaking, Sweating, Fever,
@© Dizzy, Lightheaded, otherwise not a threat and ability to Protect Airway, Hallucinations, Seizures,
=] Responsive \_ is following commands ) Possibly Vomiting Tachycardia, HTN
1~ NG J v - AN J
o [ Summon Law Enforcement * ‘
Make Scene Safe ( ) s D
) RESTRAINT PROCEDURE Protect Airway COOLING MEASURES IF
If Nausea / Vomiting KETAMINE (KETALAR) AIRWAY PROTOCOL FEBRILE
ONDANSETRON (ZOFRAN) 250 mg IM > < ; ; ’
4mgIV/IM E Position on Left Side If Patient Agitated, Consider
OR May Repeat 250 mg IM in m X . MIDAZOLAM (VERSED)
O PROMETHAZINE 2 Min if NO RESPONSE = Have Suction Immediately 2.5mgIV/100r5mgIM/IN
.© S Available OR
5 (PHENERGAN) If Signs of Emergence z LORazepam (ATIVAN)
E 12.5mgIV /25 mgIM MIDAZOLAM (VERSED) = Consider Need for Advanced 1-2mgIV/10/IM/IN
O 2.5mgIV/I0or5mgIM/IN ;U> Airway Placement :
OR OR 5 A If Midazolam (Versed) or
LORazepam (ATIVAN) T LORazepam (Ativan)
ONDASETRON (ZOFRAN) ODT 1-2mgIV/10/IM/IN e CAPNOGRAPHY PROCEDURE Unavailable,
4 mg Oral - max 8 mg 2 Required See Medication Section for
diazePAM (Valium)
HALOPERIDOL (HALDOL)

AEMT with MD Approval
IV NORMAL SALINE BOLUS (\A PP /

5 mg IM ONLY 4
Over Age 65 Give 2.5 mg 20 ml / kg CAPNOGRAPHY PROCEDURE
IV NORMAL SALINE BOLUS IM ONLY To Maintain MAP > 65 L Rl )
20 ml/ kg AND or SBP 90 / Radial Pulses if
If Signs of Dehydration or MIDAZOLAM (VERSED) NIBP Unavailable l

2.5mglIV/10or5mgiM/IN
OR
LORazepam (ATIVAN)
1-2mglIV/10/IM/IN

To Maintain MAP > 65
or SBP 90 / Radial Pulses if
NIBP Unavailable

If Nausea / Vomiting
ONDANSETRON (ZOFRAN)
4mglIV/IM
OR
PROMETHAZINE
(PHENERGAN)
12.5mgIV /25 mgIM

IV NORMAL SALINE BOLUS
20 ml / kg
To Maintain MAP > 65

or SBP 90 / Radial Pulses if
NIBP Unavailable

A If Midazolam (Versed)
or LORazepam (Ativan)
Unavailable,

See Medication Section

for diazePAM (Valium)

If Patient BECOMES
Combative, Violent, Threat to

OR

leaouddy QN Yum LINFY 7

diphenhydrAMINE (BENADRYL) ONDASETRON (ZOFRAN) ODT Self or Others
25-50mgIV/IM 4 Oral 3 Follow Second Column
May Give Prophylactically g COREN = (RS
o] Do not mix
@ HALOPERIDOL (HALDOL) and
e diphenhydrAMINE
S (BENADRYL) in the same
E syringe - Incompatible
= CAPNOGRAPHY PROCEDURE
Required
v v
[ 12 LEAD EKG PROCEDURE ] [ 12 LEAD EKG PROCEDURE ]
v v v
[ TRANSPORT to appropriate facility CONTACT receiving facility CONSULT Medical Direction where indicated APPROPRIATE transfer of care
[ EMT Intervention AEMT Intervention PARAMEDIC Intervention Online Medical Control
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ADULT PROTOCOL

ALTERED LEVEL OF CONSCIOUSNESS

UNIVERSAL PATIENT CARE PROTOCOL
Consider SPINAL MOTION RESTRICTION

AIRWAY PROTOCOL

[ |
[ J
[ ]
L 12 LEAD EKG PROCEDURE J
[ ]
[ ]

ldl 157 Contact to EKG and Transmission < 10 Min

OXYGEN / PULSE OXIMETRY PROCEDURE

CAPNOGRAPHY PROCEDURE

BLOOD GLUCOSE PROCEDURE

IV PROCEDURE

Circulation / Shock 1 Airway / Breathing ]

Identify Treatable Causes
Treat Per Specific Protocol

Seizure — Treat per Seizure Protocol

Hypoxia — Treat per Airway / Breathing Protocols

Cardiac

Anaphylaxis / Allergic Reaction

Sepsis — Treat per Septic Shock Protocol

Hypotension — Treat per Specific Shock Protocols

Psychiatric — Treat per Behavioral Emergencies

Hypo / Hyperglycemia — Treat per Diabetic Protocol

VLD

]
]
]
]
]
Arrhythmia — Treat per Correct Arrhythmia Protocol ]
]
]
]
]
]
]

Hypo / Hyperthermia — Treat per Specific Protocol
©
£
g Stroke CVA / TIA — Treat per Stroke Protocol
=
Overdose — Treat per Toxic Ingestion Protocol
— Head Trauma — Treat per Head Trauma Protocol
[ EMT Intervention AEMT Intervention PARAMEDIC Intervention Online Medical Control
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ADULT PROTOCOL
>
=S
ALTERED LEVEL OF CONSCIOUSNESS S
s
Q
<
HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS ;
e Known diabetic, medic e Decreased mental status e Head trauma T
alert tag e Change in baseline mental e CNS (stroke, tumor, seizure, Q
e Drugs, drug paraphernalia status infection) =
e  Report of illicit drug use or e  Bizarre behavior e  Cardiac (Ml, CHF) O:é
toxic ingestion e Hypoglycemia (cool, e Infection
e  Past medical history diaphoretic skin) e  Thyroid (hyper / hypo)
e  Medications e Hyperglycemia (warm, dry e Shock (septic, metabolic, (@)
e History of trauma skin; fruity breath; traumatic) o
Kussmaul resps; signs of e Diabetes (hyper/ QC—J
dehydration) hypoglycemia) )
e Toxicological incident g
e Acidosis / alkalosis ~
. wn
e Environmental exposure >
e  Pulmonary (hypoxia) <
e Electrolyte abnormality ~
e  Psychiatric disorder —
(@)
Q
=
o
Q
o

KEY POINTS

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

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

e [tis safer to assume hypoglycemia than hyperglycemia if doubt exists.

e Do not let alcohol confuse the clinical picture. Alcoholics frequently develop hypoglycemia and need Thiamine
before glucose.

e Low glucose (< 70), normal glucose (70 - 120), high glucose (> 250).

e Consider restraints if necessary for patient's and / or personnel's protection per the restraint procedure.

e  Protect the patient airway and support ABCs.

e Document the patient’s Glasgow coma score pre-and post-treatment.

e Signs and symptoms of narcotic overdose include respiratory depression and altered mental status.

e Naloxone (Narcan) administration may cause the patient to go into acute opiate withdraw, which includes
vomiting, agitation, and / or combative behavior. Always be prepared for combative behavior.

e Naloxone (Narcan) may wear off in as little as 20 minutes causing the patient to become more sedate and
possibly hypoventilate. All A&O 4 patients having received Naloxone (Narcan) should be transported. If patient —
refuses transport, contact Online Medical Control before release.

ewneJ|
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I Circulation / Shock I Airway / Breathing ]

Cardiac

Trauma

ADULT PROTOCOL

ANTI - EMETIC PROTOCOL

EMT Intervention

~

UNIVERSAL PATIENT CARE PROTOCOL

\
e

IV PROCEDURE

Z
<

Administer OXYGEN

Patient has Nausea or Vomiting

<
12 LEAD EKG PROCEDURE
la 157 Contact to EKG and Transmission < 10 Min

J

ONDANSETRON (ZOFRAN) 4 mg IV / IM
OR
PROMETHAZINE (PHENERGAN)
12.5mg IV /25 mgIM
OR

ONDANSETRON (ZOFRAN)
Orally Disintegrating Tablet
4 mg Oral — may repeat max 8 mg

TRANSPORT to appropriate facility
CONTACT receiving facility
CONSULT Medical Direction where indicated
APPROPRIATE transfer of care

AEMT Intervention PARAMEDIC Intervention Online Medical Control
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ANTI - EMETIC PROTOCOL

HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS
e Nausea e Complaints of nausea e Consider AMI / 12 lead EKG
e Vomiting and / or vomiting e  Gastroenteritis
e  Medication(s) e Toxic ingestion / food
administration such as poisoning
narcotic analgesics e  Bowel obstruction

e Appendicitis

e  Gastritis

e  Cholecystitis (gallbladder)
e  Hepatitis / cirrhosis

e Headaches / migraine
e  Pregnancy

e Hypertensive crisis

e  Electrolyte imbalances
e DKA

e Intracranial pressure

e Sepsis / infections

I 320yS / uoie|naln I Suiyieasg / Aemuary ]

Jdelpae)

KEY POINTS

e Position patient to protect airway as appropriate. (Recovery position, sitting up, etc.)

e Immediately position entire patient or their head to side if patient begins vomiting then retrieve suction.

e Patients with altered LOC and nausea / vomiting need to have airway maintenance prioritized before
medication.

e  Prepare and test suction prior to its need.

e  Give Ondansetron (Zofran) or Promethazine (Phenergan) over at least 2 minutes, slow IV. Follow up with second
dose in if symptoms unresolved. —

e Treat patients early, no need to wait for patient to begin vomiting to administer Ondansetron (Zofran) or
Promethazine (Phenergan).

e  Patients receiving medications such as narcotic analgesics may require concurrent administration of
Ondansetron (Zofran) or Promethazine (Phenergan) to reduce nausea associated with such medications.

ewneJ|
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Circulation / Shock 1 Airway / Breathing ]

ADULT PROTOCOL

BEHAVIORAL / PSYCHIATRIC EMERGENCIES

~
K For Use in ADULT \
Psychosis Only

NOT For Medical

SCENE SAFETY
SUMMON LAW ENFORCEMENT

~

Supine pt. in 4-point

resirainis on stretcher Head

raised
One amm up 30°

Emergencies Such as

UNIVERSAL PATIENT CARE PROTOCOL

one arm down.

Y Y

Hypoxemia, Sepsis,
Seizure, Encephalitis,

Remove patient from Stressful environment

A A

K Hypoglycemia, or Stroke j ” < : =
Verbal techniques > N —— o -ﬁr,';_ _
g If patient is ) (Reassurance, calm, establish rapport) g—%\‘f’[ ,ﬂthj./ C
Hyperthermic begin > \) @ s s ne proper
cooling with ice packs in Treat Suspected Problems per Appropriate Protocol o g;f‘;l;'[:;::::"‘s
groin and axilla AMS - Overdose - Head Trauma - Hypoglycemia
_ : 2N J

v

A 4

Agitation — Not Combative

Combative — not Violent
Risk to Self or others

Combative - Violent
Significant Threat to Providers

‘
A

Cardiac

Trauma

¥

MIDAZOLAM (VERSED)
25mgIV/I0or5mgIM/IN
(0]

LORazepam (ATIVAN)
1-2mgIvV/IO/IM/IN

A\ If Midazolam (Versed) or LORazepam
(Ativan) Unavailable,
See Medication Section for diazePAM
(Valium)
AEMT with MD Approval

A
@ Do not use Midazolam (Versed) or
LORazepam (Ativan) and OLANZapine
(ZyPrexa) together

Or may Consider
WITH PSYCHOSIS patient only
OLANZapine (ZyPREXA)
Orally Disintegrating Tablet
10 mg Oral
Instead of Midazolam (Versed)

CAPNOGRAPHY PROCEDURE Required

[ RESTRAINT PROCEDURE ] [

RESTRAINT PROCEDURE

—

HALOPERIDOL (HALDOL)
5 mg IM ONLY
Over Age 65 Give 2.5 mg
IM ONLY

AND
MIDAZOLAM (VERSED)
2.5mgIV/I0or5mgIM/IN
(0]

LORazepam (ATIVAN)
1-2mglIvV/10/IM/IN

A If Midazolam (Versed) or LORazepam (Ativan)
Unavailable,
See Medication Section for diazePAM (Valium)
A AEMT with MD Approval

Any time After Injection: If Fasciculations,
Extrapyramidal, Symptoms (EPS) Like
Dystonia

diphenhydrAMINE (BENADRYL)
25-50mg IV /IM

May Give Prophylactically

o7 Do not mix
HALOPERIDOL (HALDOL) and
diphenhydrAMINE (BENADRYL) in
the same syringe - Incompatible

[ CAPNOGRAPHY PROCEDURE Required ]

v

KETAMINE (KETALAR)
250 mg IM

May Repeat 250 mg IM
in 2 Min if NO RESPONSE

A AEMT with MD Approval

If Signs of Emergence
After KETAMINE Administer
MIDAZOLAM (VERSED)
2.5mglIV/I0or5mgIM/IN
OR
LORazepam (ATIVAN)
1-2mgIvV/I0O/IM/IN

A\ If Midazolam (Versed) or LORazepam
(Ativan) Unavailable,
See Medication Section for diazePAM
(Valium)
A\ Notify receiving Physician Ketamine
(Ketalar) administered so patient
presentation is not misconstrued as

other etiology
NG /

AEMT with MD Approval
[ CAPNOGRAPHY PROCEDURE Required ]

[ Constant reassessment of ABC’s, personal, and patient safety ]

TRANSPORT to appropriate facility CONTACT receiving facility
CONSULT Medical Direction where indicated APPROPRIATE transfer of care

EMT Intervention

AEMT Intervention

PARAMEDIC Intervention

Online Medical Control
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BEHAVIORAL / PSYCHIATRIC EMERGENCIES

)
>
=
s
Q

<
HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS -
e  Sjtuational crisis e Anxiety, agitation, confusion e  See Altered Mental Status E
e  Psychiatricillness / e Affect change, hallucinations differential diagnosis 8
medications e  Delusional thoughts, bizarre e Alcohol Intoxication S
e Injury to self or threats to behavior e  Toxin / substance abuse 5
others e  Combative violent ° Medication effect / OD oQ
e  Medic alert tag e Expression of suicidal / e  Withdrawal syndromes \J
e  Substance abuse / overdose homicidal thoughts e  Depression
e Diabetes e  Bipolar (manic-depressive) o
e  Schizophrenia o
e Anxiety disorders QCT
Agitated — Non-Combative Combative — Not Violent Combative — Violent (=)
Patient is experiencing a period of high Patient is a treat to self or others and can Patient is in a violent state that puts g
anxiety seemingly from a psychiatric event be controlled and restrained with providers at significant risk despite ~
not otherwise treatable by EMS who is not | appropriate help without significant risk to appropriate help wn
a treat to self or others the providers g
o
=~

Criteria for Restraint Use:
. Patient out of control and may cause harm to self or others.
. Necessary force required for patient control without causing harm.
. Position of patient must not impede airway or breathing.
. Restraints must not impede circulation.
. Place mask on patient for body secretion protection. May use TB mask, or Non-rebreather if patient needs oxygen.
. Use supine or lateral positioning ONLY.
. MSP checks are required every 15 min.
. DOCUMENT methods used.

~

Jelpae)

Criteria for medication use for anxiolysis / combative patients:
. Patient out of control and may cause harm to self or others.
. Patient is NOT a medical patient (treat underlying causes).
. Patient is an ADULT patient.
. Ketamine (Ketalar) or Haloperidol (Haldol) can be given safely without harm to patient or EMS.
. Use necessary force required for patient control without causing harm.
. Position of patient must not impede airway or breathing.
. DOCUMENT methods used.

KEY POINTS

. Exam: Mental Status, Skin, Heart, Lungs, Neuro
. All psychiatric patients must have medical clearance at a hospital ED before transport to a mental health facility.

. Your safety first!!

. Be sure to consider all possible medical / trauma causes for behavior. (Hypoglycemia, overdose, substance abuse, hypoxia, head injury,
seizure, etc.)

. Do not irritate the patient with a prolonged exam.

. Do not overlook the possibility of associated domestic violence or child abuse. —

. The safety of on scene personnel is the priority. Protect yourself and others by summoning law enforcement to assure everyone’s safety and a
if necessary, to enable you to render care. Do not approach the patient if he / she is armed with a weapon. [

. Consider the medical causes of acute psychosis. Causes may include head trauma, hypoglycemia, acute intoxication, sepsis, CNS insult and 3
hypoxia. Q

. Suicide ideation or attempts must be transported for evaluation.

. Be alert for rapidly changing behaviors.

. Limit patient stimulation and use de-escalation techniques.

. If the patient has been placed in handcuffs by a law enforcement agency, then a member from that agency MUST ride with the patient in -

the ambulance to the hospital.

. Consider treatment of agitation / anxiety combativeness for patients requiring restraint procedure.

. Use of Ketamine (Ketalar) and / or Midazolam (Versed) for behavioral emergencies by AEMTs requires training and approval from the
agencies Medical Director before they can use the medications off-line.

. Ketamine use in pregnancy is a risk / benefit assessment per case. Consult Medical Direction if there are questions.
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Airway / Breathing ]

I Circulation / Shock

Cardiac

Trauma

ADULT PROTOCOL

DIABETIC EMERGENCIES

[ UNIVERSAL PATIENT CARE PROTOCOL }

BLOOD GLUCOSE PROCEDURE

IV PROCEDURE

\4 A 4

[ Glucose < 70 or symptomatic ] [ Glucose 70 — 250 ] Glucose > 250
ORAL GLUCOSE No Diabetic Treatment NORMAL SALINE
15 -37.5 grams Required 20 ml / kg if signs / symptoms
(If Alert with NO Vascular Access) of Dehydration and NO
OR Contraindications

THIAMINE 100 mg IV or IM

If Chronic Alcoholism or Malnourished

DEXTROSE 10%
Glucose < 40 mg/d|
25 Grams IV / 10
Glucose 40 — 70 mg/dl
12.5 Grams IV / 1O

A If DEXTROSE 10% Is unavailable, see
medication section for
DEXTROSE 50%

OR

If No Vascular Access
GLUCAGON (GLUCAGEN)

1mgIM

Recheck Blood Glucose Level

s
-

May Repeat Medications
in 5 - 20 Minutes
if Still Hypoglycemic

/)
l \ 4 \ 4

P

Monitor and Reassess ]
(.
>~

12 LEAD EKG PROCEDURE ]
(.
[ TRANSPORT to appropriate facility CONTACT receiving facility CONSULT Medical Direction where indicated APPROPRIATE transfer of care ]

EMT Intervention AEMT Intervention PARAMEDIC Intervention Online Medical Control

Northeast Ohio Regional EMS Protocol - 12]|5



[ ]
>
DIABETIC EMERGENCIES >
HYPOGLYCEMIA <
HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS ;
e Known diabetic, medic e Altered level of e ETOH é
alert tag consciousness e Toxic Overdose 5
e Past medical history e Dizziness e Trauma 0%
e Medications e Irritability e Seijzure -
e Last meal e Diaphoresis e Syncope
e Recent Blood Sugar e Convulsions e CNSdisorder 9
Analysis e Hunger e Stroke g
e Confusion e Pre-existing condition %.
HYPERGLYCEMIA =
HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS :
e Known diabetic, medic e Altered level of e ETOH g
alert tag consciousness / coma e Toxic overdose %
e Past medical history e Abdominal pain e Trauma -
e Medications e Nausea/ vomiting e Seizure
e Llast meal e Dehydration e Syncope
e Recent BGL check e Frequent thirst and e CSN disorder
urination e  Stroke O
e General weakness malaise e Diabetic ketoacidosis Q
e Hypovolemic shock _é-
e Hyperventilation %
e Deep/ rapid respirations

KEY POINTS

Hyperglycemia:
e Diabetic ketoacidosis (DKA) is a complication of diabetes mellitus. It can occur when insulin levels become
inadequate to meet the metabolic demands of the body for a prolonged amount of time (onset can be within 12
- 24 hours). Without enough insulin, the blood glucose increases, and cellular glucose depletes. The body
removes excess blood glucose by dumping it into the urine. Pediatric patients in DKA should be treated as
hyperglycemic under the Pediatric Diabetic Emergency Protocol.
e Patients can have hyperglycemia without having DKA.

Hypoglycemia:
e Always suspect hypoglycemia in patients with an altered mental status.
e If a blood glucose analysis is not available, a patient with altered mental status and signs and symptoms
consistent with hypoglycemia should receive Dextrose or Glucagon (Glucagen). j
e Dextrose is used to elevate BGL but it will not maintain it. The patient will need to follow up with a meal 2
(carbs), if not transported to a hospital. g
Miscellaneous:
e If IV access is successful after Glucagon (Glucagen) IM and the patient is still symptomatic, Dextrose IV / 10 can
be administered. __

e  For alcoholic or malnourished patients, give 100 mg Thiamine IV or IM before giving glucose to avoid possible
Wernicke’s encephalopathy.

e  Shut off wearable insulin pumps if patient is hypoglycemic.

e Treat if the patients’ blood glucose is 70 or less, or any level with signs and symptoms.

Northeast Ohio Regional EMS Protocol - 13|5



ADULT PROTOCOL
(e]0]
c
= DIALYSIS / RENAL PATIENT
5
CB [ UNIVERSAL PATIENT CARE PROTOCOL ]
~
% [ CAPNOGRAPHY PROCEDURE ]
P
.3: AIRWAY PROTOCOL
IV /10 PROCEDURE
7
8 12 LEAD EKG PROCEDURE
<
) lal 157 Contact to EKG and Transmission < 10 Min
~
c
_9 p \ 4 \ *
) ( ) . . . . .
© Breathing Difficulty — Mlssec! Dialysis with Symptoma.\tlc
o \ J Cardiac Changes HYPOtension
— \\§ J
O Assess Breath Sounds ) ¥ § 1
— See Respiratory Distress Wide Complex QRS or . / Pre-DifJIysis \
Protocol or Peaked T Waves or Bradycardia Consider
c trO ' © Fail Suspected Hyperkalemia Septic Shock
ongestive Heart Failure \ S Cardiogenic Shock
» Protocol based on Lung ;- sl N o
AT \ Sounds i Post le)lySls
T Consider
© Volume Depletion
S , . \_ J
Chest Pain f )
Treat with Acute Serial Aerosols during Entire ~ ] <
Transport @ NO ITD if
Coronary Symptoms Cardiogenic Shock
Protocol Flush IV then \ /
\_ CALCIUM GLUCONATE (" . h
1—-3 Grams IV /10 or Treat Per Appropriate
- - CALCIUM CHLORIDE Shock Protocol
— Symptomatic 1GRAM IV /10 (U
© .
= HYPERtension © Patient on Digoxin (Digitalis)
= ” < v
= Blurred Vision
= ONLY IF EKG
Headache
. . IS SINE WAVE
Diaphoresis \ J
/ o )
DISCUSS each case with
Online Medical Control
After STROKE ASSESMENT
P Flush IV then
© Bleeding Catheter / Shunt ]1— ClA_LZ'LG":gnfSLLIJ\f?I'\gA;E
g Apply Pressure Over Site / Sl CHL?R'DE
e Pressure Points 1GRAM |v IO ——
= . J
Apply Tourniquet if risk of Flush IV then
Exsanguination SOD'UQ"nf'ECA/RfONATE
L Not over Shunt ) i
— @ Hemostatic Agents may be h > TRANSPORT to appropriate facility
considered in CONTACT receiving facility
CHEST and GROIN ACCESS CONSULT Medical Direction where indicated
S ONLY ) APPROPRIATE transfer of care
[ EMT Intervention AEMT Intervention PARAMEDIC Intervention Online Medical Control
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ADULT PROTOCOL

DIALYSIS / RENAL PATIENT

HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS
e Renal failure e Hypotension e Congestive heart failure
e Dialysis treatment e Bleeding e  Pericarditis
e Anemia e Fever e Diabetic problem
e Dialysis treatment schedule e Electrolyte imbalances
e Previous implications e Nausea
e Longterm catheter access e Vomiting
e Shunt access e Altered mental status
e Hyperkalemia e Seizure

e  Dysrhythmias

KEY POINTS

The chronic renal dialysis patient has numerous medical problems. The kidneys help maintain electrolyte balance, acid-
base balance and rid the body of metabolic waste. Kidney failure results in a build-up of toxins within the body, which
can cause many problems.

Dialysis is a process, which filters out the toxins, excess fluids and restores electrolyte balance. The process may be done
in two ways:

1. Peritoneal Dialysis
Toxins are absorbed by osmosis through a solution infused into the peritoneal cavity; and then drained out. The
solution is placed into the abdomen by means of a catheter, which is placed below the navel. This process must
be done frequently, as frequently as every 12 hours for a period of 1 - 2 hours.

2. Hemodialysis
Removes toxins by directly filtering the blood using equipment that functions like an electric
kidney, circulating the blood through a Shunt that is connected to a vein and an artery. This process usually
needs to be done every 2 - 3 days for a period of 3 - 5 hours. A permanent shunt can be surgically formed as a
fistula.

POSSIBLE COMPLICATIONS OF DIALYSIS TREATMENT

1. Hypotension (15-30%)
e  May result in angina, MI, dysrhythmia, altered mental status, and seizure
2. Removal of therapeutic medications
e Example: Tegretol
3. Disequilibrium syndrome
e  Cause: shift of urea and / or electrolytes
e Signs and symptoms: Nausea and / or vomiting, altered mentation, or seizure
4. Bleeding
e These patients are often treated with heparin and they may have a low platelet count
e Bleeding may be at the catheter site, retro peritoneal, gastrointestinal, or subdural
5. Equipment malfunctions
e  Possible air embolus
e Possible fever or endotoxin

e Do not take blood pressure in arm that has the active shunt.
e T waves must be higher than the QRS to qualify as tall / peaked.A dialysis patient may not respond to drug
therapy. A renal patient in full cardiac arrest should be treated according to current ACLS guidelines.

] }20ys / uoiie|ndir) I Suiyiealg / Aemury ]

oelpJe)
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Airway / Breathing ]

I Circulation / Shock

Cardiac

Medical

Trauma

ADULT PROTOCOL

HYPERTHERMIA / HEAT EXPOSURE

EMT Intervention

UNIVERSAL PATIENT CARE PROTOCOL

Y
A

Document Patient Temperature

Y
A

Remove Patient from Heat Source

Y
A

Remove Patient Clothing

Increase Air Flow around Patient
CAPNOGRAPHY PROCEDURE

Y Y
— A A

\4

IF HEAT STROKE
Attempt COOLING BEFORE TRANSPORT but don’t delay
Coldest water available or ICE water if possible
Apply ICE PACKS to Patient (Groin, Axilla, and Posterior neck)
Consider Cooling Collar

IV /10 PROCEDURE

HEAT EXAUSTION
IV Normal Saline Bolus 20 ml / kg

HEAT STROKE (AMS)
IF HYPOTENSIVE - IV Normal Saline Bolus
20 ml / kg
IF NORMOTENSIVE - IV Normal Saline TKO

[ BLOOD GLUCOSE PROCEDURE ]
( 3\
Cardiac Monitor / 12 Lead Procedure
- <
Monitor and Reassess
\ J
( )
Appropriate Protocol Based on Patient
Symptoms
g J
é TRANSPORT to appropriate facility )
CONTACT receiving facility
CONSULT Medical Direction where indicated
APPROPRIATE transfer of care
N\ J

AEMT Intervention PARAMEDIC Intervention Online Medical Control
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)
ADULT PROTOCOL
>
HYPERTHERMIA / HEAT EXPOSURE 3
s
Q
<
HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS ;
o Age e Altered mental status or e  Fever (infection) o
e  Exposure to increased unconsciousness e Dehydration =
temperatures and humidity e Hot, dry, or sweaty skin e Medications =
e  Past medical history / e Hypotension or shock e  Hyperthyroidism (storm) 0%
medications e  Seizures e  Delirium tremens (DT's)
. —
e Extreme exertion e Nausea e Heat cramps
e Time and length of e Heat exhaustion @]
exposure e  Heat stroke é
e Poor PO intake e CNS lesions or tumors o
e  Fatigue and / or muscle =t
cramping 8
~
Heat Exhaustion: Dehydration Heat Stroke: Cerebral Edema L:;Q
e Muscular / abdominal cramping e  Confusion 8
e General weakness e  Bizarre behavior -
e Diaphoresis e  Skin hot dry, febrile 9
e Febrile e Tachycardia
e Confusion e Hypotensive
e  Dry mouth / thirsty e Seizure
e Tachycardia e Coma )
e  BP normal or orthostatic hypotension o
=
3]
KEY POINTS
e Exam: Mental Status, Skin, HEENT, Heart, Lungs, Neuro

e Extremes of age are more prone to heat emergencies (i.e. young and old).

e Predisposed by use of tricyclic antidepressants, phenothiazines, anticholinergic medications, and alcohol.

e Cocaine, amphetamines, and salicylates may elevate body temperatures.

e Sweating generally disappears as body temperature rises

e Intense shivering may occur as patient is cooled.

e Heat Cramps consists of benign muscle cramping 2° to dehydration and is not associated with an elevated
temperature.

e Heat Exhaustion consists of dehydration, salt depletion, dizziness, fever, mental status changes, headache,
cramping, nausea and vomiting. Vital signs usually consist of tachycardia, hypotension, and an elevated
temperature.

e Heat Stroke consists of dehydration, tachycardia, hypotension, elevated temperature, and altered mental
status. Requires cooling

e Patients at risk for heat emergencies include neonates, infants, geriatric patients, and patients with
mental illness. Other contributory factors may include heart medications, diuretics, cold medications
and / or psychiatric medications.

e Heat exposure can occur either due to increased environmental temperatures or prolonged exercise or a
combination of both. Environments with temperature > 90° F and humidity > 60% present the most risk.

e Heat stroke occurs when the cooling mechanism of the body (sweating) ceases due to temperature overload
and / or electrolyte imbalances. Be alert for cardiac dysrhythmias for the patient with heat stroke.

e In patents with significant hyperthermia (temp > 104° F) begin actively cooling with natural or chemical ice
packs applied to the patients’ groin, armpits (axilla), and back of neck.

e Cool patient prior to transport if heat stroke. Coolest water or ice if available.

e Use best cooling options available prior to transport, when feasible cool patient before transport.

e Getting patient wet is most effective, do not delay transport to set up immersion tank, use if already available.

ewned|
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ADULT PROTOCOL

HYPERTENSIVE EMERGENCIES

UNIVERSAL PATIENT CARE PROTOCOL
IV /10 PROTOCOL

Airway / Breathing ]

Assess Neuro Status — Record and Trend GCS
MEND Stroke Exam

12 LEAD EKG PROCEDURE

El 15T Contact to EKG and Transmission < 10 Min

BLOOD GLUCOSE PROCEDURE

Consider Potential Causes

Y )
— A

Circulation / Shock

\ 4

Concurrent Chest Pain? - Refer to ACS Protocol

Concurrent Pulmonary Edema? - Treat Per CHF / Pulmonary Edema Protocol

Y
|

\ 4

Cardiac

[ Discontinuation / Non —Compliance with Anti-Hypertensive Medications) — Supportive Care ]

Head Trauma (Cushing’s Reflex) — See Head Trauma Protocol

Sympathomimetics (Cocaine, Amphetamines, Etc.) — Supportive Care

Aortic Dissection — Supportive Care / Pain Management

Pre-Eclampsia / Eclampsia — See OB Emergencies

Consult Online Medical Direction
If EMS Needs Consideration of Other Interventions
on a Per Case Basis

Medical

TRANSPORT
Head Up > 30 Degrees Position

o\
N

TRANSPORT to appropriate facility
CONTACT receiving facility
CONSULT Medical Direction where indicated
\_ APPROPRIATE transfer of care )

Trauma

[ EMT Intervention AEMT Intervention PARAMEDIC Intervention Online Medical Control
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ADULT PROTOCOL

>
HYPERTENSIVE EMERGENCIES S
s
<
HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS ~
e Documented One of these: e Hypertensive %
hypertension e Systolic BP 220 or greater encephalopathy Q
e Related diseases: e Diastolic BP 120 or e  Primary CNS Injury =5
diabetes, CVA renal greater (Cushing's response = g%
failure, cardiac bradycardia with
. —
e Medications AND at least one of these: hypertension)
(compliance?) e Headache e Myocardial infarction 9
e Pregnancy e Nosebleed e Aortic dissection 8
e Blurred vision e Pre-eclampsia/ g
e Dizziness Eclampsia g'
e Sympathomimetic g
ingestion (cocaine) %)
>
(@)
o
o
—

delipie)

KEY POINTS
e Prehospital treatment of hypertension is very conservative because a CVA in progress may be made worse by a
drop in B/P following aggressive hypertension treatment.
e Consider treatment ONLY if patient has signs and symptoms of CHF or cardiac chest pain! -
e Hypertensive emergencies are life threatening emergencies characterized by an acute elevation in blood o
pressure AND end-organ damage to the cardiac, CNS or renal systems. These crisis situations may occur when c
patients have poorly controlled chronic hypertension. g
e All symptomatic patients with hypertension should be transported with their head elevated.
e Evidence of neurological deficit includes confusion, slurred speech, facial asymmetry, focal weakness, coma,
lethargy, and seizure activity.
e Evidence of cardiac impairment includes angina, jugular vein distention, chest discomfort and pulmonary —

edema.
e Toxic ingestion such as cocaine may present with a hypertensive emergency.
e Hypertension can be a neuroprotective reflex in patients with increased intracranial pressure.
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Circulation / Shock I Airway / Breathing ]

Cardiac

Medical

Trauma

ADULT PROTOCOL

HYPOTHERMIA

EMT Intervention

UNIVERSAL PATIENT CARE PROTOCOL
AIRWAY PROTOCOL
OXYGEN

CAPNOGRAPHY PROCEDURE

Yy
D G G G

Remove wet clothing

Handle Patient Gently

e <
Indirectly Apply Hot Packs and / or Blankets

§ and Turn Up Vehicle Heat )

[ BLOOD GLUCOSE PROCEDURE ]

IV /10 PROCEDURE

CARDIAC MONITORING PROCEDURE

Appropriate Protocol(s)
Based on Patient Signs and Symptoms

N\
A

TRANSPORT to appropriate facility
CONTACT receiving facility
CONSULT Medical Direction where indicated
APPROPRIATE transfer of care

AEMT Intervention PARAMEDIC Intervention Online Medical Control
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HYPOTHERMIA / FROSTBITE

HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS
e Past medical history e Cold, clammy e  Sepsis
e Medications e  Shivering e Environmental exposure
e Exposure to environment e Mental status changes e Hypoglycemia
even in normal temperatures e  Extremity pain or sensory e CNSdysfunction
e Exposure to extreme cold abnormality e  Stroke
e Extremes of age e Bradycardia e Head injury
e Drug use: alcohol, e Hypotension or shock e  Spinal cord injury
barbiturates
e Infections / sepsis
e Length of exposure / wetness

320ys / uolie|naii) I Suiyiealg / Aemary ]

KEY POINTS

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

e Hypothermic / drowning / near drowning patients that appear cold and dead are NOT dead until they are warm
and dead, or have other signs of obvious death (putrification, traumatic injury unsustainable to life).

e Defined as core temperature < 93.2° F (34° C).

e Extremes of age are most susceptible (i.e. young and old).

e Patients with low core temperatures will not respond to ALS drug interventions. Maintain warming procedure
and supportive care. Warming procedures includes removing wet clothing, limiting exposure, and covering the
patient with warm blankets if available.

e Do not allow patients with frozen extremities to ambulate.

e Do not attempt to rewarm deep frostbite unless there is an extreme delay in transport, and there is a no risk
that the affected body part will be refrozen. Contact medical direction prior to rewarming a deep frostbite
injury.

e With temperature less than 86° F (30° C) ventricular fibrillation is common cause of death. Handling patients
gently may prevent this.

e If the temperature is unable to be measured, treat the patient based on the suspected temperature.

e  Hypothermia may produce severe bradycardia.

e  Shivering stops below 90° F (32° C).

e  Hot packs can be activated and placed in the armpit and groin area if available.

e Care should be taken not to place the packs directly against the patient's skin.

e Consider withholding CPR if patient has organized rhythm. Discuss with Online Medical Control.

e Patients with low core temperatures may not respond to ALS drug interventions. Discuss ACLS drug use with
Online Medical Control in severely hypothermic patients.

e  Maintain warming procedure and supportive care. Warming procedures includes removing wet clothing,
limiting exposure, and covering the patient with warm blankets if available.

e The most common mechanism of death in hypothermia is ventricular fibrillation. If the hypothermia victim is in
ventricular fibrillation, CPR should be initiated. If V-FIB is not present, then all treatment and transport decisions
should be tempered by the fact that V-FIB can be caused by rough handling, noxious stimuli or even minor
mechanical disturbances, this means that respiratory support with 100% oxygen should be done gently,
including intubation, avoiding hyperventilation.

e The heart is most likely to fibrillate between 85 - 88° F (29 - 31° C.) Defibrillate VF / VT x1 if no change, perform
CPR and defer repeat defibrillation attempts until patient has been rewarmed.

e Do not allow patients with frozen extremities to ambulate.

e Superficial frostbite can be treated by using the patient’s own body heat.

~

JeipJe)
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ADULT PROTOCOL

SEIZURES

UNIVERSAL PATIENT CARE PROTOCOL

AIRWAY PROTOCOL

Consider Spinal Motion Restriction

CAPNOGRAPHY PROCEDURE

e

Circulation / Shock I Airway / Breathing ]

Y

OXYGEN / VENTILATE DURING SEIZURE BASED ON

CAPNOGRAPHY AS REQUIRED

J
4

Loosen Patient Clothing / Protect Patient
IV PROCEDURE

Check Blood Glucose Level

A\ 4

[ BGL< 70 - Treat per

Cardiac

Diabetic Protocol

\4

\ 4

BGL > 70 and Status Epilepticus?

MIDAZOLAM (VERSED)
2.5mglIV/I0or5mgIM/IN

(0]
LORazepam (ATIVAN)
1-2mgIV/IO/IM/IN

If Midazolam (Versed) or LORazepam (Ativan) Unavailable,

See Medication Section for DiazePAM (Valium)
Capnography Required

A

Monitor and Reassess

TRANSPORT to appropriate facility
CONTACT receiving facility
CONSULT Medical Direction where indicated
APPROPRIATE transfer of care

A

A

L A
o [
3 f
o
|_

N\
[ EMT Intervention

AEMT Intervention

PARAMEDIC Intervention

Online Medical Control

Northeast Ohio Regional EMS Protocol - 22]|5



SEIZURES

Categories of Seizures
Complex = Unconscious Focal = Partial, Localized
Simple = Conscious Generalized = All Body
e Simple Focal
e Simple Generalized
e Complex Focal
e Complex Generalized

)
>
=S
s

<
HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS ~
e Reported / witnessed e Decreased mental status e CNS (head) trauma %
seizure activity e Sleepiness e Tumor QL
e Previous seizure history e Incontinence e  Metabolic, hepatic, or renal =7
e Medical alert tag e Observed seizure activity failure U:é
information e Evidence of trauma e Hypoxia
e  Seizure medications e Electrolyte abnormality (na, | ()
e History of trauma ca, mg) @)
e History of diabetes e Drugs, medications, non- §
e History of pregnancy compliance =
e Infection / fever g-
e Alcohol withdrawal g
e  Eclampsia ~
e Stroke &
e  Hyperthermia g
2
—

oelpJe)

KEY POINTS

e Exam: Mental Status, HEENT, Heart, Lungs, Extremities, Neuro

e  Status epilepticus is defined as two or more successive seizures without a period of consciousness or recovery.
This is a true emergency requiring rapid airway control, treatment, and transport.

e Grand mal seizures (generalized) are associated with loss of consciousness, incontinence, and possibly tongue
trauma.

e Focal seizures (petit mal) effect only a part of the body and are not usually associated with a loss of
consciousness.

e For any seizure in a pregnant patient, follow the OB Emergencies Protocol and call Online Medical Control

e Benzodiazepine administration is reserved for patients who are actively seizing only, not for prophylaxis of
seizures.

e Be prepared to manage the airway and breathing of patients who have received benzodiazepines such as
Lorazepam (Ativan) or Midazolam (Versed)

e Jacksonian seizures are seizures that start as a focal seizure and become generalized.

e Be prepared for airway problems and continued seizures.

e  Assess possibility of occult trauma and substance abuse. Lorazepam (Ativan) is well absorbed when
administered IM but takes up to 15 minutes to act. It should be given IV or intranasally (IN) with an atomizer.

e The seizure has usually stopped by the time the EMS personnel arrive and the patient will be found in the
postictal state.

e There are many causes for seizures including epilepsy, head trauma, tumor, overdose, infection, hypoglycemia,
and withdrawal. Be sure to consider these when doing your assessment.

e  Routinely assess the patient’s airway.

e If the patient is combative and postictal, DO NOT use the Restraint Procedure before assessing for / treating
hypoglycemia and hypoxia.

e [f the patient is actively seizing, move any objects that may injure the patient. Protect, but do not try to restrain —
them.

ewned|
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Airway / Breathing ]

~y
A

I Circulation / Shock

Cardiac

Trauma

ADULT PROTOCOL

SEVERE PAIN MANAGEMENT

PATIENT HAS:

® Burns ®  Musculoskeletal and / or Fracture Pain
® [ntractable Flank Pain ®  Sickle Cell Pain Crisis (Use Supplemental O,)
® [ntractable Back Pain ®  Unremitting Abdominal Pain (NOT OB)

fentaNYL (SUBLIMAZE)
25-100mcgIV/10/IM /IN
May repeat g5 mins - Maximum 100 mcg

Pain Other Than Listed

Contact Online Medical Control

Preferred analgesic for trauma / ACS
Push slow IV /10
If Fentanyl (Sublimaze) is unavailable, see medication section for

Morphine Sulfate NOT FOR

OR . . .
HYDROmorphone (DILAUDID) Altered Mentation, Traumatic Abdominal

05-1mgIV/I10/IM Pain, Head Trauma, Hypovolemia
May repeat g10 mins - May Repeat to a Max 2 mg
HALF DOSE > 65, Liver or Renal Disease

> B B

Preferred analgesic for intractable / unremitting pain
If HYDROmorphone (Dilaudid) is unavailable, see medication
section for Morphine Sulfate

OR

KETAMINE (KETALAR)
10mgIV/I10/IM/IN
May repeat g5 mins - Up to 30 mg

> >

KETOROLAC (TORADOL)
15mg IV /10 — 1 DOSE LIMIT
30 mg IM — 1 DOSE LIMIT

Preferred analgesic for kidney stones, Flank pain
>65 Years old, Renal disease

Any recent or suspected bleeding (Gl bleeds, CVA)
Allergy / Hypersensitivity to NSAIDS, Asthma
Known or obvious pregnancy, Nursing mothers

06606

Consider as needed for Nausea / Vomiting
ONDANSETRON (ZOFRAN) 4 mg IV / IM
OR
PROMETHAZINE (PHENERGAN)
12.5mgIV /25 mgIM

Consider ONDANSETRON (ZOFRAN)
Orally Disintegrating Tablet
4 mg Oral — may repeat max 8 mg

[ CAPNOGRAPHY PROCEDURE
[ Monitor Airway, Breathing, Vitals

TRANSPORT to appropriate facility
CONTACT receiving facility
CONSULT Medical Direction where indicated
APPROPRIATE transfer of care

— )

EMT Intervention AEMT Intervention PARAMEDIC Intervention Online Medical Control
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SEVERE PAIN MANAGEMENT

HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS
e Age/onset e Severity (pain scale) e  Per the specific protocol
e Location e Quality (sharp, dull, etc.) e  Musculoskeletal
e Duration e  Radiation e Visceral (abdominal)
e Severity (0 - 10) e Relation to movement, e Cardiac
e  Past medical history respiration e  Pleuritic (respiratory)
e Medications e Increased with palpation of e Neurogenic
e Drug allergies area e Renal (colic)

PAIN SCALE

The Wong-Baker Faces Pain Rating Scale

Designed for children aged 3 years and older, the Wong-Baker Faces Pain Rating Scale is also helpful for elderly patients who may be
cognitively impaired. If offers a visual description for those who don't have the verbal skills to explain how their symptoms make them
feel.
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HURTS HURTS HURTS HURTS HURTS PAIN POSSIBLE

HURT LITTLE LITTLE EYEN WHOLE WORST PAIN
BIT MORE MORE LOT

To use this scale, your doctor should explain that each face shows how a person in pain is feeling. That is, a person may feel happy
because he or she has no pain (hurt), or a person may feel sad because he or she has some or a lot of pain.

A Numerical Pain Scale

A numerical pain scale allows you to describe the intensity of your discomfort in numbers ranging from 0 to 10 (depending on the
scale). Rating the intensity of sensation is one way of helping your doctor determine treatment. Numerical pain scales may include
words or descriptions to better label your symptoms, from feeling no pain to experiencing excruciating pain. Some researchers believe
that this type of combination scale may be most sensitive to gender and ethnic differences in describing pain.

delpie)

KEY POINTS

e Exam: Mental Status, Area of Pain, Neuro

e Painis an unpleasant sensory and emotional experience associated with actual or potential tissue damage.

e Painis subjective (whatever the patient says it is).

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

e Use analgesia for suspected cardiac chest pain within the ACS protocol.

e Abdominal pain patients must have a 12 lead EKG to rule out cardiac involvement.

e Vital signs should be obtained pre, 10 minutes post, and at disposition with all pain medications.

e Contraindications to HYDROmorphone (Dilaudid), or FentaNYL (Sublimaze) use include hypotension, head
injury, respiratory distress or severe COPD.

e All patients should have drug allergies documented prior to administering pain medications.
e All patients who receive pain medications must be observed 15 minutes for drug reaction.
e All patients who receive medication for pain must have continuous ECG monitoring, pulse oximetry, and oxygen
administration. =
e The patient’s vital signs must be routinely reassessed. g
e  Routine assessments and reassessments must be documented on the run report. 3
e Have Naloxone (Narcan) on hand if the patient has respiratory depression or hypotension after s}
HYDROmorphone (Dilaudid), or FentaNYL (Sublimaze) administration. Be prepared to ventilate.
e DO NOT administer narcotic analgesics if there is any suspicion of a head injury.
e Capnography is required if patient already has narcotic analgesics on board prior to supplementation.
e

e Capnography is required if second doses of narcotic analgesics are required to control the patient’s pain.
e Consider asking patient history of opiate addiction — consider non-narcotic options.
e  Ketamine use in pregnancy is a risk / benefit assessment per case. Consult Medical Direction if there are questions.

Northeast Ohio Regional EMS Protocol - 25|5



I Circulation / Shock I Airway / Breathing ]

Cardiac

Trauma

ADULT PROTOCOL

STROKE / CVA

Cincinnati

Pre-Hospital Stroke Assessment

On Scene
Level of Awake & alert
Consciousness
Facial Droop Both sides move equally

well on smile/grimace

Motor—Arm Drift
(eyes closed)

Raised arms do not drift
down (both together)

Speech

Repeats You can’t teach
an old dog new tricks
using correct words and

K no slurring
MEND Exam
Pre-Hospital Stroke Assessment
En-Route
Level of Awake & alert
Consciousness
Speech Repeats You can’t teach
an old dog new tricks
using correct words and
no slurring
Questions Says the month and
own age correctly
Commands Closes & opens eyes to
command
Facial Droop Both sides move equally
well on smile/grimace
Visual Fields Sees fingers in all 4
quadrants
Horizontal Gaze |Moves eyes completely
side to side

Motor—Arm Drift
(eyes closed)

Raised arms do not drift
down (both together)

Motor—Leg Drift
(eyes open)

Each raised leg does not
drift down (1 at a time)

Sensory—Arm

Feels touch on each arm

,ﬁ,ﬁl\ )

(eyes closed) normally
Sensory—Leg Feels touch on each leg
(eyes closed) normally
Coordination—Arm | Finger-to-nose accurate
& smooth

Coordination—Leg

Heel-to-shin accurate &

UNIVERSAL PATIENT CARE PROTOCOL
AIRWAY PROTOCOL
OXYGEN
CAPNOGRAPHY PROCEDURE

YY)

\ 4

( BLOOD GLUCOSE PROCEDURE )
Cincinnati Prehospital Stroke Screen — On Scene
IV PROCEDURE

2 Large Bore in AC if Possible for TPA

If Community Participating in Mobile Stroke Program

e  Cancel MSTU if Cincinnati is Negative — continue
with transport to appropriate Stroke Hospital

e  Cancel MSTU if response time will extend scene
time greater than 10 min

. If MTSU continuing, continue with on scene
treatment and extrication while waiting

Where Participating
LABETALOL (TRANDATE)
10 mg IVP SLOW over 2 min
ONLY IF SBP > 220 or DBP > 120 verified by 2 readings,

in different 2 locations, at least 1 manual
Reassess in 10 — 15 mins and repeat
LABETALOL (TRANDATE) only
20 mg IVP SLOW over 2 min
if SBP > 220 or DBP > 120 verified by 2 readings

[ Identify Last Time Known Normal and Record

[ Identify Point of Contact for Last Known Normal

Move to Ambulance Rapid Transport

\ 4

En-Route Conduct MEND Exam

12 Lead EKG Procedure
Relay MEND Exam to Hospital

TRANSPORT to closest appropriate facility
CONSIDER THROMBECTOMY CAPABLE STROKE CENTER
IF SYMPTOMS > 4.5 HOURS or on ANTI-COAGULANTS
CONTACT receiving facility
CONSULT Medical Direction where indicated
APPROPRIATE transfer of care

NS

smooth /

EMT Intervention

AEMT Intervention

PARAMEDIC Intervention Online Medical Control
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)
ADULT PROTOCOL
b
STROKE / CVA >
s
<
HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS ;
e  Previous CVA, TIA's e Altered mental status e See Altered Mental Status o
e  Previous cardiac / vascular e  Weakness / paralysis e TIA (transient ischemic 2
surgery e Blindness or other sensory attack) g
e Associated diseases: loss e Seizure oQ
diabetes, hypertension, CAD e Aphasia e Hypoglycemia
e  Atrial fibrillation e Syncope e  Stroke
e  Medications (blood e \Vertigo / dizziness e  Thrombotic (@)
. -
thinners) e Vomiting e Embolic =
e History of trauma e Headache e Hemorrhagic o
e Seizures e Tumor g
e Respiratory pattern change e Trauma =
e Hyper / hypotension ;
>
(@)
o

Identify Last Time Known Normal and Document

deipie)

KEY POINTS
e Exam: Mental Status, HEENT, Heart, Lungs, Abdomen, Extremities, Neuro
e Onset of symptoms is defined as the last witnessed time the patient was symptom free. (i.e. awakening with
stroke symptoms would be defined as an onset time of the previous night when patient was symptom free)
e The differential diagnosis listed on the Altered Mental Status Protocol should also be considered.
e Elevated blood pressure is commonly present with stroke. Treat chest pain / discomfort per ACS protocol.
e Be alert for airway problems (swallowing difficulty, vomiting, diminished or absent gag reflex).
e Hypoglycemia can present as a localized neurological deficit, especially in the elderly.
e Patients who experience transient ischemic attack (TIA) develop most of the same signs and
symptoms as those who are experiencing a stroke. The signs and symptoms of TIA’ s can last from
minutes up to one day. Thus, the patient may initially present with typical signs and symptoms of a
stroke, but those findings may progressively resolve. The patient needs to be transported, without delay,
to the most appropriate hospital for further evaluation.
e Document the time of onset for the symptoms, or the last time the patient was seen “norma

|II

for them.

e Reassess neurological deficit every 10 minutes and document the findings. Evidence of neurological deficit
includes confusion, slurred speech, facial asymmetry and focal weakness, coma, lethargy, aphasia, dysarthria,
and seizure activity.

e Hypertensive emergencies are life threatening emergencies characterized by an acute elevation in blood —
pressure AND end-organ damage to the cardiac, CNS or renal systems. These crisis situations may occur when o
patients have poorly controlled chronic hypertension or stroke. g

e Document pts GCS score. (<)}

e Check patient’s pupils and rule out head trauma.

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

e Hypertension can be a neuroprotective reflex in patients with increased intracranial pressure.

e
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I Circulation / Shock I Airway / Breathing ]

Cardiac

Trauma

ADULT PROTOCOL

TOXIC INGESTION / EXPOSURE / OVERDOSE

If Suspected
Carbon Monoxide
(CO) or Cyanide
Poisoning see
Specific Protocol

UNIVERSAL PATIENT CARE PROTOCOL

|
[

AIRWAY PROTOCOL

Monitor Lung Sounds for Fluid Overload

|
]

OXYGEN

IV /10 PROCEDURE

/ Decontaminate \

and remove
clothes if patient
is exposed to any

dangerous or

noxious
Apply Cardiac Monitor and Assess Vitals \ substances /
[ CAPNOGRAPHY PROCEDURE ]
l
v v v v
4 Tricyclic h Beta Blocker / Organophosphates

4 . N
Narcotic Overdose

AMS / Respiratory
Depression

v

TAKE PPE PRECAUTIONS
GLOVES / MASK minimum
Contact / aerosol risk with

\_ fentanyl-based substances )

ASSURE BLS VENTILATION
WITH BVM

Support Hemodynamically
Utilize Shock Protocol

NALOXONE
(NARCAN)
2 — 4 mg IN Atomized

SUMMON ALS IF NO
RESPONSE TO IN DOSE

NALOXONE
(NARCAN)
1-2mg
IV/IM /IO

May repeat every 2
min as necessary if
obvious or suspected
opiate OD until
respiratory
improvement or
12 mg Max

v

If patient is
unresponsive to
Naloxone (Narcan),
supply is exhausted,
or the medication is
unavailable, consider
Advanced Airway and
Support
Hemodynamically

Anti — Depressants
/ Sodium Channel
Y Blocker )

v

4 N

Patient on any TRICYCLIC
listed below or otherwise
with QRS > 0.12

Adapin Doxepin
Anafranil Clomipramine
Elavil Amitriptyline
Endep Maprotine
Ludiomil Desipramine
Norpramin  Doxepin
Pamelor Nortryptyline
Pertofrane  Trimipramine
Sinequn Imipramine
Surmontil Protriptyline
Tofranil Benadryl
Vivactil

Diphenhydramine

SODIUM
BICARBONATE
1 mEq / kg SLOW IV /
10

Until QRS narrows /
condition improves
If no improvement
contact ONLINE
MEDICAL CONTROL

Calcium Channel
Blocker

TRANSCUTANEOUS
PACING PROCEDURE

IV NORMAL SALINE BOLUS
20 ml / kg
To Maintain MAP > 65
or SBP 90 / Radial Pulses if
NIBP Unavailable

EPINEPHrine
(Adrenaline)
PUSH DOSE
Make 10 mcg / ml
10 mcg (1 ml) every
2 - 5 min - slow push
Titrate to effect
To Maintain MAP > 65
or SBP 90 / Radial
Pulses if NIBP
Unavailable

Treat with specific
antidote

Calcium Channel
Blockers OD
CALCIUM GLUCONATE

1-3GramsIV/I0
OR
CALCIUM CHLORIDE
1Gram IV /IO

/ Carbamates

ATROPINE
1mglIVv/IO
Repeat every 3 -5

Minutes or as needed
to control secretions

A Giventodry
secretions
A No max dose

[ TRANSPORT to appropriate facility CONTACT receiving facility CONSULT Medical Direction where indicated APPROPRIATE transfer of care ]

EMT Intervention

AEMT Intervention

PARAMEDIC Intervention

Online Medical Control
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ADULT PROTOCOL |

TOXIC INGESTION / EXPOSURE / OVERDOSE

HISTORY

SIGNS AND SYMPTOMS

DIFFERENTIAL DIAGNOSIS

e  Ingestion or suspected
ingestion of a potentially
toxic substance

e  Mental status changes
. Hypo / hypertension
. Decreased respiratory rate

e  Tricyclic antidepressants (TCAs)
e Acetaminophen (Tylenol)
e  Depressants

e  Substance ingested, e  Tachycardia, dysrhythmias e  Stimulants
route, quantity e  Seizures e  Anticholinergic
e Time of ingestion e  Cardiac medications
®  Reason (suicidal, e Solvents, alcohols, Cleaning agents
accidental, criminal) e Insecticides (organophosphates)
L] Available medications in ° Respiratory depression
home e  Other organophosphates
e  Past medical history, e Carbamates
medications
common sera socers [N I
Acebutolol Carvedilol Labetolol Propranolol
Atenolol Coreg Levatol Sectral
Betapace Corgard Lopressor Sotalol
Betoxolol Esmolol Metoprolol Tenormin
Bisoprolol Inderal Nadolol Timolol
Brevibloc Innopran XL Nebivolol Trandate
Bystolic Kerlone Pindolol Zabeta
COMMON CALICUM
CHANNEL BLOCKERS ‘
Acalas Cardene Lacidipine Nitrepin
Adalat Cardif Lacipil Nivadil
Amlodipine Cardizem Landel Norvasc
Aranidipine Cilnidipine Lercanidipine Plendil
Atelec Cinalong Madipine Pranidipine
Azelnidipine Clevidipine Manidipine Procardia
Barnidipine Cleviprex Motens Procorum
Baylotensin Coniel Nicardipine Sapresta
Baymycard Diltiazem Nifedipine Siscard
Benidipine Efonidipine Nilvadipine Sular
Calan Felodipine Nimodipine Syscor
Calblock Gallopamil Nimotop Verapamil
Calslot HypoCa Nisoldipine Zanidip
Carden SR Isoptin Nitrendipine
KEY POINTS

release.

CARBON MONOXIDE POISONING OR CYANIDE POISONING — SEE SPECIFIC PROTOCOL

. Exam: Mental Status, Skin, HEENT, Heart, Lungs, Abdomen, Extremities, Neuro
. Do not rely on patient history of ingestion, especially in suicide attempts.
Bring bottles, contents, and emesis to ED.
Tricyclic: 4 major areas of toxicity: seizures, dysrhythmias, hypotension, decreased mental status or coma; rapid progression from alert
mental status to death.
. Acetaminophen: initially normal or nausea / vomiting. If not detected and treated, causes irreversible liver failure.
. Depressants: decreased HR, decreased BP, decreased temperature, decreased respirations, non-specific pupils.
. Stimulants: increased HR, increased BP, increased temperature, dilated pupils, and seizures.
. Anticholinergics: increased HR, increased temperature, dilated pupils, and mental status changes.
. Cardiac Medications: dysrhythmias and mental status changes.
. Solvents: nausea, vomiting, and mental status changes.

. Insecticides: increased or decreased HR, increased secretions, nausea, vomiting, diarrhea, pinpoint pupils.
. Consider restraints if necessary for patient's and / or personnel's protection per the Restraint Procedure.
. If it can be done safely, take whatever container the substance came from to the hospital along with readily obtainable samples of

medication unless this results in an unreasonable delay of transport.
. If applicable, DO NOT transport a patient to the hospital until properly decontaminated.
. Naloxone (Narcan) administration may cause the patient to go into acute opiate withdraw, which includes vomiting, agitation, and / or
combative behavior. Always be prepared for combative behavior.
. Naloxone (Narcan) goal is to reverse life threating respiratory depression
. Naloxone (Narcan) may wear off in as little as 20 minutes causing the patient to become more sedate and possibly hypoventilate. All A&O 4
patients having received Naloxone (Narcan) should be transported. If patient refuses transport, contact Online Medical Control before

POISON CONTROL 1-800-222-1222
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I Circulation / Shock l Airway / Breathing ]

Cardiac

Medical

Trauma

ADULT PROTOCOL

TOXIC INHALATION / INGESTION
CYANIDE

ﬂOTENTIAL EXPOSURES \

Smoke Inhalation

Intentional or
unintentional poisoning or
ingestion of Laetrile
(vitamin B17) or multiple
fruit pits.

Industrial exposure such
as metal plating and
recovery, plastics,
industrial uses of
hydrogen cyanide or
medical complications
from the use of sodium

[

UNIVERSAL PATIENT CARE PROTOCOL

/ Aggressive airway\

management with

Cyanide Ingestion or Inhalation

Immediately Remove
From Continued Exposure
Avoid Exertion to Limit
Tissue Oxygen Demand
Determine Exposure Time

delivery of 100%
oxygen can be
lifesaving.
Supportive care
with administration

APPLY HIGH FLOW OXYGEN of oxygen alone

{[
(
[

has proven
CAPNOGRAPHY PROCEDURE ] .
effective in a
* number of

\ nitroprusside. /

EMT Intervention

Secure Airway If Comatose or Compromised
Airway

INTUBATION PROCEDURE

poisonings. It can
also treat potential

simultaneous CO
N J

exposure.

Extraglottic (BIAD) AIRWAY Device

CARDIAC MONITORING PROCEDURE

PULSE OXIMETRY
PULSE CO-OXIMETRY (If Available)

IV /10 PROCEDURE
To Maintain MAP > 65
or SBP 90 / Radial Pulses if NIBP Unavailable
Place 2 IV’s
Draw blood sample if considering / supplied with
Hydroxocobalamin (Cyanokit)

EPINEPHrine (Adrenaline)
PUSH DOSE

Make 10 mcg / ml

10 mcg (1 ml) every

2 - 5 min - slow push
Titrate to effect

To Maintain MAP > 65
or SBP 90 / Radial Pulses if NIBP Unavailable
If Continued Hypotension

TRANSPORT to appropriate facility
CONTACT receiving facility
CONSULT Medical Direction where indicated
APPROPRIATE transfer of care

AEMT Intervention

PARAMEDIC Intervention Online Medical Control
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TOXIC INHALATION / INGESTION

CYANIDE

)
Z
-5
3
Q
<
~
o
HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS 8
e Inhalation or ingestion of e Malaise, fatigue, e  Flu/severe cold .
cyanides drowsiness e Chronic fatigue S
e Duration of exposure e Reddened skin e  Migraine o
e  Reason (suicidal, accidental, e Dyspnea e  Myocardial infarction / ACS —
criminal) e Chest pain e  Encephalitis O
e  Past medical history, e Nausea/ vomiting e Anaphylaxis §
medications e  Abdominal pain e Other ingested toxins c
e Dizziness / vertigo e Pulmonary embolism Q_,_’..
e  Memory disturbances g
e Syncope ~
e Seizures (%)
>
e Coma o
o
o
—

Jdelpie)

POISON CONTROL 1-800-222-1222

KEY POINTS

e Exam: Mental Status, Skin, HEENT, Heart, Lungs, Abdomen, Extremities, Neuro

e Cyanide is generally considered to be a rare source of poisoning.

e Cyanide exposure occurs relatively frequently in patients with smoke inhalation from fires.

e Numerous forms of cyanide exist, including gaseous hydrogen cyanide (HCN), water-soluble potassium and
sodium cyanide salts, and poorly water-soluble mercury, copper, gold, and silver cyanide salts.

e Several synthesized (polyacrylonitrile, polyurethane, polyamide, urea-formaldehyde, melamine) and natural
(wool, silk) compounds produce HCN when burned.

e Industry widely uses nitriles as solvents and in the manufacturing of plastics. Nitriles may release HCN during

burning or when metabolized following absorption by the skin or gastrointestinal tract.
e Cyanide poisoning also may occur in other industries, particularly in the metal trades, mining, electroplating,

jewelry manufacturing, and x-ray film recovery. —
e Depending on its form, cyanide may cause toxicity through parenteral o

administration, inhalation, ingestion, or dermal absorption. %
e Rapid aggressive therapy, consisting of supportive care and antidote administration, is lifesaving. Y]
e The delay between exposure and onset of symptoms depends on type of cyanide involved, route of entry, and

dose. Rapidity of symptom onset, depending on the type of cyanide exposure, occurs in the following order

(most rapid to least rapid): gas, soluble salt, insoluble salt, and cyanogens.

e
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I Circulation / Shock I Airway / Breathing ]

Cardiac

Medical

Trauma

ADULT PROTOCOL

TOXIC INHALATION

CARBON MONOXIDE

/ CO Levels \

<10% Mild
10% - 20% Moderate
>20% Severe

Special
Considerations for
Pregnant Females

and Children

N /

EMT Intervention

UNIVERSAL PATIENT CARE PROTOCOL

[ Known or Suspected Carbon Monoxide A
Poisoning
(. /
f Immediately Remove \
From Continued Exposure
Avoid Exertion to Limit
Tissue Oxygen Demand
\ Determine Exposure Time j

v
APPLY HIGH FLOW OXYGEN
CPAP PROCEDURE if CO >10 %

CAPNOGRAPHY PROCEDURE

~
J

N~ Y
A Al

Secure Airway If Comatose or
Compromised Airway

INTUBATION PROCEDURE

Extraglottic (BIAD) AIRWAY Device

CARDIAC MONITORING PROCEDURE

PULSE OXIMETRY
PULSE CO-OXIMETRY (IF AVAILABLE)

!

IV /10 PROCEDURE

DRAW BLOOD SAMPLE FOR CO LEVELS

TRANSPORT to appropriate facility
CONTACT receiving facility
CONSULT Medical Direction where indicated
APPROPRIATE transfer of care

AEMT Intervention PARAMEDIC Intervention Online Medical Control
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TOXIC INHALATION

CARBON MONOXIDE

)
>
=
3
Q

<
~
E
HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS 8
e Inhalation of potentially e  Malaise, fatigue, e  Flu/ severe cold .-j.-
carbon monoxide drowsiness e Chronic fatigue 5
containing atmosphere e  Flu like symptoms e  Migraine oa
e Duration of exposure e Headache e  Myocardial infarction .
e Reason (suicidal, accidental, e Dyspnea e Diabetic emergencies A
criminal) e Nausea /vomiting e Altitude sickness s
e  Past medical history, e Diarrhea e Ingested toxins 8
medications e  Abdominal pain e  Meningitis <l
e Dizziness e Hypothyroidism o
e Visual disturbances i
e Memory disturbances wv
e  Syncope g
e Seizures ok
e Coma
. —
e Incontinence

CO Levels

<10% Mild
10% - 20% Moderate
>20% Severe
Special Considerations for Pregnant Females and Children

delpie)

KEY POINTS

e Exam: Mental Status, Skin, HEENT, Heart, Lungs, Abdomen, Extremities, Neuro

e Consider CO poisoning with any patient exposed to products of combustion.

e Causes and exposure may include malfunctioning gas appliances, vehicle exhaust, improper use of gas burning
heaters, animal dung, environmental waste and fires.

e Normal CO levels do not necessarily mean there was not CO poisoning. This is especially true if the patient has
already received extensive oxygen therapy.

e Patients that show signs and symptoms at lower CO levels include: pregnant females, infants, children and the
elderly.

e Vitals may be normal but could be tachycardic, hypo or hypertensive.
e Cherry red skin is rarely seen.
e PREGNANT patients are special circumstances as the affinity for fetal hemoglobin to carbon
monoxide is very high and therapy including hyperbaric care is considered early on. —
e Patients that demonstrate altered mental status may NOT sign refusals for treatment or transport. o
e  Known or suspected CO poisoning patients should receive high flow oxygen despite Spo2 readings. %
e The use of a pulse oximeter is not effective in the diagnosis of carbon monoxide poisoning, as patients suffering rY)
from carbon monoxide poisoning may have a normal oxygen saturation level on a pulse oximeter.
e Pulse oximetry is still used on all CO poisonings as hypoxia in addition to the CO represents serious
compounding respiratory issues possibly from other causes.
e Pulse CO-oximeters estimate carboxyhemoglobin levels with a non-invasive finger clip similar to a pulse —

oximeter.
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ADULT PROTOCOL

TRAUMA EMERGENCIES

The Golden Period

GUIDELINES FOR LOAD AND GO TRAUMA TRANSPORTS

INDICATIONS
e Uncorrectable airway obstruction
e Tension pneumothorax
e Pericardial tamponade
e Penetrating chest wounds with signs of shock
e Hemothorax with signs of shock
e Head trauma with unilaterally dilated pupils
e Head trauma with rapidly deteriorating condition

Unconsciousness

KEY POINTS

A trauma victim is considered to be a pediatric patient if they are 15 years old or younger.
Once the patient is determined to be an actual or potential major trauma / multiple system patient, personnel
on scene and / or medical control must quickly determine the appropriate course of action including:
1. Requesting aeromedical evacuation from scene. See AEROMEDICAL TRANSPORT PROCEDURE.
2. Ground transportation directly to an appropriate facility.
Major trauma patients are to be transported to the closest Trauma Center.
Contact the receiving hospital for all major trauma or critical patients.
Cover open wounds, burns, and eviscerations.
With the exception of airway control, initiate ALS enroute when transporting major trauma patients.
If the EMT is unable to access patient airway and ventilate, transport to the closest facility for airway
stabilization.
The on scene time for major trauma patients should not exceed 10 minutes without a documented, acceptable
reason for the delay.
All major trauma patients should receive oxygen administration, an 1V(s), and cardiac monitoring.
Provide a documented reason if an intervention could not be performed.

Mass Casualty Incidents (MCl)

Upon arrival at a MClI, the first arriving unit should notify their dispatch of the need to implement

the mass casualty plan, call for additional resources, establish a safe staging area, and estimate

the total number of victims.

Each EMS service has a pre-defined coordinating facility based on their county’s mass casualty plan. It is the
responsibility of the responding jurisdiction to notify their appropriate coordinating hospital as soon as possible,
giving a brief description of the incident and the estimated number of victims. The coordinating facility will then
notify the receiving hospitals of the MCI. The transportation officer should maintain a constant contact with the
coordinating facility until the scene has been cleared of salvageable victims.

Refer to the county MCI protocol
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ADULT PROTOCOL

TRAUMA GUIDELINES

Emergency medical service personnel shall use the following criteria, consistent with their certification, to evaluate whether an injured
person qualifies as an adult trauma victim or pediatric trauma victim, in conjunction with the definition of trauma per the State of Ohio

Trauma Triage Guidelines.

An Adult Trauma Victim is a person 16 years — 64 years exhibiting

one or more of the following physiologic or anatomic conditions:

Physiologic conditions
e  Glasgow Coma Scale less than or equal to 13;
° Loss of consciousness greater than 5 minutes;
e  Deterioration in level of consciousness at the scene
or during transport;
Failure to localize to pain;
Respiratory rate < 10 or > 29;
Requires ventilator support;
e Requires relief of tension pneumothorax;
e  Pulse > 120 in combination with evidence of
hemorrhagic shock;
e  Systolic blood pressure < 90, or absent radial pulse
with carotid pulse present;

Anatomic conditions
e  Penetrating trauma to the head, neck, or torso;
e Significant, penetrating trauma to extremities proximal to the
knee or elbow with evidence of neurovascular compromise;
. Injuries to the head, neck, or torso where the following
physical findings are present:
0  Visible crush injury;
0 Abdominal tenderness, distention, or seatbelt sign;
0  Pelvic fracture;
0 Flail chest;
e Injuries to the extremities where the following physical findings
are present:
e Amputations proximal to the wrist or ankle;
0 Visible crush injury;
0  Fractures of two or more proximal long bones;
0 Evidence of neurovascular compromise.
e Signs or symptoms of spinal cord injury;
e 2" or 3 Degree > 10% total BSA, or other significant burns
involving the face, feet, hands, genitalia, or airway.
e Open skull injury
e  Vehicle telemetry data consistent with a high risk for injury

A Geriatric Trauma Victim is a person greater than 65 years exhibiting one or more of the following physiologic or anatomic conditions:

Physiologic conditions

e  Glasgow Coma Scale less than or equal to 14 with a
known or suspected traumatic brain injury;

e  Glasgow Coma Scale less than or equal to 13;

e  Loss of consciousness greater than 5 minutes;

e Deterioration in level of consciousness at the scene
or during transport;

. Failure to localize to pain;

. Respiratory rate < 10 or > 29;

. Requires ventilator support;

e  Requires relief of tension pneumothorax;

e  Pulse > 120 in combination with evidence of
hemorrhagic shock;

e  Systolic blood pressure < 100, or absent radial pulse
with carotid pulse present;

Anatomic conditions
e  Penetrating trauma to the head, neck, or torso;
e Significant, penetrating trauma to extremities proximal to the
knee or elbow with evidence of neurovascular compromise;
e Injuries to the head, neck, or torso where the following
physical findings are present:
0  Visible crush injury;
0 Abdominal tenderness, distention, or seatbelt sign;
0  Pelvic fracture;
0  Flail chest;
e Injuries to the extremities where the following physical findings
are present:
e Amputations proximal to the wrist or ankle;
0  Visible crush injury;
0  Fractures of two or more proximal long bones;
0  Fractures of one proximal long bones from
motor vehicle crash;
0 Evidence of neurovascular compromise.
e Signs or symptoms of spinal cord injury;
e 2" or 3" Degree > 10% total BSA, or other significant burns
involving the face, feet, hands, genitalia, or airway.
e Open skull injury
e Pedestrian struck by motor vehicle
e  Fall from any height, including standing, with evidence of
traumatic brain injury.
e  Vehicle telemetry data consistent with a high risk for injury
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Field Trauma Triage Criteria: Mechanism of Injury (MOI) & Special Considerations

Co-Morbid Diseases and Special Considerations:
e Age<5o0r>55
e  Cardiac disease
. Respiratory disease
e Diabetes
e Immunosuppression
e  Morbid obesity
. Pregnancy
e  Substance abuse / intoxication
e Liver disease
e  Renal disease
e  Bleeding disorder / anticoagulation

Mechanisms of Injury (MOI)

e High speed MVC

e  Ejection from vehicle

Vehicle rollover

Death in same passenger compartment

e  Extrication time > 20 minutes

e  Falls greater than 20 feet

e  Vehicle versus bicycle / pedestrian

. Pedestrian struck, thrown or run over

. Motorcycle crash > 20 mph with separation of rider from
bike

o  Fall from any height, including standing, with signs of
traumatic brain injury

KEY POINTS

Exceptions to Mandatory Transport to a Trauma Center:

e Emergency Medical Service personnel shall transport a trauma victim directly to an adult or pediatric trauma
center that is qualified to provide appropriate adult or pediatric care, unless one or more of the following

exceptions apply:

1. It is medically necessary to transport the victim to another hospital for initial assessment and
stabilization before transfer to an adult or pediatric trauma center;

2. It is unsafe or medically inappropriate to transport the victim directly to an adult or pediatric trauma
center due to adverse weather or ground conditions or excessive transport time;

3. Transporting the victim to an adult or pediatric trauma center would cause a shortage of
local emergency medical service resources;

4. No appropriate adult or pediatric trauma center is able to receive and provide adult or pediatric
trauma care to the trauma victim without undue delay;

5. Before transport of a patient begins, the patient requests to be taken to a particular hospital that is not

a trauma center or, if the patient is less than eighteen years of age or is not able to communicate, such
a request is made by an adult member of the patient's family or a legal representative of the patient.

INFANT

Birth to age 4

4 Spontaneously
3 To speech

2 To pain

1 No response

5 Coos, babbles
4 Irritable cries

3 Cries to pain

2 Moans, grunts
1 No response

Spontaneous

Localizes pain
Withdraws from pain
Flexion (decorticate)
Extension (decerebrate)
No response
____=TOTAL

RN WA O

Glasgow Coma Scale
Eye Opening ADULT
Age 4 to Adult
Spontaneously 4
To command 3
To pain 2
No Response 1
Best Verbal Response
Oriented 5
Confused 4
Inappropriate words 3
Incomprehensible 2
No response 1
Best Motor Response
Obeys commands 6
Localizes pain 5
Withdraws from pain 4
Flexion (decorticate) 3
Extension (decerebrate) 2
No response 1
TOTAL=___

416




ADULT PROTOCOL

NOTS ADULT TRAUMA FIELD TRIAGE

NOTS Transfer Line:
Step 1- Measure vital signs and level of consciousness of patient with a traumatic 1-216-778-7850

mechanism
[J Glasgow Coma Scale < 13 with traumatic mechanism /
Systolic blood pressure < 90mmHg or Scene Referrals
Respiratory rate < 10 or> 29 breaths/minute or requiring airway/ventilator Cleveland Clinic Hospitals

support 1-844-223-3822

MetroHealth Medical Center
1-800-233-5433
University Hospitals
1-877-842-3822

\

Step 2- Assess anatomy of injury
Significant penetrating injuries to the head, neck, torso or extremities k
proximal the elbow or knee
Presence of/suspicion of a flail chest
Two or more proximal long-bone fractures o fl
Crushed, degloved, threatened, pulseless or mangled extremity Red/Prlorlty 1
Amputation proximal to wrist or ankle Take to a trauma center, these
Pelvic fractures patients should be transported
Open or depressed skull fracture preferentially to the highest level
Paralysis of care within the trauma

system. If transport to a Level |
will add greater than 15 minutes,
transport to the nearest trauma
facility

)

Step 3- Assess mechanism of injury and evidence of high-energy impact \
[ Falls
0  Adults > 10ft (one story is equal to 10 ft.)
[J  High-risk auto crash
0 Intrusion: Including roof: > 12 in. occupant site, >18 in. any site
0  Extrication time over 20 minutes
0 Ejection (partial or complete) from automobile

Level | Adult Trauma Centers:

MetroHealth Medical Center,

University Hospitals Cleveland
Medical Center

0 Death in same passenger compartment ] Gt e Cen el
0 Vehicle telemetry data consistent with high risk of injury Level Il Adult Trauma Centers:
O  Auto vs. Pedestrian/Bicyclist thrown, run over or with significant (> 20 CCF Fairview Hospital
mph) impact CCF Hillcrest Hospital
[1  Motorcycle crash > 20 mph
[J  Other motorized equipment crashes where the patient has the potential of Level Ill Adult Trauma Centers:

significant injury UH Geauga Medical Center
UH Portage Medical Center

Southwest Medical Center

UH St. John Medical Center
/Step 4-Assess special patient or system considerations of trauma patients \ k /

[J  GCS: 12-14 with evidence of traumatic injury
[J Age-> 65 years old to a Trauma Center
[J Anticoagulant and bleeding disorders on prescription blood thinners
[1  Significant burns (+/- trauma mechanism) or inhalation injury, chemical
injury electrical injury or frostbite triage to burn center
Open fractures regardless of location of fracture, except single digit
fractures
[J  Pregnancy > 20 weeks gestation
EMS Provider Judgment- When in doubt transfer to a trauma center

Yellow/Priority 2
Transport patient to nearest
> trauma center within trauma
system, need not be the highest
level of trauma center

|

Green/Priority 3
Transport to the closest

appropriate emergency
Step 5- Patients not meeting above criteria department
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ADULT PROTOCOL
oo
c
= ABDOMINAL TRAUMA
©
o
o
S~
>
©
=
£ - .
< UNIVERSAL PATIENT CARE PROTOCOL ]
\ 2 Multiple Trauma
v BLEEDING / HEMORRHAGE CONTROL PROCEDURE Protocol if criteria
3 > <
—L% AIRWAY PROTOCOL
\ Z
\ ( A
g SPINAL MOTION RESTRICTION PROCEDURE
= OXYGEN
d ~ <
O CAPNOGRAPHY PROCEDURE
S > <
Determine if Load & Go
(& _J
O
.© v
_O f . . . . ope )
o Evisceration: Cover, clean saline dressing to loosely stabilize
o r ~
Penetrating Object: Cover, clean saline dressing — Immobilize object. If too large to
L transport — attempt to cut with care not to further injure tissue )
( )
Penetrating Wounds: Cover, clean saline dressing. Look for exit wound
\ Z
( )
Blunt Trauma: Assess for change — distention. Note mechanism
|\ J
©
O
O
[}
> IV / 10 PROCEDURE
To Maintain MAP > 65
or SBP 90 (100 systolic if >70 years old) / Radial Pulses if NIBP
Unavailable
If evidence of current / previous uncontrolled hemorrhage, HR > 120 and /
or SBP < 90, within 60 mins of injury
Consider TRANEXAMIC ACID (TXA)
1 Gram mixed in 100 ml D5W over 10 mins
g Monitor and Reassess
= [ INITATE TRAUMA ALERT ]
L S5
= TRANSPORT to appropriate facility
CONTACT receiving facility
CONSULT Medical Direction where indicated
APPROPRIATE transfer of care
[ EMT Intervention AEMT Intervention PARAMEDIC Intervention Online Medical Control
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ABDOMINAL TRAUMA

MECHANISM SIGNS & SYMPTOMS
e Blunt e Altered mental status
e  Shock
e Distention
e Swelling
e Bulging
e Nausea and vomiting

* Penetrating e Altered mental status
e Bleeding
e Tenderness
e Pain
e Distention
e  Evisceration

Discoloration
e Entrance / exit wounds
e Nausea & vomiting

I 320yS / uoie|naln I Suiyiesig / Aemuary ]

oelpJe)

CRE

KEY POINTS
Trauma to the abdomen is either Blunt or Penetrating. Blunt injuries are harder to detect and diagnose, and have a
death rate twice that of penetrating wounds. Key signs and symptoms of blunt trauma include a patient in shock with no
obvious injuries. Distention of the abdomen is an indication of internal hemorrhage. Pain may not be a significant
factor. Many abdominal trauma injuries are Load & Go cases.

e Look for both an entrance and exit wound for all penetrating trauma, and treat accordingly.
e  Forall major trauma patients, the on scene time should be less than ten minutes.
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ADULT PROTOCOL

BURNS

[ UNIVERSAL PATIENT CARE PROTOCOL ]
[ CONSIDER SPINAL MOTION RESTRICTION PROCEDURE ]

AIRWAY PROTOCOL
OXYGEN

CAPNOGRAPHY PROCEDURE

Airway / Breathing ]

If Chest, Neck, Face, Airway Involvement — Prepare for Invasive Airway
Procedures
Perform Early Intubation

CRICOTHYROTOMY - NEEDLE, KIT, or SURGICAL
As provided and trained
In rare circumstances for life saving measures only

Circulation / Shock

Remove rings, bracelets, and other constricting
items

v A 4
Thermal Chemical

J
a'e
A

Eye Injury
Continuous flushing with Normal Saline

Cardiac

If burn < 10% body surface area
(using rule of nines)
Cool down wound with NORMAL SALINE Remove clothing and / or expose area

Y
A

\
>

N

N\
N

Cover burn with dry sterile sheet or dressings Flush area with NORMAL SALINE for
10 — 15 minutes

IV /10 PROCEDURE
If Burns > 25% then 60 drops / min (Macrodrip set)

SEVERE PAIN PROTOCOL

otherwise KVO
SEVERE PAIN PROTOCOL

Medical

Initiate Trauma Alert

)
—

TRANSPORT to appropriate facility
CONTACT receiving facility
CONSULT Medical Direction where indicated
APPROPRIATE transfer of care

©
S
=]
©
—
l—

[ EMT Intervention AEMT Intervention PARAMEDIC Intervention Online Medical Control
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)
ADULT PROTOCOL
>
BURNS S
Q)
<
HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS ~
e  Type of exposure (heat, gas, e Burns, pain, swelling e  Superficial (1°) red and painful g
chemical) e  Dizziness e  Partial thickness (2°) 8
e Inhalation injury e  Loss of consciousness superficial partial thickness, r—jf
e  Time of injury . Hypotension / shock deep partial thickness, 5
e  Past medical history e  Airway compromise / distress blistering oQ
e  Medications e  Singed facial or nasal hair e  Full thickness (3°) painless and
e  Other trauma e  Hoarseness / wheezing charred or leathery skin )
e Loss of consciousness e Chemical @)
e  Tetanus/ immunization status e Thermal a
e  Electrical c
e  Radiation =)
KEY POINTS g
. Exam: Mental Status, HEENT, Neck, Heart, Lungs, Abdomen, Extremities, Back, Neuro -
. Early intubation is required in significant inhalation injuries with airway compromise. wm
. Critical Burns: >25% body surface area (BSA); full thickness burns >10% BSA; partial thickness superficial partial thickness, deep partial -y
thickness and full thickness burns to face, eyes, hand or feet; electrical burns; respiratory burns; deep chemical burns; burns with extremes g
of age or chronic disease; and burns with associated major traumatic injury. These burns may require hospital admission or transfer to a ~
burn center.
. Potential CO exposure should be treated with 100% oxygen. )
. Circumferential burns to extremities are dangerous due to potential vascular compromise partial thickness to soft tissue swelling.
. Burn patients are prone to hypothermia — Never apply ice or cool burns that involve >10% body surface area.
. Do not overlook the possibility of multiple system trauma.
. Do not overlook the possibility of child abuse with children and burn injuries.
. See appendix for rule of nines. Q
o
) o
1. Thermal (dry and moist): ©)
a.  Stop burning process: i.e. remove patient from heat source, cool skin, remove clothing
b.  If patient starts to shiver or skin is cool, stop cooling process.
c.  Estimate extent (%) and depth of burn (see chart). Determine seriousness (see chart)
of burn, contact Medical Control and transport accordingly.
Cover burn areas with sterile dressing. Y
2. Radiation Burns:
a.  Treat as thermal burns except when burn is contaminated with radioactive source, then
treat as chemical burn.
b.  Wear appropriate protective clothing when dealing with contamination.
c. Contact HAZ MAT TEAM for assistance in contamination cases. Z
3. Chemical Burns: )
a.  Wear appropriate protective clothing and respirators. o
b.  Remove patient from contaminated area to decontamination site (NOT SQUAD). o
c.  Determine chemicals involved; contact appropriate agency for chemical information. L
d.  Remove patient's clothing and flush skin.
e. Leave contaminated clothes at scene. Cover patient over and under before loading into squad.
f. Patient should be transported by personnel not involved in decontamination process.
g. Determine severity (see chart), contact Medical Control and transport accordingly.
h.

Relay type of substance involved to Medical Control.
4.  Electrical Burns:
a.  Shut down electrical source; do not attempt to remove patient until electricity is
CONFIRMED to be shut off.
b.  Assess for visible entrance and exit wounds and treat as thermal burns.
c.  Assess forinternal injury, i.e., vascular damage, tissue damage, fractures, and treat accordingly.
d.  Determine severity of burn, contact Medical Control and transport accordingly.
5. Inhalation Burns:
a.  Always suspect inhalation burns when the patient is found in closed smoky environment and / or exhibits any of the following:
burns to face / neck, singed nasal hairs, cough and / or stridor, soot in sputum.
b.  Provide oxygen therapy, contact Medical Control and transport.
. Handle patients gently to avoid further damage of the patient’s skin.
. If the patient is exposed to a chemical, whenever possible, get the name of the chemical, and document it on the patient run report. DO
NOT transport any hazardous materials with the patient.
. Look for signs of dehydration and shock.
. Initiate early intubation for symptomatic patients with inhalation burns.
. Patients with major burns should be transported to the a Regional Burn Center.
. Patients with unstable airway or who are rapidly deteriorating should be transported to the closest appropriate facility.
. Patients with large surface burns lose the ability to regulate their body temperature. Avoid heat loss by covering the patient.
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Airway / Breathing ]

I Circulation / Shock

Cardiac

Medical

ADULT PROTOCOL

CHEST TRAUMA

Trauma

UNIVERSAL PATIENT CARE PROTOCOL
BLEEDING / HEMORRHAGE CONTROL PROCEDURE

Y
N

Y
N

AIRWAY PROTOCOL

SPINAL MOTION RESTRICTION PROTOCOL
HIGH FLOW OXYGEN
CAPNOGRAPHY PROCEDURE

If S&S of Tension Pneumothorax
(No lung sounds on affected side, Hypotension, JVD)
NEEDLE CHEST DECOMPRESSION PROCEDURE

A Be Prepared to Repeat /F S&S Return

IV /10 PROCEDURE
Normal Saline Bolus to Maintain MAP > 65
or SBP 90 (100 systolic if >70 years old) / Radial Pulses if NIBP Unavailable

Y Y
A A

If evidence of current / previous uncontrolled hemorrhage,
HR > 120 and / or SBP < 90, within 60 mins of injury
Consider TRANEXAMIC ACID (TXA)

1 Gram mixed in 100 ml D5W over 10 mins

[ APPLY CARDIAC MONITOR
e

N

Cardiac Tamponade: Assess for Beck’s Triad (Hypotension, +JVD and muffled heart sounds).
Paradoxical Pulse (no radial pulse when breathing in) is likely. LOAD AND GO

\
>

N

Massive Hemothorax: Shock, then difficulty breathing. No JVD, decreased breath sounds, dull
to percussion. LOAD AND GO

Y
A

Open Pneumothorax / Sucking Chest Wound: Close wound with occlusive dressing secured on
THREE SIDES or Commercial Chest Seal. LOAD AND GO

Y
AN

Flail Chest: Assist with Ventilation — Gentle Positive Pressure - Consider CPAP if isolated chest
trauma and no hypotension / shock / tension pneumothorax and
spontaneous adequate respiration. LOAD AND GO

v
LN

Suspected: Traumatic Aortic Rupture, Tracheal or Bronchial Tree Injury, Myocardial Contusion,
Diaphragmatic Tears, Esophageal Injury, And Pulmonary Contusion:
Ensure an Airway, Administer Oxygen, LOAD AND GO

¥

[ INITATE TRAUMA ALERT

TRANSPORT to appropriate facility
CONTACT receiving facility
CONSULT Medical Direction where indicated
APPROPRIATE transfer of care

—

EMT Intervention AEMT Intervention PARAMEDIC Intervention Online Medical Control

106




ADULT PROTOCOL

CHEST TRAUMA

e Cyanosis

e Chest pain

e Absent diminished
Lung sounds on the
affected side

e Sucking chest wound

e Shock

e Absent / diminished
Lung sounds on
affected side

e Absent / diminished
Lung sounds

e Tracheal deviation

e Hypotension

e JVD

e Tachycardia

e Dyspnea (late sign)

SIGNS AND SYMPTOMS
SIMPLE PNEUMOTHORAX OPEN PNEUMOTHORAX TENSION PNEUMOTHORAX HEMOTHORAX
e Shortness of breath e  Shortness of breath e Shortness of breath Shortness of breath
e Dyspnea e Dyspnea e  (Cyanosis Dyspnea
e Tachypnea e Cyanosis e  Shock Cyanosis

Dullness to Percussion
sounds

Flat neck veins
Hypotension

Shock

Absent / diminished
breath sounds
Tachycardia

Elevated neck veins
Muffled heart tones
Bruising over the sternum

JVD
Cyanotic upper body

CARDIAC TAMPONADE TRAUMATIC ASPHYXIA FLAIL CHEST
e Hypotension Bloodshot, bulging eyes Paradoxical chest wall
e Decreasing pulse pressure Blue, bulging tongue movement

Asymmetric chest movement
Upon inspiration
Dyspnea

I 320yS / uoie|naln I Suiyiessg / Aemury ]

e Tachycardia Unstable chest segment 8
e Significant chest wall pain a
g.
KEY POINTS

Thoracic injuries have been called the deadly dozen. The first six are obvious at the primary assessment.

1. Airway obstruction 4. Massive hemothorax

2. Flail chest 5. Open pneumothorax

3. Cardiac tamponade 6. Tension pneumothorax

The second six injuries may be more subtle and not easily found in the field: =
D

7. Traumatic aortic rupture 10. Diaphragmatic tears o

8. Esophageal injury 11. Tracheal / bronchial tree injury N

9. Myocardial contusion 12. Pulmonary contusion _

e Asucking chest wound is when the thorax is open to the outside. The occlusive dressing may be anything such as
petroleum gauze, plastic, or a defibrillator pad. Tape only 3 sides down so that excess intrathoracic pressure can
escape, preventing a tension pneumothorax. May help respirations to place patient on the injured side, allowing
unaffected lung to expand easier.

o Aflail chest is when there are extensive rib fractures present, causing a loose segment of the chest wall resulting in
paradoxical and ineffective air movement. Positive pressure breathing via BVM will help push the segment and the
normal chest wall out with inhalation and to move inward together with exhalation, getting them working together
again. Do not use too much pressure to prevent additional damage or pneumothorax.

e A penetrating object must be immobilized by any means possible. If it is very large, cutting may be possible, with
care taken not to move it about when making the cut. Place an occlusive and bulky dressing over the entry wound.

e Atension pneumothorax is life threatening, look for HYPOTENSION, unequal breath sounds, JVD, increasing
respiratory distress, and decreasing mental status. The pleura must be decompressed with a needle to provide
relief. Decompress between the 2" and 3™ ribs, midclavicular placing the catheter over the 3™ rib. Alternate site, 5%
intercostal space mid axillary or anterior axillary line. Once the catheter is placed, watch closely for reocclusion.
Once the catheter is placed, watch closely for reocclusion. Repeat if needed to prevent reocclusion. Decompress
with 3.25” 14 ga catheter or Chest Decompression Needle based on patient’s size.
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I Circulation / Shock I Airway / Breathing ]

Cardiac

Medical

Trauma

ADULT PROTOCOL

DROWNING / NEAR DROWNING

UNIVERSAL PATIENT CARE PROTOCOL

SPINAL MOTION RESTRICTION PROCEDURE
Place backboard while still in water if able.

AIRWAY PROTOCOL
Initiate ventilation while patient is still in water if
not breathing.

EMT Intervention

\ J
4 IF DECOMPRESSION SICKNESS h
Give oxygen — no positive pressure ventilation
N unless NOT breathing. J
OXYGEN ASAP
> <
CAPNOGRAPHY PROCEDURE
& J

Apply Cardiac Monitor

IF HYPOTHERMIC
Treat per HYPOTHERMIA PROTOCOL

IV /10 PROCEDURE
Normal Saline TKO

Monitor and Reassess

TRANSPORT to appropriate facility
CONTACT receiving facility
CONSULT Medical Direction where indicated
APPROPRIATE transfer of care

AEMT Intervention PARAMEDIC Intervention

Online Medical Control
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ADULT PROTOCOL

DROWNING / NEAR DROWNING

HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS
Submersion in water e  Period of unconsciousness e Trauma
regardless of depth e Unresponsive e  Pre-existing medical
Possible trauma i.e.; fall, e Mental status changes problem
diving board e Decreased or absent vital e Barotrauma (diving)
Duration of immersion signs e Decompression sickness
Temperature of water e Vomiting
Salt vs. fresh water e Coughing

KEY POINTS

Exam: Trauma Survey, Head, Neck, Chest, Abdomen, Pelvis, Back, Extremities, Skin, Neuro

Drowning due to suffocation from submersion in water.

2 causes — breath holding which leads to aspiration of water; & laryngospasm which closes the glottis.

Both causes lead to profound hypoxia and death.

Fresh water drowning ventricular fibrillation may be likely.

Salt water drowning may cause pulmonary edema in time.

Pulmonary edema can develop within 24 - 48 hours after submersion.

All victims should be transported for evaluation due to potential for worsening over the next several hours.
Drowning is a leading cause of death among would-be rescuers.

Allow appropriately trained and certified rescuers to remove victims from areas of danger.

With pressure injuries (decompression / barotrauma), consider transport for availability of a hyperbaric
chamber.

All hypothermic / hypothermic / near-drowning patients should have resuscitation performed until care is
transferred, or if there are other signs of obvious death (putrification, traumatic injury unsustainable to life).
A drowning patient is in cardiac arrest after the submersion.

Consider a c-spine injury in all drowning cases. Always immobilize a drowning patient.

Patients with low core temperatures will not respond to ALS drug interventions. Maintain warming procedures
and supportive care.

Suiyreaug / Aemury ]

| poys / uoneinaun

oelpJe)

|edIpaA

DO NOT perform the Heimlich maneuver to remove water from the lungs prior to resuscitation.
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Airway / Breathing ]

Cardiac I Circulation / Shock

Medical

Trauma

ADULT PROTOCOL

EXTREMITY TRAUMA / AMPUTATION

Consider
Multiple Trauma

Protocol
where indicated

UNIVERSAL PATIENT CARE PROTOCOL

~

<
<

BLEEDING / HEMORRHAGE CONTROL PROCEDURE

4 Risk of Exsanguination? N
Internally or Externally
Upper Extremities Apply Commercial Tourniquet
Lower Extremities 2 Commercial Tourniquets
S )
\ 4
( A

OXYGEN

EMT Intervention

IV /10 PROCEDURE

SEVERE PAIN MANAGEMENT PROTOCOL

A CAPNOGRAPHY REQUIRED FOR SEDATION / PAIN
- MANAGEMENT OF TRAUMA PATIENT

If evidence of current / previous uncontrolled hemorrhage,
HR > 120 and / or SBP < 90, within 60 mins of injury
Consider TRANEXAMIC ACID (TXA)

1 Gram mixed in 100 ml D5W over 10 mins

/ Amputation? \

Clean amputated part with normal saline irrigation

Wrap part in sterile dressing and place in plastic bag if
able

k Place on ice if available — no direct contact to tissue /

é . N N
TRANSPORT to appropriate facility

CONTACT receiving facility
CONSULT Medical Direction where indicated

APPROPRIATE transfer of care )

AEMT Intervention PARAMEDIC Intervention

Online Medical Control
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ADULT PROTOCOL

>

EXTREMITY TRAUMA / AMPUTATION 2

s

Q

<

HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS ;

e Type of injury e  Pain, swelling e Abrasion o
e  Mechanism: crush / o Deformity e  Contusion g,_’..
penetrating / amputation e Altered sensation / motor e Laceration g

e Time of injury function e Sprain (0]

e Open vs. closed wound / e Diminished pulse / capillary e Dislocation
fracture refill e  Fracture

e Wound contamination o  Decreased extremity e  Amputation Q

e Medical history temperature 2
e Medications o
(g

(@)

S

~

(9]

>

(@]

o

—
—

KEY POINTS

e Exam: Mental Status, Extremity, Neuro
e In amputations, time is critical. Transport and notify medical control immediately, so that the appropriate
destination can be determined.

e Hip dislocations and knee and elbow fracture / dislocations have a high incidence of vascular compromise. g?

e Urgently transport any injury with vascular compromise. a

e Blood loss may be concealed or not apparent with extremity injuries. )

e lLacerations must be evaluated for repair within 6 hours from the time of injury. o
Extremity Trauma

e DO NOT take the time to splint injured extremities in major trauma patients unless it does not delay the scene

time or prevents you from performing more pertinent patient care. )

e Splint the extremity if the patient has signs and symptoms of a fracture or dislocation.

e Treat all suspected sprains or strains as fractures until proven otherwise.

e Splint the joint above and below for all suspected fractures.

e Splint the bone above and below for all suspected joint injuries. %

e Check and document the patient’s MSP’s before and after splinting. o

e Atraction splint with a backboard is the preferred splint to use for femur fractures. g‘l

Traumatic Amputation
e (Care of the amputated extremity include:
0 Cleanse an amputated extremity with normal saline or sterile water.
0 DO NOT place any amputated tissue directly on ice or cold pack. Instead, place the amputated limb into
a plastic bag. Put the bag into a container of cool water with a few ice cubes (if available).
e Contact the receiving hospital with the patient information and include the status of the amputated limb.
e Focus on patient care and not on the amputated extremity.
e Tourniquets should be applied early if there is a risk of exsanguination (bleeding out) from extremity injury.
e Remember to calm and reassure the patient. Do not give the patient or their family member’s false hope of re-
attachment of the affected limb. A medical team at the receiving hospital makes this decision.
e Delegate someone to do an on-scene search for the amputated part when it cannot be readily found and
continue with patient care.
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Airway / Breathing ]

I Circulation / Shock

Cardiac

Medical

Trauma

ADULT PROTOCOL

HEAD TRAUMA

UNIVERSAL PATIENT CARE PROTOCOL
Oxygen for all head trauma

SPINAL MOTION RESTRICTION PROCEDURE
BLEEDING / HEMORRHAGE CONTROL PROCEDURE

—
A

~
A

Y
V.

Determine and Trend GCS

7 Consider Other Protocols i

Multiple Trauma Protocol
(if Not Isolated Head Trauma)
Altered Level of Consciousness Protocol

k Seizure Protocol (if Seizure Activity) /
; ' }
4 N
Isolated Uncomplicated Head Trauma? Evidence of, or Suspect
Traumatic Brain Injury (TBI)? GCS< =8
& J
( AIRWAY PROTOCOL ] v \
A Do NOT HYPERVENTILATE AIRWAY PROTOCOL
(. _J
IV /10 PROCEDURE 4 Do NOT Allow Patient to Become Hypoxic During )
Limit IV fluids due to cerebral edema ANY Airway Management
To Maintain MAP > 65 or SBP 90 Maintain Sp0O, > 94% At All Times!
Unavailable > %
/A Do NOT allow patient to become hypotensive Ventilate To Maintain
L CO; 35 or 12 Breaths / min )

IV /10 PROCEDURE

Normal Saline Bolus to Maintain MAP > 80
or SBP 90 / Radial Pulses if NIBP Unavailable

/A Do NOT allow patient to become hypotensive

[ Monitor and Reassess ]

INITATE TRAUMA ALERT

TRANSPORT to appropriate facility
CONTACT receiving facility
CONSULT Medical Direction where indicated
APPROPRIATE transfer of care

EMT Intervention AEMT Intervention PARAMEDIC Intervention Online Medical Control
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HEAD TRAUMA

Birth to age 4

4 Spontaneously
3 To speech

2 To pain

1 No response

5 Coos, babbles
4 |Irritable cries

3 Cries to pain

2 Moans, grunts
1 No response

Best Verbal Response

Best Motor Response

HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS
e  Time of injury e  Pain, swelling, bleeding e Skull fracture
e Mechanism: blunt /penetrating e Altered mental status e  Brain injury (concussion,
e  Loss of consciousness e Unconscious contusion, hemorrhage, or
e  Bleeding e  Respiratory distress / failure laceration)
e Medical history e Vomiting e  Epidural hematoma
e  Medications e Significant mechanism of injury e  Subdural hematoma
e  Evidence of multi-trauma e  Subarachnoid hemorrhage
e Helmet use or damage to e  Spinalinjury

helmet e Abuse
Glasgow Coma Scale
INFANT Eye Opening ADULT

Age 4 to Adult
Spontaneously 4
To command 3
To pain 2

No Response 1

Oriented 5

Confused 4
Inappropriate words 3
Incomprehensible 2
No response 1

I 20y / uoiie|ndir) I Suiyieasg / Aemury ]

(Nitro-Stat).

perfusion.

e  Be alert for c-spine injuries with head trauma.

e  Continually reassess the patient, including pupils, LOC, and neurological status.
e Anydecrease in GCS suggests a TBI surgical emergency, transport to trauma center

e Capnography is critical! Maintain the CO, ranges indicated in protocol, 1 point of CO, change = 3% decrease in cerebral

6 Spontaneous Obeys commands 6 g}
5 Localizes pain Localizes pain 5 =
4 Withdraws from pain Withdraws from pain 4 >
3 Flexion (decorticate) Flexion (decorticate) 3 (@)
2 Extension (decerebrate) Extension (decerebrate) 2
1 No response No response 1
____=TOTAL TOTAL=___
KEY POINTS

e  Exam: Mental Status, HEENT, Heart, Lungs, Abdomen, Extremities, Back, Neuro

e  If GCS < 12 consider air / rapid transport and if GCS < 9 intubation should be anticipated.

e  GCS < 8? Intubate!

e DO NOT allow patients to become hypoxic, maintain SpO, > 94%, abandon intubation attempts if this cannot be maintained. %

Secure airway by other means. o
e Increased intracranial pressure (ICP) may cause hypertension and bradycardia (Cushing's Reflex). 8

e  Hypotension usually indicates injury or shock unrelated to the head injury and should be aggressively treated.

e  Limit IV fluids unless patient is hypotensive (systolic BP < 90) fluid resuscitate if necessary to maintain BP, Do NOT allow
patients to become hypotensive.

e DO NOT attempt to lower the blood pressure in hypertensive head injured patients with medications such as Nitroglycerine

e  The most important item to monitor, trend, and document is a change in the level of consciousness / GCS.

. Herniation may occur. Signs are:

0  Cushing’s reflex; Bradycardia, hypertension, widening pulse pressure
0 Decreasing level of consciousness progressing towards coma.

0 Dilation of pupils — may be unilateral or bilateral

0 Decerebrate posturing (extension of arms and legs)

0 Decorticate posturing (flexion arms and legs)

e Concussions are periods of confusion or LOC associated with trauma, which may have resolved by the time EMS arrives. A
physician ASAP should evaluate any prolonged confusion or mental status abnormality, which does not return to normal
within 15 minutes or any documented loss of consciousness.

e  Consider Restraints if necessary for patient's and / or personnel's protection per the RESTRAINT PROCEDURE.
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I Circulation / Shock I Airway / Breathing ]

Cardiac

Medical

©
S
>
©
o
-

ADULT PROTOCOL

MAXILLOFACIAL TRAUMA

[ UNIVERSAL PATIENT CARE PROTOCOL ]
[ Determine type of injury ]
- v N y 2 ; 2 L. 2 L4
Eye Tongue Nose [ Ear [ Tooth ]

v

v

v

v

v

Amounts of normal
saline

a If penetrating h
trauma,
secure object

(Do not remove) )
<

\

4 Eye Out;
Cover with sterile

4 x 4, normal saline

cause airway

and stabilize

If Non-Penetrating
Trauma or Chemical
Burns
CONSIDER TOPICAL
PAIN CONTROL

TETRACAINE
(PONTOCAINE)

1-2drops to

affected eye

A If Tetracaine
(Pontocaine) is
used, patient
must be
evaluated at
hospital

\ 4

obstruction

= )

applied cold pack to

K bridge of nose /

v

v

E )
Remove Contact | Have suction on and N\ ( Have suction on and h If foreign body, mf tooth out attempm
Lenses immediately immediately determine preservation as
(___ (fapplicable) ]| available to maintain available to maintain substance ) S g e
7 If burn or foreign \ & airway J EIERy Y, Attempt to control Commerecially
body, C Attempt to control ) C Sit patient upright N bleeding with direct available _tOOth
determine bleeding with direct and forward. pressure / gauze p;eser\':agrn kit
substance. pressure / gauze if Pinch nostrils. (i a;'lmalla ?I)kor
Flush with copious able and will not Consider external W o ? mi
(if available).

v

Handle by enamel
only, do not touch
roots

/

\ 4

[ TRANSPORT to appropriate facility CONTACT receiving facility CONSULT Medical Direction where indicated APPROPRIATE transfer of care ]

EMT Intervention

AEMT Intervention

PARAMEDIC Intervention

Online Medical Control
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)
ADULT PROTOCOL
>
MAXILLOFACIAL / EYE TRAUMA 3
3
Q
<
HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS ;
e Trauma of any type that e |rritation to eye e Hypertension o~
results in injury to one or e  Visual disturbances e Contact lens problem il
both eyes. e QObvious penetrating injury =)
e  Burn (chemical, thermal) 0:;;
e Loss of vision
. —
e Dizziness
e Loss of consciousness @]
=
e Nausea (o)
=5
Q
=7
(@)
-]
~
w
>
(@)
o
—
—
KEY POINTS o
e If unsure if something can be flushed with water, contact Medical Command. 2
e Agarden hose can be used to help flush the patient’s eye(s) if available. DO NOT use a high-pressure hose or at %
a high force. If needed, irrigate the patient’s eyes for approximately 5 -15 minutes. 3]
e Begin irrigating immediately, because irreversible damage can occur in a few minutes.
TRAUMA
e Do not allow eye injury to distract you from the basics of trauma care. )
e Do not remove any foreign body imbedded in the eye or orbit. Stabilize any large protruding foreign
bodies.
e  With blunt trauma to the eye, if time permits, examine the globe briefly for gross laceration as the lid
may be swollen tightly shut later. Sclera rupture may lie beneath an intact conjunctiva. %
e Covering both eyes when only one eye is injured may help to minimize trauma to the injured eye, but in o
some cases the patient is too anxious to tolerate this. 8
e Transport patient supine unless other life threats prohibit this from being done. (This is based on _
physics, the goal of not letting the fluid within the eye drain out of the eye)
CHEMICAL BURNS

e  When possible determine type of chemical involved first. The eye should be irrigated with copious
amounts of water or saline, using IV tubing wide open for a minimum of 15 minutes started as soon as
possible. Any delay may result in serious damage to the eye.

e Always obtain name and, if possible, a sample of the contaminant or ask that they be brought to the
hospital as soon as possible.

CONTACT LENSES

e |[f possible, contact lenses should be removed from the eye; be sure to transport them to the hospital with
the patient. If the lenses cannot be removed, notify the ED personnel as soon as possible.
e If the patient is conscious and alert, it is much safer and easier to have the patient remove their lenses.

ACUTE, UNILATERAL VISION LOSS
e When a patient suddenly loses vision in one eye with no pain, there may be a central retinal artery
occlusion. Urgent transport and treatment is necessary.
e  Patient should be transported flat.
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)
- ADULT PROTOCOL
c
= MULTIPLE TRAUMA
©
Q
p
m
: [ UNIVERSAL PATIENT CARE PROTOCOL ]
2 ( AIRWAY PROTOCOL )
,2 [ BLEEDING / HEMORRHAGE CONTROL PROCEDURE ]
Consider [ SPINAL MOTION RESTRCTION PROCEDURE ]
o Air transport if Rapid Trauma Assessment ]
o ..
9 delay due to extrication [ CAPNOGRAPHY PROCEDURE ]
n
~ Attach Cardiac Monitor
c
-S IV /10 PROCEDURE
[
§ Assess Vital Signs / Perfusion
. |
—
\ 4 \ 4
( N\
[ Abnormal ] Normal
> <
- Reassess Airway Ongoing Assessment
"§ Ventilate Appropriately \ b,
© Monitor and Reassess
o NORMAL SALINE BOLUS L )
q Q (
UL BRIV S5 2 Treat per Appropriate Protocol
or SBP 90 (100 systolic if >70 years old) L )
/ Radial Pulses if NIBP Unavailable l
—
If evidence of current / previous uncontrolled
hemorrhage, HR > 120 and / or SBP < 90, SEVERE PAIN PROTOCOL
within 60 mins of injury
Consider TRANEXAMIC ACID (TXA)
TU 1 Gram mixed in 100 ml D5W over 10 mins
O
yel X
g Monitor and Reassess
Continued Hypotension?
Trauma Arrest?
Consider
NEEDLE DECOMPRESSION
SEVERE PAIN PROTOCOL
© v
= [ INITATE TRAUMA ALERT ]
>
© TRANSPORT to appropriate facility
= CONTACT receiving facility
CONSULT Medical Direction where indicated
APPROPRIATE transfer of care
[ EMT Intervention AEMT Intervention PARAMEDIC Intervention Online Medical Control
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MULTIPLE TRAUMA

ADULT PROTOCOL

HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS
Time and mechanism of e Pain, swelling e  Flail chest
injury e Deformity, lesions, bleeding e Tension pneumothorax

Damage to structure or
vehicle
Location in structure or

e Altered mental status or
unconscious
e Hypotension or shock

e  Pericardial tamponade
e  Open chest wound
e Hemothorax

I 320yS / uoiie|nal) I Suiyiesig / Aemuary ]

oeipJe)

|ed1paN

vehicle e Arrest e Intra-abdominal bleeding
Others injured or dead e  Pelvis / femur fracture
Speed and details of MVC e Spine fracture / spinal cord
Restraints / protective injury
equipment e Head injury
Past medical history e  Extremity fracture /
Medications dislocation

e  HEENT (airway obstruction)

e Hypothermia

KEY POINTS

Exam: Mental Status, Skin, HEENT, Heart, Lung, Abdomen, Extremities, Back, Neuro
Mechanism is the most reliable indicator of serious injury.
In prolonged extrications or serious trauma, consider air transportation for transport times and the ability to

give blood.

Do not overlook the possibility of associated domestic violence or abuse
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Airway / Breathing ]

1 Circulation / Shock

Cardiac

Medical

Trauma

ADULT PROTOCOL

TRAUMA ARREST
HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS
e Time of injury e Excessive bleeding e  Obvious DOA
e Mechanism: blunt / e Unresponsive; not e Death
penetrating breathing
e  Loss of consciousness e Cardiac arrest
e Bleeding e Significant mechanism of
e Medications injury
e  Evidence of multi-trauma

UNIVERSAL PATIENT CARE PROTOCOL
BLEEDING / HEMORRHAGE CONTROL PROCEDURE
SPINAL MOTION RESTRICTION PROTOCOL
AIRWAY PROTOCOL

BEGIN RESUSCITATION / Consider \
CAPNOGRAPHY PROCEDURE DOA / Termination of
BILATERAL NEEDLE DECOMPRESSION Efforts Protocol for
Blunt Trauma Arrest
Patients Who Do Not

. e .
— A A A

IV /10 PROCEDURE Respond to
Apply Cardiac Monitor Treatment or Meet
( ) DOA Criteria

Appropriate Protocol based on
Signs and Symptoms

v

\ J Transport All

( INITATE TRAUMA ALERT | Penetrating Trauma

( TRANSPORT to appropriate facility ) Patients to Trauma

CONTACT receiving facility Centers
CONSULT Medical Direction where indicated K j
APPROPRIATE transfer of care
(& J
KEY POINTS

e Immediately transport traumatic cardiac arrest patients.
e  Except for airway management, traumatic cardiac arrests are “load and go” situations.
e Resuscitation should not be attempted in trauma arrest patients with;
1. Spinal transection
Decapitation
Total body burns
Severe blunt trauma that are without vital signs
Without pupillary response
6. Without an organized or shockable cardiac rhythm at the scene
e Patients in cardiac arrest with deep penetrating cranial injuries and patients with penetrating cranial or truncal
wounds associated with asystole and a transport time of more than 15 minutes to a definitive care facility are
unlikely to benefit from resuscitative efforts.
e Extensive, time-consuming care of trauma victims in the field is usually not warranted. Unless the patient is
trapped, they should be enroute to a medical facility within 10 minutes after arrival of the ambulance on the
scene.

vk wnn

EMT Intervention AEMT Intervention PARAMEDIC Intervention Online Medical Control
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TRAUMA ASSESSMENT CHARTS

GLASGOW COMA SCALE
GCS

EYES SPONTANEOUSLY 4
TO VERBAL COMMAND 3

TO PAIN 2

NO RESPONSE 1

BEST OBEYS VERBAL COMMAND 6
MOTOR PURPOSEFUL MOVEMENT TO PAIN 5
RESPONSE FLEXION - WITHDRAWAL 4
FLEXION — ABNORMAL 3

EXTENSION 2

NO RESPONSE 1

BEST ORIENTED & CONVERSES 5
VERBAL DISORIENTED & CONVERSES 4
RESPONSE INAPPROPRIATE WORDS 3
INCOMPREHENSIBLE SOUNDS 2

NO RESPONSE 1

TRAUMA ASSESSMENT CHARTS
REVISED TRAUMA SCORE
RTS

GLASGOW 13-15 4
COMA 9-12 3
SCALE 6-8 2
4-5 1
0-3 0
RESPIRATORY GREATER THAN 29 4
RATE 10-29 3
6-9 2

1-5 1
0 0
SYSTOLIC GREATER THAN 89 4
BLOOD 76 -89 3
PRESSURE 50-75 2
1-49 1
0 0

2316



RULE OF NINES

Adult

/| T o

i/ A A = 4 B 4

WNN  / uml | ye e, [\ 2 , Infant

N \—‘J\_/ || /L/’ Jg"fi 18 | /\/\/( ;1 18 |< / 13% 9%
\ {1 \ 1 o (+]

| | | l,r’ \ f
eNey 4 (f B O A W 2%
A WEENLE]Y DA e
Yy | [ / s | L L - % ¢
I @ | o \#\/ » f H
N \ 7 |'\ 7| e © gy =
& VL Y 19% 9%  Front 18%
-. J /] / A | [ Back 18%
| { / | I I
" . / / A | o\
eEC// P J .\ .. / ,'l i-"‘bh \ II ."'l | |. \ I||
~/ = é‘-’: | ||r” / ) | rl J\ N hi
o <= ) W @ O \JY \”b

1% is equal to the surface of the palm of the patient's hand. If unsure of %, describe injured area.
MAIJOR BURN CRITERIA

e 2°and 3° burns > 10% surface area
e  Burns of the face, hands feet genitalia

e Electrical shock with burn injury
Burn with inhalation injury any burn with potential functional or cosmetic impairment
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SECTION 7 - PEDIATRIC AIRWAY / BREATHING

Yo T L Lol AN T Y- 1 SR 2-7
Pediatric Foreign Body Airway Obstruction (FBAO)..........uuuvervuiivirireeieerreeeeeeeeeeeeeeeeerreereeeeeeeeeeees 4-7
Pediatric Respiratory Distress — Upper Airway (CroUP) ......uvevrerirerireereeereeereereeeeeeeereereeeeeereeeeeeee. 6-7
Pediatric Respiratory Distress — LOWEI AIFWAY ....cccuuuuieieeeeeeieeeiiiiienieeeeereeesrinnneeeeeseseesssssnaneeens 8-7
Pediatric Traumatic Breathing ......ccccccvuviiiiiiiiiiiiiiiiiiiiirerieeereeereeereeeeeeeeerreeeeeereerrerereerrereereeereees 10-7
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AIRWAY

3-5 kg 8-9 kg 10-11 kg 12-14 kg 15-18 kg 24-29 kg 30-36 kg
6-11 Ibs 18-20 Ibs 22-24 Ibs 26-31 Ibs 33-37 Ibs 53-64 |bs 66-81 Ibs
18-24in 26-29in 29-33in 33-38in 38-43 in 48-52 in 52-57 in

[ Universal Patient Care Protocol ]

Assess ABC's
Adequate Respiratory Rate, Effort,
Supplemental and Adequacy
OXYGEN
Inadequate

A 4
Basic maneuvers FIRST
Open airway

$ L Nasal / Oral Airway ‘
[[

\

Obstruction

Positive Respirations / Gag Reflex

Bag — Valve - Mask
ag — Valve - Mas ) Pediatric Foreign Body

v . Airway Obstruction
Apneic / No gag reflex Protocol

Oxygenate
Ventilate
Position
Reassess

CAPNOGRAPHY PROCEDURE Required

A J

Direct Laryngoscopy

Pediatric extraglottic Airway
(BIAD) Attempt Removal with

@  EMT Pulseless Apneic Patient Only Magill Forceps

CONSIDER INTUBATION
PROCEDURE

If unable to manage with BVM /
extraglottic airway (BIAD)

NEEDLE CRICOTHYROTOMY
PROCEDURE if Trained

/\  Acceptable to mask bag throughout A No Surgical or Cricothyrotomy kit

EMS care if appropriate: compliance NEEDLE CRICOTHYROTOMY Only
and oxygenation

@ AEMT Apneic Patient Only )

-

Continue
Bag — Valve — Mask Ventilations

é TRANSPORT to appropriate facility )
CONTACT receiving facility
CONSULT Medical Direction where
indicated
APPROPRIATE transfer of care
\ )

EMT Intervention AEMT Intervention PARAMEDIC Intervention Online Medical Control
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AIRWAY

INDICATIONS SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS
e Apnea e  Witnessed aspiration e Cardiac arrest
e Coughing e Sudden episode of choking e Respiratory arrest
e Choking e Gagging e Anaphylaxis
e Inability to speak e Audible stridor e Esophageal obstruction
e  Unresponsive e Change in skin color
e Burns e Decreased LOC
e Trauma e Increased or decreased
Respiratory rate
e Labored breathing
e  Unproductive cough

Extraglottic airway device / BIAD (Blind Insertion Airway Device)
Examples (not limited to); King Airway, LMA, Combitube, iGel

Differentiate airway obstruction from esophageal obstruction.
If esophageal obstruction, place patient in position of comfort, suction as needed and treat pain.

MANAGEMENT OF TRACHEOSTOMY PATIENTS

Tracheostomies come in 2 types

. Cuffed tracheostomy — has a distal cuff to create seal in patient trachea. Necessary for patients requiring mechanical ventilation. There is a
ET tube like pilot balloon to verify cuff patency once placed in the tracheal stoma. Select devices may be filled with saline rather than air,
this is device specific. Nearly all will be filled with air.

. Uncuffed tracheostomy — does not have distal cuff and does not seal in the trachea. This type is used for spontaneously breathing patients
who require an alternate airway due to upper airway defect. These patients may be able to speak with the use of special tracheostomies or
valves.

Tracheostomies have 2 essential parts

. Outer cannula — This is the base that secures in the tracheal stoma. If it is cuffed tracheostomy, the cuff is on this section. There are “wings”
that allow for attachment of a tie around the patient’s neck. Some recently placed devices may be sutured in place.

. Inner cannula — is removeable for cleaning / replacement. Usually clips or is locked in with a quarter turn detent.

Management of tracheostomy patients

. Have suction equipment on hand throughout all phases of treatment and transport suction to maintain patency as required.

. If a tracheostomy becomes dislodged and cannot be reinserted, use a ET tube sized to the stoma size.

. If a tracheostomy comes out and can be reinserted or needs changed, utilize a bougie (tube changer) if available to insert into stoma and
“railroad” the tracheostomy over the bougie into place.

. Check all cuffed tracheostomy cuffs for patency, add additional air if an air leak can be appreciated around stoma.

. If a tracheostomy patient cannot be bagged effectively suspect mucous plug. Alternate trachea lavage with saline, suction, and bagging until
resolved.
. If a tracheostomy patient presents with increased work of breathing, remove, and inspect inner cannula.

. Pediatric tracheostomies may not have inner cannulas due to their size

. Take an extra tracheostomy kit or inner cannula with you during transport if available at pickup location

. Patients and their care givers are frequently very adept at managing these devices, utilize them as a resource.
. See procedures section for stoma and trachostomy care procedures

KEY POINTS
e EtCo2 measurement is mandatory with all methods of intubation. Document results of SpO,.
e Limit intubation attempts to 2 per patient max.
e BVM and oral airway is acceptable means of airway control and ventilation during prehospital care.

e If unable to intubate, continue BVM ventilations, transport rapidly, and notify receiving hospital early.
e  Provide Spinal Motion Restriction for patients with suspected spinal injury.

e Do not assume hyperventilation is psychogenic - use oxygen, not a paper bag.

e Continuous pulse oximetry should be utilized in all patients with an inadequate respiratory function.

e Consider c-collar to help maintain ETT placement for all intubated patients.
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FOREIGN BODY AIRWAY OBSTRUCTION (FBAO)

3-5 kg 6-7 kg 8-9 kg 10-11 kg 12-14 kg 15-18 kg [ 24-29kg 30-36 kg
6-11 lbs 13-15 Ibs 18-20 Ibs 22-24 Ibs 26-31 Ibs 33-37 Ibs | 5364 Ibs 66-81 Ibs
18-24in 24-26 in 26-29 in 29-33 in 33-38in 38-43 in | 4852in 52-57 in

Infant (0 — 12 months)

[ Head Tilt / Chin Lift / Jaw Thrust / Airway Maneuvers ]

v v v

' N\
Coughing Conscious ] Complete Obstruction Complete Obstruction

Conscious L Unconscious )

v v
4 . . )

5 Back Blows / 5 Chest thrusts Visualize
Finger Sweep
+ (Only if visualized / attainable)

OXYGEN Consider use of
10 — 15 L Infant Mask Laryngoscope / Magill Forceps
as tolerated

Open airway / ventilate
(May reposition and repeat)
v
Y Chest Compressions / CPR
TRANSPORT to appropriate facility ¥
CONTACT receiving facility
CONSULT Medical Direction where If unable to ventilate,
indicated repeat / continue sequence
APPROPRIATE transfer of care
Child (1 — 8 years)
[ Head Tilt / Chin Lift / Jaw Thrust / Airway Maneuvers ]
v v v
4 N\ 4 N\
Coughing Conscious ] Complete Obstruction Complete Obstruction
Conscious Unconscious
\§ J \§
\ 4 l f V +|
( 1\ 1 1
Encourage patient to cough ] ; ISuatize
\ Abdominal Thrusts ) Finger Sweep
l (Only if visualized / attainable)

OXYGEN
10 — 15 LPM Pediatric Mask
as tolerated

Consider use of

Laryngoscope / Magill Forceps

Open airway / ventilate
(May reposition and repeat)

v v
TRANSPORT to appropriate facility [ Chest Compressions / CPR
CONTACT receiving facility v

CONSULT Medical Direction where

. - If unable to ventilate,
—> indicated X
L APPROPRIATE transfer of care repeat / continue sequence

EMT Intervention AEMT Intervention PARAMEDIC Intervention Online Medical Control
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FOREIGN BODY AIRWAY OBSTRUCTION (FBAO)

HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS
Coughing e  Witnessed aspiration e Cardiac arrest
Choking e Sudden episode of choking e  Respiratory arrest

Inability to speak
Unresponsive

e Audible stridor

e  Change in skin color

e Decreased LOC

e Increased / decreased
Respiratory rate

e Labored breathing

e Unproductive cough

e Anaphylaxis

KEY POINTS

Infants 0 -12 months DO NOT receive abdominal thrusts. Use chest thrusts.

NEVER perform blind finger sweeps in infants or children.

Attempt to clear the airway should only be made if foreign body aspiration is witnessed or very strongly
suspected and there is complete airway obstruction.
Even with a complete airway obstruction, positive-pressure ventilation is often successful.
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RESPIRATORY DISTRESS UPPER AIRWAY - CROUP

3-5kg 6-7 kg 8-9 kg 10-11 kg 12-14 kg 15-18 kg | 2429ke  [ERERL
6-11 Ibs 13-15 Ibs 18-20 Ibs 22-24 lbs 26-31 lbs 33-37 Ibs | 53-641bs NS
18-24in 24-26 in 26-29 in 29-33in 33-38.n 38-43 in | 4852in [ PR
‘ UNIVERSAL PATIENT CARE PROTOCOL J / These patients present\
g ) with “Seal Bark Cough”
IF WHEEZING GO TO RESPIRATORY DISTRESS . . .
or Stridor. If Patient is
L LOWER AIRWAY PROTOCOL ) wheezing, it is a lower
4 Calm Patient ) airway etiology and
Position Patient in Position of Comfort should be treated by the
Do not Lay Patient Down Respiratory Distress
L Do Not Perform Digital Airway Exam ) Lower Airway Protocol
PULSE OXIMETERY PROCEDURE
CARDIAC MONITOR J
\ 4 \ 4
[ Mild Distress ] Moderate / Severe Distress - Stridor / Bark at Rest
[ Nebulized Normal Saline throughout transport ] RACEMIC EPINEPHRINE
Unit Dose (2.25% 0.5ml) mixed in 3ml of Normal Saline

Nebulized x1 Dose

NOT for Foreign Body Airway Obstructions
If Racemic Epinephrine is unavailable,
see medication section for aerosol Epinephrine
1mg/ ml

B>e

methylPREDNISolone (SOLU-MEDROL)
2mg/ kg

Max Dose 125 mg

[ TRANSPORT to appropriate facility CONTACT receiving facility CONSULT Medical Direction where indicated APPROPRIATE transfer of care ]

EMT Intervention AEMT Intervention PARAMEDIC Intervention Online Medical Control
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RESPIRATORY DISTRESS UPPER AIRWAY - CROUP

HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL

Time of onset Anxious appearance Asthma
Possibility of foreign body Barking cough Aspiration
Medical history Stridor Foreign body
Medications Gagging Infection
Fever or respiratory Drooling Pneumonia
infection Inability to swallow Epiglottitis
Other sick siblings Increased respiratory effort Congenital heart disease
History of trauma e Medication or toxin

e Trauma

KEY POINTS

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

CONSIDER FOREIGN BODY AIRWAY OBSTRUCTION

Do not force a child into a position. They will protect their airway by their body position.

The most important component of respiratory distress is airway control.

Croup typically affects children < 2 years of age. It is viral, possible fever, gradual onset, no drooling is noted.
Epiglottitis is rare and typically affects children > 2 years of age. Patients will appear very sick. It is bacterial,
with fever, rapid onset, possible stridor, patient wants to sit up to keep airway open, and drooling is common.
Airway manipulation may worsen the condition. DO NOT attempt invasive procedures on the conscious patient
who is suspected to have epiglottis.

DO NOT attempt an invasive airway procedure unless the patient is in respiratory arrest.

Tracheitis presents in a similar manner to epiglottitis and the patient will also appear very sick.

Stridor, gagging or choking in the breathing patient with respiratory distress may indicate upper airway
obstruction.

Wheezing in the breathing patient with respiratory distress indicates lower airway disease, which may come
from a variety of causes. The patient with severe lower airway disease may have altered LOC, be unable to talk,
may have absent or markedly decreased breath sounds and severe retractions with accessory muscle use.

If the patient has signs of respiratory failure, begin to assist ventilations with BVM, even when they are
breathing.
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3-5 kg
6-11 Ibs

18-24in

RESPIRATORY DISTRESS LOWER AIRWAY

8-9 kg

18-20 Ibs

26-29in

10-11 kg 12-14 kg 15-18 kg
22-24 Ibs 26-31 lbs 33-37 lbs
29-33in 33-38in 38-43in

| 2420kg |
| 5364lbs |
| _4s52in |

30-36 kg
66-81 Ibs
52-57 in

UNIVERSAL PATIENT CARE PROTOCOL

-

PULSE OXIMETERY PROCEDURE

CAPNOGRAPHY PROCEDURE

CARDIAC MONITOR

Y Y Y )

Respiratory Failure?

\

If the patient presents with
stridor, or a “seal bark
cough”, it is a upper airway
etiology and should be
treated by the Respiratory
Distress Upper Airway —
Croup Protocol

~

%

Yes *

[ Pediatric Airway Protocol ]

A

L No

[ Position to Patient Comfort ]

Patients under 2 years with
no history of asthma
CONSIDER BRONCHIOLITIS
Treat with OXYGEN
Bronchodilators ineffective

v

v

Mild Moderate / Severe
\ / & J
( ) 4 )
ALBUTEROL (PROVENTIL) DUONEB
Nebulized Unit Dose (ALBUTEROL / IPRATROPIUM)
- < Nebulized Unit Dose
107 EMT use only with DIRECT s {
L Medical Control ) Sror EMT use only with DIRECT
L Medical Control )
\ 4
4 N\ . )
If Repeat Treatment Required If evidence of poor air exchange
L ) EPINEPHrine (ADRENALINE)
Ve N 0.01 mg / kg IM of
DUONEB 1 mg/ml(1:1000)
(ALBUTEROL / IPRATROPIUM) Max dose 0.5 mg
Nebulized Unit Dose
May Repeat x1 if Required
> <
Sror) EMT use only with DIRECT IV PROCEDURE
Medical Control

Attempt only if severe
respiratory distress

methylPREDNISolone
(SOLU-MEDROL)
2mg/kglIV/I10
Max Dose 125 mg

TRANSPORT to appropriate facility
CONTACT receiving facility

APPROPRIATE transfer of care

CONSULT Medical Direction where indicated

EMT Intervention

AEMT Intervention

PARAMEDIC Intervention

Online Medical Control

Northeast Ohio Regional EMS Protocol - 8|7




RESPIRATORY DISTRESS LOWER AIRWAY

HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL
Time of onset e  Wheezing or stridor e Asthma
Possibility of foreign body e Respiratory retractions e Aspiration
Medical history e Increased heart rate e  Foreign body
Medications e Altered level of e Infection
Fever or respiratory consciousness e Pneumonia
infection e Anxious appearance e Croup
Other sick siblings e Epiglottitis
History of trauma e Congenital heart disease
e  Medication or toxin
e Trauma
KEY POINTS

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

Do not force a child into a position. They will protect their airway by their body position.

The most important component of respiratory distress is airway control.

DO NOT attempt an invasive airway procedure unless the patient is in respiratory arrest.

For some patients in severe respiratory distress, wheezing may not be heard.

Use Albuterol (Proventil) and Ipratropium (Atrovent) for the known asthmatic in severe respiratory distress.
Stridor, gagging or choking in the breathing patient with respiratory distress may indicate upper airway
obstruction.

Wheezing in the breathing patient with respiratory distress indicates lower airway disease, which may come
from a variety of causes. The patient with severe lower airway disease may have altered LOC, be unable to talk,
may have absent or markedly decreased breath sounds and severe retractions with accessory muscle use.

If the patient has signs of respiratory failure, begin to assist ventilations with BVM, even when they are
breathing.
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TRAUMATIC BREATHING

8-9 kg 10-11 kg 12-14 kg 15-18 kg | 2429ke  [ERERL
18-20 Ibs 22-24 lbs 26-31 lbs 33-37 Ibs | 53-641bs NS
18-24in 26-29 in 29-33in 33-38.n 38-43 in | 4852in [ PR
\
UNIVERSAL PATIENT CARE PROTOCOL
Evidence of Trauma — Blunt or Penetrating
Abnormal breath sounds, inadequate respiratory rate,
unequal symmetry, diminished chest excursion, cyanosis
N J
Identify Treatable Causes
e D
P R Jaw Thrust Airway Maneuver
D g Give High Flow Oxygen
\ J
e D
P R Sucking Chest Wound
N g Apply 3-sided Occlusive Dressing or Commercial Chest Seal
\ J
a )
Flail Chest

Assist with Ventilation — Gentle Positive Pressure

A

\ 4

Penetrating Object
Immobilize Object
Apply Sterile Saline Dressing

A

\ 4

If S&S of Tension Pneumothorax

(No lung sounds on affected side, Hypotension, JVD)
NEEDLE CHEST DECOMPRESSION PROCEDURE

A Be Prepared to Repeat /F S&S Return

v
[ TRANSPORT to appropriate facility CONTACT receiving facility CONSULT Medical Direction where indicated APPROPRIATE transfer of care ]

KEY POINTS

e These injuries involve the airway and are life-threatening.

e Do not become distracted by non-life-threatening injuries that appear terrible.

o A sucking chest wound is when the thorax is open to the outside. The occlusive dressing may be anything such as petroleum gauze,
plastic, or a defibrillator pad. Tape only 3 sides down so that excess intrathoracic pressure can escape, preventing a tension
pneumothorax. It may help respirations to place patient on the injured side, allowing unaffected lung to expand easier.

o A flail chest is when there are extensive rib fractures present, causing a loose segment of the chest wall resulting in paradoxical and
ineffective air movement. Positive pressure breathing via BVM will help push the segment and the normal chest wall out with inhalation
and to move inward together with exhalation, getting them working together again. Do not use too much pressure, as to prevent
additional damage or pneumothorax.

o A penetrating object must be immobilized by any means possible. If it is very large, cutting may be possible, with care taken to not
move it while making the cut. Place an occlusive & bulky dressing over the entry wound.

o A tension pneumothorax is life threatening, look for HYPOTENSION, unequal breath sounds, JVD, increasing respiratory distress, and
decreasing mental status. The pleura must be decompressed with a needle to provide relief. Use the intercostal space between the 2™
and 3" ribs on the midclavicular line, going in on the top side of the 3" rib. Alternate site, 5™ intercostal space mid axillary or anterior
axillary line. Once the catheter is placed, watch closely for reocclusion. Be prepared to repeat decompression if signs of tension
pneumothorax return. Use a 18-14-gauge needle, length based on the patient.

EMT Intervention AEMT Intervention PARAMEDIC Intervention Online Medical Control

Northeast Ohio Regional EMS Protocol -10]|7



SECTION 8 - PEDIATRIC CIRCULATION / SHOCK

Pediatric ShOCK GUIEINES ...ccceeieeeeee e e e e e e e e e e e s aa e e e e e e e e eennnnenees 2-8
Pediatric Anaphylactic SHOCK / REACTION .....cccuviiieiiee ettt e e eeetaaa e e e e e e e eenannes 4-8
Pediatric CardiogeniC SNOCK .........ccoiiiiiiiiiiie ettt bbb arebaseaaaeaanes 5-8
Pediatric Hypovolemic SNOCK .........ccooiiiiiiiiii et ae e saeaneaaees 5-8
Pediatric NeUrogeNiC SNOCK ......c.coooiiiiiiiiiiiei et sbebebasabansaanes 5-8
Pediatric SEPTIC SHOCK .....ccoeeiiieieie ettt bbb e b b bbb aeaeabebbeebanrraees 5-8
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SHOCK

TYPES OF SHOCK

SIGNS AND SYMPTOMS

CARDIOGENIC SHOCK

Hypotension
Difficulty breathing
Cool, clammy skin
Weakness

HYPOVOLEMIC SHOCK

Tachycardia

Weak, thready pulse
Hypotension with narrow pulse pressure
Hypotension or falling systolic BP
Pale skin

Clammy or dry skin

Dyspnea

Altered LOC / coma

Decreased urine output
Restlessness

Irritability

Decreased urine output

ANAPHYLACTIC
SHOCK
(Distributive Shock)

Hypotension

Severe respiratory distress
Shock

Dyspnea

Wheezing
Hoarseness / stridor
Cyanosis

Facial / airway edema
Urticaria / hives
Warm burning feeling
Itching

Rhinorrhea

Altered LOC / coma
Pulmonary edema

NEUROGENIC SHOCK
(Distributive Shock)

Hypotension with a narrow pulse pressure

Evidence of trauma (lacerations, bruising, swelling, deformity)
Normal or bradycardic HR

Compromise in neurological function

Normal or flushed skin color

SEPTIC SHOCK
(Distributive Shock)

Hypotension with a narrow pulse pressure
Dyspnea

Febrile

Tachycardia

Signs of infection

Hx of UTI

Hypovolemia (Fever, Sweating)
Dehydration

Altered LOC / coma

OBSTRUCTIVE SHOCK

Obstruction that interferes with preload / afterload

Commonly caused by tension pneumothorax / pulmonary embolism
Hypotension

Chest pain

Hypoxia

Absent lung sounds (tension pneumothorax)

Present lung sounds (pulmonary embolism)
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SHOCK

HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS
Blood loss e Restlessness, confusion, e Trauma
Fluid loss weakness e Infection
Vomiting e Dizziness e Dehydration
Diarrhea e Increased HR, rapid pulse e Vomiting
Fever e Decreased BP e Diarrhea
Infection e  Pale, cool, clammy skin e Fever

® Delayed capillary refill

e Congenital heart disease
e  Medication or toxin

ALLERGIC REACTION / ANAPHYLAXIS

HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS
Onset and location e  Warm burning feeling e  Urticaria (rash only)
Insect sting or bite e ltching e Anaphylaxis (systemic

Food allergy / exposure
Medication allergy /
exposure

New clothing, soap,
detergent

History of reactions
Past medical history
Medication history

e Rhinorrhea

e Hoarseness

e  Stridor

e Wheezing

e Respiratory distress
e Altered LOC/ coma
e Cyanosis

e  Pulmonary edema
e  Facial / airway edema
e Urticaria / hives

e Dyspnea

effect)
e Shock (vascular effect)
e Angioedema (drug induced)
e Aspiration / airway
obstruction
e Vasovagal event
e Asthma

Fluid Resuscitate to systolic of 70 + 2 x age

KEY POINTS

Exam: Mental Status, Skin, HEENT, Heart, Lung, Abdomen, Extremities, Back, Neuro
Consider all possible causes of shock and treat per appropriate protocol.

Decreasing heart rate is a sign of impending collapse.

Most maternal medications pass through breast milk to the infant. Examples: Narcotics, Benzodiazepines.

Be sure to use the appropriately sized BP cuff.

Findings in the primary assessment should alert you that the patient is in shock. Pay attention to the patient’s mental status, tachycardia,

skin color, and capillary refill.

Shock is not only caused by blood loss. The provider must evaluate for fluid loss from other causes.
such as excessive vomiting and / or diarrhea, heat exposure and malnutrition.

Do not use only the patient’s blood pressure in evaluating shock; also look for lower body

temperature, poor capillary refill, decreased LOC, increased heart rate and / or poor skin color or turgor.

Routinely reassess the patient and provide supportive care.

Addisonian Crisis / Adrenal Crisis
Not a field diagnosis. Patient / family / historian should be aware of diagnosis. They are coached to make sure the patient gets IV steroids
emergently. May have their own prescribed injectable steroids for EMS to administer. Check for medical alert tags / bracelet.

Presents with Dehydration and/or severe vomiting and diarrhea stabbing pain in the abdomen, low back, or legs, low blood pressure
(shock), low blood sugar, loss of consciousness.
Emergent steroid administration in addition to other standard resuscitation techniques. (ex. BGL correction and fluid resuscitation). Use
patient supplied steroids before EMS supplied if available.
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18-24in

ANAPHYLACTIC REACTION / SHOCK

8-9 kg 10-11 kg 12-14 kg 15-18 kg 24-29 kg 30-36 kg
18-20 Ibs 22-24 Ibs 26-31 Ibs 33-37 Ibs 53-64 lbs 66-81 Ibs
26-29 in 29-33in 33-38in 38-43in 4852 in 52-57 in

UNIVERSAL PATIENT CARE PROTOCOL

OXYGEN

CAPNOGRAPHY PROCEDURE

IV /10 PROCEDURE

Apply Cardiac Monitor and Assess Vitals

v

Mild

v

Rash, itching,
No difficulty breathing or
throat tightening,
B/P — normal limits

diphenhydrAMINE
(BENADRYL)

1mg/kg
slowIV/IM /10
Max Dose 50 mg

Consider - If history of
severe reaction
EPINEPHrine AUTO-INJECTOR
if available
15 - 30 kg (33 - 66 Ibs)
AUTO-INJECTOR JR
(0.15 mg dose)
> 30 kg (66 lbs)
AUTO-INJECTOR
(0.3 mg dose)

Consider - If history of severe
reaction
EPINEPHrine
(ADRENALINE)

1 mg/ml (1:1000) Concentration
0.01 mg/ kg IM
Max Dose 0.5 mg

o) Never Given IV

y

s )
Moderate / Severe Impending Arrest
- v - Anaphylactic Shock
/ Radial Pulses Present \ \

NO Radial Pulses
Severe Hypotension
Any AGE
Decreased LOC
Airway compromise

Rash, itching,
Airway compromise,
Wheezing, Swelling,

Gl Symptoms

\ Hvpotension /

/ EPINEPHrine AUTO-INJECTOR \
if available
15-30kg (33 - 66 lbs)
AUTO-INJECTOR JR
(0.15 mg dose)
> 30 kg (66 lbs)
AUTO-INJECTOR
(0.3 mg dose)

Secure Airway and
Ventilate

EPINEPHrine
(ADRENALINE)
0.01 mg/kglIV /10
0.1 mg / ml (100 mcg / ml)
Concentration
‘\7 Max Dose 0.5 mg

N
e
e
ood

EPINEPHrine
(ADRENALINE)
1 mg/ml (1:1000) Concentration
0.01 mg/kgIM
Max Dose 0.5 mg

If ONLY AEMT Available
EPINEPHrine (ADRENALINE)

1 mg/ml(1:1000) Concentration
0.01 mg/ kg IM
diphenhydrAMINE
(BENADRYL)
1mg/kg
slow IV/IM /10
Max Dose 50 mg

IF ONLY EMT Available
EPINEPHrine AUTO-INJECTOR
if available
15 - 30 kg (33 - 66 Ibs)
AUTO-INJECTOR JR
(0.15 mg dose)
> 30 kg (66 lbs)
AUTO-INJECTOR
(0.3 mg dose)

ADNNNNNN NN

diphenhydrAMINE )
(BENADRYL)
1mg/kg
slow IV/IM /10
Max Dose 50 mg

DUONEB
(ALBUTEROL / IPRATROPIUM)
Nebulized Unit Dose
[ ©

IV NORMAL SALINE BOLUS
10-20ml / kg
May Repeat up to 3 times as
required

EMT use only with ONLINE
Medical Control

IV NORMAL SALINE BOLUS
10-20ml/ kg
May Repeat up to 3 times as
required

Consider repeat EPINEPHrine
(ADRENALINE) after 5 min. if no
improvement
methylPREDNISolone
(SOLU-MEDROL)
2mg/ kg

Max Dose 125 mg
\ -

methylPREDNISolone
(SOLU-MEDROL)
2mg/kg
Max Dose 125 mg

[ TRANSPORT to appropriate facility CONTACT receiving facility CONSULT Medical Direction where indicated APPROPRIATE transfer of care ]

EMT Intervention

Online Medical Control

AEMT Intervention PARAMEDIC Intervention

Northeast Ohio Regional EMS Protocol -4|8



HYPOVOLEMIC, NEUROGENIC, CARDIOGENIC,
AND SEPTIC SHOCK

8-9 kg 10-11 kg 12-14 kg 15-18 kg
18-20 lbs 22-24 |bs 26-31 lbs 33-37 lbs
18-24in 26-29in 29-33in 33-38in 38-43in

24-29 kg 30-36 kg
53-64 lbs 66-81 Ibs
4852 in 52-57 in

UNIVERSAL PATIENT CARE PROTOCOL

AIRWAY PROTOCOL

Monitor Lung Sounds for Fluid Overload

OXYGEN
IV /10 PROCEDURE

Apply Cardiac Monitor and Assess Vitals

CAPNOGRAPHY PROCEDURE

Adrenal / Addisonian Crisis
History of Condition with
dehydration, severe vomiting and
diarrhea, loss of consciousness,
low blood pressure, and / or
stabbing pain in the abdomen, low
back, or legs.

EMS PERMITTTED TO GIVE
PATIENT PERSCRIBED IV STERIODS
IF AVAILABLE (Preferred)
Only if unavailable,
methylPREDISolone
(SOLU — medrol)
2mg/kgIv/10

v v v

v

[ Hypovolemic Shock ] [ Cardiogenic Shock ] Neurogenic Shock

Consider
SPINAL MOTION
RESTRICTION PROCEDURE

IV NORMAL SALINE IV NORMAL SALINE IV NORMAL SALINE

BOLUS BOLUS BOLUS
10-20ml / kg

10 ml / kg 10-20 ml / kg
May Repeat up to 3

times as required

May Repeat up to 3
times as required

BLOOD GLUCOSE BLOOD GLUCOSE BLOOD GLUCOSE
PROCEDURE PROCEDURE PROCEDURE
Contact Medical Contact Medical
Control for the use of Control for the use of
vasopressors if failed vasopressors if failed
fluid bolus fluid bolus
v EPINEPHrine EPINEPHrine

(Adrenaline)
PUSH DOSE
Make 10 mcg / ml

(Adrenaline)
PUSH DOSE
Make 10 mcg / ml

Treatment per
Appropriate Trauma
Protocol If Indicated

1 mcg/kg 1 mcg/ kg

Max Dose 10 mcg
2 - 5 min - slow push
Titrate to effect

Max Dose 10 mcg
2 - 5 min - slow push
Titrate to effect

A\ 4

[ Septic Shock ]

IV NORMAL SALINE
BOLUS
10-20ml/ kg

May Repeat up to 3
times as required

BLOOD GLUCOSE
PROCEDURE

methylPREDNISolone
(SOLU-MEDROL)
2mg/kg
Max Dose 125 mg

Contact Medical
Control for the use of
vasopressors if failed

fluid bolus
EPINEPHrine
(Adrenaline)
PUSH DOSE
Make 10 mcg / ml

1 mcg/ kg
Max Dose 10 mcg
2 - 5 min - slow push
Titrate to effect

[ TRANSPORT to appropriate facility CONTACT receiving facility CONSULT Medical Direction where indicated APPROPRIATE transfer of care ]

Northeast Ohio Regional EMS Protocol -5|8




PEDIATRIC PROTOCOL

HYPOVOLEMIC, NEUROGENIC, CARDIOGENIC,
AND SEPTIC SHOCK

Ooooooodg

OooooQg

SIRS Checklist

Clinical Findings

Temp > 38.3C (100.9F) or < 36C (96.8F)
Heart Rate > 90 BPM

Respiratory Rate > 20 BPM or
Capnography < 32 mmHg

Altered Mental Status

SBP <90 or MAP <70

Need for CPAP

Clinical Findings (Present and NEW to Patient)

SBP <90

SP02 <90

No Urine Output last 8 Hours
Prolonged bleeding from gums
Lactate >4

History
Pneumonia
Urinary Tract Infection
Cellulitis
Septic Arthritis
Diarrhea
ABD pain
Wound Infection
Decubitus Ulcer
Indwelling Catheter or Device
Fever
Decreased urine output last 8 hours

ODooooooooog

[l Prolonged bleeding
Severe Sepsis Checklist

MAP Calculation

2 X Diastolic Blood Pressure + Systolic Blood Pressure / 3 = MAP

Push Dose EPINEPHrine (Adrenaline) Preparation
Mix 1 mg EPINEPHrine (Adrenaline) of 1mg / ml (1:1000) in 100 ml of D5 or Normal Saline
This makes 10 mcg / ml concentration

Shake bag well to mix

Draw from bag and administer

Northeast Ohio Regional EMS Protocol -6|8



SECTION 9 - PEDIATRIC CARDIAC

Pediatric Asystole / Pulseless Electrical ACtiVity (PEA).......eeeeieeeiiiiiiieieee et 2-9
Yo I g Toll 2T To LY or- | o |- ST 4-9
Pediatric Narrow Complex Tachycardia (SVT) .....euuueeirriiiriiieiiieeirerreeeeeeeeeeeeeereereeereeeerererereereeesees 6-9
Pediatric POSt RESUSCItAtioN CaAre.........uuueuiuiiiiiiiiiiiieeiiriiierreeeerererererrereerreererereeereesreeeeeeeseseeaaeeeees 8-9
Pediatric Post Resuscitation Care (Targeted Tempature Management (TTM) ......ccccevvvvvvrnnnnnns 9-9
Pediatric Ventricular Fibrillation (V-FIB) and Pulseless Ventricular Tachycardia ...................... 10-9
Pediatric Wide ComplexX TaChyCardia .......ccccccuururriuriuriiiiiiieiiieiieeeseerseerseereeeeeereereereereesereereeseee 12-9
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ASYSTOLE / PULSELESS ELECTRICAL ACTIVITY (PEA)

8-9 kg 10-11 kg 12-14 kg 15-18 kg 30-36 kg
6-11 Ibs 18-20 Ibs 22-24 los 26-31 Ibs 33-37 Ibs 66-81 Ibs
18-24in 26-29 in 29-33in 33-38in 38-43in 52-57 in
( )\
UNIVERSAL PATIENT CARE PROTOCOL
\ Z
Continuous CPR
(. J
\4
( )\
PEDIATRIC AIRWAY PROTOCOL
\ <
Apply Cardiac Monitor f Identify Possible \
\ Z
( ) .
CAPNOGRAPHY PROCEDURE .y %ia
Confirm Asystole / PEA Acidosis
Hypovolemia
Tension
Pneumothorax
IV /10 PROCEDURE K Hypothermia /
EPINEPHrine (ADRENALINE) f \
0.01 mg / kg IV /10 of AT ANYTIME
0.1 mg/ ml (1:10,000) Solution Return of
Repeat every 3 - 5 minutes Spontaneous
Max 1 mg per dose Circulation
(ROSC)
ko) Double Check EPI Concentration
GO TO PEDICATRIC
POST
RESUSCITATION
NORMAL SALINE IV BOLUS CARDIAC CARE
20 ml / kg PROTOCOL
Repeat as needed \\‘ 4//

BLOOD GLUCOSE PROCEDURE

Glucose < 60

DEXTROSE 10%

5ml/kgIV/I0

A If DEXTROSE 10% Is unavailable, see
medication section for
DEXTROSE 25% or 50%

\ 4

A

Continuous CPR

\f
A

TRANSPORT to appropriate facility
CONTACT receiving facility
CONSULT Medical Direction where indicated

APPROPRIATE transfer of care
& )

EMT Intervention AEMT Intervention PARAMEDIC Intervention Online Medical Control

Northeast Ohio Regional EMS Protocol -2|9



ASYSTOLE / PULSELESS ELECTRICAL ACTIVITY (PEA)

HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS
Time of arrest e Pulseless e  Ventricular fibrillation
Medical history e Apneic or agonal Respirations e  Pulseless ventricular
Medications e Cyanosis tachycardia
Possibility of foreign body
Hypothermia

CONSIDER TREATABLE CAUSES

Hypovolemia e Cardiac tamponade
Tension pneumothorax e Pulmonary embolism
Myocardial infarction e Tricyclic overdose
Drug overdose e Hypoxia
Hypothermia e Hypoglycemia
Acidosis e Hyperkalemia

Do Not Confuse EPINEPhrine 1 mg / ml and 0.1 mg / ml

If Dextrose 25% Not Available, Waste 25 ml of Dextrose 50% and replace with 25 ml of normal saline

Fluid Resuscitate to systolic of 70 + 2 x age

KEY POINTS

Exam: Mental Status

Always confirm asystole in more than one lead.

Cardiac arrest in children is primarily due to lack of an adequate airway, resulting in hypoxia.

If the patient converts to another rhythm or has a return of circulation, refer to the appropriate protocol and
treat accordingly.

When assessing for a pulse, palpate the brachial or femoral arteries for infants and the carotid or femoral artery
for children.

Continue BLS procedures throughout the resuscitation.

If the patient is intubated, be sure to routinely reassess tube placement.

If the patient has an 10, routinely reassess for patency.

Consider atropine when evidence of increase vagal stimulation is present.
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BRADYCARDIA

3-5 kg 6-7 kg 8-9 kg 10-11 kg 12-14 kg 15-18 kg [ 24-29kg 30-36 kg
6-11 Ibs 13-15 Ibs 18-20 Ibs 22-24 Ibs 26-31 lbs 33-37 Ibs | 5364 Ibs 66-81 Ibs

18-24in 24-26in 26-29 in 29-33in 33-38in 38-43in

48-52 in 52-57in

PROTOCOL
PEDIATRIC AIRWAY PROTOCOL J

[ UNIVERSAL PATIENT CARE J

CAPNOGRAPHY PROCEDURE

IV /10 PROCEDURE

Poor perfusion? v Ve )
Decreased B/P? €s Any tl{‘ﬂEZ‘ Lost pulses follow
Respiratory Insufficiency? Pediatric Asystole / PEA
Protocol
\ %
No s 3
v If Heart Rate < 60

Monitor and Reassess \ ST Y,

Other Protocols as Indicated

If HR unresolved with 02 /
Compressions
EPINEPHrine (ADRENALINE)
0.01 mg/kgIV /10 of
0.1 mg / ml (1:10,000) Solution
Repeat every 3 - 5 minutes
Max 1 mg per dose

Sror) Double Check EPI Concentration

CONSIDER ATROPINE

0.02mg/kgIV/IO
repeat every 3 - 5 minutes
Min dose 0.1 mg
Max dose 0.5 mg child
Max dose 1 mg Adolescent

Consider External
Transcutaneous Pacing

Monitor and Reassess
Other Protocols as Indicated

\ 4 \ 4

[ TRANSPORT to appropriate facility CONTACT receiving facility CONSULT Medical Direction where indicated APPROPRIATE transfer of care J

EMT Intervention AEMT Intervention PARAMEDIC Intervention Online Medical Control
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BRADYCARDIA

HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS
e  Past medical history e Hypoxia e Respiratory effort
e Foreign body exposure e Decreased heart rate e Respiratory obstruction
e Respiratory distress or arrest e Delayed capillary refill or e Foreign body / secretions
e Apnea cyanosis e Croup / epiglottis
e Possible toxic or poison e  Mottled, cool skin e Hypovolemia
exposure e Hypotension or arrest e Hypothermia
e Congenital disease o Altered level of e Infection / sepsis
e Medication (maternal or consciousness e Medication or toxin
infant) e  Poor Perfusion e Hypoglycemia
e Shock e Trauma
e Short of breath
e  Pulmonary fluid

Do Not Confuse EPINEPhrine 1 mg / ml and 0.1 mg / ml

KEY POINTS

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

e Heart Rate < 100 (Neonates)

e Heart Rate < 80 (Infants)

e Heart Rate <60 (Children > 2 years)

e Infant =<1 year of age

e  Most maternal medications pass through breast milk to the infant.

e  Most pediatric arrests are due to airway problems.

e Hypoglycemia, severe dehydration and narcotic effects may produce bradycardia.

e Pediatric patients requiring external transcutaneous pacing require the use of pads appropriate for pediatric
patients per the manufacturers’ guidelines.

e Identify and treat possible causes for pediatric bradycardia:

1. Hypoxia

2. Hypothermia

3. Headinjury

4. Heart block

5. Toxic ingestion / exposure

e Refer to pediatric reference material when unsure about patient weight, age and / or drug dosage.
e The minimum dose of Atropine that should be administered to a pediatric patient is 0.1 mg.

e If the rhythm changes, follow the appropriate protocol.

e Be sure of all medication doses, look it up in reference material.
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3-5 kg 8-9 kg 10-11 kg
6-11 lbs 18-20 Ibs 22-24 Ibs
18-24in 26-29in 29-33in

NARROW - COMPLEX TACHYCARDIA

12-14 kg 15-18 kg [ 24-29kg 30-36 kg
26-31 lbs 33-37 Ibs | 5364 Ibs 66-81 Ibs
33-38in 38-43in | 4852in 52-57 in

UNIVERSAL PATIENT CARE PROTOCOL

e ~
If rhythm changes, Cardiac Monitor
Go to Appropriate Attempt to Identify Cause
Protocol N P,

l

CAPNOGRAPHY PROCEDURE

IV /10 PROCEDURE

l

Stable (Signs of Perfusion)
HR > 220 infant / HR >180 child

May attempt Vagal Maneuvers

ADENOSINE (ADENOCARD)
0.1 mg/ kg IV /10 Rapid - Followed with flush

Max dose 6 mg
Upper extremity venous access

A 4

Unstable (Signs of Hypoperfusion)
HR > 220 infant / HR >180 child

May go directly to Cardioversion
May Administer ADENOSINE (ADENOCARD)
If vascular access already in place

Consider Sedation
MIDAZOLAM (VERSED) 0.1 mg / kg IV / 10
Max Dose 2.5 mg IV / 10
MIDAZOLAM (VERSED) 0.2 mg / kg IN
Max Dose 5 mg IN
OR
LORazepam (ATIVAN) 0.05 mg / kg slow IV /10 / IN
Max Dose 2 mg

If Midazolam (Versed) or LORazepam (Ativan) Unavailable,
See Medication Section for DiazePAM (Valium)
Capnography Required

SYNCHRONIZED CARDIOVERSION
(0.5-11J/kg)

No response
1 -2 minutes

ADENOSINE (ADENOCARD)
0.2 mg / kg IV Rapid - Followed with flush
Max dose 12 mg

IV Normal Saline Bolus 10 - 20 ml / kg
If signs dehydration or hypoperfusion
Repeat as needed

No response
1 -2 minutes

Repeat SYNCHRONIZED CARDIOVERSION as
Needed
(1-21/kg)

IV Normal Saline Bolus 10 - 20 ml / kg
If signs dehydration or hypoperfusion
Repeat as needed

[ TRANSPORT to appropriate facility CONTACT receiving facility CONSULT Medical Direction where indicated APPROPRIATE transfer of care ]

EMT Intervention AEMT Intervention

PARAMEDIC Intervention Online Medical Control
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NARROW - COMPLEX TACHYCARDIA

HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS
e  Past medical history e HR: Child >180/bpm e Heart disease (congenital)
e Medications or toxic Infant > 220/bpm e Hypo / hyperthermia
ingestion (Aminophylline, e Pale or cyanosis e  Hypovolemia or anemia
diet pills, thyroid e Diaphoresis e  Electrolyte imbalance
supplements, e Tachypnea e Anxiety / pain / emotional
decongestants, digoxin) e Vomiting stress
e Drugs (nicotine, cocaine) e Hypotension e Fever/ infection / sepsis
e Congenital heart disease e Altered level of e  Hypoxia
e  Respiratory distress consciousness e  Hypoglycemia
e Syncope or hear syncope e  Pulmonary congestion e  Medication / toxin / drugs
e Syncope (see HX)
e  Pulmonary embolus
e Trauma
e Tension pneumothorax

Fluid Resuscitate to systolic of 70 + 2 x age

KEY POINTS

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

e  Carefully evaluate the rhythm to distinguish Sinus Tachycardia, Supraventricular Tachycardia, and Ventricular
Tachycardia

e Separating the child from the caregiver may worsen the child's clinical condition.

e  Pediatric pads should be used in children < 10 kg.

e Monitor for respiratory depression and hypotension associated if LORazepam (ATIVAN) or MIDAZOLAM
(VERSED) is used.

e  Continuous pulse oximetry is required for all SVT Patients if available.

e Document all rhythm changes with monitor strips and obtain monitor strips with each therapeutic intervention.

e  Possible causes of tachycardia; hypoxia, hypovolemia, fear, and pain.

e A complete medical history must be obtained.

e Do not delay cardioversion to gain vascular access for the unstable patient.

e If you are unable to get the monitor to select a low enough joule setting, contact Online Medical Control.

e [f the patient is stable, do not cardiovert.

e  Record 3-Lead EKG strips during adenosine administration.

e Perform a 12-Lead EKG prior to and after Adenosine (Adenocard) conversion or cardioversion of SVT.

e If the rhythm changes, follow the appropriate protocol.
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3-5 kg 8-9 kg 10-11 kg 12-14 kg 15-18 kg 30-36 kg
6-11 lbs 18-20 Ibs 22-24 los 26-31 lbs 33-37 Ibs 66-81 lbs
18-24 in 26-29 in 29-33in 33-38in 38-43in 52-57 in
UNIVERSAL PATIENT CARE PROTOCOL ]
Continue Ventilatory Support with 100%
) OXYGEN
CAPNOGRAPHY PROCEDURE
IV /10 PROCEDURE
12 LEAD EKG PROCEDURE
[ Vital Signs ]
]
v v v v
4 N )
_— [ Bradycardia ] [ Hypotension ] Electrical Conversion Anti-Arrhythmic
(NO anti-arrhythmic already Conversion with Continued
given during resuscitation) Ventricular Ectopy
I —
IV NORMAL SALINE . N
Treat per BOLUS Supportive Care Only No Post Arrest
BRADYCARDIA 20 ml/ ke No anti-arrhythmic Anti-Arrythmic
PROTOCOL administered Administered
. VN J
Contact Medical Control for
the use of vasopressors if
failed fluid bolus
EPINEPHrine (Adrenaline)
PUSH DOSE
Make 10 mcg / ml
1 mcg/ kg
Max Dose 10 mcg
2 - 5 min - slow push
Titrate to effect
—
A\ 4 \ 4 v A\ 4
) [ If arrest reoccurs, revert to appropriate protocol and / or initial successful treatment ]

[ TRANSPORT to appropriate PEDIATRIC facility CONTACT receiving facility CONSULT Medical Direction where indicated APPROPRIATE transfer of care ]

[ EMT Intervention AEMT Intervention PARAMEDIC Intervention Online Medical Control

Northeast Ohio Regional EMS Protocol - 8|9



RECEIVING HOSPITAL MUST BE ABLE TO CONTINUE COOLING!
Use of this protocol is dependent on the ability of the receiving hospital to continue the cooling. Do not
begin cooling if the receiving hospital is unable to continue cooling.
Use this protocol in conjunction with standard post resuscitation care. Maintain BP and heart rhythm with
treatments in the POST RESUSCIATION CARDIAC CARE protocol. If patent loses pulses / re-arrests discontinue
cooling and treat per appropriate arrest protocol.
s ™
COMATOSE PATIENT WITH A RETURN OF
f \ SPONTANIOUS CIRCULATION (ROSC)
Place advanced airway S ) —
or treat by 4 Ad dai  Dlace? N
vancea airway in rFlacer
PO(S:LRE?:CSEIQTION P Intubated, or Extraglottic (BIAD) Airway
RD—_RE - Capnography Procedure
protocol only if unable Maintain CO, 35 - 45
to place advanced [K <
k airway / < Do not cool patient who arrested from trauma,
hypovolemia, preexisting hypothermia, or is
pregnant.
g )
C , )
Apply Cooling Collar —
Do not delay transport o
to begin TTM protocol Apply Cold Packs
Neck, Bilateral Axilla, Bilateral Groin
\ )
MIDAZOLAM (VERSED) 0.1 mg /
kg IV /10
Max Dose 2.5 mg IV / 10
MIDAZOLAM (VERSED) 0.2 mg / A4 .
g/t Is patient shivering?
Max Dose 5 mg IN S—
OR R
LORazepam (ATIVAN) 0.05 mg / TRANSPORT
kg slow IV /10 /IN Transport to facility with TTM resuscitation
Max Dose 2 mg
protocol )
A If Midazolam (Versed) or N\
LORazepam (Ativan) TRANSPORT to appropriate facility
Unavailable, CONTACT receiving facility
See Medication Sestion for CONSULT Medical Direction where indicated
DiazePAM (Valium) APPROPRIATE transfer of care
S )
EMT Intervention AEMT Intervention PARAMEDIC Intervention Online Medical Control
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VENTRICULAR FIBRILLATION (V-FIB)
PULSELESS VENTRICULAR TACHYCARDIA (V-TACH)

35 kg | 89ke 10-11 kg 12-14 kg 15-18 kg 24-29 kg 30-36 kg
6-11 Ibs | 18-201bs 22-24 |bs 26-31 Ibs 33-37 Ibs 53-64 Ibs 66-81 lbs
18-24 in | 26-29in 29-33in 33-38in 38-43 in 4852 in 52-57 in

[ Initiate Prompt CPR ]
Apply Cardiac Monitor / AED
Defibrillate 2 J / kg not to exceed adult dose

Confirm V-Fib /
Pulseless V-Tach

PEDIATRIC AIRWAY PROTOCOL

[ CAPNOGRAPHY PROCEDURE ]

A\ 4

CPR X 5 cycles / 2 minutes

IV /10 PROCEDURE

Defibrillate 4 J / kg not to exceed adult dose

/ Identify Possible \

. Causes:
EPINEPHrine (ADRENALINE) Hvooxemia
0.01 mg/kgIV/I10 Xp'd .
0.1 mg / ml (1:10,000) Solution claosis
Repeat every 3 - 5 minutes Hypovo'lemla
Max dose 1 mg per dose Tension
Pneumothorax
o7 Double Check EPI Concentration k Hypothermia /
CPR X 5 cycles / 2 minutes K 0 A IEE \
Defibrillate 4 J / kg not to exceed adult dose Return of
Spontaneous
AMIODARONE (CORDARONE) Circulation
5mg/ kg IV /10— May Repeat up to 3 total doses (ROSC)
A If Amiodarone (Cordarone) Unavailable, See Medication Section
for Lidocaine (Xylocaine) GO TO PEDICATRIC
v POST
CPR X 5 cycles / 2 minutes RESUSCITATION
CARDIAC CARE
Defibrillate 4 J / kg not to exceed adult dose PROTOCOL
May consider up to 10 J / kg not to exceede adult dose \ J
TRANSPORT to appropriate facility
CONTACT receiving facility
CONSULT Medical Direction where indicated
APPROPRIATE transfer of care
EMT Intervention AEMT Intervention PARAMEDIC Intervention Online Medical Control
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VENTRICULAR FIBRILLATION (V-FIB)
PULSELESS VENTRICULAR TACHYCARDIA

HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS
e Time of arrest e Unresponsive e  Respiratory failure
e  Medical history e (Cardiac arrest e  Foreign body
e Medications e Secretions
e  Possibility of foreign body e Infection (croup,
e Hypothermia epiglottitis)

e Hypovolemia (dehydration)
e Congenital heart disease

e Trauma

e Tension pneumothorax

e Hypothermia

e Toxin or medication

e Hypoglycemia

e Acidosis

Do Not Confuse EPINEPHrine 1 mg / ml and 0.1 mg / ml

KEY POINTS

e Exam: Mental Status

e Monophasic and Biphasic waveform defibrillators should use the same energy levels noted.

e In order to be successful in pediatric arrests, a cause must be identified and corrected.

e Airway is the most important intervention. This should be accomplished immediately. Patient survival is often
dependent on airway management success.

e [f the patient converts to another rhythm, follow the appropriate protocol and treat accordingly.

e If the patient converts back to ventricular fibrillation or pulseless ventricular tachycardia, defibrillate at the
previously used setting.

e Defibrillation is the definitive therapy for ventricular fibrillation and pulseless ventricular tachycardia.

e Defibrillate 30 - 60 seconds after each medication administration.

e The proper administration sequence is CPR (continuous), shock, drug, shock, drug.
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WIDE — COMPLEX TACHYCARDIA

3-5 kg 8-9 kg 10-11 kg 12-14 kg 15-18 kg 24-29 kg 30-36 kg
6-11 lbs 18-20 Ibs 22-24 Ibs 26-31 lbs 33-37 Ibs 53-64 |bs 66-81 Ibs
18-24 in 26-29in 29-33in 33-38in 38-43 in 48-52 in 52-57 in

UNIVERSAL PATIENT CARE PROTOCOL

[ Cardiac Monitor ) I(fsrhtyt;m chanfgis,
Attempt to Identify Cause 0 10 Appropriate
> < Protocol
CAPNOGRAPHY PROCEDURE

IV /10 PROCEDURE

Stable (Signs of Perfusion) Unstable (Signs of Hypoperfusion)
HR > 220 infant / HR >180 child HR > 220 infant / HR >180 child
May attempt Vagal Maneuvers May go directly to Synchronized CARDIOVERSION

Consider Sedation
MIDAZOLAM (VERSED) 0.1 mg / kg IV / 10
Max Dose 2.5 mg IV /10
MIDAZOLAM (VERSED) 0.2 mg / kg IN
Max Dose 5 mg IN
OR
LORazepam (ATIVAN) 0.05 mg / kg slow IV /10 / IN
Max Dose 2 mg

AMIODARONE (CORDARONE)
5mg/kgIV/I10

Mix in 100 ml D5 - Over 20 — 60 min
Max dose 150 mg

A If Amiodarone (Cordarone) Unavailable, See Medication Section
for Lidocaine (Xylocaine)

/\  If Midazolam (Versed) or LORazepam (Ativan) Unavailable,
See Medication Section for DiazePAM (Valium)
A Capnography Required

SYNCHRONIZED CARDIOVERSION
(0.5-11/kg)

\ 4

No response
1 -2 minutes

No response
1 -2 minutes

Repeat SYNCHRONIZED CARDIOVERSION as
Needed
(1-21J/kg)

IV Normal Saline Bolus 20 ml / kg

IV Normal Saline Bolus 20 ml / kg
If signs dehydration / hypoperfusion
May Repeat up to 3 times as required

If signs dehydration / hypoperfusion
May Repeat up to 3 times as required

[ TRANSPORT to appropriate facility CONTACT receiving facility CONSULT Medical Direction where indicated APPROPRIATE transfer of care ]

EMT Intervention AEMT Intervention PARAMEDIC Intervention Online Medical Control

Northeast Ohio Regional EMS Protocol -12|9



WIDE — COMPLEX TACHYCARDIA

HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS
e  Past medical history e HR: Child >180/bpm e Heart disease (congenital)
e Medications or toxic Infant > 220/bpm e Hypo / hyperthermia
ingestion (Aminophylline, e  Pale or cyanosis e Hypovolemia or anemia
diet pills, thyroid e Diaphoresis e Electrolyte imbalance
supplements, e Tachypnea e Anxiety / pain / emotional
decongestants, digoxin) e  Vomiting stress
e Drugs (nicotine, cocaine) e Hypotension e Fever / infection / sepsis
e Congenital heart disease e Altered level of e Hypoxia
e Respiratory distress consciousness e Hypoglycemia
e Syncope or hear syncope e  Pulmonary congestion e  Medication / toxin / drugs
e  Syncope (see HX)
e  Pulmonary embolus
e Trauma
e Tension pneumothorax

Fluid Resuscitate to systolic of 70 + 2 x age

KEY POINTS

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

e  Carefully evaluate the rhythm to distinguish Sinus Tachycardia, Supraventricular Tachycardia, and Ventricular
Tachycardia

e Separating the child from the caregiver may worsen the child's clinical condition.

e Pediatric paddles should be used in children < 10 kg.

e Monitor for respiratory depression and hypotension associated if LORazepam (ATIVAN) or MIDAZOLAM
(VERSED) is used.

e  Continuous pulse oximetry is required for all SVT Patients if available.

e Document all rhythm changes with monitor strips and obtain monitor strips with each therapeutic intervention.

e Possible causes of tachycardia; hypoxia, hypovolemia, fear, and pain.

e A complete medical history must be obtained.

e Do not delay cardioversion to gain vascular access for the unstable patient.

e If you are unable to get the monitor to select a low enough joule setting, contact Online Medical Control.

e [f the patient is stable, do not cardiovert.

e Record 3-Lead EKG strips during adenosine administration.

e Perform a 12-Lead EKG prior to and after medication conversion or cardioversion of SVT.

e If the rhythm changes, follow the appropriate protocol.
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SECTION 10 -PEDIATRIC MEDICAL EMERGENCIES PROTOCOLS

Pediatric Altered Level of CONSCIOUSNESS .......ccoiieeieeiieeeceeccee e eaaee e aeeenenanees 2-10
=T LT ol AN el =X ¢ =1 o o 4-10
Pediatric Behavioral / Psychiatric EMErgenCies.....cuuiivuiieiiieeiieecciiee ettt steeeetee s aee et saveeeaaeas 6-10
Pediatric Diabetic EMEIrENCIES .. .. ittt e e e e e e e s s e sabteeeeeeesesnanens 8-10
Pediatric Hyperthermia / HEat EXPOSUIE ......cccuieeiuiieiiiiieiiieecieeeeteeesve e eeiteeesaveeeaaeessaeesaaeeennee e e 10-10
Pediatric Hypothermia / FrOSTDITE .....cccuiiiiuiieiiiie et e e e 12-10
T FE N Tol Y=L 740 Ot 15-10
Pediatric Severe Pain Management ........oooooiiiiiiiiiiii i 17-10
Pediatric Toxic Ingestion / EXPOSUre / OVEIdOSE.........ccceceuveeeeeciireeeeeiteeeeeeiteeeeeeeaeeeeeeteeeeeeesreeeeennns 19-10
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ALTERED LEVEL OF CONSCIOUSNESS

3-5 kg 6-7 kg 8-9 kg 10-11 kg 12-14 kg 15-18 kg 24-29 kg 30-36 kg
6-11 Ibs 13-15 Ibs 18-20 Ibs 22-24 lbs 26-31 Ibs 33-37 Ibs 53-64 |bs 66-81 Ibs
18-24in 24-26in 26-29in 29-33in 33-38in 38-43in 4852 in 52-57 in

[ UNIVERSAL PATIENT CARE PROTOCOL
CONSIDER COMPLETE SPINAL IMOBILIZATION PROCEDURE

AIRWAY PROTOCOL

ld 157 Contact to EKG and Transmission < 10 Min

OXYGEN / PULSE OXIMETRY PROCEDURE

CAPNOGRAPHY PROCEDURE

)
| J
[ )
L 12 LEAD EKG PROCEDURE J
[ )
[ ]

BLOOD GLUCOSE PROCEDURE

IV /10 PROCEDURE

Identify Treatable Causes
Treat Per Specific Protocol

Seizure — Treat per Seizure Protocols

Hypoxia — Treat per Airway / Breathing Protocols

|11

Anaphylaxis / Allergic Reaction Protocol

y

A
)

Sepsis — Treat per Septic Shock Protocol

- T J

Hypotension — Treat per Specific Shock Protocols

|

Arrhythmia — Treat per Correct Arrhythmia Protocol

Psychiatric — Treat per Behavioral Emergencies

Hypo / Hyperglycemia — Treat per Diabetic Protocol

Hypo / Hyperthermia — Treat per Specific Protocol

Stroke CVA / TIA — Treat per Stroke Protocol

NN

Overdose — Treat per Toxic Ingestion Protocol

Head Trauma — Treat per Head Trauma Protocol

|

EMT Intervention AEMT Intervention PARAMEDIC Intervention Online Medical Control
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ALTERED LEVEL OF CONSCIOUSNESS

HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS
e Known diabetic, medic Unresponsive e Headtrauma
alert tag Decreased responsiveness e  CNS (stroke, tumor, seizure,

Drugs, drug paraphernalia
Report of illicit drug use or
toxic ingestion

Past medical history
Medications

History of trauma

Inadequate respirations
Confusion

Agitation

Decreased mental status
Change in baseline mental
status

Hypoglycemia (cool,
diaphoretic skin)

infection)

Infection

Shock (septic, metabolic,
traumatic)

Diabetes (hyper /
hypoglycemia)
Toxicologic

Acidosis / alkalosis
Environmental exposure
Pulmonary (Hypoxia)
Electrolyte abnormality
Psychiatric disorder

KEY POINTS

Exam: Mental Status, HEENT, Skin, Heart, Lungs, Abdomen, Back, Extremities, Neuro
Be aware of AMS as potential sign of an environmental toxin or Haz-Mat exposure and protect personal safety.

It is safer to assume hypoglycemia than hyperglycemia if doubt exists.

Do not let alcohol confuse the clinical picture. Low glucose (< 60), normal glucose (60 - 120), high glucose ( >

250).

Consider restraints if necessary for patient's and / or personnel's protection per the restraint procedure.
Protect the patient airway and support ABCs.

Document the patient’s Glasgow coma score pre and post treatment.

Signs and symptoms of narcotic overdose include respiratory depression and altered mental status.

Naloxone (Narcan) administration may cause the patient to go into acute opiate withdrawal, which includes
vomiting, agitation, and / or combative behavior. Always be prepared for combative behavior.

Naloxone (Narcan) may wear off in as little as 20 minutes causing the patient to become more sedate and
possibly hypo ventilate. All A&O 4 patients having received Naloxone (Narcan) should be transported. If patient
refuses transport, contact Online Medical Control before release.

ONLY A FEW CAUSES CAN BE TREATED IN THE FIELD. CARE SHOULD FOCUS ON MAINTAINING
AIRWAY AND RAPID TRANSPORT
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ANTI-EMETIC PROTOCOL >1 yr. OLD

3-5 kg 8-9 kg 10-11 kg 12-14 kg 15-18 kg 24-29 kg 30-36 kg
6-11 Ibs 18-20 Ibs 22-24 Ibs 26-31 Ibs 33-37 Ibs 53-64 |bs 66-81 Ibs
18-24in 26-29in 29-33in 33-38in 38-43in 48-52 in 52-57 in

[ UNIVERSAL PATIENT CARE PROTOCOL ]

Administer Oxygen
IV PROCEDURE

Patient has Nausea / Vomiting

ONDANSETRON (ZOFRAN)
0.15mg/ kg IM or IV
over 2 - 4 minutes > 1 Year
-or- 0.15 mg / kg Injectable Liquid PO > 1 Year
Max 4 mg

ONDANSETRON (ZOFRAN)
Oral Dissolving Tabs
4 mg Oral > 40 kg AND 12 years
Max 4 mg

TRANSPORT to appropriate facility
CONTACT receiving facility
CONSULT Medical Direction where indicated
APPROPRIATE transfer of care

EMT Intervention AEMT Intervention PARAMEDIC Intervention Online Medical Control

Northeast Ohio Regional EMS Protocol - 4|10



ANTI - EMETIC PROTOCOL

HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS
Nausea e Complaints of nausea e Consider AMI /12 lead EKG
Vomiting and / or vomiting e  Gastroenteritis
Medication(s) e Toxic ingestion / food
administration such as poisoning
narcotic analgesics e  Bowel obstruction

e Appendicitis

e Gastritis

e  Cholecystitis (gallbladder)
e  Hepatitis / cirrhosis

e Headaches / migraine
e  Pregnancy

e Hypertensive crisis

e Electrolyte imbalances
e DKA

e Intracranial pressure

e Sepsis / infections

KEY POINTS

Position patient to protect airway as appropriate. (Recovery position, sitting up, etc.)

Immediately position entire patient or their head to side if patient begins vomiting then retrieve suction.
Patients with altered LOC and nausea / vomiting need to have airway maintenance prioritized before
medication.

Prepare and test suction prior to its need.

Give Ondansetron (Zofran) over at least 2 minutes, slow IV. Follow up with second dose in if symptoms
unresolved.

Treat patients early, no need to wait for patient to begin vomiting to administer Ondansetron (Zofran).
Patients receiving medications such as narcotic analgesics may require concurrent administration of
Ondansetron (Zofran) to reduce nausea associated with such medications.
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BEHAVIORAL / PSYCHIATRIC EMERGENCIES

3-5 kg 6-7 kg 8-9 kg 10-11 kg 12-14 kg 15-18 kg 24-29 kg 30-36 kg
6-11 lbs 13-15 Ibs 18-20 Ibs 22-24 lbs 26-31 Ibs 33-37 Ibs 53-64 Ibs 66-81 Ibs
18-24in 24-26 in 26-29 in 29-33in 33-38in 38-43in 52-57 in
4 n [ )
F°l: Use in | SCENE SAFETY
Psychosis On Supine pt.in 4-point
\d Ty SUMMON LAW ENFORCEMENT fiend
NOT For Medical One am up 30’

Emergencies Such as
Hypoxemia, Sepsis,
Seizure, Encephalitis,

UNIVERSAL PATIENT CARE PROTOCOL

one arm down,
=

Y Y

Remove patient from Stressful environment

A A

K Hypoglycemia, or Stroke j 7 ~ "
Verbal techniques h .
é A —— N (Reassurance, calm, establish rapport) Ao — ;
Hyperthermic begin > < @ s s heproper
cooling with ice packs in Treat Suspected Problems per Appropriate Protocol o z:y g—ﬁiﬁgﬁs
: : AMS - Overdose - Head Trauma - Hypoglycemia
_ groin and axilla. ) )
v v v
Agitation — Not Combative Combative — not Violent Combative - Violent

Violent under 16 years

diphenhydrAMINE
(BENADRYL)
1mg/kg
slowIV/IM /10
Max Dose 50 mg

A

(Ativan) Unavailable,

(Valium)

If Midazolam (Versed) or LORazepam

See Medication Section for diazePAM

Risk to Self or others

Significant Threat to Providers

16 years and above, and over 50 kg

RESTRAINT PROCEDURE

J

RESTRAINT PROCEDURE

MIDAZOLAM (VERSED)
0.1mg/kgIV/I10
Max Dose 2.5 mg

or
0.2mg/kgIM/IN

[ CAPNOGRAPHY PROCEDURE Required ]

Max Dose 5 mg
or

LORazepam (ATIVAN) 0.05 - 0.1 mg /
kg slow IV/IO/IN/IM
Max Dose 2 mg

N

If Midazolam (Versed) or LORazepam
(Ativan) Unavailable,
See Medication Section for diazePAM
(Valium)

[ CAPNOGRAPHY PROCEDURE Required ]

A

A

KETAMINE (KETALAR)
2mg/kgIM

May Repeat 1 mg / kg IM
in 2 Min if NO RESPONSE
Max per dose 250 mg

If Signs of Emergence
After KETAMINE Administer
MIDAZOLAM (VERSED)
0.1mg/kglIVv/I10
Max Dose 2.5 mg
or
0.2mg/kgIM/IN
Max Dose 5 mg
or
LORazepam (ATIVAN) 0.05—0.1 mg / kg
slow IV /10 /IN / IM Max Dose 2 mg

If Midazolam (Versed) or LORazepam
(Ativan) Unavailable,
See Medication Section for diazePAM
(Valium)

Notify receiving Physician Ketamine
(Ketalar) administered so patient
presentation is not misconstrued as
other etiology

[ CAPNOGRAPHY PROCEDURE Required ]

\ 4 \ 4 A 4

[

Constant reassessment of ABC’s, personal, and patient safety

[

TRANSPORT to appropriate facility CONTACT receiving facility CONSULT Medical Direction where indicated APPROPRIATE transfer of care

| W

EM

T Intervention AEMT Intervention PARAMEDIC Intervention Online Medical Control
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BEHAVIORAL / PSYCHIATRIC EMERGENCIES

HISTORY

SIGNS AND SYMPTOMS

DIFFERENTIAL DIAGNOSIS

e  Situational crisis

. Psychiatric illness / medications
e Injury to self or threats to others
e  Medic alert tag

e  Substance abuse / overdose

e Diabetes

e Anxiety, agitation, confusion

e Affect change, hallucinations

. Delusional thoughts, bizarre
behavior

e  Combative violent

. Expression of suicidal /
homicidal thoughts

e  See Altered Mental Status
differential diagnosis

e Alcohol Intoxication

e  Toxin / substance abuse

e  Medication effect / OD

Withdrawal syndromes

Depression

e  Bipolar (manic-depressive)

e Schizophrenia

e Anxiety disorders

Agitated — Non-Combative
Patient is experiencing a period of high anxiety
seemingly from a psychiatric event not otherwise
treatable by EMS who is not a treat to self or others

Combative — Not Violent
Patient is a treat to self or others and can
be controlled and restrained with
appropriate help without significant risk to

Combative — Violent
Patient is in a violent state that puts
providers at significant risk despite
appropriate help

the providers

Criteria for Restraint Use:
. Patient out of control and may cause harm to self or others.
. Necessary force required for patient control without causing harm.
. Position of patient must not impede airway or breathing.
. Restraints must not impede circulation.
. Place mask on patient for body secretion protection. May use TB mask, or Non-rebreather if patient needs oxygen.
. Use supine or lateral positioning ONLY.
. MSP checks are required every 15 min.
. DOCUMENT methods used.
Criteria for medication use for anxiolysis / combative patients:
. Patient out of control and may cause harm to self or others.
. Patient is NOT a medical patient (treat underlying causes).
. Patient is an ADULT patient.
. Ketamine (Ketalar) or Haloperidol (Haldol) can be given safely without harm to patient or EMS.
. Use necessary force required for patient control without causing harm.
. Position of patient must not impede airway or breathing.
[ DOCUMENT methods used.

KEY POINTS

. Exam: Mental Status, Skin, Heart, Lungs, Neuro

o All psychiatric patients must have medical clearance at a hospital ED before transport to a mental health facility.

o Your safety first!!

. Be sure to consider all possible medical / trauma causes for behavior. (Hypoglycemia, overdose, substance abuse, hypoxia, head
injury, seizure, etc.)

. Do not irritate the patient with a prolonged exam.

. Do not overlook the possibility of associated domestic violence or child abuse.

e  The safety of on scene personnel is the priority. Protect yourself and others by summoning law enforcement to assure everyone’s
safety and if necessary, to enable you to render care. Do not approach the patient if he / she is armed with a weapon.

o Consider the medical causes of acute psychosis. Causes may include head trauma, hypoglycemia, acute intoxication, sepsis, CNS

insult and hypoxia.

Suicide ideation or attempts must be transported for evaluation.

Be alert for rapidly changing behaviors.

Limit patient stimulation and use de-escalation techniques.

If the patient has been placed in handcuffs by a law enforcement agency, then a member from that agency MUST ride with the

patient in the ambulance to the hospital.

e  Consider treatment of agitation / anxiety combativeness for patients requiring restraint procedure.

e  Ketamine use in pregnancy is a risk / benefit assessment per case. Consult Medical Direction if there are questions.

Northeast Ohio Regional EMS Protocol - 7|10




Airway / Breathing ]

Circulation / Shock

Cardiac

Medical

Trauma

3-5 kg

PEDIATRIC PROTOCOL

8-9 kg

6-11 lbs
18-24in

18-20 Ibs
26-29 in

DIABETIC EMERGENCIES

10-11 kg 12-14 kg 15-18 kg 24-29 kg 30-36 kg
22-24 Ibs 26-31 Ibs 33-37 Ibs 53-64 |bs 66-81 Ibs
29-33in 33-38in 38-43in 48-52 in 52-57 in

UNIVERSAL PATIENT CARE PROTOCOL

IV /10 PROCEDURE

BLOOD GLUCOSE PROCEDURE

Glucose < 60

\ {

\f

&

ORAL GLUCOSE
5-10g (1/2 Tube)
(If Alert with no IV Access and
no airway compromise)

Glucose > 250 ]

\J

)

A

OR

DEXTROSE 10%
5ml/kgIV/I10

If DEXTROSE 10% Is unavailable, see
medication section for
DEXTROSE 25% or 50%

OR

If no IV /10 Access
GLUCAGON (GLUCAGEN)
0.5if <20 kg
1 mgif>20kg

IM
Maximum 1 mg
May repeat if no change

Check for Hypotension,
Tachycardia, Poor Cap Refill

NORMAL SALINE
20 ml / kg Bolus

Over 60 minutes
IF SIGNS OF DEHYDRATION

~
Recheck Blood Glucose
(. _/
4 TRANSPORT to appropriate facility )
CONTACT receiving facility
CONSULT Medical Direction where indicated
APPROPRIATE transfer of care
N\ J

EMT Intervention

AEMT Intervention

PARAMEDIC Intervention

Online Medical Control

Northeast Ohio Regional EMS Protocol - 8|10



DIABETIC EMERGENCIES

HYPOGLYCEMIA
HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS
Known diabetic, medic e Altered level of e ETOH
alert tag consciousness e Toxic overdose
Past medical history e Dizziness e Trauma
Medications e |rritability e Seizure
Recent BGL e Diaphoresis e Syncope
e Convulsions e CSN disorder
e Hunger e Stroke
e Confusion e Tumor
e  Pre-existing condition
HYPERGLYCEMIA
HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS
Known diabetic, medic e Altered level of e ETOH
alert tag Consciousness / coma e Toxic overdose
Past medical history e Abdominal pain e Trauma
Medications e Nausea /vomiting e Seijzure
Recent BGL e Dehydration e  Syncope
e Frequent thirst and e CSN disorder
urination e  Stroke
e General weakness malaise e Diabetic ketoacidosis
e  Hypovolemic shock
e Hyperventilation
e Deep / rapid respirations

Fluid Resuscitate to systolic of 70 + 2 x age

KEY POINTS

Hyperglycemia:

Diabetic Ketoacidosis (DKA) is a complication of diabetes mellitus. It can occur when insulin levels become inadequate to
meet the metabolic demands of the body for a prolonged amount of time (onset can be within 12 - 24 hours). Without
enough insulin the blood glucose increases, and cellular glucose depletes. The body removes excess blood glucose by
dumping it into the urine. Pediatric patients in DKA should be treated as hyperglycemic under the Pediatric Diabetic
Emergencies Protocol.

Patients can have Hyperglycemia without having DKA.

Hypoglycemia:

Always suspect Hypoglycemia in patients with an altered mental status.
If a blood glucose analysis is not available, a patient with altered mental status and signs and symptoms consistent with
hypoglycemia should receive Dextrose, or Glucagon (Glucagen).

0 Dextrose is used to elevate BGL but it will not maintain it. The patient will need to follow up with a meal, if not

transported to a hospital.

If the patient is alert and can swallow; consider administering oral glucose, have patient drink orange juice with sugar or a
sugar containing beverage, or have the patient eat a candy bar or meal.
Check the patient’s BGL after the administration of Dextrose, Glucagon (Glucagen), or after any attempt to raise the
patient’s BGL.

Miscellaneous:

If IV access is successful after Glucagon (Glucagen) IM and the patient is still symptomatic, Dextrose should be administered.

910




3-5 kg
6-11 Ibs
18-24in

EMT Intervention

HYPERTHERMIA / HEAT EXPOSURE

8-9 kg 10-11 kg 12-14 kg 15-18 kg 24-29 kg 30-36 kg
18-20 Ibs 22-24 Ibs 26-31 Ibs 33-37 Ibs 53-64 |bs 66-81 Ibs

26-29in 29-33in 33-38in 38-43in 48-52in 52-57 in

UNIVERSAL PATIENT CARE PROTOCOL

Y
A

Document Patient Temperature

Y
N

Remove Patient from Heat Source

Y4
AN

Remove Patient Clothing

Increase Air Flow Around Patient

N
N

CARDIAC MONITOR

Y
N

CAPNOGRAPHY PROCEDURE

IV /10 PROCEDURE
Fever: Normal Saline 10 - 20 ml / kg Bolus

Heat Exhaustion: Normal Saline 10-20 ml / kg Bolus
Heat Stroke: Normal Saline TKO

a IF HEAT STROKE )
Attempt COOLING BEFORE TRANSPORT but don’t delay
Coldest water available or ICE water if possible
Apply ICE PACKS to Patient (Groin, Axilla, and Posterior neck)

~
_

Monitor and Reassess

N
N

Appropriate Protocol Based on Patient
Symptoms

\ 4

TRANSPORT to appropriate facility
CONTACT receiving facility
CONSULT Medical Direction where indicated
APPROPRIATE transfer of care

AEMT Intervention PARAMEDIC Intervention Online Medical Control
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HYPERTHERMIA / HEAT EXPOSURE

HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS
Age e Altered mental status or e Fever (infection)
Exposure to increased unconsciousness e  Dehydration
temperatures and humidity e Hot, dry or sweaty skin e Medications
Past medical history / e Hypotension or shock e Hyperthyroidism (storm)
medications e Seizures e Delirium tremens (DT’s)
Extreme exertion e Nausea e Heat cramps
Time and length of e Heat exhaustion
exposure e Heat stroke
Poor PO intake e CNS lesions or tumors
Fatigue and / or muscle
cramping

Heat Exhaustion: Dehydration Heat Stroke: Cerebral Edema
Muscular/abdominal cramping e  Confusion
General weakness e  Bizarre behavior
Diaphoresis e Skin hot, dry, febrile
Febrile e Tachycardia
Confusion e Hypotensive
Dry mouth / thirsty e Seizure
Tachycardia e Coma
BP normal or orthostatic hypotension

Fluid Resuscitate to systolic of 70 + 2 x age

KEY POINTS

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

Extremes of age are more prone to heat emergencies (i.e. young and old).

Predisposed by use of: tricyclic antidepressants, phenothiazines, anticholinergic medications, and alcohol.
Cocaine, Amphetamines, and Salicylates may elevate body temperatures.

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

Intensive shivering may occur as patient is cooled.

Heat Cramps consists of benign muscle cramping secondary to dehydration and is not associated with an
elevated temperature.

Heat Exhaustion consists of dehydration, salt depletion, dizziness, fever, mental status changes, headache,
cramping, nausea and vomiting. Vital signs usually consist of tachycardia, hypotension, and an elevated
temperature.

Heat Stroke consists of dehydration, tachycardia, hypotension, temperature > 104° F (40° C), and altered mental
status.

Patients at risk for heat emergencies include neonates, infants, geriatric patients, and patients with mental
iliness. Other contributory factors may include heart medications, diuretics, cold medications and / or
psychiatric medications.

Heat exposure can occur either due to increased environmental temperatures or prolonged exercise or a
combination of both. Environments with temperature >90° F and humidity > 60% present the most risk.
Heat stroke occurs when the cooling mechanism of the body (sweating) ceases due to temperature overload
and / or electrolyte imbalances. Be alert for cardiac dysrhythmias for the patient with heat stroke.

In patents with significant hyperthermia (temp > 104° F) begin actively cooling with natural or chemical ice
packs applied to the patients’ groin, armpits (axilla), and back of neck.

Cool patient prior to transport if heat stroke. Coolest water or ice if available.

Use best cooling options available prior to transport, when feasible cool patient before transport.

Getting patient wet is most effective, do not delay transport to set up immersion tank, use if already available.
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3-5 kg
6-11 Ibs

18-24in

EMT Intervention

HYPOTHERMIA / FROSTBITE

8-9 kg 10-11 kg 12-14 kg 15-18 kg
18-20 Ibs 22-24 Ibs 26-31 lbs 33-37 lbs
26-29 in 29-33in 33-38in 38-43in

UNIVERSAL PATIENT CARE PROTOCOL

Y
N

Remove wet clothing

Y
A

Evidence or decreased core temperature?

g
v,

Handle patient gently

(& J

[ Apply hot packs indirectly to skin and / or )

\ blankets and turn up vehicle heat )
CARDIAC MONITOR

\ <

CAPNOGRAPHY PROCEDURE

IV /10 PROCEDURE

Appropriate Protocol
Based on patient Signs and Symptoms

\f

J

TRANSPORT to appropriate facility h
CONTACT receiving facility

CONSULT Medical Direction where indicated

APPROPRIATE transfer of care

AEMT Intervention PARAMEDIC Intervention

[ 24-29kg 30-36 kg
| 53-641bs 66-81 lbs
| 4852in 52-57 in

Online Medical Control
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HYPOTHERMIA / FROSTBITE

HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS
Past medical history e Cold, clammy e  Sepsis
Medications e Shivering e Environmental exposure
Exposure to environment even e Mental status changes e Hypoglycemia
in normal temperatures e  Extremity pain or sensory e  CNS dysfunction
Exposure to extreme cold abnormality e  Stroke
Extremes of age e Bradycardia e Head injury
Drug use: Alcohol, barbiturates e Hypotension or shock e Spinal cord injury
Infections / sepsis
Length of exposure / wetness

KEY POINTS

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

Hypothermic / drowning / near drowning patients that appear cold and dead are NOT dead until they are warm
and dead, or have other signs of obvious death (putrification, traumatic injury unsustainable to life).

Defined as core temperature < 95° F (35° C).

Extremes of age are more susceptible (i.e. young and old).

Patients with low core temperatures will not respond to ALS drug interventions. Maintain warming procedure
and supportive care. Warming procedures includes removing wet clothing, limiting exposure, and covering the
patient with warm blankets if available.

Do not allow patients with frozen extremities to ambulate.

Superficial frostbite can be treated by using the patient’s own body heat.

Do not attempt to rewarm deep frostbite unless there is an extreme delay in transport, and there is a no risk
that the affected body part will be refrozen. Contact Medical Command prior to rewarming a deep frostbite
injury.

With temperature less than 88° F (31° C) ventricular fibrillation is common cause of death. Handling patients
gently may prevent this. (rarely responds to defibrillation).

If the temperature is unable to be measured, treat the patient based on the suspected temperature.
Hypothermia may produce severe bradycardia.

Shivering stops below 90° F (32° C).

Hot packs can be activated and placed in the armpit and groin area if available.

Care should be taken not to place the packs directly against the patient's skin.

Consider withholding CPR if patient has organized rhythm. Discuss with Online Medical Control.

All hypothermic patients should have resuscitation performed until care is transferred, or if there are other
signs of obvious death (putrification, traumatic injury unsustainable to life).

The most common mechanism of death in hypothermia is ventricular fibrillation. If the hypothermia victim is in
ventricular fibrillation, CPR should be initiated. If V fib is not present, then all treatment and transport decisions
should be tempered by the fact that V fib can be caused by rough handling, noxious stimuli or even minor
mechanical disturbances, this means that respiratory support with 100% oxygen should be done gently,
including intubation, avoiding hyperventilation.

The heart is most likely to fibrillate between 85 - 88° F (29 - 31° C) Defibrillate VF / VT at 2 — 4 j / kg with
effective CPR intervals.

Do not allow patients with frozen extremities to ambulate.

Superficial frostbite can be treated by using the patient’s own body heat.

Do not attempt to rewarm deep frostbite unless there is an extreme delay in transport, and there is a no risk
that the affected body part will be refrozen. Contact Online Medical Control prior to rewarming a deep frostbite
injury.
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PEDIATRIC PROTOCOL
0o
£ SEIZURE
o 3-5 kg 8-9 kg 10-11 kg 12-14 kg 15-18 kg 30-36 kg
o 6-11 Ibs 18-20 Ibs 22-24 lbs 26-31 lbs 33-37 Ibs 66-81 lbs
fa 18-24in 26-29in 29-33in 33-38iin 38-43in 52-57in
~
>
f;U [ UNIVERSAL PATIENT CARE PROTOCOL ]
= [ PEDIATRIC AIRWAY PROTOCOL ]
[ CAPNOGRAPHY PROCEDURE ]
X [ Position on side to prevent aspiration J Yes
o
-UC) [ Febrile? ]—P[ COOLING MEASURES ]
~
8 No
E ( Y R
8 BLOOD GLUCOSE PROCEDURE
S
(@) Glucose < 60
IV PROCEDURE
——
Evidence of Shock or Trauma? See
- ) ) 4 Appropriate
Q Active Seizure? Protocol
o - J
o
E Yes
O \ 4
ORAL GLUCOSE MIDAZOLAM (VERSED)
5-10g(1/2 Tube) 0.1mg/kgIV/10
(If Alert with no IV Access) Max Docsﬁ 2:5mg
If no airway compromise 0.2 mg/kgIM/IN
Max Dose 5 mg
OR or
DEXTROSE 10% LORazepam (ATIVAN) 0.05 — 0.1 mg / kg slow
5ml/kgIV/I10 IV/10/IN
Max Dose 2 mg
A If DEXTROSE 10% Is unavailable, see medication
section for A If Midazolam (Versed) or LORazepam (Ativan)
DEXTROSE 25% or 50% Unavailable,
OR See Medication Section for DiazePAM (Valium)
A Capnogrpahy Required
GLUCAGON (GLUCAGEN)
0.5if <20 kg
1 mgif>20kg
IM / IN Atomized
o (If no IV / 10 Access)
e Maximum 1 mg
- May repeat if no change
©
|_
v
TRANSPORT to appropriate facility
CONTACT receiving facility
— CONSULT Medical Direction where indicated
APPROPRIATE transfer of care
[ EMT Intervention AEMT Intervention PARAMEDIC Intervention Online Medical Control
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SEIZURE

HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL
e Fever e Observed seizure activity e Fever
e  Prior history of seizures e Altered mental status e Infection
e  Seizure medications e Hot, dry skin or elevated e Headtrauma
e  Reported seizure activity body temperature e Medication or toxin
e  History of recent head e  Hypoxia or respiratory
trauma failure

e Congenital abnormality

e Hypoglycemia

e  Metabolic abnormality /
acidosis

e Tumor

Categories of Seizures

Complex = Unconscious

Focal = Partial, Localized

Simple = Conscious

Generalized = All Body

e Simple Focal

e Simple Generalized

e Complex Focal

e Complex Generalized

KEY POINTS

e Exam: Mental Status, HEENT, Heart, Lungs, Extremities, Neuro

e  Status Epilepticus is defined as two or more successive seizures without a period of consciousness or recovery.
This is a true emergency requiring rapid airway control, treatment, and transport.

e Grand mal seizures (generalized) are associated with loss of consciousness, incontinence, and tongue trauma.

e Focal seizures (petit mal) effect only a part of the body and are not usually associated with a loss of

consciousness.

e Jacksonian seizures are seizures, which start as a focal seizure and become generalized.
e Be prepared to assist ventilations especially if a benzodiazepine such as LORAZEPAM (ATIVAN) or MIDAZOLAM

(VERSED) is used.

e If evidence or suspicion of trauma, spine should be immobilized.

o [f febrile, remove clothing and sponge with room temperature water.

e In aninfant, a seizure may be the only evidence of a closed head injury.
e Older than 6 years and febrile, it is not considered a febrile seizure.
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SEVERE PAIN MANAGMENT

89kg | 10-11kg 12-14 kg 15-18 kg

24-29 kg 30-36 kg

18-20 Ibs ‘ 22-24 Ibs 26-31 lbs 33-37 lbs

53-64 lbs 66-81 Ibs

18-24in 26-29 in ‘ 29-33in 33-38in 38-43in

48-52in 52-57in

/ PATIENT HAS:
e Burns

e Intractable Flank Pain

e Intractable Back Pain

e Musculoskeletal and / or Fracture Pain

e Sickle Cell Pain Crisis (Use Supplemental 02)
k e Unremitting Abdominal Pain

A 4

[ CARDIAC MONITOR ]

CAPNOGRAPHY PROCEDURE

Pain Other Than Listed
Contact Online Medical Control

fentaNYL (SUBLIMAZE)
1mcg/kgIV/10/IN/IM up to 50 mcg / dose

REPEAT If no Improvement in 10 — 15 Mins
Up to Max 100 mcg total

A If fentaNYL (Sublimaze) is unavailable,
see medication section for Morphine Sulfate

NOT FOR
Altered Mentation,
Traumatic Abdominal Pain, Head
Trauma, Hypovolemia

v

Monitor Airway, Breathing, Vitals

Nf
A

TRANSPORT to appropriate facility
CONTACT receiving facility
CONSULT Medical Direction where indicated
APPROPRIATE transfer of care

EMT Intervention AEMT Intervention PARAMEDIC Intervention Online Medical Control
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SEVERE PAIN MANAGEMENT

HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS
e Age/onset e  Severity (pain scale) e  Per the specific protocol
e Location e Quality (sharp, dull, etc.) e  Musculoskeletal
e Duration e Radiation e Visceral (abdominal)
e Severity (0 - 10) e  Relation to movement, e Cardiac
e  Past medical history respiration e  Pleuritic (respiratory)
e Medications e Increased with palpation of e Neurogenic
e Drug allergies area e Renal (colic)

PAIN SCALE

The Wong-Baker Faces Pain Rating Scale

Designed for children aged 3 years and older, the Wong-Baker Faces Pain Rating Scale is also helpful for elderly patients who may be
cognitively impaired. If offers a visual description for those who don't have the verbal skills to explain how their symptoms make them
feel.

) i, — g 1] 1 2 3 4 5 ] 7 8 9 10
@) (86 (a6 (a0) (&) (4%
ZASTAGITACYRY A7 I I I B N B N . . .
[1] 1 3 4 3 N

NO

2 WORST

HURTS HURTS HURTS HURTS HURTS PAIN POSSIBLE

HURT LITTLE LITTLE EYEN VWHOLE WORST PAIMN
BIT MORE MORE LOT

To use this scale, your doctor should explain that each face shows how a person in pain is feeling. That is, a person may feel happy
because he or she has no pain (hurt), or a person may feel sad because he or she has some or a lot of pain.

A Numerical Pain Scale

A numerical pain scale allows you to describe the intensity of your discomfort in numbers ranging from 0 to 10 (or greater, depending on
the scale). Rating the intensity of sensation is one way of helping your doctor determine treatment. Numerical pain scales may include
words or descriptions to better label your symptoms, from feeling no pain to experiencing excruciating pain. Some researchers believe
that this type of combination scale may be most sensitive to gender and ethnic differences in describing pain.

KEY POINTS

e Exam: Mental Status, Area of Pain, Neuro

e Painis an unpleasant sensory and emotional experience associated with actual or potential tissue damage.

e  Pain is subjective (whatever the patient says it is).

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

e Vital signs should be obtained pre, 10 minutes post, and at disposition with all pain medications.

e Contraindications to morphine use include hypotension, head injury, and respiratory distress.

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

e All patients who receive pain medications must be observed 15 minutes for drug reaction.

e All patients who receive medication for pain must have continuous ECG monitoring, pulse oximetry, and oxygen
administration.

e The patient’s vital signs must be routinely reassessed.

e Routine assessments and reassessments must be documented on the run report.

e Have Naloxone (Narcan) on hand if the patient has respiratory depression or hypotension after fentanyl
(SUBLIMAZE) administration.

e NOT FOR Altered Mentation, Traumatic Abdominal Pain, Head Trauma, Hypovolemia, Multiple Trauma
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TOXIC INGESTION / EXPOSURE / OVERDOSE

8-9kg | 10-11kg 12-14 kg 15-18 kg 24-29 kg 30-36 kg
18-201bs | 22-24 Ibs 26-31 Ibs 33-37 Ibs 53-64 |bs 66-81 lbs
18-24 in 26-29in | 29-33in 33-38in 38-43 in 48-52 in 52-57 in

UNIVERSAL PATIENT CARE PROTOCOL /7 becontaminate
AIRWAY PROTOCOL and remove
Monitor Lung Sounds for Fluid Overload clothes if patient

OXYGEN
IV /10 PROCEDURE

is exposed to any
dangerous or

4 R N
Narcotic Overdose

Apply Cardiac Monitor and Assess Vitals noxious
( CAPNOGRAPHY PROCEDURE ]\ substances )
v v v v
4 Tricyclic A Beta Blocker / Organophosphates

AMS / Respiratory
Depression

L 2
TAKE PPE PRECAUTIONS
GLOVES / MASK minimum
Contact / aerosol risk with
\ fentanyl-based substances )

ASSURE BLS VENTILATION
WITH BVM

Support Hemodynamically
Utilize Shock Protocol

NALOXONE
(NARCAN)
1 mg IN Atomized
SUMMON ALS IF NO
REPSONSE TO IN DOSE

NALOXONE

(NARCAN)

0.1 mg/ kg
IV/IM/IN/IO

May repeat every 2
min as necessary if
obvious or suspected
opiate OD until
respiratory
improvement or
12 mg Max

If patient is
unresponsive to
Naloxone (Narcan),
supply is exhausted,

or the medication is
unavailable, consider
Advanced Airway and
Support
Hemodynamically

Anti — Depressants
/ Sodium Channel
Blocker

v

- J

4 N

Patient on any TRICYCLIC
listed below or otherwise
with QRS >0.12

Adapin Doxepin
Anafranil Clomipramine
Elavil Amitriptyline
Endep Maprotine
Ludiomil Desipramine
Norpramin  Doxepin
Pamelor Nortryptyline
Pertofran Trimipramine
Sinequan Imipramine

SODIUM BICARBONATE
1 mEq/ kg
Until QRS narrows /

condition improves
Max dose 50 mEq /
dose

Calcium Channel
Blocker

TRANSCUTANEOUS
PACING PROCEDURE

IV NORMAL SALINE BOLUS
10-20 ml / kg
May Repeat up to 3 times
as required

Contact Medical
Control for the use of
vasopressors if failed

fluid bolus
EPINEPHrine
(Adrenaline)
PUSH DOSE
Make 10 mcg / ml

1mcg/kg
Max Dose 10 mcg
2 - 5 min - slow push
Titrate to effect

Treat with specific
antidote

Calcium Channel
Blockers OD
CALCIUM GLUCONATE
60 mg / kg max
3 grams

Over 10 min
or
CALCIUM CHLORIDE
20mg / kg IV /10
Max 1 gram

/ Carbamates

ATROPINE
0.05 mg kg —max 1 mg
per dose - IV /10

Repeat every 3—-5
Minutes or as needed
to control secretions

A Given to dry
secretions

No max dose
Large doses likely
necessary

> B

[ TRANSPORT to appropriate facility CONTACT receiving facility CONSULT Medical Direction where indicated APPROPRIATE transfer of care ]

EMT Intervention

AEMT Intervention

PARAMEDIC Intervention

MED CONTROL Consult
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TOXIC INGESTION / EXPOSURE / OVERDOSE

HISTORY

SIGNS AND SYMPTOMS

DIFFERENTIAL DIAGNOSIS

Ingestion or suspected ingestion of
a potentially toxic substance
Substance ingested, route,
quantity

Time of ingestion

Reason (suicidal, accidental,
criminal)

Available medications in home
Past medical history, medications

. Mental status changes

. Hypo / hypertension

. Decreased respiratory rate
. Tachycardia, dysrhythmias
. Seizures

Tricyclic antidepressants (TCAs)
Acetaminophen (Tylenol)
Depressants

Stimulants

Anticholinergic

Cardiac medications

Solvents, alcohols, Cleaning agents
Insecticides (organophosphates)
Respiratory depression

Carbamates

COMMON BETA BLOCKERS
Acebutolol Carvedilol Labetolol Propranolol
Atenolol Coreg Levatol Sectral
Betapace Corgard Lopressor Sotalol
Betoxolol Esmolol Metoprolol Tenormin
Bisoprolol Inderal Nadolol Timolol
Brevibloc Innopran XL Nebivolol Trandate
Bystolic Kerlone Pindolol Zebeta
COMMON CALICUM CHANNEL
BLOCKERS

Cardene Lacidipine Nitrepin
Adalat Cardifen Lacipil Nivadil
Amlodipine Cardizem Landel Norvasc
Aranidipine Cilnidipine Lercanidipine Plendil
Atelec Cinalong Madipine Pranidipine
Azelnidipine Clevidipine Manidipine Procardia
Barnidipine Cleviprex Motens Procorum
Baylotensin Coniel Nicardipine Sapresta
Baymycard Diltiazem Nifedipine
Benidipine Efonidipine Nilvadipine Sular
Calan Felodipine Nimodipine Syscor
Calblock Gallopamil Nimotop Verapamil
Calslot HypoCa Nisoldipine Zanidip
Carden SR Isoptin Nitrendipine

POISON CONTROL 1-800-222-1222

KEY POINTS

Exam: Mental Status, Skin, HEENT, Heart, Lungs, Abdomen, Extremities, Neuro
Do not rely on patient history of ingestion, especially in suicide attempts.

Bring bottles, contents, and emesis to ED.

Tricyclic: 4 major areas of toxicity: seizures, dysrhythmias, hypotension, decreased mental status or coma; rapid progression from alert

mental status to death.

Acetaminophen: initially normal or nausea / vomiting. If not detected and treated, causes irreversible liver failure.
Depressants: decreased HR, decreased BP, decreased temperature, decreased respirations, non-specific pupils.

Stimulants: increased HR, increased BP, increased temperature, dilated pupils, and seizures.
Anticholinergics: increased HR, increased temperature, dilated pupils, and mental status changes.

Cardiac Medications: dysrhythmias and mental status changes.
Solvents: nausea, vomiting, and mental status changes.
Insecticides: increased or decreased HR, increased secretions, nausea, vomiting, diarrhea, pinpoint pupils.

Consider restraints if necessary for patient's and / or personnel's protection per the Restraint Procedure.

If it can be done safely, take whatever container the substance came from to the hospital along with readily obtainable samples of
medication unless this results in an unreasonable delay of transport.

If applicable, DO NOT transport a patient to the hospital until properly decontaminated.

Medical Direction may order antidotes for specific ingestions.

DO NOT use syrup of ipecac.

Be aware of AMS as potential sign of an environmental toxin or Haz-Mat exposure and protect personal safety.
It is safer to assume hypoglycemia than hyperglycemia if doubt exists.
Do not let alcohol confuse the clinical picture. Alcoholics frequently develop hypoglycemia and need Thiamine before glucose.
Low glucose (< 60), normal glucose (60 - 120), high glucose ( > 250).

Protect the patient airway and support ABCs.

Document the patient’s Glasgow coma score pre and post treatment.

Signs and symptoms of narcotic overdose include respiratory depression and altered mental status.

Naloxone (Narcan) administration may cause the patient to go into acute opiate withdrawal, which includes vomiting, agitation, and / or
combative behavior. Always be prepared for combative behavior.
Naloxone (Narcan) may wear off in as little as 20 minutes causing the patient to become more sedate and possibly hypoventilate. All A&O 4
patients having received Naloxone (Narcan) should be transported. If patient refuses transport, contact Online Medical Control before

release.
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SECTION 11 - PEDIATRIC TRAUMA PROTOCOLS
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TRAUMA EMERGENCIES

The Golden Period
GUIDELINES FOR LOAD AND GO TRAUMA TRANSPORTS

INDICATIONS
e Uncorrectable airway obstruction
e Tension pneumothorax
e Pericardial tamponade
e Penetrating chest wounds with signs of shock
e Hemothorax with signs of shock
e Head trauma with unilaterally dilated pupils
e Head trauma with rapidly deteriorating condition
e Unconsciousness

KEY POINTS

e Atrauma victim is a pediatric patient if they are less than 16 years old.
e Once the patient is determined to be an actual or potential major trauma / multiple system patient, personnel
on scene and / or medical control must quickly determine the appropriate course of action including:
1. Requesting aeromedical evacuation from scene. See AEROMEDICAL TRANSPORT PROCEDURE.
2. Ground transportation directly to an appropriate facility.
e Major trauma patients are to be transported to the closest Trauma Center.
e Contact the receiving hospital for all major trauma or critical patients.
e Cover open wounds, burns, and eviscerations.
e  Except for airway control, initiate ALS enroute when transporting major trauma patients.
e [fthe EMT is unable to access patient airway and ventilate, transport to the closest facility for airway
stabilization.
e The on-scene time for major trauma patients should not exceed 10 minutes without a documented, acceptable
reason for the delay.
e All major trauma patients should receive oxygen administration, an IV(s), and cardiac monitoring.
e Provide a documented reason if an intervention could not be performed.

Mass Casualty Incidents (MCI)

e Upon arrival at an MClI, the first arriving unit should notify their dispatch of the need to implement
the mass casualty plan, call for additional resources, establish a safe staging area, and estimate
the total number of victims.

e Each EMS service has a pre-defined coordinating hospital based on their county’s mass casualty plan. It is the
responsibility of the responding jurisdiction to notify their appropriate coordinating hospital as soon as possible,
giving a brief description of the incident and the estimated number of victims. The coordinating hospital will
then notify the receiving hospitals of the MCI. The transportation officer should maintain a constant contact
with the coordinating hospital until the scene has been cleared of salvageable victims.
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TRAUMA GUIDELINES

Emergency medical service personnel shall use the following criteria, consistent with their certification, to
evaluate whether an injured person qualifies as an adult trauma victim or pediatric trauma victim, in conjunction
with the definition of trauma according to the State of Ohio Trauma Triage Guidelines.

A Pediatric Trauma Victim is a person < 16 years of age exhibiting one or more of the following physiologic or
anatomic conditions

Physiologic conditions Anatomic conditions

e Glasgow Coma Scale < 13; e Penetrating trauma to the head, neck, or torso;

e Loss of consciousness > 5 minutes; e Significant, penetrating trauma to extremities

e Deterioration in level of consciousness at the proximal to the knee or elbow with evidence of
scene or during transport; neurovascular compromise;

e Failure to localize to pain; e Injuries to the head, neck, or torso where the

e Evidence of poor perfusion, or evidence of following physical findings are present;
respiratory distress or failure. e Visible crush injury;

e Abdominal tenderness, distention, or seatbelt
sign;

O Pelvic fracture;
0 Flail chest;
e Injuries to the extremities where the following
physical findings are present:
0 Amputations proximal to the wrist or
ankle;
0 Visible crush injury:
0 Fractures of two or more proximal long
bones;
0 Evidence of neurovascular compromise.
e Signs or symptoms of spinal cord injury;
e 2" or 3™ Degree burns > 10% total BSA, or other
significant burns involving the face, feet, hands,
genitalia, or airway.

Field Trauma Triage Criteria: Mechanism of Injury (MOI) & Special Considerations

Co-Morbid Diseases and Special Considerations Mechanisms of Injury (MOI)
e Age<5or>55 e High speed MVC
e Cardiac disease e Ejection from vehicle
e Respiratory disease e Vehicle rollover
e Diabetes e Death in same passenger compartment
e Immunosuppression e Extrication time > 20 minutes
e Morbid obesity e Falls greater than 20 feet
e Pregnancy e Vehicle versus bicycle / pedestrian
e Substance abuse / intoxication e Pedestrian struck, thrown or run over
e Liver disease e Motorcycle crash > 20 mph with separation of
e Renal disease rider from bike
e Bleeding disorder / anticoagulation ¢ Fall from any height, including standing, with
signs of traumatic brain injury
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KEY POINTS

Exceptions to Mandatory Transport to a Trauma Center:

Emergency Medical Service personnel shall transport a trauma victim directly to an adult or pediatric trauma

center that is qualified to provide appropriate adult or pediatric care, unless one or more of the following
exceptions apply:

1. It is medically necessary to transport the victim to another hospital for initial assessment and
stabilization before transfer to an adult or pediatric trauma center;

2. It is unsafe or medically inappropriate to transport the victim directly to an adult or pediatric trauma
center due to adverse weather or ground conditions or excessive transport time;

3. Transporting the victim to an adult or pediatric trauma center would cause a shortage of
local emergency medical service resources;

4. No appropriate adult or pediatric trauma center can receive and provide adult or pediatric trauma care
to the trauma victim without undue delay;

5. Before transport of a patient begins, the patient requests to be taken to a hospital that is not a trauma
center or, if the patient is less than eighteen years of age or is not able to communicate, such a request
is made by an adult member of the patient's family or a legal representative of the patient.

Glasgow Coma Scale
INFANT Eye Opening ADULT
Birth to age 4 Age 4 to Adult

4 Spontaneously
3 To speech

2 To pain

1 No response

5 Coos, babbles
4 lIrritable cries

3 Cries to pain

2 Moans, grunts
1 No response

6 Spontaneous
5 Localizes pain

4 Withdraws from pain
3 Flexion (decorticate)
2 Extension (decerebrate)

1 No response
__ =TOTAL

Spontaneously 4
To command 3
To pain 2
No Response 1
Best Verbal Response
Oriented 5
Confused 4
Inappropriate words 3
Incomprehensible 2
No response 1
Best Motor Response
Obeys commands 6
Localizes pain 5
Withdraws from pain 4
Flexion (decorticate) 3
Extension (decerebrate) 2
No response 1
TOTAL=__
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NOTS PEDIATRIC TRAUMA FIELD TRIAGE

Step 1- Measure vital signs and level of consciousness of patient with a traumatic
mechanism
0

Glasgow Coma Scale < 13 with traumatic mechanism
Age specific hypotension and/or
Requiring airway/ventilator support

Step 2- Assess anatomy of injury

g

Significant penetrating injuries to the head, neck, torso or extremities
proximal the elbow or knee

Two or more proximal long-bone fractures

Crushed, degloved, threatened, pulseless or mangled extremity
Amputation proximal to wrist or ankle

Pelvic fractures

Open or depressed skull fracture

Paralysis

Step 3- Assess mechanism of injury and evidence of high-energy impact

O

O

O

Falls
0 10 ft. or 2-3 times the height of the child
High-risk auto crash
0 Intrusion: Including roof: > 12 in. occupant site, >18 in. any
site
Extrication time over 20 minutes

Death in same passenger compartment

Vehicle telemetry data consistent with high risk of injury
Auto vs. Pedestrian/Bicyclist thrown, run over or with significant (> 20
mph) impact

Motorcycle crash > 20 mph

Other motorized equipment crashes where the patient has the
potential of significant injury

Signs of/suspicion of abuse

O O OO

U
g

O

/Step 4-Assess special patient or system considerations of trauma patients \
Anticoagulant and bleeding disorders on prescription blood thinners
Significant burns (+/- trauma mechanism) or inhalation injury, chemical
injury electrical injury or frostbite triage to burn center

Open fractures regardless

Pregnancy > 20 weeks gestation

EMS Provider Judgment- When in doubt transfer to a trauma center

NOTS Transfer Line:
1-216-778-7850

/ Scene Referrals \

Level | Pediatric Trauma Center:
Rainbow Babies and Children’s

Hospital- 1-877-842-3822

Level Il Pediatric Trauma Center:
MetroHealth Medical Center-

Ejection (partial or complete) from automobile e

)

Step 5- Patients not meeting above criteria

k 1-800-233-5433 /

Red/Priority 1
Take to a Pediatric Trauma
Center. If transport to a Pediatric
Trauma center will add greater
than 15 minutes, transport to the
nearest trauma center.

Yellow/Priority 2
Transport patient to nearest
trauma center within trauma

system, need not be the highest
level of trauma center

Green/Priority 3
Transport to the closest
appropriate emergency

department
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ABDOMINAL TRAUMA

3-5 kg 8-9 kg 10-11 kg 12-14 kg 15-18 kg 24-29 kg 30-36 kg
6-11 lbs 18-20 Ibs 22-24 Ibs 26-31 Ibs 33-37 Ibs 53-64 |bs 66-81 lbs
18-24in 26-29in 29-33in 33-38in 38-43in 48-52 in 52-57 in

Pediatric Multiple r ~
Trauma Protocol if UNIVERSAL PATIENT CARE PROTOCOL
criteria " )

PEDIATRIC AIRWAY PROTOCOL

Y
A

CONSIDER SPINAL MOTION RESTRICTION PROCEDURE

Y
A

Determine if Load & Go

Y
A

Control Hemorrhage / Dress Wounds

> $
CAPNOGRAPHY PROCEDURE
(. J

Evisceration: Cover, clean saline dressing to loosely stabilize

s
.

e N
Penetrating Object: Cover, clean saline dressing — Immobilize object. If too large to
transport — attempt to cut with care not to further injure tissue

Y
A

Penetrating Wounds: Cover, clean saline dressing. Look for exit wound

Y
A

Blunt Trauma: Assess for change — distention. Note mechanism

IV /10 PROCEDURE

Normal Saline Bolus to maintain SBP

Monitor and Reassess

TRANSPORT to appropriate facility
CONTACT receiving facility
CONSULT Medical Direction where indicated
APPROPRIATE transfer of care

EMT Intervention AEMT Intervention PARAMEDIC Intervention Online Medical Control
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ABDOMINAL TRAUMA

MECHANISM SIGNS & SYMPTOMS

e Blunt e Altered mental status
e Shock

e Distention

e Swelling

e Bulging

e Nausea and vomiting

* Penetrating e Altered mental status
e Bleeding
e Tenderness
e Pain

e Distention

e  Evisceration

e Discoloration

e Entrance / exit wounds
e Nausea & vomiting

Fluid Resuscitate to systolic of 70 + 2 x age

KEY POINTS

Trauma to the abdomen is either Blunt or Penetrating. Blunt injuries are harder to detect and diagnose, and have a
death rate twice that of penetrating wounds. Key signs and symptoms of blunt trauma include a patient in shock with no
obvious injuries. Distention of the abdomen is an indication of internal hemorrhage. Pain may not be a significant
factor. Many abdominal trauma injuries are Load & Go cases.

e Look for both an entrance and exit wound for all penetrating trauma, and treat accordingly.
e  For all major trauma patients, the on scene time should be less than ten minutes.
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BURNS

3-5 kg 8-9 kg 10-11 kg

24-29 kg 30-36 kg

6-11 lbs 18-20 Ibs 22-24 Ibs

18-24in 26-29in 29-33in

12-14 kg 15-18 kg
26-31 lbs
33-38in 38-43 in

33-37 Ibs | 53-641bs 66-81 lbs
| 4852in 52-57 in

UNIVERSAL PATIENT CARE PROTOCOL

Y

Y

N

CONSIDER SPINAL MOTION RESTRICTION PROCEDURE

N

PEDIATRIC AIRWAY PROTOCOL

Y

N

CAPNOGRAPHY PROCEDURE

If Chest, Neck, Face, Airway Involvement — Prepare for
Invasive Airway Procedures

Perform Early Intubation

Remove rings, bracelets,
and other constricting items

\ 4

Thermal
4 If burn < 10% body surface area )
(using rule of nines)
Cool down wound with NORMAL SALINE
L and dressings )

Cover burn with dry sterile sheet or dressings

IV /10 PROCEDURE
Only if Burns > 15% (KVO Otherwise)
AGE 0 - 5 - Then 20 drops / min (Macrodrip set)
AGE 6 - 13 — Then 40 drops / min (Macrodrip set)

AGE 13 + - Then 60 drops / min (Macrodrip set)

PEDIATRIC SEVERE PAIN PROTOCOL

\ 4

Chemical
e X <
Eye Injury
. Continuous flushing with Normal Saline )
( )
Remove clothing and / or expose area
- | <
Flush area with NORMAL SALINE for
10 — 15 minutes

IV /10 PROCEDURE

PEDIATRIC SEVERE PAIN PROTOCOL

)

INITATE TRAUMA ALERT

—

TRANSPORT to appropriate facility
CONTACT receiving facility
CONSULT Medical Direction where indicated
APPROPRIATE transfer of care

EMT Intervention AEMT Intervention

PARAMEDIC Intervention Online Medical Control
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BURNS

HISTORY

SIGNS AND SYMPTOMS

DIFFERENTIAL DIAGNOSIS

Type of exposure (heat, gas,
chemical)

Inhalation injury

Time of injury

Past medical history

Burns, pain, swelling
Dizziness

Loss of consciousness
Hypotension / shock

Airway compromise / distress

Superficial (1°) red and painful
Partial thickness (2°)
superficial partial thickness,
deep partial thickness,
blistering

Medications Singed facial or nasal hair Full thickness (3°) painless and
Other trauma Hoarseness / wheezing charred or leathery skin

Loss of consciousness Chemical

Tetanus / immunization status e  Thermal

. Electrical
. Radiation

KEY POINTS

Exam: Mental Status, HEENT, Neck, Heart, Lungs, Abdomen, Extremities, Back, Neuro
Early intubation is required in significant inhalation injuries with airway compromise.
Critical Burns: >25% body surface area (BSA); full thickness burns >10% BSA; partial thickness superficial partial thickness, deep partial
thickness, and full thickness burns to face, eyes, hand or feet; electrical burns; respiratory burns; deep chemical burns; burns with extremes
of age or chronic disease; and burns with associated major traumatic injury. These burns may require hospital admission or transfer to a
burn center.
Potential CO exposure should be treated with 100% oxygen.
Circumferential burns to extremities are dangerous due to potential vascular compromise partial thickness to soft tissue swelling.
Burn patients are prone to hypothermia — Never apply ice or cool burns that involve >10% body surface area.
Do not overlook the possibility of multiple system trauma.
Do not overlook the possibility of child abuse with children and burn injuries.
See appendix for rule of nines.
Thermal (dry and moist):
a.  Stop burning process: i.e. remove patient from heat source, cool skin, remove clothing
b.  If patient starts to shiver or skin is cool, stop cooling process.
c.  Estimate extent (%) and depth of burn (see chart). Determine seriousness (see chart)
of burn, contact Medical Control and transport accordingly.
Cover burn areas with sterile dressing.
Radiation Burns:
a.  Treat as thermal burns except when burn is contaminated with radioactive source, then
treat as chemical burn.
b.  Wear appropriate protective clothing when dealing with contamination.
c. Contact HAZ MAT TEAM for assistance in contamination cases.
Chemical Burns:
a.  Wear appropriate protective clothing and respirators.
Remove patient from contaminated area to decontamination site (NOT SQUAD).
Determine chemicals involved; contact appropriate agency for chemical information.
Remove patient's clothing and flush skin.
Leave contaminated clothes at scene. Cover patient over and under before loading into squad.
Patient should be transported by personnel not involved in decontamination process.
Determine severity (see chart), contact Medical Control and transport accordingly.
Relay type of substance involved to Medical Control.
Electrical Burns:
a.  Shut down electrical source; do not attempt to remove patient until electricity is
CONFIRMED to be shut off.
b.  Assess for visible entrance and exit wounds and treat as thermal burns.
c.  Assess forinternal injury, i.e., vascular damage, tissue damage, fractures, and treat accordingly.
d.  Determine severity of burn, contact Online Medical Control and transport accordingly.
Inhalation Burns:
a.  Always suspect inhalation burns when the patient is found in closed smoky environment and / or exhibits any of the following:
burns to face / neck, singed nasal hairs, cough and / or stridor, soot in sputum.
b.  Provide oxygen therapy, contact Online Medical Control and transport.
Handle patients gently to avoid further damage of the patient’s skin.
If the patient is exposed to a chemical, whenever possible, get the name of the chemical, and document it on the patient run report. DO
NOT transport any hazardous materials with the patient.
Look for signs of dehydration and shock.
Initiate early intubation for symptomatic patients with inhalation burns.
Patients with major burns should be transported to a Regional Burn Center.
Patients with unstable airway or who are rapidly deteriorating should be transported to the closest appropriate facility.
Patients with large surface burns lose the ability to regulate their body temperature. Avoid heat loss by covering the patient.

Smmopoo o

9|11




CHEST TRAUMA

3-5 kg 8-9 kg 10-11 kg 12-14 kg 15-18 kg 24-29 kg 30-36 kg
6-11 lbs 18-20 Ibs 22-24 Ibs 26-31 Ibs 33-37 Ibs 53-64 |bs 66-81 lbs
18-24in 26-29in 29-33in 33-38in 38-43 in 48-52 in 52-57 in

[ UNIVERSAL PATIENT CARE PROTOCOL

LN J

SPINAL MOTION RESTRICTION PROCEDURE

AIRWAY PROTOCOL
HIGH FLOW OXYGEN
CAPNOGRAPHY PROCEDURE

Y Y
A A

N
A

If S&S of Tension Pneumothorax
(No lung sounds on affected side, Hypotension, JVD)
NEEDLE CHEST DECOMPRESSION PROCEDURE

A Be Prepared to Repeat /F S&S Return

IV /10 PROCEDURE
Normal Saline Bolus to maintain SBP / Radial Pulses

APPLY CARDIAC MONITOR

Cardiac Tamponade: Assess for Beck’s Triad (Hypotension, + JVD and muffled heart sounds).
Paradoxical Pulse (no radial pulse when breathing in) is likely. LOAD AND GO

e
N

( Massive Hemothorax: Shock, then difficulty breathing. No JVD, decreased breath sounds, dull
to percussion. LOAD AND GO

~
&

Open Pneumothorax / Sucking Chest Wound: Occlusive dressing secured on three sides or
Commercial Chest Seal, allowing air escape. Prepare for tension pneumothorax. LOAD AND GO

Y
N

Flail Chest: Assist with Ventilation — Gentle Positive Pressure
LOAD AND GO

~
|\

( Suspected: Traumatic Aortic Rupture, Tracheal or Bronchial Tree Injury, Myocardial Contusion,
Diaphragmatic Tears, Esophageal Injury, Pulmonary Contusion:
Ensure an Airway, Administer Oxygen, LOAD AND GO

A 4

INITATE TRAUMA ALERT ]

TRANSPORT to appropriate facility
CONTACT receiving facility
CONSULT Medical Direction where indicated
APPROPRIATE transfer of care

)

EMT Intervention AEMT Intervention PARAMEDIC Intervention Online Medical Control
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CHEST TRAUMA

SIGNS AND SYMPTOMS
SIMPLE PNEUMOTHORAX OPEN PNEUMOTHORAX TENSION PNEUMOTHORAX HEMOTHORAX
e Shortness of breath e Shortness of breath e  Shortness of breath e  Shortness of breath
e Dyspnea e Dyspnea e Cyanosis e Dyspnea
e Tachypnea e Cyanosis e Shock Cyanosis
e Cyanosis e Sucking chest wound e Absent/ diminished Dullness to Percussion

e Chest pain

e Absent diminished
Lung sounds on the
affected side

e  Shock

e Absent / diminished
Lung sounds on
affected side

Lung sounds
e Tracheal deviation
e Hypotension
e JVD

sounds

Flat neck veins
Hypotension
Shock

Absent / diminished
breath sounds
e Tachycardia

e Tachycardia .
e Dyspnea (late sign)

CARDIAC TAMPONADE TRAUMATIC ASPHYXIA FLAIL CHEST
e Hypotension e Bloodshot, bulging eyes e Paradoxical chest wall
e Decreasing pulse pressure e Blue, bulging tongue movement

e Elevated neck veins e JVD e Asymmetric chest movement
e Muffled heart tones e  Cyanotic upper body Upon inspiration
e  Bruising over the sternum e Dyspnea
e Tachycardia e Unstable chest segment
e Significant chest wall pain
Fluid Resuscitate to systolic of 70 + 2 x age
KEY POINTS

Thoracic injuries have been called the deadly dozen. The first six are obvious at the primary assessment.

4. Massive hemothorax
5. Open pneumothorax
6. Tension pneumothorax

1. Airway obstruction
2. Flail chest
3. Cardiac tamponade

The second six injuries may be subtle and not easily found in the field:

7. Traumatic aortic rupture
8. Esophageal injury

10. Diaphragmatic tears
11. Tracheal / bronchial tree injury

9. Myocardial contusion 12. Pulmonary contusion

A sucking chest wound is when the thorax is open to the outside. The occlusive dressing may be anything such as petroleum
gauze, plastic, or a defibrillator pad. Tape only 3 sides down so that excess intrathoracic pressure can escape, preventing a
tension pneumothorax. May help respirations to place patient on the injured side, allowing unaffected lung to expand easier.

A flail chest is when there are extensive rib fractures present, causing a loose segment of the chest wall resulting in paradoxical
and ineffective air movement. Positive pressure breathing via BVM will help push the segment and the normal chest wall out with
inhalation and to move inward together with exhalation, getting them working together again. Do not use too much pressure to
prevent additional damage or pneumothorax.

A penetrating object must be immobilized by any means possible. If it is very large, cutting may be possible, with care taken not
to move it about when making the cut. Place an occlusive and bulky dressing over the entry wound.

A tension pneumothorax is life threatening, look for HYPOTENSION, unequal breath sounds, JVD, increasing respiratory distress,
and decreasing mental status. The pleura must be decompressed with a needle to provide relief. Decompress between the 2"
and 3" ribs, midclavicular placing the catheter over the 3 rib. Alternate site, 5t intercostal space mid axillary or anterior axillary
line. Once the catheter is placed, watch closely for reocclusion. Once the catheter is placed, watch closely for re-occlusion.
Repeat if needed to prevent re-occlusion. Use appropriately sized catheter for age.
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DROWNING / NEAR DROWNING

8-9 kg 10-11 kg 12-14 kg 15-18 kg 24-29 kg 30-36 kg
6-11 lbs 18-20 Ibs 22-24 Ibs 26-31 Ibs 33-37 Ibs 53-64 |bs 66-81 lbs
18-24in 26-29in 29-33in 33-38in 38-43 in 48-52 in 52-57 in

UNIVERSAL PATIENT CARE PROTOCOL
CONSIDER SPINAL MOTION RESTRICTION
PROCEDURE
\ J
4 PEDIATRIC AIRWAY PROTOCOL h
Initiate ventilation while patient is still in
water if not breathing.

L Provide high flow oxygen ASAP. )
[ CAPNOGRAPHY PROCEDURE )
4 IF DECOMPRESSION SICKNESS A
Give oxygen — no positive pressure ventilation

less NOT thing.
L unless NOT breathing y
v
[ Apply Cardiac Monitor ]

IF HYPOTHERMIC
Treat per Hypothermia Protocol

IV /10 PROCEDURE
Normal Saline TKO

Monitor and Reassess

TRANSPORT to appropriate facility
CONTACT receiving facility
CONSULT Medical Direction where indicated
APPROPRIATE transfer of care

EMT Intervention AEMT Intervention PARAMEDIC Intervention Online Medical Control
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DROWNING / NEAR DROWNING

HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS
Submersion in water e  Period of unconsciousness e Trauma
regardless of depth e Unresponsive e  Pre-existing medical
Possible trauma i.e.; fall, e Mental status changes problem
diving board o Decreased or absent vital e  Barotrauma (diving)
Duration of immersion signs e Decompression sickness
Temperature of water e Vomiting
Salt vs. fresh water e  Coughing

KEY POINTS

Exam: Trauma Survey, Head, Neck, Chest, Abdomen, Pelvis, Back, Extremities, Skin, Neuro

Drowning due to suffocation from submersion in water.

2 causes — breath holding which leads to aspiration of water; & laryngospasm which closes the glottis.

Both causes lead to profound hypoxia and death.

Fresh water drowning ventricular fibrillation may be likely.

Salt water drowning may cause pulmonary edema in time.

Pulmonary edema can develop within 24 - 48 hours after submersion.

All victims should be transported for evaluation due to potential for worsening over the next several hours.
Drowning is a leading cause of death among would-be rescuers.

Allow appropriately trained and certified rescuers to remove victims from areas of danger.

With pressure injuries (decompression / barotrauma), consider transport for availability of a hyperbaric
chamber.

All hypothermic / drowning patients should have resuscitation performed until care is transferred, or if there
are other signs of obvious death (putrification, traumatic injury unsustainable to life).

A drowning patient is in cardiac arrest after the submersion.

Consider SPINAL MOTION RESTRICTION in all drowning cases. Always immobilize a drowning patient.
Patients with low core temperatures will not respond to ALS drug interventions. Maintain warming procedures
and supportive care.

DO NOT perform the Heimlich maneuver to remove water from the lungs prior to resuscitation.
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EXTEMITY TRAUMA / AMPUTATION

8-9 kg 10-11 kg 12-14 kg 15-18 kg 30-36 kg
18-20 Ibs 22-24 Ibs 26-31 Ibs 33-37 Ibs 53-64 Ibs 66-81 Ibs
18-24in 26-29 in 29-33in 33-38.in 38-43 in 48-52 in 52-57 in

UNIVERSAL PATIENT CARE PROTOCOL

Y
A

BLEEDING / HEMORRHAGE CONTROL PROCEDURE

& J
Consider Pediatric 4 Risk of Exsanguination? A
Multiple Trauma Internally or Externally
Protocol Upper Extremities Apply Tourniquet

\__Lower Extremities 2 Tourniquets if needed )

A\ 4

OXYGEN

IV /10 PROCEDURE

PEDIATRIC SEVERE PAIN MANAGEMENT PROTOCOL

/ Amputation? \

Clean amputated part with normal saline
irrigation
Wrap part in sterile dressing and place in
plastic bag if able
Place on ice if available — no direct contact to

K tissue /

A 4

TRANSPORT to appropriate facility
CONTACT receiving facility
CONSULT Medical Direction where indicated
APPROPRIATE transfer of care

EMT Intervention AEMT Intervention PARAMEDIC Intervention Online Medical Control
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EXTREMITY TRAUMA / AMPUTATION

HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS

e Type of injury e  Pain, swelling e Abrasion
e  Mechanism: crush / e Deformity e Contusion

penetrating / amputation e Altered sensation / motor e Laceration
e Time of injury function e Sprain
e QOpen vs. closed wound / e Diminished pulse / capillary e Dislocation

fracture refill e  Fracture
e Wound contamination o  Decreased extremity e  Amputation
e Medical history temperature
e Medications

KEY POINTS

e Exam: Mental Status, Extremity, Neuro

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

e Hip dislocations and knee and elbow fracture / dislocations have a high incidence of vascular compromise.

e Urgently transport any injury with vascular compromise.

e Blood loss may be concealed or not apparent with extremity injuries.

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

Extremity Trauma

e DO NOT take the time to splint injured extremities in major trauma patients unless it does not delay the scene
time or prevents you from performing more pertinent patient care.

e Splint the extremity if the patient has signs and symptoms of a fracture or dislocation.

e Treat all suspected sprains or strains as fractures until proven otherwise.

e Splint the joint above and below for all suspected fractures.

e Splint the bone above and below for all suspected joint injuries.

e Check and document the patient’s MSP’s before and after splinting.

e Atraction splint with a backboard is the preferred splint to use for femur fractures.

Traumatic Amputation
e (Care of the amputated extremity include:
0 Cleanse an amputated extremity with normal saline or sterile water.
0 DO NOT place any amputated tissue directly on ice or cold pack. Instead, place the amputated limb into
a plastic bag. Put the bag into a container of cool water with a few ice cubes (if available).
e Contact the receiving hospital with the patient information and include the status of the amputated limb.
e Focus on patient care and not on the amputated extremity.
e Tourniquets should be applied early if there is a risk of exsanguination (bleeding out) from extremity injury.
e Remember to calm and reassure the patient. Do not give the patient or their family member’s false hope of re-
attachment of the affected limb. A medical team at the receiving hospital makes this decision.
e Delegate someone to do an on-scene search for the amputated part when it cannot be readily found and
continue with patient care.
e Use only commercially available tourniquets.
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HEAD TRAUMA

8-9 kg 10-11 kg 12-14 kg 15-18 kg 24-29 kg 30-36 kg
6-11 Ibs 18-20 Ibs 22-24 lbs 26-31 Ibs 33-37 Ibs 53-64 lbs 66-81 Ibs
18-24 in 26-29in 29-33in 33-38in 38-43 in 4852 in 52-57 in

UNIVERSAL PATIENT CARE PROTOCOL
Oxygen for all head trauma )
[ CONSIDER SPINAL MOTION RESTRICTION PROCEDURE ]
[ Control Bleeding, Apply Dressing
[ Determine and Trend GCS ]
Consider Other Protocols )
Multiple Trauma Protocol
(if Not Isolated Head Trauma)
Altered Mental Status Protocol
Seizure Protocol (if Seizure Activity) Y,
|
I - l .
Isolated Uncomplicated Head Trauma? Evidence of, or Suspect
L Traumatic Brain Injury (TBI)? )
PEDIATRIC AIRWAY PROTOCOL *

Do Not Hyperventilate ( PEDIATRIC AIRWAY PROTOCOL

IV /10 PROCEDURE 4 Do NOT Allow Patient to Become Hypoxic During )
Limit IV fluids due to cerebral edema ANY Airway Management

Maintain SBP Maintain SpO, > 94% At All Times!
Y Apply Capnography If Advanced Airway Used
(

J
Ventilate to Maintain )
CO2 35
Child 25 Breaths / Min
\_ Infant 35 Breaths / Min )

IV /10 PROCEDURE
Normal Saline Bolus to maintain SBP

Do NOT allow patient to become
hypotensive

Monitor and Reassess

INITATE TRAUMA ALERT

Y X
| S, W —

TRANSPORT to appropriate facility CONTACT receiving facility CONSULT Medical Direction where indicated APPROPRIATE transfer of care

EMT Intervention AEMT Intervention PARAMEDIC Intervention Online Medical Control
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HEAD TRAUMA

HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS
e Time of injury e  Pain, swelling, bleeding e  Skull fracture
e Mechanism (blunt vs. e Altered mental status e Brain injury (concussion,
penetrating) e Unconscious contusion, hemorrhage or
e Loss of consciousness e Respiratory distress / laceration)
e Bleeding failure e  Epidural hematoma
e Past medical history e Vomiting e  Subdural hematoma
e Medications e  Major traumatic e Subarachnoid hemorrhage
e  Evidence for multi-trauma mechanism of injury e Spinal injury
e Seizure e Abuse
Fluid Resuscitate to systolic of 70 + 2 x age How Can | SpOt a Possible Concussion?

Children and teens who show or report one or more of the signs
and symptoms listed below—or simply say they just “don't feel
right” after a bump, blow, or jolt to the head or body—may have
a concussion or other serious brain injury.

« Appears dazed or stunned.

+ Forgets an instruction, is confused about an assignment or
position, or is unsure of the game, score, or opponent.

« Moves clumsily.

« Answers questions slowly.

« Loses consciousness (even briefly).

- Shows mood, behavior, or personality changes.
. Can't recall events prior to or after a hit or fall.

Headache or "pressure” in head.
» Nausea or vomiting.
- Balance problems or dizziness, or double or blurry vision.
- Bothered by light or noise.
+ Feeling sluggish, hazy, foggy, or groggy.
« Confusion, or concentration or memory problems.

« Just not “feeling right,” or *feeling down.”

KEY POINTS

e Exam: Mental Status, HEENT, Heart, Lungs, Abdomen, Extremities, Back, Neuro

e If GCS < 12 consider air / rapid transport and if GCS < 8 intubation should be anticipated.

e Increased intracranial pressure (ICP) may cause hypertension and bradycardia (Cushing's Response).

e Hypotension usually indicates injury or shock unrelated to the head injury.

e The most important item to monitor and document is a change in the level of consciousness.

e Concussions are periods of confusion or LOC associated with trauma, which may have resolved by the time EMS
arrives. A physician should evaluate any prolonged confusion or mental status abnormality, which does not
return to normal within 15 minutes or any documented loss of consciousness.

Northeast Ohio Regional EMS Protocol - 17|11



MAXILLOFACIAL / EYE TRAUMA

3-5 kg 6-7 kg 8-9 kg 10-11 kg 12-14 kg 15-18 kg 24-29 kg 30-36 kg
6-11 Ibs 13-15 Ibs 18-20 Ibs 22-24 lbs 26-31 lbs 33-37 lbs 53-64 lbs 66-81 Ibs
18-24in 24-26in 26-29 in 29-33in 33-38in 38-43in 48-52in 52-57 in

UNIVERSAL PATIENT CARE PROTOCOL

Determine type of injury

Y
|

p \ 2 ., v . v 2 v
Eye Tongue [ Nose ] [ Ear ] [ Tooth ]

v v v !

e N . ; ;
Remove contact (" Havesuctiononand ) ( Havesuctiononand ) [  If foreign body, ) ﬁf tooth out attempm
Lenses immediately immediately determine preservation as
(If applicable) available to maintain available to maintain substance soon as possible in;
) ;

& _/
] airway airway
/ If burn or foreign \ A % Attempt to control

o
body, ( Attempt to control \ / Sit patient upright \ bleeding with direct
determine bleeding with direct and forward. pressure / gauze
substance. pressure / gauze if Pinch nostrils. A8
Flush with copious able and will not Consider external . )
. . (if available).
Amounts of normal cause airway applied cold pack to
Handle by enamel

> saline j\ \ obstruction / k bridge of nose j only, do not touch

If penetrating roots
trauma,
secure object
(Do not remove)

Y

Commercially
available tooth
preservation kit
(if available) or

whole milk

\ J
4 Eye out; )
Cover with sterile
4 x 4, normal saline

and stabilize

If Non-Penetrating
Trauma or Chemical
Burns
CONSIDER TOPICAL
PAIN CONTROL

TETRACAINE
(PONTOCAINE)
1-2dropsto
affected eye

A If Tetracaine
(Pontocaine) is
used, patient
must be
evaluated at
hospital

v \4 \4 v JV

[ TRANSPORT to appropriate facility CONTACT receiving facility CONSULT Medical Direction where indicated APPROPRIATE transfer of care ]

EMT Intervention AEMT Intervention PARAMEDIC Intervention Online Medical Control
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MAXILLOFACIAL / EYE TRAUMA

HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS
e  Trauma of any type that e |rritation to eye e Hypertension
results in injury to one or e  Visual disturbances e Contact lens problem
both eyes. e  Obvious penetrating injury

e  Burn (chemical, thermal)
e Loss of vision

e Dizziness

e Loss of consciousness

e Nausea

KEY POINTS

If unsure if something can be flushed with water, contact Medical Command.

A garden hose can be used to help flush the patient’s eye(s) if available. DO NOT use a high-pressure hose or at
a high force. If needed, irrigate the patient’s eyes for approximately 5 -15 minutes.

Begin irrigating immediately, because irreversible damage can occur in a few minutes.

TRAUMA

Do not allow eye injury to distract you from the basics of trauma care.

Do not remove any foreign body imbedded in the eye or orbit. Stabilize any large protruding foreign
bodies.

With blunt trauma to the eye, if time permits, examine the globe briefly for gross laceration as the lid
may be swollen tightly shut later. Sclera rupture may lie beneath an intact conjunctiva.

Covering both eyes when only one eye is injured may help to minimize trauma to the injured eye, but in
some cases the patient is too anxious to tolerate this.

Transport patient supine unless other life threats prohibit this from being done. (This is based on
physics, the goal of not letting the fluid within the eye drain out of the eye)

CHEMICAL BURNS

When possible determine type of chemical involved first. The eye should be irrigated with copious
amounts of water or saline, using IV tubing wide open for a minimum of 15 minutes started as soon as
possible. Any delay may result in serious damage to the eye.

Always obtain name and, if possible, a sample of the contaminant or ask that they be brought to the
hospital as soon as possible.

CONTACT LENSES

If possible, contact lenses should be removed from the eye; be sure to transport them to the hospital with
the patient. If the lenses cannot be removed, notify the ED personnel as soon as possible.
If the patient is conscious and alert, it is much safer and easier to have the patient remove their lenses.

ACUTE, UNILATERAL VISION LOSS

When a patient suddenly loses vision in one eye with no pain, there may be a central retinal artery
occlusion. Urgent transport and treatment is necessary.
Patient should be transported flat.
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MULTIPLE TRAUMA

8-9 kg 10-11 kg 12-14 kg 15-18 kg 24-29 kg 30-36 kg
6-11 lbs 18-20 Ibs 22-24 lbs 26-31 Ibs 33-37 Ibs 53-64 lbs 66-81 lbs
18-24in 26-29in 29-33in 33-38in 38-43in 4852 in 52-57 in

UNIVERSAL PATIENT CARE
PROTOCOL

CONSIDER SPINAL MOTION RESTRICTION
PROCEDURE

PEDIATRIC AIRWAY PROTOCOL

-
A

~
A

Consider
Air transport if
delay due to extrication

Rapid Trauma Assessment

CAPNOGRAPHY PROCEDURE

[
[

A A A

Attach Cardiac Monitor

IV /10 PROCEDURE

Assess Vital Signs / Perfusion

! '

[ Abnormal ] Normal
> . <
Reassess Airway Ongoing Assessment
Ventilate Appropriately > <

Monitor and Reassess

NORMAL SALINE BOLUS \. D,
20 ml / kg - Repeat as Needed Treat per Appropriate Protocol

PEDIATRIC SEVERE PAIN PROTOCOL
Monitor and Reassess

Continued Hypotension?
Trauma Arrest?
Consider
NEEDLE DECOMPRESSION

[ INITATE TRAUMA ALERT ]

TRANSPORT to appropriate facility
CONTACT receiving facility
CONSULT Medical Direction where indicated
APPROPRIATE transfer of care

EMT Intervention AEMT Intervention PARAMEDIC Intervention Online Medical Control
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MULTIPLE TRAUMA

HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS

e  Time and mechanism of injury e  Pain, swelling Life Threatening:
e  Damage to structure or vehicle e  Deformity, lesions, bleeding e Chest Tension pneumothorax
e  Location in structure or vehicle e  Altered mental status e  Flail chest
e  Othersinjured or dead e  Unconscious e Pericardial tamponade
e Speed and details of MVC e  Hypotension or shock e Open chest wound
. Restraints / protective e  Arrest . Hemothorax

equipment e Intra-abdominal bleeding
e  (Carseat ° Pelvis / femur fracture
e  Helmet e  Spine fracture / cord injury
e Pads e  Head injury (see Head trauma)
. Ejection . Extremity fracture / dislocation
e Past medical history e HEENT (airway obstruction)
e  Medications e  Hypothermia

A Pediatric Trauma Victim is a person < 16 years of age exhibiting one or more of the following physiologic or anatomic

conditions
Physiologic conditions Anatomic conditions
. Glasgow Coma Scale < 13; . Penetrating trauma to the head, neck, or torso;
. Loss of consciousness > 5 minutes; . Significant, penetrating trauma to extremities proximal to the knee
. Deterioration in level of consciousness at the scene or during or elbow with evidence of neurovascular compromise;
transport; . Injuries to the head, neck, or torso where the following physical
. Failure to localize to pain; findings are present;
. Evidence of poor perfusion, or evidence of respiratory distress | e Visible crush injury;
or failure. . Abdominal tenderness, distention, or seatbelt sign;

o Pelvic fracture;
0 Flail chest;
. Injuries to the extremities where the following physical findings are
present:
o Amputations proximal to the wrist or ankle;
0  Visible crush injury:
o Fractures of two or more proximal long bones;
o Evidence of neurovascular compromise.
. Signs or symptoms of spinal cord injury;
. 2" or 3" Degree burns > 10% total BSA, or other significant burns
involving the face, feet, hands, genitalia, or airway.

Fluid Resuscitate to systolic of 70 + 2 x age

KEY POINTS

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

Mechanism is the most reliable indicator of serious injury. Examine all restraints / protective equipment for damage.

In prolonged extrications or serious trauma consider air transportation for transport times and the ability to give blood.

Do not overlook the possibility for child abuse.

A trauma victim is a pediatric patient if they are < 16 years old.

Major trauma patients are to be transported to the closest pediatric trauma center.

Contact the receiving hospital for all major trauma or critical patients.

The Proper size equipment is very important to resuscitation care. Refer to length-based drug treatment guide (e.g. BROSELOW PEDIATRIC
EMERGENCY TAPE OR SIMILAR GUIDE) when unsure about patient weight, age and / or drug dosage and when choosing equipment size.
Cover open wounds, burns, eviscerations.

Except for airway control, initiate ALS enroute when transporting major trauma patients.

If unable to access patient airway and ventilate, then transport to the closest facility for airway stabilization.

The on-scene time for major trauma patients should not exceed 10 minutes without documented, acceptable reason for the delay.

When initiating an IV and drawing blood, collect a red top blood tube to assist the receiving hospital with determining the patient’s blood
type.

All major trauma patients should receive oxygen administration, an 1V(s), and cardiac monitoring.

Provide a documented reason if an intervention could not be performed.

Transport to a Pediatric Trauma center when able
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TRAUMA ARREST

10-11 kg 12-14 kg 15-18 kg 30-36 kg
6-11 lbs : 22-24 lbs 26-31 lbs 33-37 Ibs 66-81 lbs
18-24in 26-29 in 29-33in 33-38.in 38-43 in 52-57 in
HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS
e Time of injury e  Excessive bleeding e Obvious DOA
e Mechanism: blunt / e Unresponsive; not e Death
penetrating breathing

e Loss of consciousness e Cardiac arrest

e Bleeding e  Significant mechanism of

e Medications injury

e  Evidence of multi-trauma

UNIVERSAL PATIENT CARE PROTOCOL Consider

DOA / Termination of Efforts

N\
v,

BEGIN RESUSCIATION

Y
4N

CONSIDER SPINAL MOTION RESTRICTION PROCEDURE

~
N

PEDIATRIC AIRWAY PROTOCOL

Y
N

CAPNOGRAPHY PROCEDURE

BILATERAL NEEDLE DECOMPRESSION

IV /10 PROCEDURE

Apply Cardiac Monitor

Appropriate Protocol based on
Signs and Symptoms

\ V%
[ INITATE TRAUMA ALERT ]
4 TRANSPORT to appropriate facility )
CONTACT receiving facility
CONSULT Medical Direction where indicated
APPROPRIATE transfer of care
N\ J

KEY POINTS

e Immediately transport traumatic cardiac arrest patients.

e With the exception of airway management, traumatic cardiac arrests are “load and go” situations.

e  Resuscitation should not be attempted in cardiac arrest patients with spinal transection, decapitation, or total
body burns, nor in patients with obvious, severe blunt trauma that are without vital signs, pupillary response, or an
organized or shockable cardiac rhythm at the scene. Patients in cardiac arrest with deep penetrating cranial
injuries and patients with penetrating cranial or truncal wounds associated with asystole and a transport time of
more than 15 minutes to a definitive care facility are unlikely to benefit from resuscitative efforts.

e  Extensive, time-consuming care of trauma victims in the field is usually not warranted. Unless the patient is
trapped, they should be enroute to a medical facility within 10 minutes after arrival of the ambulance on the
scene.

EMT Intervention AEMT Intervention PARAMEDIC Intervention Online Medical Control
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GLASGOW COMA SCALE

EYE OPENING Spontaneous Spontaneous 4

To voice To voice 3

To pain To pain 2

None None 1

VERBAL RESPONSE Oriented Coos, babbles 5

Confused Irritable cry, inconsolable 4

Inappropriate Cries to pain, 3

Garbled speech Moans to pain 2

None None 1

MOTOR RESPONSE Obeys commands Normal movements 6

Localizes pain Withdraws to touch 5

Withdraws to pain Withdraws to pain 4

Flexion Flexion 3

Extension Extension 2

Flaccid Flaccid 1

* NOTE: MOTOR RESPONSE IS MOST INDICATIVE OF LEVEL OF INJURY
PEDIATRIC PROTOCOL
NORMAL VITAL SIGNS
AGE HEART RATE RESPIRATIONS SYSTOLIC BLOOD PRESSURE

Preterm, 1 kg 120-160 30-60 36-58
Preterm 1 kg 120-160 30-60 42-66
Preterm 2 kg 120-160 30-60 50-72
Newborn 126-160 30-60 60-70
Up to1yo 100-140 30-60 70-80
1-3yo 100-140 20-40 76-90
4-6 yo 80-120 20-30 80-100
7-9 yo 80-120 16-24 84-110
10-12 yo 60-100 16-20 90-120
13-14 yo 60-90 16-20 90-120
15 +yo 60-90 14-20 90-130

Blood pressure is a late and unreliable indicator of shock in children
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RULE OF NINES

Adult

; [S "—.1“-\‘"‘. { S : ( : ."-I I I .-I..'I. : 41:2 p = 4!{2 .
A | - ) [ ) | viny 1 e e \ v Ao nian
sk : ) . . _ 18 N\ /7 1.8 A 1 3% g%
o8 9 9 9 aw [/ AN /00 ) o
' N B .l 4 X T
EediEn )| <o "
\7 [\ 7 by 13 :
' - % g9, Front 18%
Back 18%

1% is equal to the surface of the palm of the patient's hand. If unsure of %, describe injured area.

MAJOR BURN CRITERIA

e 2°and 3° burns > 10% surface area

¢ Burns of the face, hands feet genitalia

e Electrical shock with burn injury

e Burn with inhalation injury any burn with potential functional or cosmetic impairment
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SECTION 12 - OBSTETRICS PROTOCOLS

ADBNOIrMal Birth EMEIENCIES....coiiiiiieiieee e e e e e et e ee et e e e e e s e s b aaaeassassssssessssssssssnsrenes 2-12
(0] o33 (=] g {or= 1 I = 4 T=1 = =T g Lol [T PPPPPTPPRPPN 4-12
Uncomplicated / IMmiINENt DEIVEIY ......uvveeeiiiiiiiiiiiieeeeee ettt e e e e e e e e eaarraaeas 6-12
Neonatal RESUSCITAtION ........uuiiieiiee i e e e e e s e e e e e e st ae e e e e e e e eeennennneeas 8-12
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CHILDBIRTH / OBSTETRICAL EMERGENCIES

ABNORMAL BIRTH EMERGENCIES

[ UNIVERSAL PATIENT CARE PROTOCOL ]

CORD AROUND PROLAPSED BREECH BIRTH SHOULDER
NECK CORD DYSTOCIA

A 4 A 4 \ 4

4 )
Loosen cord or Transport Transport Transport
clamp and cut if mother with unless delivery mother with
too tight hips elevated  isimminent ] hips elevated
and knees to (@  ifsinglelimb ) and knees to
chest presenting — chest
Transport
Immediately
o \ 4 v >
S Continue (" Insert fingers to ) Do not Insert fmgers to
E delivery relieve encourage relieve
|_||_J pressure on L mother to push pressure on
\ \_ cord ) cord
o) I |
4 L )
Cover cord with Support but do Place pressure
sterile saline not pull above
S dressing ) presenting symphysis
parts pubis
(If delivery is in process and the head i |s
clamped inside vagina, create air
passage by supporting body of infant
and placing 2 gloved forming a “V” and
push away from face to facilitate an
K airway passage j
\ 4
If unable to deliver, transport mother
with hips elevated and knees to chest
\ 4 v v \ 4
TRANSPORT to appropriate facility
CONTACT receiving facility
CONSULT Medical Direction where indicated
APPROPRIATE transfer of care
[ EMT Intervention AEMT Intervention PARAMEDIC Intervention Online Medical Control
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CHILDBIRTH /OBSTETRICAL EMERGENCIES

ABNORMAL BIRTH EMERGENCIES

CONTACT RECEIVING FACILITY IMMEDIATLEY WHEN ANY ABNORMAL BIRTH PRESENTATION IS

DISCOVERED
HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS
e  Past medical history e  Frank breech (buttocks e  Miscarriage
e Hypertension meds presents first) e  Stillbirth
e Prenatal care e  Footling breech (one foot or
e  Prior pregnancies / births both feet presenting)
e Gravida / para e Transverse lie (fetus is on his
e Ultrasound findings in / her side with possible arm
prenatal care or leg presenting)
e  Face first presentation
e  Prolapsed cord (umbilical
cord presents first)

KEY POINTS

General Information
. DO NOT pull on any presenting body parts.
. These patients will most likely require a c-section, so immediate transport is needed.
. Prolonged, non-progressive labor distresses the fetus and mother. Be sure to reassess mother’s vital signs continuously.
. Transport to an appropriate OB facility if the patient is pregnant.

Cord Around Baby's Neck:
. As baby's head passes out the vaginal opening, feel for the cord. Initially try to slip cord over baby’s head; if too tight, clamp cord in two
places and cut between clamps.

Breech Delivery:
. Footling breech, which is one or both feet delivered first
. Frank breech, which is the buttocks first presentation

0  When the feet or buttocks first become visible, there is normally time to transport patient to nearest facility.

o If upper thighs or the buttock have come out of the vagina, delivery is imminent.

o If the child's body has delivered and the head appears caught in the vagina, the EMT must support the child's body and insert
two fingers into the vagina along the child's neck until the chin is located. At this point, the two fingers should be placed between
the chin and the vaginal canal and then advanced past the mouth and nose.

o After achieving this position, a passage for air must be created by pushing the vaginal canal away from the child's face. This air
passage must be maintained until the child is completely delivered.

Excessive Bleeding Pre-Delivery:
. If bleeding is excessive during this time and delivery is imminent, in addition to normal delivery procedures, the EMT should use the
HYPOVOLEMIC SHOCK PROTOCOL.
. If delivery is not imminent, patient should be transported on her left side and shock protocol followed.

Excessive Bleeding Post-Delivery:
. If bleeding appears to be excessive, start IV of saline.
. If placenta has been delivered, massage uterus and put baby to mother's breast.
. Follow HYPOVOLEMIC SHOCK PROTOCOL.

Prolapsed Cord:
. When the umbilical cord passes through the vagina and is exposed, the EMT should check cord for a pulse.
. The patient should be transported with hips elevated or in the knee chest position and a moist dressing around cord.
. If umbilical cord is seen or felt in the vagina, insert two fingers to elevate presenting part away from cord, distribute pressure evenly when
occiput presents.
. DO NOT attempt to push the cord back. High flow oxygen and transport IMMEDIATELY.

Shoulder Dystocia:
. Following delivery of the head the shoulder(s) become “stuck” behind the symphysis pubis or sacrum of the mother.
[ Occurs in approximately 1% of births.

Northeast Ohio Regional EMS Protocol 3|12
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OBSTETRICAL EMERGENCIES

Pre and Post-Partum

UNIVERSAL PATIENT CARE PROTOCOL

IV /10 PROCEDURE
Capnography Procedure

v v v \ 4
Eclampsia Mild Pre-Eclampsia or Bleeding AFTER BIRTH Bleeding DURING PREGNANCY
Patent Actively Seizing Post-partum Post-Partum Hemorrhage 1* Trimester — Miscarriage,
Ectopic Pregnancy

hypertension < 6 weeks
SBP 140 and / or DBP 90
with Edema, Headache,
Visual Disturbances, or
Epigastric Discomfort

2" & 3" Trimester — Placenta
Previa / Abruptio Placenta

\ 4

NORMAL SALINE BOLUS Pad, do not pack bleeding,

To Maintain MAP > 65 save, and bring with patient

or SBP 90 / Radial Pulses
if NIBP Unavailable

MAGNESIUM SULFATE
4 —6 grams
IV /10 over 2 - 4 minutes

MAGNESIUM SULFATE
4 —6 grams

ONLY IF MAGNESIUM FAILS
AND ALL IS USED
NORMAL SALINE BOLUS

To Maintain MAP > 65

IV /10 over 20 - 60 minutes

MIDAZOLAM (VERSED)
2.5mg IV /10 or5mgIM/IN Reassess BP OXYTOCIN (PITOCIN)
(0] 10 Units IM
LORazepam (ATIVAN) For all deliveries regardless
1-2mgIV/I10/IM/IN off bleeeding

or SBP 90 / Radial Pulses if
NIBP Unavailable

|
<t
=
oc
—
L
=
(%]
o
@)

A If Midazolam (Versed) or If SBP is > 160 and / or
LORazepam (Ativan) DBP 110 also give
Unavailable, LABETALOL (TRANDATE) If evidence of current /
See Medication Section 20 mg slow IV previous uncontrolled
for diazePAM (Valium) If no improvement in 5 min

hemorrhage,

HR > 120 and / or SBP < 90,
within 60 mins of injury
Consider TRANEXAMIC

ACID (TXA)
1 Gram mixed in 100 ml
D5W over 10 mins

then
40 mg slow IV

If SBP is > 160 and / or
DBP 110 also give
LABETALOL (TRANDATE)
20 mg slow IV
If no improvement in 5 min
then
40 mg slow IV

v v \ 4
QUIET RAPID TRANSPORT to appropriate facility CONTACT receiving facility CONSULT Medical Direction where indicated APPROPRIATE transfer of care
Transport to Hospital with OB CAPABILITIES

[ EMT Intervention AEMT Intervention PARAMEDIC Intervention Online Medical Control
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CHILDBIRTH /OBSTETRICAL EMERGENCIES

OBSTETRICAL EMERGENCIES
HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS
e  Past medical history e Vaginal bleeding e Pre-eclampsia / eclampsia
e Hypertension meds e Abdominal pain e Placenta previa
e Prenatal care e  Seizures e Placenta abruptio
e  Prior pregnancies / births e Hypertension e Spontaneous abortion
e Gravida (pregnancies) / e Severe headache
para (live births) e Visual changes
e Edema of hands and face

KEY POINTS

. Exam: Mental Status, Abdomen, Heart, Lungs, Neuro
General Information
. Any woman of child bearing age with syncope should be considered an ectopic pregnancy until proven otherwise.
. May place patient in a left lateral position to minimize risk of supine hypotensive syndrome.
. Ask patient to quantify bleeding - number of pads used per hour.
. Any pregnant patient involved in a MVC should be seen immediately by a physician for evaluation and fetal monitoring.
. DO NOT apply packing into the vagina.
. Be alert for fluid overload when administering fluids.
. Consider starting a second IV if the patient is experiencing excessive vaginal bleeding or hypotension maintain BP 90 systolic,
. Transport to an appropriate OB facility if the patient is pregnant,
Abortion / Miscarriage
. The patient may be complaining of cramping, nausea, and vomiting.
. Be sure to gather any expelled tissue and transport it to the receiving facility.
. Signs of infection may not be present if the abortion/miscarriage was recent.
. An abortion is any pregnancy that fails to survive over 20 weeks. When it occurs naturally, it is commonly called a “miscarriage”.
Abruptio Placenta
. Usually occurs after 20 weeks.
. Dark red vaginal bleeding.
. May only experience internal bleeding.
. May complain of a “tearing” abdominal pain.
Ectopic Pregnancy
. The patient may have missed a menstrual period or had a positive pregnancy test.
. Acute unilateral lower abdominal pain that may radiate to the shoulder.
. Any female of childbearing age complaining of abdominal pain is considered to have an ectopic pregnancy until proven otherwise.
Pelvic Inflammatory Disease
. Be tactful when questioning the patient to prevent embarrassment.
. Diffuse back pain.
. Possibly lower abdominal pain.
. Pain during intercourse.
. Nausea, vomiting, or fever.
. Vaginal discharge.
. May walk with an altered gait do to abdominal pain.
Placenta Previa
. Usually occurs during the last trimester.
. Painless.
. Bright red vaginal bleeding.
Post-Partum Hemorrhage
. Post-partum blood loss greater than 300 - 500 ml.
. Bright red vaginal bleeding.
. Be alert for shock and hypotension.
Uterine Inversion
. The uterine tissue presents from the vaginal canal. Cover with sterile saline dressing.
. Be alert for vaginal bleeding and shock.
Pre-Eclampsia / Eclampsia
. Severe headache, vision changes, or RUQ pain may indicate pre-eclampsia.
. In the setting of pregnancy, hypertension is defined as a BP greater than 140 systolic and greater than 90 diastolic, or a relative increase of 30
systolic and 20 diastolic from the patient's normal (pre-pregnancy) blood pressure.
Uterine Rupture
. Often caused by prolonged, obstructed, or non-progressive labor.
. Severe abdominal pain.
Vaginal Bleeding
. If the patient is experiencing vaginal bleeding, DO NOT pack the vagina, pad on outside only.

Northeast Ohio Regional EMS Protocol 5|12
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OBSTETRICAL

CHILDBIRTH / OBSTETRICAL EMERGENCIES

UNCOMPLICATED DELIVERY

Contact Receiving Facility to Notify of Delivery

Observed Head Crowning

Y
A

UNIVERSAL PATIENT CARE PROTOCOL

N\
N

Prepare Patient for Delivery

Set-Up Equipment

IV PROCEDURE (if time) Not in AC

Normal Saline at KVO

Delivery of Head
Firm, gentle pressure with flat of hand to slow expulsion
Allow head to rotate normally, check for cord around neck,
wipe face free of debris
Suction mouth and nose with bulb syringe

¥

/ Delivery of Body \

Place one palm over each ear with next contraction gently
move downward until upper shoulder appears
Then lift gently to ease out lower shoulder
Support the head and neck with one hand and buttocks with

v

Newborn and Cord
Keep newborn at level of vaginal opening
Keep warm and dry
After 10 seconds, clamp cord in two places with sterile
equipment at least 6 - 8” from newborn

\ Cut between clamps j
\

\ other j
C O

v

é Allow placenta to deliver itself but do not delay transport
while waiting
Take placenta to hospital with patient
DO NOT PULL-ON CORD TO DELIVERY PLACENTA!
\_ Perform APGAR Score 1 min and 5 min post delivery Y

v
[ TRANSPORT to appropriate facility )
CONTACT receiving facility
CONSULT Medical Direction where indicated
APPROPRIATE transfer of care

Transport to Hospital with OB Facilities
\_ b e J

EMT Intervention AEMT Intervention PARAMEDIC Intervention

OXYTOCIN (PITOCIN)
10 Units IM

After Delivery
For all deliveries regardless
off bleeeding

Online Medical Control
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CHILDBIRTH /OBSTETRICAL EMERGENCIES

UNCOMPLICATED DELIVERY

CONTACT RECEIVING FACILITY IMMEDIATLEY WHEN DELIVERY IS IMMINENT

HISTORY

SIGNS AND SYMPTOMS

DIFFERENTIAL DIAGNOSIS

e Duedate

how often

vaginal bleeding

history
e Medications

e Time contractions started /

e  Rupture of membranes
e Time /amount of any

e Sensation of fetal activity
e  Past medical and delivery

Spasmodic pain

Vaginal discharge or
bleeding

Crowning or urge to push
Meconium

Left lateral position
Inspect perineum

(No digital vaginal exam)

Abnormal presentation
Buttock

Foot

Hand

Prolapsed cord
Placenta previa
Abruptio placenta

APGAR SCORING

SIGN 0 1 2

COLOR Blue / Pale Pink Body, Blue Completely Pink
Extremities

HEART RATE Absent Below 100 Above 100

IRRITABILITY No Response Grimace Cries

(Response to

Stimulation)

MUSCLE TONE Limp Flexion of Extremities Active Motion

RESPIRATORY EFFORT | Absent Slow and Regular Strong Cry

KEY POINTS

e Exam (of Mother): Mental Status, Heart, Lungs, Abdomen, Neuro
e Document all times (delivery, contraction frequency, and length).
e If maternal seizures occur, refer to the OBSTETRICAL EMERGENCIES PROTOCOL.

e After delivery, massaging the uterus (lower abdomen) will promote uterine contraction and help to control
post-partum bleeding.

e Some bleeding is normal with any childbirth. Large quantities of blood or free bleeding are abnormal.

e  Prepare to deliver on scene (protecting the patient’s privacy). If delivery becomes imminent while enroute, stop
the squad and prepare for delivery.

e Newborns are very slippery, so be careful not to drop the baby.

e There is no need to wait on scene to deliver the placenta.

e If possible, transport between deliveries if the mother is expecting twins.

e Allow the placenta to deliver, but DO NOT delay transport while waiting.

e DO NOT PULL ON THE UMBILICAL CORD WHILE PLACENTA IS DELIVERING.

Northeast Ohio Regional EMS Protocol 7|12
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CHILDBIRTH /OBSTETRICAL EMERGENCIES

NEONATAL RESUSCITATION

. 89kg | 1011ke IS 15-18 kg 24-29 kg 30-36 kg
6-11 lbs 18-20 Ibs 22-24 Ibs 26-31 Ibs 33-37 Ibs 53-64 |bs 66-81 Ibs

26-29in 29-33in 33-38in 38-43in 48-52in 52-57 in

|
|
{ UNIVERSAL PATIENT CARE

PROTOCOL (For Mother) ﬁ\lewborn Oxygen Saturatioh
Time Saturation
Maintain body heat of infant Dry Infant and Keep Warm ] 1 Min 60-65%
during and post resuscitation 4 BVM 30 seconds at 40 — 60 ) 2 Min 65-70%
Breaths per minute with ROOM 3 Min 70-75%
AIR IF NOT BREATHING 4 Min 75-80%
Suction only if airway appears 5 Min 80-85%
= °b5tl“°ted J 10 Min 85-95%
- - ~ kAttemot to maintain these/
Stimulate infant and note
APGAR Score at 1 Min
> )\ No
Respirations Present?
Yi
2‘ ( ‘ = 1
= Assess Heart Rate >
o
- [ J HR < 100 v
L
= . y oo | BVM 30 seconds at 40 — 60
2] Reassess Heart Rate and Breaths per minute with
= APGAR Scoreat 5Min ROOM AIR
HR <60 HR 60 - 100 HR > 100
v v v
EFFECTIVE VENTILATIONS EFFECTIVE VENTILATIONS [ Monitor and Reassess ]
PEDIATRIC AIRWAY PROTOCOL PEDIATRIC AIRWAY PROTOCOL
<80
Begin CPR 3:1 Ratio 4—[ Reassess Heart Rate ]
IV /10 PROCEDURE
Weight based sized device
HR 80 - 100 HR > 100
y
Appropriate Dysrhythmia |V/ 10 PROCEDURE OXYGEN
Protocol Weight based sized device Blow - By
CONSIDER
NORMAL SALINE BOLUS ( TRANSPORT to appropriate facility
10 ml/ kg CONTACT receiving facility
DEXTROSE 10% CONSULT Medical Direction where <
2ml/kgIV/I10 indicated
If Glucose < 45 L APPROPRIATE transfer of care
[ EMT Intervention AEMT Intervention PARAMEDIC Intervention Online Medical Control

Northeast Ohio Regional EMS Protocol 8|12



CHILDBIRTH /OBSTETRICAL EMERGENCIES

NEONATAL RESUSCITATION
HISTORY SIGNS AND SYMPTOMS DIFFERENTIAL DIAGNOSIS

e Due date and gestational e Respiratory distress e Airway failure

age e  Peripheral cyanosis or e Secretions
e  Multiple gestation (twins mottling (normal) e Respiratory drive

etc.) e  Central cyanosis (abnormal) e Infection
e Meconium e Altered level of e Maternal medication effect
e Delivery difficulties responsiveness e Hypovolemia
e Congenital disease e Bradycardia e Hypoglycemia
e Medications (maternal) e Congenital heart disease
e  Maternal risk factors e Hypothermia

substance abuse

smoking

KEY POINTS

e Exam: Mental Status, Skin, HEENT, Neck, Chest, Heart, Abdomen, Extremities, Neuro

e Newborn arrest is not a cardiac arrest, it is a respiratory arrest.

e  Effective ventilation is key to successful resuscitation.

e Effective ventilation can be determined by; Chest rise, Bilateral breath sounds, and Increasing heart rate.

e Term baby resuscitation should begin with room air.

e If preterm baby, resuscitate with oxygen, but reservoir removed from BVM.

e Hypothermia is a common complication of home and field deliveries. Keep the baby warm and dry.

e Consider hypoglycemia in infant. If the BGL is less than 45 mg / dl then administer Dextrose 10%.

e Document 1 and 5-minute APGAR scores, but do not use it to guide your resuscitation steps.

e If the patient is in distress, consider causes such as; hypovolemia. Administer a 10 ml / kg fluid bolus of normal
saline.

e If drying and suction has not provided enough stimulation, try rubbing the infant’s back or flicking their
feet. If the infant still has poor respiratory effort, poor tone, or central cyanosis, consider them to be
distressed, most distressed infants will respond quickly to BVM.

e  Use caution not to allow newborns to slip from grasp.

@)
v o)
wn
=
m
—
2
(@
>
—

APGAR SCORING

SIGN 0 1 2

COLOR Blue / Pale Pink Body, Blue Completely Pink
Extremities

HEART RATE Absent Below 100 Above 100

IRRITABILITY No Response Grimace Cries

(Response to

Stimulation)

MUSCLE TONE Limp Flexion of Extremities Active Motion

RESPIRATORY EFFORT | Absent Slow and Regular Strong Cry
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APPENDIX #1: MEDICATIONS

Medication Reference

Medication AVailability STAtEMENT......ccuiiiiiiie et e e st e e saee st e e steeebeesateesaeeebeeenreesaeene 2-13
PHArmMaCOIOgY REVIEW ..cciiueiiiiiiiiieiiiee ettt sttt ettt e st st e st e e e st b e e s s abbeesbaaeesabbeeesabaeesaabaeesaabaeessbaes aeesasbaeesnssaeenns 3-13
Pregnancy Classes .... .5-13
AdENOSINE (AGENOCAIT) .evviiiiireieeiieeeeireeeeiteeeeteeeeereeesitaeeesetaeesebaeesasbeeessasaeeessseeassseeeassssesassesesassesesasseessses nareeesnsreeesnnes
Albuterol (Proventil / VENTOIIN) ...c.ei ittt ettt et e st et e e et e e e te e e te e eateeeseeebeeeaseeesesenbeesaseesaeeebeean sents

Albuterol and Ipratropium (DuoNeb)
Amiodarone (Cordarone)
ASPIrin oo

F A i o] o1 1o TS U L - | ISP USTRURUPNt
CalCium ChIOFIAE / GIUCONATE......vviiieeiee ettt ettt ettt ettt e e sttt e e sttt e e s abe e e s sabeeesbbeesssbsesssstaeesssbeessasteessaseeessasseess seesnnes
DEXErOSE (All CONCENTIATIONS) c.uvviiiitiiiieitiieeeiieeeeteeeeeteeeeetreeeebeeeesbeeeseabeeeeassaeeesaeeeessseesasseeesassesessseeesabaeesasaeesnsss sarseas
DiIQZEPAM (VAlIUM) .eeiitieiie ettt ettt et e st esat e et e st e e s st e e bt e s st e e beesabeesaeeenseesateesaseensaes tesnteesaseesaennseans
DiphenhydrAMINE (BENAATYI) .oc.vviiiieiiieiieeieeste ettt et sttt et e st e et eesbeessae e seeesseessseenteesaseeseseenseesnsessssaenserensn
EPINEPHIING (AQFENAIINY .uveiiiiiiiiiiitiee ettt ettt eette e ettt e cetee e eeabe e e eetbeeesebaeeeeabaeeeesbaeeeesbaeesasseeesbeeeesabaeesasbasesasss sbaeessnrenas
FENTANYL (SUDIMAZE) .. eiiiiiiiiiiiee ettt ettt et e et e e et e e e sat e e e s ata e e e ataee e steeeenseeeeaaseeesansaeeessaeeanstee sbaeeesnsaeesnssenns
(G [0ToF: ={o ) oW (C1 [N oF: ==Y ) ISP
R ET[o] =Yg T [o] I {5 =11 [ | ISR
[ =] oF- [ 1o TSP PPRPPIN
HYDROmorphone (Dilaudid) ...........

Ipratropium (Atrovent) .........
Ketamine (Ketalar) ................
Ketoralc (Torodol) ................
Labetalol (Trandate) . ............
(e FoTor: [T g Tl QY] Lo Tor- 11 =) PR
LORAZEPAM (ATIVAN) .eiiutiiiieeitieitte et esiteesttesteesttesbee sttt ebeesateesaeeeseesaseessseenseesaseesseesaseesaseenseesabeesaseessseens sabeesnseesaesnsenss
IMAENESTUM SUIFATE....eeuiieiiectiecie ettt ettt e et e e st e e te e s aae e tee s teessse e seeeateesaseesseeenseesssaens sneeenseesnseeseeenseennsenns
MethylPREDNISolone (SOLU-medrol)
12121
Ve V2ol Yo a W AVA=T 5T =Te ) RO
(1Y [T o] o QLI U1 L1 PSR
N o) o] s TN N FE T o= L ) PRSPPI
Nitroglycerin (Nitro-Stat)
OLANZapine (ZyPREXA) ........

ONdansetron (Zofran) ....cccoceevceerieereesieerie e
Oral Glucose (Instant Glucose)
Oxygen (02)
(@)Y ool o TN 22 e Yol ) I PRSPPIt
Prometnazing (PRENEIZAN)......ccoiieieieerie sttt sttt e st et ses st et et ese ses e e seses e sbesesas ses et asesas e etssesareaesbesasesessasebsaserssnnsesas

[ Tol=Y g a1 [oll o1 T=T ] o 1o L= IR

Yoo [V Ta T 21 or T o To T o T <SSR SRPNt

RES o g L=l (adeT ] e Yor-Y o =) RPN

L1101 LTI O SRRSO
THCAGIEION (BIIlINTA) cueuruiicietet ettt ettt eet s ettt e st e e be e et e e etbe e beeesbeestaeebaesaseeasasenbeesaseessseenseesssaesssaesees sebebensssssetesetenees
Tran@XaMIC ACIH (TXA) ..ottt ettt et ettt et e s te e ate e aeesaeeeaatesaseesaeeebeesabeesateaaeesnbees aesateanseeeseann

(o1To ) doyi o) Yol o T (1T o] o) TSP 47-13
(01T o] 1o [oT=d g LI =1V I PP 48-13
[DLe Yo el [T TN VAT o T 01 Y7ol ) RSP 49-13
DuoDote (Atropine and Pralidoxime) and Valium NERVE AGENT KIT ......ouiiiiiiiiiiiieeeiiee e e scteeeeiree e svne e ssavee e ssavee e 50-13

[ oYY Lo X =R VN YT =Y =) PP
Hydroxocobalamin (Cyanokit) ........cccceceevveevieenieciieennnen.

Nitrous Oxide / Oxygen.........
Succinylcholine (Anectine) ...
Tenecteplase (TNKase). ........

Pediatric Drug Administration Charts

Northeast Ohio Regional EMS Protocol Page 1|13



MEDICATION INFORMATION

Medication Supply / Availability

Medical Director / EMS agency rights:

These medications represent the medications approved by the protocol advisory board for inclusion in
the EMS protocol. Each individual Medical Director reserves the right to choose not to supply or use
medication included in the protocol at his / her discretion. The Medical Director also reserves the right
to decide which (or all) agent to supply if multiple medications are listed for an application.

In situations where medications are not provided by the EMS agency or Medical Director, the EMS
provider is NOT IN VIOLATION of protocol if they cannot provide a listed medication.

Medication Availability:

Medication shortages are an ongoing reality. Although, where available, this document lists available
alternate medications, the alternate medications are not necessarily intended to be carried routinely.
These agents are intended to be added to the drug box in the event of a shortage of the primary listed
agent.

It is the individual Medical Directors and the individual agencies responsibility to communicate

shortages and substitutions with the staff. It is the individual providers’ responsibility to review the
protocols and dosing for substituted medications.
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MEDICATION INFORMATION

PHARMACOLOGY REVIEW

I. ACTIONS OF MEDICATIONS
1. Local effects
2. Systemic effects

Il. EFFECTS DEPENDS UPON
1. Age of patient
2. Condition of patient
3. Dosage
4. Route of administration

11l. ROUTE OF ADMINISTRATION
1. Intravenous (IV)

e Most rapidly effective
e  Most dangerous
e  Give SLOWLY through an established IV line (FOR MOST MEDICATIONS)
2. Intramuscular (IM)
e  Takes longer to act
e  Longer duration of action (QOil vs. water-based medications duration varies)
e  Deltoid or gluteus maximus site
e Absorption VERY dependent on blood flow
3. Subcutaneous (SQ)
e  Slower and more prolonged absorption
e Under skin of upper arms, thigh, abdomen
4. Inhalation
e  Bronchodilators
e  Steroids (Patients may be prescribed)
5. Endotracheal (Only administer through ET as a last resort with no better options)
e  EPINEPHrine (Adrenaline), Atropine, Lidocaine (Xylocaine), Naloxone (Narcan)
e  Medication dose must be twice the IV dose
6. Sublingual (SL)
e  Rapid absorption
e  Patient must be well hydrated for good absorption
7. Oral
e  Slow rate of absorption
8. Rectal (PR)
e  Rapid but unpredictable absorption
9. Intranasal (IN)
e Must use specific device to aerosolize medication
10. Intraosseous (10)
e |Oisonly to be used only if IV is unobtainable in an unconscious patient
e Nearly as fast as IV route

IV. RATES OF ABSORPTION
1."Directly related to route of administration"
e |V (Fastest)
e 10 (Intraosseous)
e Inhalation
e  ET (Endotracheal)
e IM (Intramuscular)
e  SL(Sublingual)
e IN (intranasal)
e PR (Rectal)
e  SQ (Subcutaneous)
e  Oral (Slowest)
V. ELIMINATION
1. Many methods
2. Usually metabolized by the liver
3. Eliminated by the kidneys, lungs, skin
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VI. TERMS

1.

LN UEWN
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Indications — Conditions medications are used for

Contraindications — Conditions which make medication use improper

Depressants - Lessens / decreases activity

Stimulants - Increases activity

Physiologic action - Action from therapeutic concentrations of a medication

Therapeutic action - Beneficial action expected from a desired concentration of a medication
Untoward reaction - Unwanted side effect

Irritation - Damage to tissue

Antagonism - Opposition between physiologic action

. Cumulative action - Increased action after repeated administration of medications

. Tolerance - Decreased effects after repeated doses

. Synergism - Combined effects greater than sum of individual effects

. Potentiation - Enhancement of one medication by another

. Habituation — Becoming abnormally tolerant to and dependent on something that is habit-forming
. Idiosyncrasy - Abnormal response to a medication

. Hypersensitivity - Exaggerated response or allergy to a specific agent

VIl. AUTONOMIC NERVOUS SYSTEM

1.
2.

Parasympathetic - Controls vegetative functions “rest and digest”
Sympathetic - "flight or fight"

Viil. PARASYMPATHETIC NERVOUS SYSTEM

1.
2.
3.

Mainly mediated by vagus nerve
Acetylcholine is transmitter (cholinergic)
Atropine is an acetylcholine blocker

IX. SYMPATHETIC NERVOUS SYSTEM

1.
2.

Mediated by Nerves from Sympathetic Chain
Norepinephrine and EPINEPHrine are the transmitters

X. SYMPATHETIC RECEPTORS
Alpha (a) - Vasoconstriction
Beta (b) — Heart rate / Contractictilty

Xl. COMMON SYMPATHETIC AGENTS
Isoproterenol (Isuprel) - pure BETA
Epinephrine (Adrenalin) — ALPHA and BETA
Dobutamine (Dobutrex) - predominately BETA
Norepinephrine (Levophed) - predominately ALPHA
DOPAmine (Intropin) - BETA at low dose range, ALPHA at high dose range
Phenylephrine (Neo-Synephrine) - pure ALPHA

XIl. SYMPATHETIC BLOCKERS
Propranolol (Inderal) - BETA blocker

Xill. MEDICATION ADMINISTRATION
Appropriate:

1. Medication selection based on protocol

Contraindications are reviewed prior to administration
Route is determined by protocol

Dose selection based on protocol

Dilution is per protocol

Rate is per protocol

Noukwn

Visually examine medication for particulates or discoloration and that the medication has not expired
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MEDICATION INFORMATION

PREGANCY CLASSES

Controlled studies in women do not demonstrate a risk to the fetus. The possibility of fetal harm
appears remote.

Either animal studies have not demonstrated a fetal risk but there are no controlled studies in
pregnant women, or animal studies have shown an adverse effect that was not confirmed in controlled
studies in women.

Either studies in animals have revealed adverse effects on the fetus and there are no controlled studies
in women, or studies in women and animals are not available. Drugs in category C should only be taken
if the benefit justifies the fetal risk.

Category D

There is positive evidence of human fetal risk (birth defects, etc.), but the benefits from use in
pregnant women may be acceptable despite the risk.

Category X

Studies in animals or human beings have demonstrated fetal abnormalities or there is evidence of fetal
risk based on human experience, and the risk of the use of the drug in pregnant women clearly
outweighs any possible benefit. Drugs in category x should not be taken by pregnant women for any
reason.

Category N

Not classified
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MEDICATIONS
ADENOSINE (Adenocard)
c
ACTIONS 1. Slows conduction time and can interrupt re-entrant pathways through the AV
node
2. Slows the sinus rate

INDICATIONS 1. Supra ventricular tachycardia (SVT)

2. Monomorphic, regular wide complex arrhythmias
CONTRAINDICATIONS 1. Atrial fibrillation

2. Atrial flutter

3. Polymorphic, irregular, or unstable ventricular tachycardia

4. Heart blocks

5. Known WPW
PRECAUTIONS Inform the patient of likely side effects prior to medication administration
SIDE EFFECTS 1. Facial flushing

2. Shortness of breath / dyspnea

3. Chest discomfort

4. Brief period of sinus arrest

5. Headache

6. Dizziness

7. Hypotension
USUALLY SUPPLIED 6 mg/2ml

VERIFY ACTUAL CONCENTRATION ON HAND BEFORE ADMINISTRATION

ADULT DOSAGE SVT Initial Dose:
6 mg rapid IV PUSH (over 1-3 sec.) immediately followed with a 20 ml normal saline
flush
SVT Repeat Dose: (If no response is observed after 1 minute)
12 mg rapid IV PUSH (over 1-3 sec.) immediately followed with a 20 ml normal saline
flush.

Wide Complex Regular Initial Dose:

6 mg rapid IV PUSH (over 1-3 sec.) immediately followed with a 20 ml normal saline
flush

Wide Complex Repeat Dose: (If no response is observed after 1 minute)

12 mg rapid IV PUSH (over 1-3 sec.) immediately followed with a 20 ml normal saline
flush.

SVT Initial Dose:
0.1 mg / kg rapid IV PUSH followed with a 10 ml normal saline flush (Max single dose 6
mg)
SVT Repeat Dose:
If no response is observed after 1 - 2 min., administer 0.2 mg / kg rapid IV PUSH
followed with a 10 ml normal saline flush
(Max single dose 12 mg)
See PEDIATRIC DRUG ADMINISTRATION CHART for weight-based administration
3-5kg 6-7 kg T RNl 12-14kg | 15-18kg
6-11lbs | 13-15 Ibs EERINRPPSYAEN 26-31 Ibs | 33-37 lbs | 53-64 Ibs | NEoan o
18-24in | 24-26in [WPIPEIMNPEEEN 33-38in | 38-43in | 48-52in | EPESVAL
KEY POINTS e Adenosine has a short half-life, and should be administered rapidly
followed by a rapid IV flush
e Reassess after each medication administration and refer to the
appropriate protocol and treat accordingly
e Perform a 12 Lead EKG prior to the administration of adenosine and after
the rhythm converts

e Record EKG during administration

| 24-29kg [EDEETT
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MEDICATIONS

ALBUTEROL (Proventil / Ventolin)
c

ACTIONS

Relax bronchial smooth muscles
Reduces airway resistance
Relieves bronchospasm

Asthma exacerbation

COPD exacerbation

Pulmonary edema with wheezing
4. Hyperkalemia
CONTRAINDICATIONS Known hypersensitivity

PRECAUTIONS 1. Use caution when administering to pregnant women
Patients with cardiac history
Patients with seizure disorders
Headache

Drowsiness

Dizziness

Restlessness

Nausea / Vomiting

Tachycardia

Palpitations

Hyper / hypotension

. Tremors

10. PVCs

SUPPLIED Single unit dose 2.5 mg in 3 ml of nebulizer solution

INDICATIONS

W RIWwN e

SIDE EFFECTS

LN EWNREWN

ADULT DOSAGE Respiratory Distress / Asthma / COPD: (As part of DuoNeb)
2.5 mg in 3 ml unit dose via nebulizer and 6 - 8 [pm oxygen
Congestive Heart Failure with wheezing: (As part of DuoNeb)
2.5 mg in 3 ml unit dose via nebulizer and 6 - 8 [pm oxygen
Anaphylaxis: (As part of DuoNeb)
2.5 mgin 3 ml unit dose via nebulizer and 6 - 8 [pm oxygen
o7 EMT MUST CONTACT ONLINE MEDICAL CONTROL
Dialysis Patient / Peaked T waves:
2.5 mg in 3 ml unit dose via nebulizer and 6 - 8 [pm oxygen
Repeat to keep running throughout prehospital care

Respiratory Distress Lower Airway:
Mild - 2.5 mg in 3 ml unit dose via nebulizer and 6 — 8 Ipm oxygen first
Dose — Add Ipratropium (Atrovent) with subsequent doses
Moderate / Distress Severe Distress - 2.5 mg in 3 ml unit dose via
nebulizer and 6 — 8 lpm oxygen — Add Ipratropium (Atrovent)
Anaphylaxis:
2.5 mg in 3 ml unit dose via nebulizer and 6 - 8 [pm oxygen

e EMT MUST CONTACT ONLINE MEDICAL CONTROL
KEY POINTS e May repeat treatments as required
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MEDICATIONS

ALBUTEROL and IPRATROPIUM (DuoNeb)

PREGNANCY CLASS C

ACTIONS 1. Relax bronchial smooth muscles
2. Reduces airway resistance
3. Relieves bronchospasm
4. Dries bronchial secretions
INDICATIONS 1. Asthma exacerbation
2.

COPD exacerbation
3. Pulmonary edema with wheezing

CONTRAINDICATIONS

Known hypersensitivity

PRECAUTIONS

1. Use caution when administering to pregnant women

Patients with cardiac history

Patients with seizure disorders

Not intended for use with hyperkalemia, use albuterol alone.

SIDE EFFECTS

Headache
Drowsiness
Dizziness
Restlessness
Nausea / Vomiting
Tachycardia
Palpitations
Hyper / hypotension
. Tremors

10. PVCs

11. Dry nose, Mouth

©ONOUAWNEISWN

SUPPLIED

ADULT DOSAGE

2.5 mg Albuterol and 0.5 mg Ipratropium in single unit dose

Respiratory Distress / Asthma / COPD:

Single unit dose via nebulizer and 6 - 8 Ipm oxygen
Congestive Heart Failure with wheezing:

Single unit dose via nebulizer and 6 - 8 [pm oxygen

Anaphylaxis:
Single unit dose via nebulizer and 6 - 8 [pm oxygen
e EMT MUST CONTACT ONLINE MEDICAL CONTROL

Respiratory Distress Lower Airway:
Mild Distress - Second and third doses use Albuterol / Ipratropium
(DuoNeb) Unit dose via nebulizer and 6 — 8 Ipm oxygen. First Dose — Use
Albuterol Only
Moderate / Severe Distress - Albuterol/lpratropium (DuoNeb) Unit dose
via nebulizer and 6 — 8 Ipm oxygen.

e EMT MUST CONTACT ONLINE MEDICAL CONTROL

KEY POINTS

e May repeat treatments as required
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MEDICATIONS

AMIODARONE (Cordarone)
X — USE LIDOCAINE instead

ACTIONS Prolongs the refractory period and action potential duration
INDICATIONS 1. Ventricular fibrillation

2. Pulseless ventricular tachycardia

3. Wide complex tachycardia with a pulse (with consultation)
CONTRAINDICATIONS 1. Known hypersensitivity

2. If lidocaine was previously used, Do Not use amiodarone

3. Second / third degree AV blocks
SIDE EFFECTS 1. Hypotension

2. Prolonged QT interval
SUPPLIED 150 mg / 3 ml vial

VERIFY ACTUAL CONCENTRATION ON HAND BEFORE ADMINISTRATION

ADULT DOSAGE PULSELESS - Ventricular Fibrillation / Ventricular Tachycardia:
300 mg IV Push
(May be repeated one time at 150 mg IV push in 3 - 5 minutes if no change)

PULSE PRODUCING - Wide Complex Tachycardia:

150 mg diluted in 100 ml of D5 over 10 minutes

If pregnant use Lidocaine (Xylocaine)
.

PULSELESS - Ventricular Fibrillation / Ventricular Tachycardia:

5 mg/ kg IV /10 Push — May repeat up to 3 doses

If the rhythm converts to a perfusing rhythm, then administer 2.5 mg /

kg IV / 10 mixed in 100 ml D5 over 20 - 60 minutes

Max 300 mg

PULSE PRODUCING - Wide Complex Tachycardia:

2.5 mg / kg mixed in 100 ml D5 IV / 10 over 20 - 60 minutes

Max 150 mg

See PEDIATRIC DRUG ADMINISTRATION CHART for weight-based administration

35 kg 6-7 kg 8-9 kg RNl 12-14kg | 15-18kg 24-29kg [EEL
6-11 Ibs 13-15 Ibs IEERLI PRV 2631 Ibs | 33-37 Ibs RN 66-81 Ibs
18-24in 2426in IPIEIMPEEEN I 33-38in | 38-43in 48-52in | CPEsvAL

KEY POINTS e Amiodarone is the preferred antiarrhythmic medication to treat
life threating PULSELESS ventricular arrhythmias

e Avoid excessive movement and shaking of the medication

e Do not administer concurrently with other medications that
prolong QT interval

e |deally mixed in 100 ml bag of D5 for administration to patients
with perfusing rhythms.
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MEDICATIONS

ASPIRIN
PREGNANCY CLASS D
ACTIONS Blocks platelet aggregation
INDICATIONS 1. Chest pain suggestive of a Ml

12-Lead EKG indicating a possible Ml
Patients with Acute coronary symptoms
Known hypersensitivity

Active ulcer disease

Signs of stroke

Gl bleeds

Heartburn

2. Nausea and vomiting

SUPPLIED 81 mg chewable tablet

ADULT DOSAGE Acute Coronary Symptoms:
324 mg (4 tablets)

Not recommended in the pre-hospital setting
KEY POINTS e [f patient has already taken ASA in the last 24 hours, give ASA to
equal 324 mg total

CONTRAINDICATIONS

PRECAUTIONS
SIDE EFFECTS

Ll Eal e E
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MEDICATIONS

ATROPINE SULFATE

ACTIONS

PREGNANCY CLASS C

Blocks acetylcholine (parasympathetic nervous system)
Increases conduction through the SA node by blocking vagal activity

INDICATIONS

Symptomatic sinus bradycardia
Organophosphate poisoning
Nerve agent exposure

CONTRAINDICATIONS

Known hypersensitivity
Second degree AV Blocks (Mobitz type Il)
Third degree AV Blocks

PRECAUTIONS

PIW N RN RN e

Avoid use in atrial flutter or atrial fibrillation with a rapid ventricular
response

May increase myocardial oxygen demand — use caution if possible acute
Ml

May trigger tachydysrhythmias

Avoid in hypothermic bradycardia

N

SIDE EFFECTS

Dry mouth
Blurred vision
Flushed skin
Headache
Tachycardia

6. Pupillary dilation

vAhWNERIRW

SUPPLIED
ADULT DOSAGE

1mg/10 ml
Bradycardia:

1 mg IV /10 every 3 - 5 minutes

(max dose 3 mg)

Organophosphate Poisoning:

1 mg IV repeat every 3 - 5 minutes until resolution of symptoms
No max dose. Extremely large doses will likely be required

Bradycardia:

0.02 mg / kg IV / 10 repeated in 5 minutes one time
Minimum dose is 0.1 mg

Max dose 0.5 mg

EPINEPHTrine is used first in peds bradycardia

Useful in pediatrics only if evidence of vagal stimulation, use EPINEPHrine first
in pediatric bradycardia

Organophosphate Poisoning:

0.05 mg / kg IV Max 1 mg per dose

Repeat every 3 - 5 minutes until resolution of symptoms.
No max dose. Extremely large doses will likely be required.

See PEDIATRIC DRUG ADMINISTRATION CHART for weight-based administration

3-5kg 6-7 kg PR E 12-14kg | 15-18kg 24-29 kg el

6-11 lbs [ 13-15 lbs [EIYINIIIMEVIIVY NI 26-31 Ibs | 33-37 Ibs 53-64 Ibs |EREHNIES

18-24in 24-26in 26-29in 29-33in 33-38in 38-43in 48-52 in 52-57 in
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MEDICATIONS

CALCIUM CHLORIDE / CALCIUM GLUCONATE

PREGNANCY CLASS
ACTIONS

C
Raises serum calcium levels, increases cardiac contractility

INDICATIONS

1. Calcium channel blocker OD
Dialysis patient in cardiac arrest
Hypocalcemia

Hyperkalemia
Hypermagnesemia

CONTRAINDICATIONS

Patient taking digitalis

PRECAUTIONS

Plee s W

Do not infuse with SODIUM BICARBONATE — will cause
precipitates — FLUSH LINES BEFORE ADMIN

PUSH SLOW 2 minutes

Extravasation may cause tissue necrosis

SIDE EFFECTS

Hypotension

Nausea

Tissue necrosis at injection site
Flushing / Hot flashes

. Arrhythmias

e WN R IWN

SUPPLIED
ADULT DOSAGE

100 mg / ml — Both Calcium Chloride and Calcium Gluconate
Dialysis Patients in Cardiac Arrest:

1-3 Grams Calcium Gluconate IV / 10 Slow -or-

1 Gram IV / 10 Slow Calcium Chloride

Calcium Channel Blocker OD:

1-3 Grams Calcium Gluconate IV / 10 Slow -or-

1 Gram IV / 10 Slow Calcium Chloride

Hyperkalemia / Peaked T Waves / Sine Wave EKG:

1-3 Grams Calcium Gluconate IV / 10 Slow -or-

1 Gram IV / 10 Slow Calcium Chloride

Calcium Channel Blocker OD:

20 mg / kg IV / 10 Calcium Chloride over 10 min — May repeat in 20 min
Max dose 1 Gram

60 mg / kg IV / 10 Calcium Gluconate over 10 min — May repeat in 20
min

Max dose 3 Grams

See PEDIATRIC DRUG ADMINISTRATION CHART for weight-based administration

3-5 kg 6-7 kg T el 12-14kg | 15-18kg 30-36 kg
6-11 lbs | 13-15Ibs [EEENIMPYELY M 26-31 Ibs | 33-37 lbs 66-81 Ibs
18-24in | 2426in [NPIEINMMRPEEEI 33-38in | 38-43in 52-57 in
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MEDICATIONS
DEXTROSE 5%, 10%, 25%, AND 50%
c
ACTIONS Restores blood sugar
INDICATIONS 1. Treatment of altered mental status due to hypoglycemia
2. Adult BGL less than 70 mg / dl or signs and symptoms of hypoglycemia
3. Coma with associated hypoglycemia
4. Delirium tremens with associated hypoglycemia
5. Seizure or status epilepticus with associated hypoglycemia
6. Cardiac arrest with associated hypoglycemia
CONTRAINDICATIONS 1. Known hyperglycemia
2. Intracranial / intraspinal hemorrhage
PRECAUTIONS 1. Use with caution with stroke or head injury patients
2. Ablood glucose level should be determined prior to and post dextrose
administration
SIDE EFFECTS 1. Extravasation of Dextrose may cause necrosis
2. Hyperglycemia
SUPPLIED 5% IV bags 5 grams / 100 m| FOR MIXING DRIP MEDICAIONS ONLY
10% IV bags 10 grams / 100 ml (250 ml = 25 g of dextrose)
50% Prefilled syringes or vials containing 50 ml of Dextrose 50%
(50 ml = 25 g of dextrose)

ADULT DOSAGE Diabetic Emergencies / Hypoglycemia:
If glucose < 40 / 25 g (250 ml of 10% or 50 ml of 50%)
IV /10 - may repeat as required
If glucose 40— 70/ 12.5 g (125 ml of 10% or 25 ml of 50%)
IV /10 - may repeat as required
e
PEDIATRIC DOSAGE Diabetic Emergencies / Hypoglycemia:
PEDIATRICS Dextrose 10% (D10)
5 ml/ kg IV /10 - may repeat as required
PEDIATRICS MAKE Dextrose 25% (D25)
Waste 25ml of D50 and replace with 25ml normal saline to create Dextrose
25% (D25)
2 ml/ kg IV /10 - may repeat as required
NEONATE Dextrose 10% (D10)
Dextrose 10% (D10)
2 ml/ kg IV / 10 — may repeat as required
NEONATE MAKE Dextrose 10% (D10) from 50%
Waste 40 ml of D50 and replace with 40ml normal saline to make Dextrose
10% (D10)
2 ml/ kg IV / 10 — may repeat as required
See PEDIATRIC DRUG ADMINISTRATION CHART for weight-based administration
T el 12-14kg | 15-18kg 30-36 kg
ESIIMPPEYAS 26-31 Ibs | 33-37 Ibs 66-81 Ibs
PP EN T 33-38in | 38-43in 52-57 in
KEY POINTS e 5% Dextrose is used as a base solution for mixing specific drips in the field
e  Dextrose should not be routinely given through 10, use other methods first. Use as a
last resort in peri-arrest arrest patients only.
o Extravasation of Dextrose can cause tissue necrosis
e Attempt to use a large vein to administer Dextrose

e  Precede Dextrose with Thiamine 100 mg IV / IM if the patient is suspected of chronic
alcoholism or malnourishment (Adult patients)
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MEDICATIONS

diazePAM (Valium)

PREGNANCY CLASS D

ACTIONS

Sedative
Anticonvulsant
Amnestic (induces amnesia)

INDICATIONS

Status epilepticus

Sedation prior to transcutaneous pacing, synchronized cardioversion, and painful
procedures in the conscious patient

Cocaine induced acute coronary syndromes

Agitated or combative patients

N R [ WN -

CONTRAINDICATIONS

Known hypersensitivity

Altered mental status of unknown origin
Head injury without seizure

Respiratory insufficiency

PRECAUTIONS

Ll Pl S el Pl o

May cause respiratory depression, respiratory effort must be continuously
monitored with Capnography

Should be used with caution with hypotensive patients and patients with altered
mental status

diazePAM (VALIUM) potentiates alcohol or other CNS depressants

N

SIDE EFFECTS

Respiratory depression
Hypotension
Lightheadedness
Confusion

Slurred speech

. Amnesia

S N

SUPPLIED
ADULT DOSAGE

5mg/ ml

Status Epilepticus:
~2.5-5mg IV /10 may repeat to max dose 10 mg

Procedural Sedation (Transcutaneous Pacing and Cardioversion):
25-5mglIVv/I10

Cocaine Induced ACS:

2.5-5mglV /10

Airway Management:

25-5mglIv/I10

Combative Psych Patient:
25-5mglIv/IO

Status Epilepticus:
0.2 mg / kg slow IV / 10 max dose of 5mg
0.5 mg / kg rectal max dose of 10mg

Procedural Sedation (Transcutaneous Pacing and Cardioversion):
0.1 mg / kg slow IV / 10 max dose of 5mg
0.5 mg / kg rectal max dose of 10mg

Combative Psych Patient:
0.1 mg / kg slow IV / 10 max dose of 5mg
0.5 mg / kg rectal max dose of 10mg

See PEDIATRIC DRUG ADMINISTRATION CHART for weight-based administration

89 kg SOSENTE 12-14kg | 15-18kg 30-36 kg
6-11 Ibs AESI [PV 26-31 Ibs | 33-37 Ibs 66-81 Ibs
18-24in 26-29in 29-33in 33-38in 38-43in 52-57in
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MEDICATIONS

diphenhydrAMINE (Benadryl)
B

ACTIONS Antihistamine
INDICATIONS 1. Allergic reactions
2. Adjunctive treatment to EPINEPHrine in anaphylaxis
3. Medication induced extrapyramidal symptoms (EPS)
CONTRAINDICATIONS 1. Known hypersensitivity
2. Acute asthma
PRECAUTIONS 1. Carefully monitor patient while waiting for medication to take
effect (effect of medication begins 15 minutes after
administration)
May cause CNS depression
Use caution in patients with history of asthma
Use caution in patients with history or cardiovascular disease
SIDE EFFECTS Sedation

Dries secretions
May exacerbate asthma
Blurred vision
Headache
Hypotension
Tachycardia
. Thickening of bronchial secretions
SUPPLIED 50mg / 1ml
ADULT DOSAGE Allergic Reaction or Anaphylactic Shock:
Mild reaction - 25 — 50 mg slow IV / 10 or IM
Moderate / Severe Reaction or Shock - 50 mg slow IV / 10 or IM
Extrapyramidal Symptoms:
25mg-50mgIV/IM
DO NOT mix in the same syringe as Haloperidol (Haldol)
I
Allergic Reaction or Anaphylactic Shock:
1 mg/kg slow IV /10 or IM
Max dose 50 mg
Behavioral / Psychiatric Emergencies - Agitation
1 mg/kg slow IV /10 or IM

Max dose 50 mg

See PEDIATRIC DRUG ADMINISTRATION CHART for weight-based administration

[T el 12-14kg | 15-18kg [ 24-20kg ELELET
6-11 Ibs SIS YAl 26-31 lbs | 33-37 Ibs | 53-64 Ibs | NEean s
18-24in PEPLIMPEEE I 33-38in | 38-43in I 5257 n
KEY POINTS e Use in anaphylaxis only after EPINEPHrine (Adrenaline) and

stabilization of cardiorespiratory symptoms

XNV REWNRIEWN
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MEDICATIONS
EPINEPHrine (Adrenaline)
c
ACTIONS 1.  Alpha and beta-adrenergic agonist
2. Bronchodilation
3. Increase heart rate and automaticity
4.  Increases cardiac contractility
5.  Increases myocardial conduction velocity
6. Increases blood pressure
INDICATIONS 1.  Cardiac arrest
2. Anaphylactic reaction
3. Anaphylactic shock
4.  Respiratory distress
CONTRAINDICATIONS Known hypersensitivity
PRECAUTIONS Blood pressure, pulse, and ECG must be routinely monitored for all patients receiving EPINEPHrine
SIDE EFFECTS 1.  Palpitations
2. Anxiety
3. Headache
4.  Trembling
5.  Nausea / vomiting
SUPPLIED 1mg/10ml-0.1 mg/ ml
1mg/1ml
Autoinjector Adult 0.3 mg EPINEPHrine >30kg (66 Ibs)
Autoinjector Jr. Peds 0.15 mg EPINEPHrine 15-30kg Ibs (33-66)

ADULT DOSAGE Cardiac Arrest:
1 mg of EPINEPHrine 100 mcg / ml (1:10,000) IV / 10 every 3 - 5 minutes
Anaphylactic Reaction:
0.3 - 0.5 mg of EPINEPHrine 1mg / ml IM
EMT MUST USE EPINEPHRINE AUTO-INJECTOR (0.3 mg) >30kg (66 Ibs).
Respiratory Distress — Stridor:
5 mg of EPINEPHrine 1 mg / ml (1:1000) Nebulized Undiluted Dose
Respiratory Distress: (Unresponsive to Albuterol)
0.3 - 0.5 mg of EPINEPHrine 1mg / ml (1:1000) IM
Anaphylactic Shock: (Impending Arrest)
1 ml per minute of EPINEPHrine 100 mcg / ml (1:10,000) IV / 10 until resolution of blood pressure. Max dose
500 mcg (0.5 mg)
Cardiogenic, Neurogenic, Septic Shock, Post Resuscitation, Bradycardia — PUSH DOSE EPI
Make 10 mcg / ml - 10 mcg (1 ml) every 2 -5 mins - slow push titrate to effect
To Maintain MAP > 65 or SBP 90 / Radial Pulses if NIBP Unavailable
...
Cardiac Arrest:
0.01 mg / kg of EPINEPHrine 0.1 mg / ml (1:10,000) - IV / 10 every 3 - 5 minutes. Max 1mg per dose
Anaphylactic Reaction:
0.01 mg / kg of EPINEPHrine 1mg / ml IM - Max dose 0.5 mg
EMT MUST USE EPINEPHRINE AUTO-INJECTOR JR (0.15 mg) 33 — 66 Ibs.
Croup: (If Racemic EPINEPHrine Not Available)
<10 kg 3 ml of EPINEPHrine 1 mg / ml (1:1000) nebulized
>10 kg 5 ml of EPINEPHrine 1 mg / ml (1:1000) nebulized
Respiratory Distress: (Unresponsive to Albuterol)
0.01 mg / kg of EPINEPHrine 1mg / ml (1:1000) IM - Max dose 0.5 mg
Anaphylactic Shock: (Impending Arrest)
0.01 mg / kg of 0.1 mg / ml (1:10,000) 1V /10 until resolution of blood pressure — Max dose 0.5 mg
Cardiogenic, Neurogenic, Septic Shock, Post Resuscitation — PUSH DOSE EPI
Make 10 mcg / ml — 1 mcg / kg every 2-5 mins — Max dose 10 mcg - slow push titrate to effect
See PEDIATRIC DRUG ADMINISTRATION CHART for weight-based administration
T RNl 12-14kg | 15-18keg 30-36 kg
STV 26-31 1bs | 33-37 Ibs 66-81 Ibs
18-24 in LR 33-38in | 38-43in 52-57 in
KEY POINTS Do Not Confuse Epi 1 mg / ml IM and 0.1 mg / ml (100 mcg / ml)

PUSH DOSE EPI KEY POINTS

e Label the IV bag once mixed to prevent misuse
e Use filter needle when drawing from ampoules, discard filter needle and use fresh while injecting
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MEDICATIONS

fentaNYL (Sublimaze)
PREGNANCY CLASS C
ACTIONS Inhibits pain pathways altering perception and response to pain
INDICATIONS 1. Severe pain management

2. ACS/STEMI

3. Abdominal Pain

4. lIsolated trauma
CONTRAINDICATIONS 1. Hypersensitivity

2. Uncontrolled hemorrhage

3. Shock
PRECAUTIONS
SIDE EFFECTS 1. Respiratory depression

2. Bradycardia

3. Muscle rigidity
SUPPLIED 100 mcg /2 ml

VERIFY ACTUAL CONCENTRATION ON HAND BEFORE ADMINISTRATION

ADULT DOSAGE Acute Coronary Symptoms:
25-100mcgIV/1I0/IM/IN
May repeat g5 min — Max 100 mcg
Severe Pain Management:
25-100mcg IV /10 /IM/IN
May repeat g5 min — Max 100 mcg
Abdominal Pain:
25-100mcg IV /10 /IM/IN
May repeat g5 min — Max 100 mcg
...
PEDIATRIC DOSAGE Severe Pain Management:
1mcg/kgIV/10/IM/IN may repeatin 10 — 15 mins
Max 50 mcg IV /10 / IM — 100 mcg IN

See PEDIATRIC DRUG ADMINISTRATION CHART for weight-based administration
T EE el 12-14kg | 15-18kg 30-36 kg
ST BV 26-31Ibs | 33-37lbs 66-81 Ibs
LN EN T 33-38in | 38-43in 52-57 in
KEY POINTS o Likelihood of side effects increases with rapid administration

® Narcotic naive patients may need lower dosing regiment

® Preferred analgesic for trauma / ACS
® Must be given slowly IV
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MEDICATIONS

GLUCAGON (Glucagen)

PREGNANCY CLASS B

ACTIONS 1. Causes breakdown of glycogen to glucose increasing blood
glucose level

INDICATIONS 1. Correction of hypoglycemia when vascular access is not able to
be established and oral glucose is contraindicated

CONTRAINDICATIONS Known hypersensitivity

PRECAUTIONS 1. Glucagon is only effective in patients with enough stores of

glycogen (glycogen stored in liver)
2. Glucagon can be administered on scene, but do not wait for it to
take affect

SIDE EFFECTS 1. Nausea and vomiting
2. Hyperglycemia
SUPPLIED Vials of 1mg Glucagon with 1ml of diluting solution
ADULT DOSAGE Hypoglycemia without Vascular Access:
1 mgIM

PEDIATRIC DOSAGE Hypoglycemia Without Vascular Access:
0.5 mg IM < 20kg
1 mg IM > 20kg
KEY POINTS e Response is usually noticed in 5 - 20 minutes. If response is
delayed, dose may be repeated
e IfIVis established after Glucagon (Glucagen) is given and patient
is still hypoglycemic, administer Dextrose
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MEDICATIONS

HALOPERIDOL (Haldol)

PREGNANCY CLASS C

ACTIONS Chemical restraint of acute psychosis or agitation patients

INDICATIONS Aggressive, violent, or severely agitated patients in the setting of
psychosis or alcohol intoxication

CONTRAINDICATIONS 1. Not for use in combative or violent reactions resulting from

treatable medical emergencies Such as Hypoxemia, Sepsis,
Seizure, Encephalitis, Hypoglycemia or Stroke.
Dementia related psychosis
Known hypersensitivity
Parkinson’s disease
CNS depression
Severe cardiac disease
Hepatic disease
Elderly patients
Prolonged QT interval on EKG
Renal patients
Respiratory diseases
Seizure disorders
Sedation
Extrapyramidal symptoms (EPS) / dystonic reactions
3. Orthostatic Hypotension
SUPPLIED 5mg/1ml
ADULT DOSAGE Combative Psych Patient:
5 mg IM ONLY
Over age 65; 2.5 mg IM ONLY

PRECAUTIONS

SIDE EFFECTS

NBEORWNRINO U R WN

Alcohol Related Emergencies
5 mg IM ONLY
Over age 65; 2.5 mg IM ONLY

Not Indicated in the pre-hospital setting

KEY POINTS e If administration causes extrapyramidal symptoms (EPS) give
diphenhydrAMINE (Benadryl) 25 mg—-50 mg IV / IM

e EPS symptoms are: Involuntary purposeless movements of body,
usually of the face such as grimacing, tongue protrusion, lip smacking,
lip puckering, or eye blinking.

e DO NOT mix Haloperidol (Haldol) and diphenhydrAMINE (Benadryl) in
the same syringe.
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MEDICATIONS

HEPARIN
c

ACTIONS Anticoagulant
INDICATIONS 1. STEMI
CONTRAINDICATIONS 1. Hypersensitivity

2. Active bleeding

3. Trauma

4. Hypertension

5. Aortic dissection

6. Pregnancy

7. Surgery within last 14 days

8. Symptoms of CVA
PRECAUTIONS
SIDE EFFECTS 1. Bleeding
SUPPLIED 5000U /5 ml

VERIFY ACTUAL CONCENTRATION ON HAND BEFORE ADMINISTRATION

ADULT DOSAGE Confirmed STEMI for Hospitals Systems requiring ONLINE Medical Control:
60 units / kg IV /10
Max dose 4000 units

Confirmed STEMI for Hospitals Systems allowing OFFLINE Medical Control:
60 units / kg IV /10

Max dose 4000 units

Greater than 76 kg or 147 Ibs. = 4000 U dose

Not recommended in the pre-hospital setting
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MEDICATIONS

HYDROmorphone (Dilaudid)
c

ACTIONS Inhibits pain pathways altering perception and response to pain
INDICATIONS 1. Moderate to severe pain management
Burns
Intractable flank pain
Intractable back pain
Musculoskeletal and / or fracture pain
Sickle cell pain crisis (USE SUPPLEMENTAL 02)
Unremitting abdominal pain (NOT OF OB ORIGIN)
Chest Pain
Known hypersensitivity
Head injury or head trauma
Hypotension
Respiratory depression
Acute or severe asthma or COPD
Labor pain
Shock
Liver failure, renal failure, or patients more than 65 years should receive
half dose, titrated to their pain tolerance
2. If the patient responds with respiratory depression administer Naloxone
(Narcan) to reverse the effects
3. All patients must have supplemental oxygen administration and oxygen
saturation monitoring
4. HYDROmorphone (Dilaudid) will mask pain, so conduct a complete
assessment prior to administration
Use caution if patient is hypersensitive to sulfites
Use caution if patient is hypersensitive to latex
May cause CNS depression
Use caution in patients with hypersensitivity to other narcotics
Push over 2 mins
Respiratory depression
Altered LOC
Bradycardia
Nausea and vomiting
. Constricted pupils
SUPPLIED 1mg/1ml
VERIFY ACTUAL CONCENTRATION ON HAND BEFORE ADMINISTRATION
ADULT DOSAGE Severe Pain Management:
0.5mg—1mglIV/IM
Over 65 years, liver failure, renal failure, or debilitated patients:
Titrated to pain tolerance, upto 0.5 mg IV /IM
May repeat if needed
Abdominal Pain:
0.5mg—1mglIV/IM
Over 65 years, liver failure, renal failure, or debilitated patients:
Titrated to pain tolerance, upto 0.5 mg IV /IM
May repeat if needed

CONTRAINDICATIONS

PN U AR WNREIONOU A WD

PRECAUTIONS

SIDE EFFECTS

Ve wh RN U

PEDIATRIC DOSAGE Not recommended in the pre-hospital setting

KEYPOINTS o Likelihood of side effects increases with rapid administration
o Narcotic naive patients may need lower dosing regiment
e Preferred analgesic for intractable / unremitting pain
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MEDICATIONS

IPRATROPIUM (Atrovent)
B

ACTIONS 1. Blocks action of acetylcholine at receptor sites on bronchial
smooth muscle
2. Dries bronchial secretions
INDICATIONS Treatment of bronchospasm in patients with COPD as an adjunct to
albuterol
CONTRAINDICATIONS Known hypersensitivity
SIDE EFFECTS 1. Dry nose, mouth
2. Paradoxical bronchospasm
3. Nausea
4. Chest pain
5. Palpitations
6. Headache
7. Dizziness
SUPPLIED Single unit dose 0.5 mg in 2.5 ml of nebulizer solution

ADULT DOSAGE Respiratory Distress / Asthma / COPD: (As Part of DuoNeb)
Single unit dose via nebulizer and 6 - 8 [pm oxygen
Congestive Heart Failure with wheezing: (As Part of DuoNeb)
Single unit dose via nebulizer and 6 - 8 [pm oxygen
Anaphylaxis: (As Part of DuoNeb)
Single unit dose via nebulizer and 6 - 8 Ipm oxygen
fror) EMT MUST CONTACT ONLINE MEDICAL CONTROL

Respiratory Distress Lower Airway:
Mild Moderate Distress - Second and third doses use
Albuterol/Ipratropium (DuoNeb) Unit dose via nebulizer and 6 — 8 Ipm
oxygen, First Dose — Use Albuterol Only
Severe Distress - Albuterol/Ipratropium (DuoNeb) Unit dose via
nebulizer and 6 — 8 [pm oxygen
e EMT MUST CONTACT ONLINE MEDICAL CONTROL
KEY POINTS e Mix with Albuterol (Proventil) for administration
e Used with Albuterol when Albuterol/lpratropium (Duoneb)
unavailable or not supplied
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ADULT DOSAGE

MEDICATIONS
KETAMINE (Ketalar)
B
ACTIONS Sedation, analgesia, and anesthesia
INDICATIONS 1. Induction of anesthesia for RSI
2. Medication assisted airway maintenance
3. Tranquilization of the violent patient
4. Pain Management
CONTRAINDICATIONS 1. Known Hypersensitivity
PRECAUTIONS 1. May interact with other medications and alcohol, bradypnea or apnea
can result
2. Use in setting with providers capable of intubation
3. Uncontrolled Hypertension
SIDE EFFECTS 1. Hallucinations / Vivid dreams
2. Hypertension
3. Tachycardia
4. Increased Cardiac Output
5. Salivation
6. Tonic-clonic Movements
7. Increased Cardiac Output
8. Mpyocardial Depression
SUPPLIED 500 mg /5 ml (100 mg / ml) or 100 mg / 10ml (10mg / ml)
VERIFY ACTUAL CONCENTRATION ON HAND BEFORE ADMINISTRATION
Creation of 10 mg / ml concentration from 100 mg / ml concentration -
Use 10 ml syringe with 9 ml of saline and then draw 1 ml of 100 mg / ml and
mix in syringe - Yield is 10 mg / ml — Overdraw air in syringe while mixing to
assure proper dilution

KEY POINTS

Adult Advanced Airway Placement:
1-2mg/kgIVv /IO

Induction for RSI (For Departments Who Provide RSI)
1-2mg/kgIV/I10

Violent Psych / Excited Delirium / Acute Psychosis
250 mg IM of the 100mg/ml concentration (2.5 ml),
May repeat 250 IM in 2 mins if no response

Pain Management -

10mgIV/I0/IM/IN

May repeat every 5 min — max 30 mg

Violent Psych / Excited Delirium / Acute Psychosis:
16 Years or older AND over 50kg

2mg/kgIM

May repeat 1 mg / kg in 2 minutes if no response
Max Per dose 250 mg

. To prevent emergence reactions (Confusion, excitement, irrational behavior, hallucinations) after
administration of Ketamine (Ketalar), administer a Benzodiazepine such as LORazepam (Ativan)
or Midazolam (Versed)

. If dissociative doses (any dosing other than pain dosing) of Ketamine (Ketalar) given, make sure
verbal hand off is with the receiving Physician and includes this information so patient
presentation is not confused with other medical etiology.

. Blood pressure may elevate after injection but usually returns to pre-administration values within
15 mins.

(] Ketamine use in pregnancy is a risk / benefit assessment per case. Consult Medical Direction if

there are questions
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MEDICATIONS

KETOROLAC (Toradol)

PREGNANCY CLASS C

ACTIONS

Non-Steroidal Anti-Inflammatory Analgesic
Antipyretic
Kidney stones / Flank pain
Moderate pain
Known hypersensitivity to NSAIDS / Aspirin
>65 years old
Bleeding (Gl, Cerebrovascular)
Obvious pregnancy / nursing mothers
Asthma
Edema
Hypertension
Rash
Nausea
5. Dizziness
SUPPLIED 30mg/1ml
ADULT DOSAGE Moderate Pain / Kidney Stones:
15mgliVv/I10
30 mg IM

INDICATIONS

CONTRAINDICATIONS

SIDE EFFECTS

PONEROEREWNERINEINE

PEDIATRIC DOSAGE Not recommended in the pre-hospital setting
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MEDICATIONS

LABETALOL (Trandate)

PREGNANCY CLASS C

ACTIONS Reduces blood pressure by decreasing peripheral vascular resistance
INDICATIONS 1. Correction of hypertension associated with stroke
Correction of blood pressure associated with OB emergencies
Known hypersensitivity to Labetalol (Trandate) or beta blockers
Bradycardia
Heart blocks
Shock
Sick sinus syndrome
Heart failure
Asthma / bronchospastic diseases
Impaired liver functions
Elderly
Thyroid disorders
Hypotension may occur
Conduction disturbances in cardiac conduction may occur
Hypotension
Bradycardia
Dizziness
Fatigue
. Arrhythmias
SUPPLIED 20 mg / 4 ml vial or Carpuject or 100 mg / 20ml - vial
ADULT DOSAGE Pre-Eclampsia, Eclampsia, or Post-partum Hypertension
If SBP >160 and / or DBP 110 with symptoms
20 mg IV slow — if no improvement in 5 min then.
40 mg IV slow

CONTRAINDICATIONS

PRECAUTIONS

SIDE EFFECTS

MARWNROURONEION R RN RN

Stroke with hypertension - WHERE PARTICPATING

If SBP > 220 or DBP > 120 verified by 2 readings, in 2 locations, 1 manual
10 mg IV slow — if no improvement in 10 min then;

20 mg IV slow

Not Indicated in the pre-hospital setting

KEY POINTS e Check blood pressures in both arms, with at least one BP being a manual
BP

e Monitor cardiac and pulmonary status during administration
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MEDICATIONS

LIDOCAINE (Xylocaine)

DR A A

ACTIONS

1. Anesthetizes the intraosseous space during fluid administration to increase pain
tolerance
Suppresses ventricular ectopy

INDICATIONS

Anesthetization of intraosseous space prior to or during 10 administration of fluids
Antiarrhythmic for ventricular arrhythmias in the absence of Amiodarone (Cordarone)
Antiarrhythmic for ventricular arrhythmias in place of Amiodarone (Cordarone) for
pregnant patients

W N

CONTRAINDICATIONS

Known hypersensitivity to Lidocaine (Xylocaine) or caine family
AV blocks

Idioventricular escape rhythms

Accelerated idioventricular rhythm

Sinus bradycardia or arrest or block

Hypotension

Shock

SIDE EFFECTS

Dizziness

Numbness

Drowsiness

Confusion

Seizure

Respiratory depression

PRECAUTIONS

PR NMNREINOORARWNE

Do NOT use Lidocaine (Xylocaine) if Amiodarone (Cordarone) already used
Use half dose if patient is over 70 years old or has a history of liver failure or CHF

N

SUPPLIED
ADULT DOSAGE

100 mg /5 ml

Anesthetization of Intraosseous Space:
Up to 40 mg 10 push - slow to allow Anesthetization of the 10 space

Ventricular Fibrillation or Ventricular Tachycardia without a Pulse

1-1.5mg/kgIV /10 First Dose

0.5-0.75 mg / kg IV / 10 Second Dose if needed (max dose 3 mg / kg)

If Conversion to a non-bradycardic perfusing rhythm occurs, then start Lidocaine (Xylocaine) drip
at 2 -4 mg / min

Wide Complex Tachycardia with a Pulse

1-1.5mg/kgIV /10 First Dose

0.5-0.75 mg / kg IV / 10 Second Dose if needed (max dose 3 mg / kg)

If Conversion to a non-bradycardic perfusing rhythm occurs, then start Lidocaine (Xylocaine) drip
at 2 -4 mg / min

Anesthetization of Intraosseous Space:
0.5 mg / kg 10 push - slow to allow Anesthetization of the 10 space
Max 40 mg

Ventricular Fibrillation or Ventricular Tachycardia without a Pulse

1 mg/ kg IV /10 First Dose

0.5 mg / kg IV /10 Second Dose if needed (max dose 3 mg / kg)

If Conversion to a non-bradycardic perfusing rhythm occurs, then use Lidocaine (Xylocaine) give
0.5 mg / kg IV / 10 every 10 mins to maintain x 2.

Ventricular Fibrillation or Ventricular Tachycardia with a Pulse

1 mg/ kg IV /10 First Dose

0.5 mg / kg IV /10 Second Dose if needed (max dose 3 mg / kg)

If Conversion to a non-bradycardic perfusing rhythm occurs, then use Lidocaine (Xylocaine) give
0.5 mg / kg IV / 10 every 10 mins to maintain x 2.

See PEDIATRIC DRUG ADMINISTRATION CHART for weight-based administration
TS ENT 12-14kg | 15-18kg 30-36 kg

18-20lbs = 22-24 |bs PISEINI-REEEIRYAIN 53-64 lbs [RERHNIES

‘ 26-29 in 29-33in 33-38in 38-43in 48-52 in 52-57 in
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MEDICATIONS

LORazepam (Ativan)

ACTIONS

PREGNANCY CLASS D

Sedative
Anticonvulsant
Amnestic (induces amnesia)

INDICATIONS

Status epilepticus

Sedation prior to transcutaneous pacing, synchronized cardioversion, and painful
procedures in the conscious patient

Cocaine induced acute coronary syndromes

Agitated or combative patients

NP (W e

CONTRAINDICATIONS

Known hypersensitivity

Altered mental status of unknown origin
Head injury without seizure

Respiratory insufficiency

PRECAUTIONS

L Eal A i

May cause respiratory depression, respiratory effort must be continuously monitored
with Capnography

Should be used with caution with hypotensive patients and patients with altered mental
status

LORazepam (Ativan) potentiates alcohol or other CNS depressants

N

SIDE EFFECTS

Respiratory depression
Hypotension
Lightheadedness
Confusion

Slurred speech

6. Amnesia

vk wn e W

SUPPLIED
ADULT DOSAGE

2mg/1ml

Status Epilepticus:

1-2mgIM/IV/IO/IN per dose (max dose 4 mg)

Half dose > 65 / Liver disease

May repeat in 5 - 10 minutes, if seizure persists and patient SBP is > 90 mmHg

Procedural Sedation (Transcutaneous Pacing and Cardioversion):
1-2mgIM/IV/IO/IN (max dose 2 mg)

Cocaine Induced ACS:
1-2mgIM/IV/IO/IN (max dose 2 mg)

Airway Management:
1-2mgIM/IV/10/IN (max dose 2 mg)

Combative Psych Patient:

1-2mgIM/IV/IO/IN (max dose 2 mg)

Alcohol Related Emergencies — Combative / Withdrawal:
1-2mgIM/IV/IO/IN (max dose 2 mg)

Status Epilepticus:
0.05-0.1mg/kgslowIM/IV/IO/IN
(max dose 2 mg)

Procedural Sedation (Transcutaneous Pacing and Cardioversion):
0.05mg/kgslowIM/IV/IO/IN
(max dose 2 mg)

Combative Psych Patient:
0.05-0.1mg/kgslowIM/IV/IO/IN
(max dose 2 mg)

See PEDIATRIC DRUG ADMINISTRATION CHART for weight-based administration
89 kg OEENTE 12-14kg | 15-18kg 30-36 kg

SEBLNIEPY YA 26-31 1bs | 33-37 Ibs 66-81 Ibs

18-24 in 26-29in | 29-33in [EEEEEEN 38-43in 52-57in
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MEDICATIONS

MAGNESIUM SULFATE

PREGNANCY CLASS A

ACTIONS

Central Nervous System Depressant
Anticonvulsant
Antiarrhythmic
Bronchodilation
Ventricular fibrillation / pulseless ventricular tachycardia in
patients who are malnourished or chronic alcoholics
Treatment of seizures in eclampsia patients
Torsades de pointes
Asthma / COPD refractory to sympathomimetic
Known hypersensitivity
Shock
Heart blocks
Hypotension
Renal impairment
Respiratory depression
Flushing
3. Drowsiness
SUPPLIED 2 grams / 100 ml or 1 gram / 2 ml vial 50% solution or 2 grams / 50 ml
VERIFY ACTUAL CONCENTRATION ON HAND BEFORE ADMINISTRATION
ADULT DOSAGE Cardiac Arrest / Torsades or Hypomagnesemia:
'1-2gIV/I0

Torsades with Pulse:

1-2gIv/IO

Eclampsia:

RAhwN e

INDICATIONS

CONTRAINDICATIONS

PRECAUTIONS

SIDE EFFECTS

NEINEPIWN PR WS

4-6glV/I0over2 -4 minutes

Pre-Eclmapsia / Post-Partum Hypertension:

4-6gIV/I0 over 20 — 60 minutes

Respiratory Distress / Bronchoconstriction with minimal relief from
sympathomimetics

2 Grams IV / 10 over 20 — 60 minutes

Not recommended in the pre-hospital setting
KEY POINTS e Check deep tendon reflexes (DTR’s) after administration (if trained)
e Monitor EKG, vital signs, and respiratory effort during administration
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MEDICATIONS

methylPREDNISolone (SOLU-medrol)

ACTIONS

PREGNANCY CLASS C

Reduces inflammation in lower airways

INDICATIONS

Anaphylaxis

Asthma

COPD

Croup

Stridor

Pediatric Sepsis

7. Addisonian / Adrenal crisis when no better agent available

ok wWwNPRIRE

CONTRAINDICATIONS

None in the emergency setting

PRECAUTIONS

1. Use with caution in diabetics, hyperglycemia
2. Use with caution in recent Ml

SIDE EFFECTS

1. Hyperglycemia
2. Increased susceptibility to infection
3. Gl bleeding

SUPPLIED
ADULT DOSAGE

125 mg / 2 ml Act-o-Vial
Anaphylaxis:

125mglIV /10
Respiratory Distress / Asthma / COPD / Stridor:
125mglIV/10

Anaphylaxis:
' 2mg/ kg IV (max dose 125 mg)
Pediatric Upper Airway (Stridor / Croup):
2 mg / kg IV (max dose 125 mg)
Pediatric Lower Airway (Wheezing):
2 mg / kg IV (max dose 125 mg)
Pediatric Sepsis:

2 mg / kg IV (max dose 125 mg)

See PEDIATRIC DRUG ADMINISTRATION CHART for weight-based administration

3-5 kg 6-7 kg FETCEE RN 12-14kg | 15-18keg [ 24-29 kg [ENELL
6-11lbs | 13-15 lbs EESINPPSYAEN 26-31 Ibs | 33-37 lbs | 53-64 Ibs |Gt
18-24in | 24-26in WEIPLIMMNPCEEN 33-38in | 38-43in I 5257 in

KEY POINTS

e methylPREDNISolone (SOLU-medrol) will need to be mixed just prior
to administration. Fluid will initially be cloudy, but will change
quickly to clear

e Can be given IM if no vascular access, but not ideal.

e Be cautious with pediatric dosing, as the amounts may be very
small. Use a 1 ml syringe for accuracy
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MEDICATIONS

MIDAZOLAM (Versed)

ACTIONS

PREGNANCY CLASS D

Hypnotic and sedative effects

INDICATIONS

Premedication before cardioversion or transcutaneous pacing
Status epilepticus

CONTRAINDICATIONS

1. Known hypersensitivity to the drug
Hypotension
Respiratory Depression

Allergy to Benzodiazepines
Caution with CHF and COPD

PRECAUTIONS

2

3.

4. Head injury without seizure
5

6

1

. May cause respiratory depression, respiratory effort must be continuously monitored
with Capnography
2. Use lower initial doses in elderly or debilitated patients
3. Avoid rapid injection

SIDE EFFECTS

1. Drowsiness
Hypotension

Amnesia

Respiratory Depression
CNS Depression
Nausea

Vomiting

NoOUuAwN

SUPPLIED

ADULT DOSAGE

Smg/lml

VERIFY ACTUAL CONCENTRATION ON HAND BEFORE ADMINISTRATION

Status Epilepticus - Without Vascular Access:

5 mg IM / IN Atomized — (1/2 dose up each nostril — 1 ml total for each nostril) Max 10 mg
Procedural Sedation (Cardioversion, Pacing) With Vascular Access:

2.5 mg IV (1 minute prior to procedure) Max 5 mg

Procedural Sedation (Cardioversion, Pacing) No Vascular Access:

5 mg IM / IN Atomized — (1/2 dose up each nostril — 1 ml total for each nostril) Max 10 mg
Airway Management — With Vascular Access

2.5 mg IV (1 minute prior to procedure) Ma

Airway Management — No Vascular Access:

5 mg IM / IN Atomized — (1/2 dose up each nostril — 1 ml total for each nostril) Max 10 mg
Alcohol Related Emergencies — Combative / Withdrawal — With Vascular Access

2.5 mg IV (1 minute prior to procedure) Max 5

Alcohol Related Emergencies — Combative / W rawal — No Vascular Access

5 mg IM / IN Atomized — (1/2 dose up each nostril — 1 ml total for each nostril) Max 10 mg

2.5 mg IV (1 minute prior to procedure) Max 5 mg
5 mg IM / IN Atomized — (1/2 dose up each nostril — 1 ml total for each nostril) Max 10 mg
2.5 mg IV (1 minute prior to procedure) Max

Cocaine Induced ACS — NO Vascular Access
5 mgIM /IN Atomized /2 dose up each nostril — 1 ml total for each nostril) Max 10

Status Epilepticus — With Vascular Access:
0.1 mg / kg IV /10 max dose 2.5 mg
Status Epilepticus — NO Vascular Access:
0.2 mg / kg IN /IM —(1/2 dose up each nostril) Max Dose 5 mg
Procedural Sedation (Cardioversion, Pacing) With Vascular Access:
0.1 mg / kg IV /10 max dose 2.5 mg
Procedural Sedation (Cardioversion, Pacing) No Vascular Access:
0.2 mg / kg IN /IM —(1/2 dose up each nostril) Max Dose 5 mg
Combative Psych Patient — With Vascular Access
mg/kgIlV/IO- M
Combative Psych Patient — NO Vascular Access
0.2 mg / kg IN / IM— (1/2 dose up each nostril) Max Dose 5 mg
See PEDIATRIC DRUG ADMINISTRATION CHART for weight-based administration
8-9 kg 10-11 kg 12-14 kg 15-18 kg 24-29 kg
6-11 |bs 18-20 lbs 22-24 |bs 26-31 Ibs 33-37 Ibs 53-64 Ibs
18-24 in 26-29 in 29-33in 33-38in 38-43in 48-52 in

KEY POINTS

. Monitor respiratory status continuously
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MEDICATIONS

MORPHINE SULFATE

PREGNANCY CLASS C

ACTIONS

Inhibits pain pathways altering perception and response to pain
Mild vasodilatation

INDICATIONS

Cardiac chest discomfort and acute Ml
Pain Management

CONTRAINDICATIONS

Known hypersensitivity
Respiratory depression

Head injury or head trauma
Hypotension

Multi-system trauma patients

PRECAUTIONS

May cause respiratory depression and / or hypotension
Routinely monitor the patient’s respiratory effort / Spo2
Morphine may mask pain, so conduct a complete assessment
prior to administration

Administer slowly and titrate to pain

WINPT EWNDERINEIN e

SIDE EFFECTS

Respiratory depression
Altered LOC
Hypotension
Bradycardia

Nausea and vomiting
6. Constricted pupils

vk WwN R Ie

SUPPLIED

ADULT DOSAGE

10 mg/1ml

VERIFY ACTUAL CONCENTRATION ON HAND BEFORE ADMINISTRATION
Cardiac Chest Discomfort and Acute Mi:

25-5mglIv/IM

Max Dose 10 mg

Severe Pain Management:

25-5mglIv/IM

May Repeat g5 mins Max Dose 10 mg

PEDIATRIC DOSAGE

KEY POINTS

Severe Pain Management:

0.1mg/kgIV/IM

May Repeat g10 mins Max Dose 4 mg

See PEDIATRIC DRUG ADMINISTRATION CHART for weight-based administration
T EEN | 12-14kg | 15-18kg [ 2420 kg ELELIT:

6-11 Ibs SO IAS 26-31 Ibs | 33-37 Ibs | 53-64 Ibs [N
18-24 in ILINPEEN T 33-38in | 38-43in | 48-52in [REPEHAT

e Rapid administration increases likelihood of side effects
e Elderly may be more susceptible to respiratory depression effects
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MEDICATIONS

NALOXONE (Narcan)

PREGNANCY CLASS C

ACTIONS Blocks opiates from acting on opiate receptors

INDICATIONS 1. Respiratory depression due to opioids
CONTRAINDICATIONS 1. Known hypersensitivity

PRECAUTIONS 1. Assist ventilations prior to and while waiting for Naloxone

(Narcan) to work
2. Should be used and titrated to desired respiratory effect, and
not intended to restore full consciousness
3. Naloxone (Narcan) may induce acute withdrawal in patients who
are opiate dependent. Be prepared for a potentially combative
patient
4. The effects of Naloxone (Narcan) do not usually last if the effects
of opiates, therefore subsequent doses may need to be
administered
5. Withdrawal may cause pain, hypertension, agitation, irritability,
and diaphoresis
SIDE EFFECTS Narcotic withdrawal
SUPPLIED 2 mg / 2 ml prefilled syringe or 4 mg / 0.1 ml unit dose nasal spray
ADULT DOSAGE Opiate Overdose:
2 -4 mglV/IM may be repeated as needed to maintain respiratory
effort — Max 12 mg
Opiate Overdose:
2 - 4mg IN Atomized — If IN dose ineffective, summon ALS to administer
subsequent doses IV /10 — Max 12 mg
-
PEDIATRIC DOSAGE Opiate Overdose:
0.1 mg/kgIV/IM - Max 2 mg per dose
May be repeated as needed to May be repeated as needed to maintain
respiratory effort to max of 12 mg
Opiate Overdose:
1 mg IN Atomized — If IN dose ineffective, summon ALS to administer

subsequent doses IV / 10 — Max 12 mg

See PEDIATRIC DRUG ADMINISTRATION CHART for weight-based administration
[T el 12-14kg | 15-18kg [ 24-20kg ELELET
DL PPNl 26-31 lbs | 33-37 Ibs | 53-64 Ibs | NEean s

ILINPEEN TN 33-38in | 38-43in | 48-52in [NEPERAN
KEY POINTS « Not for use during cardiac arrest, for respiratory arrest / failure only
« If sufficient dose is not available to resolve breathing, ventilate and
consider advanced airway intervention
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MEDICATIONS

NITROGLYCERIN (Nitro-Stat)
c

ACTIONS Vasodilatation
Coronary artery dilation
Decreases myocardial oxygen demand
Decreases vascular resistance
INDICATIONS Suspected ischemic chest pain / AMI

Hypertensive emergency with signs and symptoms of ACS

Pulmonary edema

Hypotension

Known hypersensitivity

Use of Viagra or similar erectile dysfunction or pulmonary

hypertension medications within 48 hours

PRECAUTIONS 1. Use caution in patients with inferior wall Ml or right ventricular
involvement (Elevation in leads Il, lll, AVF or V4R)

2. Avoid use in patients with increased intracranial pressure or
glaucoma

3. If the patient becomes hypotensive after nitroglycerine
administration, then place the patient in a semi-reclined position
with legs elevated and give IV normal saline bolus

1. Hypotension

2. Throbbing headache

3. Lightheadedness / dizziness

4. Syncope

CONTRAINDICATIONS

WINPEPIWNRIEWN R

SIDE EFFECTS

SUPPLIED 0.4 mg SL tablet or 400mcg SL powder (GoNitro)
ADULT DOSAGE Cardiac Chest Discomfort / AMI:

0.4 mg (400 mcg) SL (may be repeated up to 3 doses total)
EMT CONTACT ONLINE MEDICAL CONTROL
Pulmonary Edema / CHF:

0.4 mg (400 mcg) SL (may be repeated up to 3 doses total)

Not recommended in prehospital setting
KEY POINTS e May repeat up to 3 doses if B/P systolic > 110 with IV or 120 without IV
e Assure that patient does not chew or swallow tablets
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MEDICATIONS

OLANZapine (ZyPREXA) ODT

C
ACTIONS 1. Dopamine and Serotonin Antagonist
INDICATIONS 1. Acute Agitation (Not combative or Violent) with psychosis
CONTRAINDICATIONS 1. Hypersensitivity to the drug or any component of the formulation
PRECAUTIONS 1. Elderly patients
2. Prolonged QT interval
3. Not approved for use in dementia related psychosis
SIDE EFFECTS 1. Sedation
2. Extrapyramidal Symptoms (EPS)
3. Orthostasis

SUPPLIED 10 mg ODT (oral disintegrating tablet)
ADULT DOSAGE Behavioral Emergencies (Agitation)
10mg ODT x1 tablet

Not recommended in prehospital setting

KEY POINTS e Remove from foil blister by peeling back (do not push tablet through the
foil)

e Place tablet in mouth immediately upon removal

o Tablet dissolves rapidly in saliva and may be swallowed with or without
liquid

¢ If administration causes extrapyramidal symptoms (EPS) give
diphenhydrAMINE (Benadryl) 25 mg—-50 mg IV / IM

e EPS symptoms are: Involuntary purposeless movements of body, usually of
the face such as grimacing, tongue protrusion, lip smacking, lip puckering,
or eye blinking.

e Do not co-adminsister with benzodiazepines.
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MEDICATIONS

ONDANSETRON (Zofran)
B

ACTIONS 1.  Prevents nausea and vomiting by blocking serotonin
peripherally and centrally in the small intestines
Nausea and vomiting
Chemotherapy and radiation induced nausea and vomiting

Known hypersensitivity

Severe liver disease

Pregnancy

May prolong QT interval when used with another QT

prolonging agent
Constipation, diarrhea
Increased liver enzymes
Headache

INDICATIONS

CONTRAINDICATIONS

PRECAUTIONS

NEINRFPIN R

SIDE EFFECTS

W N e

E

Fatigue and malaise
SUPPLIED 4 mg / 2 ml single dose vial and 4 mg oral disintegrating tablets (ODT)
ADULT DOSAGE Anti-Emetic

4 mg IM or IV

May repeat in 15 minutes if symptoms unresolved

Anti-Emetic ODT

4 mg Oral disintegrating tablets (ODT) may repeat up to 8 mg max

Anti-Emetic

0.15mg / kg IM or IV -or- 0.15 mg / kg PO (injectable liquid) > 1 year old
Max 4 mg

Anti-Emetic ODT

if >40 kg / 12 Years, then 4 mg Oral disintegrating tablets (ODT)
See PEDIATRIC DRUG ADMINISTRATION CHART for weight-based administration

T RNl 12-14kg | 15-18kg [ 2420 kg [ELEL
6-11 lbs SIS YA N 26-31 Ibs | 33-37 Ibs | 53-64Ibs [EEEANIS
18-24 in PIDLINPCIEN | 33-38in | 38-43in | 48-52in | EPESVAL
KEY POINTS e Remove ODT tablet from foil blister by peeling back (do not push tablet
through the foil)

e Place the ODT tablet in mouth immediately upon removal
e The ODT Tablet dissolves rapidly in saliva and may be swallowed with or
without liquid
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MEDICATIONS

ORAL GLUCOSE (Instant Glucose)
B

ACTIONS Raises blood glucose level
INDICATIONS Treatment of hypoglycemia
CONTRAINDICATIONS 1. Known hypersensitivity to corn products
2. Unconscious patients
PRECAUTIONS 1. Patient must be alert and able to sufficiently swallow
2. Monitor patient for difficulty swallowing or choking due to the

thick consistency of agent
SUPPLIED Squeeze tube containing 24 grams of flavored oral dextrose gel

ADULT DOSAGE One complete tube (15 g—37.5 g) by mouth

Half a tube by mouth (7.5-18.75 g — Approximately) by mouth
KEY POINTS The patient must be alert and can swallow!
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MEDICATIONS

OXYGEN (O,)

PREGNANCY CLASS

B

ACTIONS

Increases oxygen content of blood
Improves tissue oxygenation
Decreases energy expended for respirations

INDICATIONS

Cardiac chest discomfort / ACS with spo2 < 94
Suspected stroke

Hypoxemia

Cardiopulmonary emergencies

Trauma

Shortness of breath / dyspnea

Sedative drug administration

8. Unknown oxyhemoglobin saturation

NouUhsWNPERIWNRE

CONTRAINDICATIONS

None in the prehospital setting

PRECAUTIONS

Be aware for respiratory depression in COPD patients on prolonged high
flow oxygen

SIDE EFFECTS

High concentrations of oxygen may reduce the respiratory drive in some
COPD patients; these patients should be carefully monitored

SUPPLIED

As a compressed gas in cylinders of varying sizes

ADULT DOSAGE

12 - 15 lpm via NRB mask or 2 - 6 Ipm via nasal cannula, 6 - 8 [pm via
small volume nebulizer, unless otherwise indicated

12 - 15 Ipm via NRB mask or 2 - 6 Ipm via nasal cannula, or 6 - 8 [pm via
unit dose nebulizer, unless otherwise indicated

KEY POINTS

o Never withhold oxygen to those who need it
e All sedative medication administration must have oxygen
administration
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MEDICATIONS
OXYTOCIN (Pitocin)
c

ACTIONS 1. Induce uterine contractions

2. Control postpartum bleeding and hemorrhage
INDICATIONS 1. Post-partum hemorrhage

2. Prophylaxis for post-partum hemorrhage / bleeding
CONTRAINDICATIONS 1. Hypersensitivity / allergy to the drug or drug class

2. Patient has not delivered the fetus
SIDE EFFECTS 1. Nausea/Vomiting

2. Cardiac arrythmia

3. Anaphylaxis
SUPPLIED 10 units / 1 ml vial

ADULT DOSAGE Obstetrical Emergencies / Postpartum hemorrhage:
10 units IM after delivery

Uncomplicated Delivery:
10 units IM after delivery

NO indication for use in pediatrics

KEY POINTS
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MEDICATIONS

PROMETHAZINE (Phenergan)
B

ACTIONS 1 Prevents nausea and vomiting
2 H; Blockade
INDICATIONS 1.  Nausea and vomiting
CONTRAINDICATIONS 1. Known hypersensitivity
2. Under influence of depressants (including alcohol) with CNS
depression
3. Coma
PRECAUTIONS 1. Pregnancy

2.  May prolong QT interval when used with another QT
prolonging agent

SIDE EFFECTS 1. Drowsiness

2. Impaired mental and physical ability

3.  Extrapyramidal Symptoms (EPS)

SUPPLIED 25 mg /1 ml single dose vial

ADULT DOSAGE Anti-Emetic
12.5 mg IV — Diluted over 10 mins

25 mg IM
May repeat in 15 minutes if symptoms unresolved

Not recommended in prehospital setting

KEY POINTS o If administration causes extrapyramidal symptoms (EPS) give
diphenhydrAMINE (Benadryl) 25 mg—-50 mg IV / IM
EPS symptoms are: Involuntary purposeless movements of body, usually of
the face such as grimacing, tongue protrusion, lip smacking, lip puckering,
or eye blinking.

e Promethazine (Phenergan) may be administered after pain medications if
the patient does not have an altered mental status after the
administration of pain medications.

e Promethazine will potentiate the effects of analgesics.

e Direct IV administration is not recommended, infuse over 10 mins diluted
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MEDICATIONS
RACEMIC EPINEPHRINE
c
ACTIONS 1. Reduces subglottic edema via vasoconstriction
2. Bronchodilation
INDICATIONS 1. Stridor
2. Croup
CONTRAINDICATIONS Known hypersensitivity
PRECAUTIONS Patient may have a rebound worsening after effects wear off
SIDE EFFECTS 1. Tachycardia
2. Hypertension
SUPPLIED Single unit dose 0.5 ml 2.25%
Must be diluted with 3 ml normal saline

ADULT DOSAGE Stridor:

Single unit dose (0.5 ml) nebulized, diluted in 3 ml normal saline
Croup / Stridor:

Single unit dose (0.5 ml) nebulized, diluted in 3 ml normal saline

KEY POINTS
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MEDICATIONS

SODIUM BICARBONATE

PREGNANCY CLASS C

ACTIONS Alkalinizing agent
Decreases absorption of certain drug in the kidneys
INDICATIONS 1. Used in cardiac arrest for known dialysis patients
2. Tricyclic overdoses
CONTRAINDICATIONS Known hypersensitivity
PRECAUTIONS 1. Should be administered after airway is secured
2. Heartfailure
SIDE EFFECTS 1. Hyperosmolarity
2. Alkalosis
SUPPLIED Prefilled syringes 8.4% 50ml

ADULT DOSAGE Cardiac Arrest / Known Dialysis Patient:

1meq/kgIV/IO

Tricyclic Overdose:

1meq/kgIV/IO

Hyperkalemia / Sine Wave EKG:
"1meq/kgIV/I10

.

Tricyclic Overdose:

1 mEq/ kg IV /10 Max 50 meq / Dose
See PEDIATRIC DRUG ADMINISTRATION CHART for weight-based administration
TR 12-14kg | 15-18kg 30-36 kg

6-11 lbs BN RIPZSYA 26-31 lbs | 33-37 Ibs 66-81 Ibs
18-24in LI PEEEN T 33-38in | 38-43in 52-57 in
KEY POINTS e Tricyclic anti-depressants include (but not limited to): Amitriptyline,

Nortriptyline, Elavil, Amoxapine, Clomipramine, Desipramine,
Doxepin, Imipramine, Nortriptyline, Protriptyline, and Trimipramine
Administer until QRS complex narrows to less than 0.12 and the
patient condition improves

Carefully flush IV lines after administration

Extravasation may cause tissue resistance

Will cause transient increase in capnography
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MEDICATIONS

TETRACAINE (PONTOCAINE)

PREGNANCY CLASS B

ACTIONS Topical local anesthetic ophthalmic solution
INDICATIONS Ocular irritation / pain with NO PENETRATING TRAUMA
CONTRAINDICATIONS 1. Hypersensitivity

2. Allergy to caine family (Novocain, Lidocaine, Etc.)
3. Penetrating eye injury

PRECAUTIONS
SIDE EFFECTS 1. Burning sensation
2. Redness
3. Tearing
SUPPLIED 0.5% 2 ml dropper
AD DOSA on-Penetrating Eye Tra 3 3
arop d e ed eye
on-Penetrating e |ra 3 3
arop d e ed eye
KEY POINTS e Keep dropper sterile
e Single patient use packaging
e Patients receiving Tetracaine must be transported
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MEDICATIONS

THIAMINE
A
ACTIONS Allows the normal breakdown of glucose
INDICATIONS Suspected thiamine deficiency in malnourished or alcoholic patients
prior to giving dextrose
CONTRAINDICATIONS Known hypersensitivity
PRECAUTIONS Rare anaphylactic reactions
SIDE EFFECTS 1. Known hypersensitivity

2. Restlessness

3. Anaphylactic reaction

4. Nausea

5. Weakness

SUPPLIED 100 mg / 1 ml vial

ADULT DOSAGE Hypoglycemic Chronic Alcoholic / Malnourished Patient:

100 mg IV or IM prior to dextrose

Not recommended in the pre-hospital setting
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MEDICATIONS

TICAGRELOR (Brilinta)

PREGNANCY CLASS C

ACTIONS P2Y platelet inhibitor
INDICATIONS 1. Confirmed STEMI
CONTRAINDICATIONS 1. Bleeding

2. Intracranial hemorrhage
3. Hepatic impairment

PRECAUTIONS Use with caution in patients with other prescribed direct acting
anti-platelet medications
SIDE EFFECTS 1. Bleeding
2. Dyspnea
SUPPLIED 90 mg tablets

ADULT DOSAGE Confirmed STEMI for Hospitals Systems requiring ONLINE Medical Control:
180 mg PO (2 — 90 mg Tablets) chew and swallow

Confirmed STEMI for Hospitals Systems allowing OFFLINE Medical Control:
180 mg PO (2 — 90 mg Tablets) chew and swallow

Not recommended in the pre-hospital setting
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MEDICATIONS

TRANEXAMIC ACID (TXA)
B

ACTIONS Preserves the framework of existing clot structure, preventing clot
breakdown.
INDICATIONS e Adult > 16 years old

e Evidence of current or previous uncontrolled hemorrhage

e Hemorrhagic shock from recent Trauma (< 1 hour)

e Sustained tachycardia (>120 bpm) and / or hypotension (systolic
< 90mmHg)

e TXA must be given within 60 minutes from time of injury

e Post-partum hemorrhage with signs of shock

CONTRAINDICATIONS e Hypersensitivity to medication

e Suspected CVA, MI, or PE
PRECAUTIONS e TXA should not be administered in non-hemorrhagic shock.

e TXA should only be administered within 60 minutes of the injury
SIDE EFFECTS e Anaphylaxis

e Thrombosis

e Hypotension (with rapid infusion, such as rate of greater than
100 mg/min)

o Nausea, vomiting, diarrhea

o Visual disturbances (blurred vision, changes in color vision)

SUPPLIED 1 Gram / 10 ml Vial or Ampule

ADULT DOSAGE Adult Trauma with Uncontrolled Bleeding and Hemodynamic Instability

Mix 1gm in 100 ml of D5 and administer over 10 minutes

10 drops / ml drip set (2qgtts/sec)

15 drops / ml drip set (3gtts/sec)

Post-Partum Hemorrhage

Mix 1gm in 100 ml of D5 and administer over 10 minutes

10 drops / ml drip set (2gtts/sec)

15 drops / ml drip set (3gtts/sec)

Not recommended in the pre-hospital setting
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SPECIAL USE MEDICATIONS
Only-forBIOLOGICAL EMERGENCY RESPONSE

CIPROFLOXACIN (Cipro)

PREGNANCY CLASS C
ACTIONS Antimicrobial
INDICATIONS 1. Anthrax exposure
2. Other microorganism exposure deemed public health threat
CONTRAINDICATIONS 1. Hypersensitivity
2. Allergy
PRECAUTIONS
SIDE EFFECTS 1. Nausea/Vomiting
SUPPLIED 100, 250, 500 mg tablets or 200 mg in 100 ml / 400 mg in 200 ml IV bags
VERIFY ACTUAL CONCENTRATION ON HAND BEFORE ADMINISTRATION

ADULT DOSAGE Anthrax / Microorganism Exposure:

500 mg PO or 400 mg IV /10
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SPECIALEUSEEMEDICATIONS
ONLY FOR USE IF TICAGRELOR (Brilinta) Unavailable

CLOPIDOGREL (Plavix)
PREGNANCY CLASS B
ACTIONS Platelet aggregate inhibitor
INDICATIONS 1. Confirmed STEMI where Ticagrelor (Brilinta) is unavailable

CONTRAINDICATIONS 1. Bleeding
2. Intracranial hemorrhage
3

Hepatic impairment

PRECAUTIONS

SIDE EFFECTS 1. Chest pain
2. Weakness
3. Bleeding

SUPPLIED 300 mg tablet

ADULT DOSAGE Confirmed STEMI with NO TICAGRELOR (Brilinta) Available:

600 mg PO
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SPECIAL USE MEDICATIONS
Only-forBIOLOGICAL EMERGENCY RESPONSE

DOXYCYCLINE (Vibramycin)
D

ACTIONS Antibiotic
INDICATIONS 1. Anthrax

2. Plague
CONTRAINDICATIONS 1. Allergy

2. Pregnancy

3. Pediatrics
PRECAUTIONS
SIDE EFFECTS Diarrhea
SUPPLIED 100 mg Tablet
ADULT DOSAGE Anthrax / Plague Exposure:

100 mg PO
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SPECIAEUSEMEDIGATIONS
Only for NERVE AGENT EMERGENCY RESPONSE
Duo-Dote (Atropine and Pralidoxime Chloride)
VALIUM Auto Injector

PREGNANCY CLASS C
ACTIONS DuoDote
e Blocks nerve agents effe