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Background

These protocols are intended to guide and direct patient care by EMS. They reflect the current
evidencebased practice and consensus of content experts. These protocoldrgendet to be
absolute treatment documents, ratlsrprinciples and directives which are sufficiently flexible

to accommodate the complexity of patient management.

No protocol can be written to cover every situation that a provider may encountae nor
protocols a substitute fgoodjudgment anexperienceProviders are expected to utilize their
best clinical judgment and deliver care and procedures according to what is reasonable and
prudent for specific situations. However, it will be expected #&my deviations from protocol
shall be documented and reviewed, according to regional procedure.

THESE PROTOCOLS ARE NOT A SUBSTITUTE
FOR GOOD CLINICAL JUDGEMENT
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|l ntroducti on

Pursuant to Article 3004\, the Regional Emergency Medical Advisory Contige (REMAC)
shall develop policies, proceduy@sid protocols for triage, treatment, and transgamtbehalf of
theREMACSs of the participating regionthe Collaborative Protocols Committee memlaees
proud to put forth these collaborative protocols.

These protocols have been upddtetie consistent witthe Statewide BLS Protocol&dvanced
providers are also responsible for, and may implement, the standing orders indicated for BLS
care. Protocols are listed for each provider levelf8WOR lines indicate the end of standing
orders. Generally, BLS interventions should be completed before ALS interventions.

Bullets are used throughout this document. Many processes are not secarashtiadks should
be performed as most appropriate for patient care.

Regionalproceduresnd policies may accompany these protocols.

The colorcoded format of the protocols allows e&S professional to easily follow the
potential interventions thabald be performed by level of certification.

The collaborative protocols have been developed to serve all the levels of certification within
New York State. Each region will determine which levels will be credentialed to practice within
their jurisdictian.

Criteria

1 Any specific information regarding the protocol in general

CFR AND ALL PROVIDER LEVELS

1 CFRstanding orders
1 These are also standing orders for all levels of credential &feRke

@ CFrsTOP

EMT

1 EMT standing orders

1 These are also standing orders for all levels of credential &dve
® EMT STOP

1 AEMT standing orders

1 These are also standing orders for all levels of credential aEeVa
. ADVANCED STOP

cC

1 EMT-CCand paramedic standing orders

»
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@ cCcsTop
1 Paramedic standing orders
1 EMT-CC medical control (nestanding order) options

o There may be instances in which a particular medication or intervention is specific
to the paramedic level / scope of practice only.

@ rARAMEDIC STOP

1 Medical control may give any order within the scope of practice gbrinader

1 Options listed in this section are common considerations that medical control may choose
to order as the situation warrants

1 Additional points specific to patients that fall within the protocol
1 These protocols do not supplt regionally required equipment specifications or the items
required under Public Health Law and Regulations
1 These protocols should not serve as a demonstration of required equipment or training, as
regional and agency variations wikist
o The collabortive protocol formulary exists as a minimum guideline for all
agencies operating within these protocols. REMACs may entertain substitutions, as
needed, for drug shortages or local variations, but must share these with the group
1 The Regions will continue tperform QI audits of patient care to develop training
programs that will improve proficiency and the REMACSs will continue to evaluate
literature to update these protocols to optimize the outcomes of paRegisns will
determine the requisite traininigat providers must review prior to utilizing these protocols
T A*i f equi p wiexotedtandicate mtarventiens that may be merhed if an
agency or region chooses to implement these variations. These are not required

Version23.1
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Pedi atric Definition and Discussio

The period of human development from childhood to adulthood is a continuum with the
transition occurring during pubertysince the completion of this transition is not sharply
demarcated and varies among individudls difficult to set a precise age when childhood ends
and adulthood begindt follows that use of such a definition to determine when a pediatric or an
adult protocol is to be used is also problematic.

The medical control agreement contained withen¢he pr ot ocol document st a
expected to utilize their best clinical judgment and deliver care and procedures according to what

i s reasonabl e and prudent for specific situat
or pediatric potocol shall be no different and subject to the same CQI review that is compulsory

with any other aspect of prehospital emergency care.

As ageneral guidelindor use with these protocolhe following definition has been
established:

1 Pediatric protocols should be considered for patients who have not yet reached their
15" birthday

In protocols requiring weigktased dosing guidelines, pediatric dosing should be calculated on a
perkilogram (kg) basis using the adult dose as the pediatric dose maxirtusmstrongly

recommended that lengtiased resuscitation tapes or similar weight calculation devices be used
for all pediatric medication doses or treatmeatsonfima pati ent 6 s wei ght .

We have one new protocol, Behavioral: Agitated Patigkdolescent, that provides guidance

for an individual in the transitional stage of physical and psychological development between
puberty and adulthood. The was developed since neither the adulliatripgorotocol may

provide sufficient direction in the care of these socially and medically complex patients, and our
hope is that this protocol can assist. Please note the sectiorest@lation techniques included

in the Resources section.
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GenerAdpr oatcoh tehvS Cal |

Applies to adult and pediatric patients

CRITERIA

This general approach guidance document is intended to provide a standardizeafkafiore
approaching the scené&ollow common sense, apply good clinical judgment, and follow
regonally approved polices and protocols.

CFR AND ALL PROVIDER LEVELS

EMT

ADVANCED

CcC

PARAMEDIC

Consider dispatch information while responding:

1 Type of response 1 EMD determinant /
(emergency/non) mechanism ofllness /injury

1 Prevailingweather 1 Number of anticipated

1 Road conditions patients

1 Time of day 9 Need for additional resources

1 Location of call

Survey the sceriedo not approach the scene unless acceptably safe to do sop&teignate to
the scene until scene is rendered acceptably safe:
1 Environmental hazards 1 Mechanical hazards

9 CBRNE hazards 9 Violence / threat of violence
1 Evidence of unknown 9 Traffic hazards
powders/other 1 Number of actual patients
unknown substances/sharps 1 Activate local MClI plan as
9 Indicators of a chemical necessary
suicide

Consider sheltein-place or evacuation based on hazards; consider additional support resources:

1 ALS intercept 1 Fire departmentlieavy
1 Additional ambulance rescue

1 Air medicalservices 1 Law enforcement

1 EMS physician 1 Utilities

Version23.1 11



Ongoing situational awareness and patient assessment
1 Scene safety is not just a yes / no question; it is continual situational awareness
1 Take note of the effect gatients and bystanders
1T Don6t get pinned into area
1 Be aware of your egress routes

Ensure universal precautions / personal protective equipment appropriate to.the task
For situations in which EMS PPE would not sufficiently protect the provider, the
provider should assist the other emergency responders in determining response objectives
based on life safety, property preservation, and environmental protection.

Establish or participate INIMS (e.g.unified commangICYS) structure, as appropriate
For MCls, establish a command structure as soon as possible

Version23.1 12



General Appmomoadlkr Patient

Applies to adult and pediatric patients

CRITERIA

This general approach guidance document is intended to provide a standardized framework for
approaching the pant. Always follow common sense, apply good clinical judgment, and
follow regionally approved polices and protocols.

CFR AND ALL PROVIDER LEVELS

EMT

ADVANCED

CcC

PARAMEDIC

History of present illnessand other subjective information
1 What events led up tine EMS contact?
1 UseSAMPLE, CPQRST or similarto guide approach to events/illness/complaint
1 Pertinent past medical history/medications/allergies
i Obtain additional pertinent medical information from the family and bystanders

Physicalexam
1 Focused ocomplete exam directed by patient presentation, chief complaint, and
mechanism of injury or illness
1 Check for medical alert tags

Primary Patient Assessment
Airway
1 Identify and correct any existing or potential airway obstruction wiidéecting the
cervical spingif appropriate
o0 Is the airway patent?
o Will it stay open on its own?
0 Isintervention necessary (OPA, NPA, Suctfn)

Breathing
1 Apply oxygen and/or positive prag® ventilation as indicated
1 S e ®esdurcesOxygen Administratiorand Airway Managemeat pr ot oc o |
o Is breathing present?
o0 Is breathing too fast or too slow to sustain life?
o Is the patient speaking effectively?

Circulation
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1 Control serious lifehreatening hemorrhage

T Refer to the ATrauma: Bl teowldi ng / Hemorr hage
o Is a pulse present?

Is the pulse too fast or too slow to sustain life?

Is the pulse regular or irregular?

What is the skin color, condition, and temperature?

Is there serious external hemorrhage?

Is there evidence of internal hemorrhage or signsiotls?

O O O0OO0oOo

Continually reassess and correct any existing or potentially compromising threats to the ABCs

Disability
i Determine level of consciousness
o Alert, Voice, Pain, Unresponsive (AVPU)
o GCS
o Pupils
o Cincinnati PreHospital StrokeScale(andother regionally approvestroke scale
as applicable
Expose
1 Appropriately expose patieras neededo perform complete physical exam and perform
necessary interventions
0 Are exposed patients sufficiently proted from public view?

Transport Decision
1T See AGeneral Approach: to Transportationo p

Secondary Patient Assessment
9 Vital Signs (repeated frequently if abnormal or critical patient)
o Pulse rateand quality
0 Respirationrate and quality
o Blood pressure
A Obtain BP by palpation only if necessary
o Skin: color, condition, and temperature
1 Blood glucose determination, if approvegjuippedand appropriate

Locaterecords includingMOLST, eMOLST, or DNRas appropriate

MEDICAL CONTROL CONSIDERATIONS

1 Medical control may give any order within the scope of practice of the provider

1 Options listed in this section are common considerations that medical control may choose
to order as the situation warrants

1 Ifapaten chooses to refuse car ResourcesRefusalob por t at
Medi cal Attentiond protocol and regional po

Version23.1 14



91 Develop a prehospital patient impression by combining all information available in the
history of present iliness, past malitistory, and physical exam

1 Submit a verbal report to the responsible medical personnel upon arrival at the emergency
department

1 Label any items that were transported with the patient SUERC&s, paperwork from
facilities, medications, or belongings

1 Submit written documentation prior to leaving the emergency deparimantordance
with state, regional and agency policy

1 Complete a patient care report in compliance with state, regional and agency policy

Version23.1 15



Gener al AppmDafceht y Restraining Devi

Applies to adult and pediatric patients

CRITERIA

This general approach guidance document is intended to provide a standardized framework for
patient transport. Follow common sense, apply good clinical judgment, and follow regionally
approved policies angrocedures.

CFR AND ALL PROVIDER LEVELS

EMT

CcC

PARAMEDIC

All passengers including patients and EMS personnel should be restrained

1 Itis not permissible or safe to have a parent or caregiver hold a child in his/her arms or lap.
Thechild and parent/caregiver showdchbe restrainedppopriately

1 All patients on the stretcher must be secured when the vehicle is in motion or the stretcher
is being carried or moved; stretcher harness straps should always be used

T A chil doé sseal wimen avaldbke aingl intattcan be used to restrain a child
during transport. He/she should be placed in the device and the device should be belted to
an ambulance seat. If the child is the patient, the seat should be secured onto the stretcher
andthe child belted in the child safety seat

1 If the ambulance service does not have an ambulance equipped with child safety seats or
restraint, it is recommended that the agency purchase approved child safety seat(s) or
restraint(s) for each ambulance. Mdtnan one size seat/restraint may be needed as
|l ocation of the restraint (i.e., stretcher,
children

1 Agencies should routinely train EMS personnel in the use of various child safety
seats/restraints availaand have a policy for how injured or uninjured children will be
transported

1 As an agency considers the purchase of new vehicles, or is retrofitting current vehicles,
design considerations, such as integrated child restraints, should be considered

1 Allsafety seats/restraints should be used acco

Key Points/Considerations

~

1 If a patient chooses to refusafety restrainis p | e a s ResaureesRefusaltofo h
Medi cal At t g astwell@anagengnd cegional @idy
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General Appmomodclhnsportation

Applies to adult and pediatric patients

CRITERIA

This general approach guidance document is intended to provide a standardized framework for
patient transport. Follow common sense, apply good clinical judgmehtpbow regionally
approved policies and procedures.

CFR AND ALL PROVIDER LEVELS

EMT

CcC
PARAMEDIC

Consideration for ALS intercept and air medical services should be made based on agency and
regional protocol, policy, patient needsgional capabilities, and travel times. Do not delay
transport waiting for ALS to arrive. The closest ALS may be at a hospital

Transport to the closest appropriate receiving hospital in accordance with regional hospital

destination policies for travehte, hospital capabilitiesand NY State designation

1 The closest appropriate hospital may not be the nearest hospital, even for patients in extremis
such as those in cardiac or respiratory arrest

1 Patient preference may influence the determination of theoppate receiving hospital

Ensure ongoing patient assessment, check for improving / deteriorating patient condition, and
respond accordingly. Check to ensure that previously initiated therapies remain functional

Carefully consider use of appropri&mergency warning devices for transport:
Lights and siren use is a medical interveniialoes the patient condition warrant the use?

Provide a brief prarrival report to receiving hospital in accordance with regional policy. Ensure
early notification ér serious trauma, STEMI, stroke, and sepsis

MEDICAL CONTROL CONSIDERATIONS

1 Medical control may assist with questions of aagpecially in the setting abmplex
medical conditions
1 Medical control may assist with the determining the most appropriateirecéacility

Key Points/Considerations

T I'f a patient chooses to ref ReseurcesRefusalobr t r an
Medi cal At t g astwell@anagen@nd cegiana molicy
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(2.0) Extremis |/ Cardiac Arrest Pr
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Cardiac AAdebt Gener al Approach

For pediatric see, oCardiac Arrest 0 Pediatric : General Approach 6

CRITERIA

1 For patients who are unresponsive without signs of life

1T For patients that ddExtemnsObnwe eotu stprobeeobmt rhiot er i a
otherwise excluded by a DNR/MOLST order, see @ResourcesAdvance
DirectivessMOLST/DNRO pr ot oc ol

CFR AND ALL PROVIDER LEVELS

1 CPR should be initiated prior to defibrillation unless the cardiac arrest is withessed by the
responding EMS provif
o Perform compressions while awaiting the application of defibrillation pads
1 Push hard and fast (120 compressions/min)
o Metronome or feedback devices mayused
Ensure full chest recoll
Minimize interruptions in chest compressions
Cycle of CPR = 30 aopressions then 2 breaths
0 5 cyclesd 2 minutes
o Rotate compressors every two minutes \pitlsechecks, asesources allow
0 Minimize interruptions in chest compressions
1 Continuous compressions with asynchronous ventilation (not stopping compressions while
ventilating) is permitted to substitute for cycles of CPR that have pauses for ventilation
even in noAntubated patients
1 Avoid hyperventilation (breathing too quickly or deeply for the patient)
1 Use of airway adjuncts arnxhgvalve-mask(BVM), as indicatedyith BLS airway
management, including suction (as needed), as available
o A bagvalvemask(BVM) should be connected to supplemental oxygen, if
available
T Rhythm check or AED fAicheck patiento every 5
1 Defibrillate as appropriate
o Resime CPR immediately after defibrillation (do not check a pulse at this time)
o Continue CPR for approximately 2 minutes cycles before doing a pulse check, or
until the patient no longer appears to be in cardiac arrest

® crrstoP

= =4 =4

EMT

1 After 20 minutesvithout achieving ROSQonsider calling medical control for
termination of resuscitatigrrontinuing efforts, ofonly in extenuating circumstances)
transportation

@ EmTSTOP

Version23.1 20



CC

PARAMEDIC

1 Manage the airway and confirm placement of any advaaice@y device utilized with
waveform capnography
o Waveform capnography may be used on any ventilated patient, regardless of the
use of an airway adjunct

1 Check heart rhythm every two minutes

1 See also rhythrspecific protocols

1 Re f e ResdumesVfascular @vicesi PreExistingp pr ot ocol as needed

T After an advanced airway is placed, no | ong

o Give continuous chest compressions without pauses for breaths
o Give 810 breaths/minute
1 Search for and treat possible contributing factors ths Ean manage according to your
level of certification:
o HypoglycemiaHypovolemiaHypoxia,Hydrogen ion (acidosisHyperkalemia,
Toxins, Tension pneumothoraXrauma
1T For cardiac arrest amskelohalationgd Gyanide Porsoning r e, s e
Symptomatico protocol
1 For cardiac arrest associated with hypothermia:
o If defibrillation is required, provide no more than three shocks
o Limit administration of medication in cardiac arrest associated with hypothermia
to one round
o Rhythm changes may beated with a single round of the appropriate drug
0 See al s oEnfir@eenwlCall d Emer gencieso protocol

. ADVANCED, CC, AND PARAMEDIC STOP

MEDICAL CONTROL CONSIDERATIONS

1 Termination of resuscitation in instances that are not covered by stamdergoteria
may be authorized by medical control

Key Points/Considerations

Do not interrupt compressions for placement of an advanced airway
Minimize interruption in compressions fplacement of a mechanical CPR device
Do not delay beginning compresssoto begin ventilations
Do not delay ventilations to connect supplemental oxygen
Adequate ventilatiomayrequire disabling the pepff valve if the bagvalve-mask(BVM)
if so equipped
AED should be placed as soon as possible wittmetrupting compressions to do so
If a patient has a medication patch, it may be removed (use appropriate PPE)
Vibrations in a moving ambulance may compromise the effectiveness of the AED
Compressions in moving ambulances pose a significant danger idgnpeareless
effective and should be avoided

o Consider mechanical CRieviceswhen available for provider safeifythere is a

need to do compressiomsmoving ambulances

= =4 =4 -8 9
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Cardi ac APedsttr Gener al Approach

CRITERIA

1 For patients who are urggonsive without signs of life

1 For patients that ddExtemnsObnwea eotu st hDee amt rhiot eprrioat c
otherwise excluded by a DNR/MOLST order, see @ResourcesAdvance
DirectivessMOLST/DNRO pr ot oc ol

CFR AND ALL PROVIDER LEVELS

EMT

1 CPR should be initiated prior to defibrillation unless the cardiac arrest is withessed by the
responding EMS provider
o Perform compressions while awaiting the application of defibrillation pads
1 Push hard and fast (120 compressions/min)
o Metronome or fedohck devices may be used
Ensure full chest recoll
Minimize interruptions in chest compressions
Cycle of CPR = 30 compressions then 2 breaths (single rescuer)
15 compressions then 2 breaths (if two rescuers available)
0 5 cyclesd 2 minutes (1&yclesa 2 minutes for escuers)
0 Rotate compressors every two minutes with rhythm checkssasarces allow
o Minimize interruptions in chest compressions
1 Avoid hyperventilation
1 Use of levelappropriate airway adjuncts abdgvalvemask(BVM), as indicatd, with
BLS airway management, including suction (as needed), as available
o A bagvalvemask(BVM) should be connected to supplemental oxygen, if
available
T Rhythm check or AED ficheck patiento every t
1 Defibrillate as appropriatgédiatricAED pads preferred for children with weight < 25 kg
or age < 8 years, if available.) (CC/Paramedic may substitute manual defibribetion
indicated)
o Resume CPR immediately after defibrillation (do not check a pulse at this time)
o Continue CPR foapproximately 2 minutes cycles before doing a pulse check, or
until the patient no longer appears to be in cardiac arrest

. CFR AND EMT STOP
ADVANCED

= =4 =

CC

1 See also rhythrspecific protocols
@ ADVANCED andCC STOP

PARAMEDIC

Version23.1 2
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1 Consider intubatioonly if unable to effectively ventilate withbagvalve-mask(BVM)
and basic airway adjuncts

@ PrARAMEDIC STOP

MEDICAL CONTROL CONSIDERATIONS

1 Termination of resuscitation in instances that are not covered by standing order criteria
may be authorized by medical control

Key Points/Considerations

1 Intubation is not necessary if oxygenating and ventilating patient well with BLS airway
management
Do not interrupt compressions for placement of an advanced airway
Minimize interruption in compessions foplacement of a mechanical CPR device
Do not delay beginning compressions to begin ventilations
Do not delay ventilations to connect supplemental oxygen
Adequate ventilatiomayrequire disabling the pepff valve if thebagvalve-mask(BVM)
if so equipped
AED should be placed as soon as possible without interrupting compressions to do so
If a patient has a medication patch, it may be removed (use appropriate PPE)
Artifact from vibrations in a moving ambulance may compromise the effectivehtss
AED
Consider calling medical control for termination of resuscitation or initiation of transport
after 20 minutes of CPR
1 Compressions in moving ambulances pose a significant danger to proeicdess
effective and should be avoided
o Consider mechanical CP#Rviceswhen available for provider safeffthere is a
need to do compressiomsmoving ambulances
o Note: The use of a particular mechanical CPR device may be contraindicated in the
pediatric patient; refertma nuf act ur er 6s recommendati on

= =4 -4 -4 -9
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Car diharcr edAdult Asystole or Pul sel es
El ectrical Activity (PEA)

For pediatric see, OAsystole or Pulseless Eleétrical A
Pediatric 6

CFR AND ALL PROVIDER LEVELS

EMT

1 General cardiac arrest care fi E is:tCardiamArrestAdul: Gener al Approacho
CFR AND EMT STOP

1 Manage airway: Use of nasand/or oropharyngeal airway ahdgvalve-mask(BVM) is
acceptable while deferring advanced airway until more urgent care is completed
91 Vascular acess; check glucose level
9 Normal saline 500 mL bolus
1 Epinephrine (1:10,000/ 0.1 mg/mL) 1 mg IV; repeat evebyrBinutes
@ ADVANCED STOP

@)
‘

Cardiac monitor
@ ccsTopP

PARAMEDIC

91 For suspected hyperkalemia or acidosis:
0 Sodium bicarbonate 50 mEq IV
o Calcium chloride 1 gram IV

@ PARAMEDIC STOP

MEDICAL CONTROL CONSIDERATIONS

1 Termination of resuscitation in instances that are not covered by standing order criteria
may be authorized by medical control

Key Points/Considerations

1 Do not interrupt compressis for placement of an advanced airway

1 Minimize interruption in compressions fplacement of a mechanical CPR device

1 If the cardiac monitor shows asystole, confirm in more than one lead

1 A minimum of 50 mL of normal saline should be given between the lbblcaicium
chloride and the bolus of sodium bicarbonate

1T Ref er Ektemis Trerenindiion of Resuscitatioprotocol as indicated
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1 Search for and treat possible contributing factors that EMS can manage according to your
level of certification:
o Hypoglycenia, Hypovolemia,Hypoxia,Hydrogen ion (acidosisHyperkalemia,
Toxins, Tension pneumothoraXrauma
1 Advanced and above: consider bilateral chest decompression in patients with an organized
cardiac rhythm presenting in cardiac arrest thought to be sagotadtrauma
o Note that a pneumothorax may also occur spontaneously (without trauma)
T For cardiac arrest amakelohalatibng Gyanide Poisonihng r e, s
Symptomatico protocol
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Cardiac APedstatrsivest oPel $el ess
El ectrical Activity (PEA)

CFR AND ALL PROVIDER LEVELS

EMT

1 General peidtric cardiac arrest carBxtremis: Cardiac Arrest: General Approach
Pediatri®© pr ot oc ol

. CFR AND EMT STOP

9 Vascular access

@ ADVANCED STOP

1 Cardiacmonitor
1 Normal saline 20 mL/kg bolus (up to 500 mL bolus) rapid IV
1 Epinephrine (1:10,000 / 0.1 mg/mL) 0.01 mg/kg IV
0 Repeat epinephrine everyi  minutes
@ ccsTop

PARAMEDIC

1 Consider intubatioonly if unable to effectively ventilate withbagvalve-mask(BVM)
and basic airway adjuncts

® rArRAMEDIC STOP

MEDICAL CONTROL CONSIDERATIONS

1 Sodium bicarbonate 1 mEg/kg IV

Key Points/Considerations

1 Intubation is not necessary if oxygenating and ventilating patient well with BLS airway
management

Do not interrupt compressions for placement of an advanced airway

Confirm asystole in more than 1 lead

Perform CPR for at least 3 minutes between medication doses

Consider airway obstruction

Search for and treat possible contributing factors that EM$earage according to your
level of certification:

= =4 =4 -8 -9
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o HypoglycemiaHypovolemia,Hypoxia,Hydrogen ion (acidosisHyperkalemia,
Toxins, Tension pneumothoraXrauma

1 Advanced and above: consider bilateral chest decompression in patients with an organized
cardia rhythm presenting in cardiac arrest thought to be secondary to trauma
o Note that a pneumothorax may also occur spontaneously (without trauma)

1 For cardiac arrest &makelohalatibngd Gyanide Poisoning r e, s
Sympt omati co
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Cardiac AAdesReturn of Spontaneous

Circul dtRiIOEBC)

CFR AND ALL PROVIDER LEVELS

EMT
1 Airway management and appropriate oxygen therapy

O CFR AND EMT STOP

1 Vascular access, ideally at 2 sites (no more than one 10)
1 If needed, administeranmal saline to a total of 2 L to maintain MAP > 65 mmHg or SBP
> 100 mmHgprovidedthere is no concern of pulmonary edema

@ ADVANCED STOP
CcC

PARAMEDIC

1 Cardiac monitor with 12ead ECG as soon as possible
1 Treatment for appropriate presenting rhythm
o Discuss antiarrhythmic treatment options with medical control if patient was in a
shockable rhythm
A If an AED shock was delivered for a rhythm that was not seen on a monitor,
treat as ventricular fibrillation /entricular tachycardia
1 Maintain MAP > 65 mmHg or SBP > 100 mmHg
o If needed, administer normal saline to a total of 2 L, pexitere is no concern
of pulmonary edema
o Consider norepinephrine 2 mcg/min, titrated to 20 mcg/min, if needed, after fluid
bolus nfused, to maintain MAP> 65 mmHg or SBP >100 mmHg

. CC AND PARAMEDIC STOP

MEDICAL CONTROL CONSIDERATIONS

1 Antiarrhythmic (additional amiodarone or lidocaine)
o Amiodarone 150 mg in 100 mL normal saline over 10 min
o Lidocaine 1.5 mg/kg bolus and/or infusion
1 Manaement of hypertension SBP > 200 mmHg:
0 Metoprolol 5 mg IV over 5 minutes, up to four doses

Key Points/Considerations

1 Acquisition of a 12ead ECG should be completbdforetransport
0 Appropriate patient assessment and stabilization shoutdrbpleted as soon as
possible following ROSC
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o Voice communication with receiving facility must be completed as soon as
possible after ROSC
1 ALL patients with STEMI and ROSC should be transported to a receiving hospital capable
of primary angioplasty, if fedsle, within a transport time recommended per regional
procedure

1 Patients who are in recurrent cardiac arrest should be transported to theagpsgstiate
hospital unless otherwise authorized by medical control

1 Documentation must include pupil examdanitial GCS recorded by element (Eyes/4,
Verbal/5, Motor/6), not as a total
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Car disarcr edAdul tVentri culllaat iFonbror
Pul sel elsaschwcar di a

For pediatric see, oVentricul ar Fi blselesslVa tTacbhynardar -P u
Pediatric 6

CFR AND ALL PROVIDER LEVELS

EMT

1 General cardiac arrest care
1 AED defibrillation, as indicated (CC/Paramedic may substitute manual defibrillation as
indicated below)

@ CFRANDEMTSTOP

1 Manage airway: Initial use of nasand/or oropharyngeal airway ahdgvalve-mask
(BVM) device is acceptable while deferring advanced airway until initial care is complete
Vascular access; check glucose level
Normal saline 500 mL IV bolus
Epinephrine (1:10,000 / 0.1 mg/mL) 1 mg IV; repeat evebyr8inutes

i
i
i
® ,bvANCED STOP

@]
‘

1 Cardiac monitor

1 Defibrillate every 35 minutes

1 Amiodarone 300 mg IMWMay repeatl50 mg in 5 minuteg VT/VF persists

T I'f pul ses r eBxwemis CardiacArresi AdultoReturh e Spdntaneous
Circulation (ROSQ pr ot ocol

@ ccsTop

PARAMEDIC

1 Consider magnesium 2 grams IV if suspected hypomagnesemia or torsades de pointes
9 For suspected hyperkalemia or acidosis:

o Sodium bicarbonate 50 mEq IV

o Calcium chloride 1 gram IV

@ PARAMEDIC STOP

MEDICAL CONTROL CONSIDERATIONS

1 Lidocaine 1.5 mg/kg IV bolusra/or infusion
1 Amiodarone 150 mg in 100 mL normal saline IV over 10 min
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l

Termination of resuscitation in instances that are not covered by standing order criteria
may be authorized by medical control

Key Points/Considerations

T
T
T

= =4

= =4

Do not interrupt compressiongrfplacement of an advanced airway
Minimize interruption in compressions fplacement of a mechanical CPR device
A minimum of 50 mL of normal saline should be given between the bolus of calcium
chloride and the bolus of sodium bicarbonate
Consult medicatontrol if patient has return of pulses (even transiently)
Advanced and above: consider bilateral chest decompression in patients with an organized
cardiac rhythm presenting in cardiac arrest thought to be secondary to trauma
o Note that a pneumothorax malgo occur spontaneously (without trauma)
Ref er Extemid Trerenindlion of Resuscitatieprotocol as indicated
For cardiac arrest aereaSmoaelrdaationi Qydmidd i r e,
Poisoningf Sy mpt omati co protocol
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Car dilarcr edRedi at reMhd ri cul ar Fi br i
Pul selWwlkachycardi a

CFR AND ALL PROVIDER LEVELS
EMT

1 General peidtric cardiac arrest carBExtremis: Cardiac Arrest Pediatric:General
Approactdo pr ot oc ol

@ CFRANDEMTSTOP

M Vascular access

1 Defibrillate as appropriate
0 Pediatric AED pads preferred for children with weight < 25 kgge < 8 years
o CC/Paramedic may substitute manual defibrillation as indicated

® ADvANCED STOP

Cardiac monitor

Normal saline 20 mL/kg bolus (up to 500 mL boltepid IV

Epinephrine (1:10,000 / 0.1 mg/mL) 0.01 mg/kg IV
0 Repeat epinephrine every $ minutes

1 Defibrillate at 4 J/kg between doses of medication

o Higher doses of energy may be considered for refractory ventricular fibrillation not
to exceed théesser of 10 J/kg or the recommended adult maximum dose

® ccstor

PARAMEDIC

1 Consider intubatioonly if unable to effectively ventilate withbagvalve-mask(BVM)
and basic airway adjuncts
1 Amiodarone 5 mg/kg bolus IV (up to a maximum of 300 mg/dose)
0 Repat once in 5 minutes (up to a maximum of 150 mg/dose)

= =4 =4

. PARAMEDIC STOP

MEDICAL CONTROL CONSIDERATIONS

1 Additional amiodarone 5 mg/kg IV (up to 15 mg/kg total)
9 Lidocaine 1 mg/kg IV
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Key Points/Considerations

T
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Intubation is not necessary if oxygenating and ilegitig patient well with BLS airway
management
Do not interrupt compressions for placement of an advanced airway
Use the small (pediatric) pads for patients weighing less than 10 kg
Artifact from vibrations in a moving ambulance may compromise the eféaess of the
AED
Consider toxic ingestions, including tricyclic antidepressants
Search for and treat possible contributing factors that EMS can manage according to your
level of certification:
o HypoglycemiaHypovolemia,Hypoxia,Hydrogen ion (acidosisHyperkalemia,
Toxins, Tension pneumothoraXrauma
For cardiac arrest amaekelohalationd @yanide Poisoning r e
Sympt omati co
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Foreign Body ObstroaaAadedt Ai r way
For pediatric see, 0 For ei g n Olistoudigd Airway - Pediatric 06

CRITERIA

1 Patients with a partial or complete foreign body airway obstruction
CFR AND ALL PROVIDER LEVELS

EMT

ADVANCED

CC

PARAMEDIC

1 If the patient ionsciousandcan breathe, cough, or speak
o Encourage the patient to cough
o Transport in a sitting position or other position of comfort
o Admini ster suppl ement als Qxygengidminjstratioaf er t c
and Airway Managemento protocol
o Perform ongoing assessment and watch for progression to complete obstruction
1 Facilitate transportation, ongoing assessment, and supportive care
o Perform ongoing assessment and watch for progression to complete obstruction
1 If the patient ionsciousandcannotbreathe, cough, or speak
o Perform airway maneuvers according to current AHA/AREHC guidelines
1 If the patient isunconscious
o Remove anyisibleairway obstruction by hand
o Perform levelappropriate airway maneuvers, as indicated
o Perform CPR r e ExremistCardiat Arrest Adult: General Approaai
protocol

. CFR, EMT, ADVANCED, CC, AND PARAMEDIC STOP

Key Points/Considerations
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Foreign Body Obstr dPéeeidatAi irevay

1 Pediatric @tients with a partial or complete foreign body airway obstruction
CFR AND ALL PROVIDER LEVELS

EMT

ADVANCED

CC

PARAMEDIC

1 If the patient ixonsciousandcan breathe, cough, or speak
o Encourage the patient to cough
o Transport in a sitting position or other position of comfort
o Admi ni ster suppl e meResarcestOxygegngdemmnjstratioa f er t c
and ArwmayManagement 0 protocol
o Consider allowing parent to hold face mask with oxygéniiches from the
childdés face as tolerated
1 Facilitate transportation, ongoing assessment, and supportive care
o Perform ongoing assessment and watch for progression to commétgction
1 If the patient ionsciousandcannotbreathe, cough, or speak
o Perform airway maneuvers according to current AHA/ARC/NSSC guidelines
A Ininfants (< 1 yr old): perform 5 chest thrusts alternating with 5-back
blows. Do not use abdominal thrustsimlich maneuvers
1 If the patient isunconscious
o Remove anyisibleairway obstruction by hand
o Perform levelappropriate airway maneuvers
o Per f or m CPEtremis:@afdiacrArrdsioPediatric:General Approadh
protocol

. CFR, EMT, ADVANCED, CC, AN D PARAMEDIC STOP

Key Points/Considerations

91 Do not delay transport

1 Agitating a child with a partial airway obstruction could cause a complete airway
obstruction

9 Limit interventions that may cause unnecessary agitation such as assessment of blood
pressuren a child who can still breathe, cough, cry, or speak
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Obvious Death

Applies to adult and pediatric patients

CFR AND ALL PROVIDER LEVELS

EMT

CcC

PARAMEDIC

1 CPR, ALS treatment, and transport to an emergency department may be withheld in an
apneic and pulseless patient that ma&¥ one of the following:

0 Presence of a valid MOLST, eMOLST, or DNR indicating that no resuscitative
efforts are desired by the pati

o Patient exhibiting signs of obvious death as defined by ANY of the following:

A Body decomposition

Rigor mortis

Dependent lividity(livor mortis)

Injury not compatible with life (e.g. decapitation, burned beyond
recognition, massive open or penetratiragima to the head or chest with
obvious organ destruction, etc.)

o Patient who is pulseless and apneic with no organized cardiac activity on ECG
(performed by an ALS provider) following significant blunt or penetrating
traumatic injury

*Cardiopulmonary agst patients in whom the mechanism of injury does
not correlate with clinical condition, suggesting a nontraumatic cause of the
arrest, are excluded from this criterion

o Patient who has been submerged for greater than one hour in any water
temperature

1 If a patient meets any of the aforementioned criteria, resuscitation efforts may be withheld,
even if they have already been initiated. If any pads, patches, or other medical equipment
have been applied, they should be left in place

1 Notify law enforcement. Thpatient may be covered and, if allowed by law enforcement,
may be moved to an adjacent private location. If there is any concern for suspicious
activity, the patient should not be disturbed

> > >

. CFR, EMT, ADVANCED, CC, AND PARAMEDIC STOP

Key Points/Considera tions

1 *Significant blunt or penetrating trauma includes mechanism criteria such as those set forth
in step two or three of the ATrauma: Tr auma

1 See RdsmumesKdvance DirectivesDNR/MOLSTO pr o tindcated, as
91 If the above criterigs met ALS is not required for the determination of obvious keat
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Respiratory ArréAdult Failure

For pediatric see, ORespiratory Ar réPedatri¢c 6Fai | ur e

CRITERIA

1 Patients with absent or ineffectitpeeathing
o Possible signsf ineffective breathing include cyanosis, visible retractions, severe
use of accessory muscles, altered mental status, respiratory rate less than 10
breaths per minute, signs of poor perfusion

CFR AND ALL PROVIDER LEVELS
EMT

CcC

PARAMEDIC

Open the airway using the heald/chin-lift or modified jawthrust maneuver
Remove anyisibleairway obstruction by hand
Clear the airway of any accumulated secretions or fluids by suctioning
Provide positive pressure ventilation usailgagvalve-mask(BVM)
ol f ventilations are not Bxtremis:Eosegd ul , r ef €
Body Obstructed Airway Adulto pr ot oc ol
Levelappropriate airway management with use of airway adjunctbagrdalve-mask
(BVM), as indicated, includg suction as needed, if available
o Bagvalvemask should be connected to supplemental oxygen, if available
1 Ventilate every 5 secondgadult patient)
1 Each breath is given over 1 second and should cause visible chest rise
. CFR, EMT, ADVANCED, CC, AND PARAMEDIC STOP

Key Points/Considerations

1 Do not delay ventilations to connect supplemental oxygen
1 Ongoing assessment is required to assess:
0 The effectiveness of ventilations
o The need for compressions should the patient lose his or her pulse (refer
immedia e | y HExtwemis:GaediadiArrest Adult: General Approach
protocol)
1 Adequate ventilatiomayrequire disabling the popff valve if thebagvalvemask(BVM)
is so equipped
1 Do not delay transport

= =4 =4 =4

=
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Respiratory Arr édBéedi aFami ture

1 Patients with absent or ineffective breathing
o Possible signsf ineffective breathing include cyanosis, visible retractions, severe
use of accessory muscles, altered mental status, respiratory rate less than 12
breaths per minute

CFR AND ALL PROVIDER LEV ELS
EMT

CcC

PARAMEDIC

Open the airway using the heald/chin-lift or modified jawthrust maneuver
Remove anyisibleairway obstruction by hand
Clear the airway of any accumulated secretions or fluids by suctioning
Provide positive pressure ventilation using an appropriatdbagealve-mask(BVM)
ol f ventilations are not Bxtremis:Eosegd ul , r ef €
Body Obstructed Airway Pediatri®@ pr ot oc ol
Use of levelappropriate airway adjuncts abhdgvalvemask(BVM), as indicated, with
BLS airway management, including suction (as needed), as available
0 Thebagvalvemask(BVM) should be connected to supplemental oxygen, if
available

Ventilate every & seconds

Each breath is given over 1 secomd ahould cause visible chest rise

Attach pulse oximeter i f avail9%l e and have
0 Seealso,fiResourcesOxygen Administration and Airwa

= = =4 =4 =4

= =4 =4

. CFR, EMT , ADVANCED, CC, AND PARAMEDIC STOP

Key Points/Considerations

1 Do not delay ventilations to connect to supplemental oxygen but add supplemental oxygen
when available
1 Ongoing assessment is required to assess:
0 The effectiveness of ventilations
o The need for compressions should the patient loser ter pulse (refer
i mmedi at d&xtrgmistCardidc Areest Pediatric:General Approaah
protocol)
1 Adequate ventilatiomayrequire disabling the pepff valve, if thebagvalvemask
(BVM)is so equipped
1 Do not delay transport
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Ter minati on of Resuscitati on

Applies to adult and pediatric patients

CFR AND ALL PROVIDER LEVELS

EMT

1 Se &xtrédmissObvi ous Deat ho protocol
@ CFR EMT, AND ADVANCED STOP
ccC

PARAMEDIC

T Pati ents who ExtremisOdbtv i nmeuest Dielabuttai@ inpr ot oc o
cardiopulmonary arrest, must médiL of the following requirements for termination of
resuscitative efforts to be considered without a medical control order:

o0 Age 18 or older

Arrest not witnessed by a bystander or by EMS

No bystandeadministered CPR

No automated external defibrillator or manual shock delivered

No return of spontaneous circulation up to the time termination is considered

At least 20 minutes of resuscitation has been provided

@ CC AND PARAMEDIC STOP

MEDICAL CONTROL CONSIDERATIONS

1 Termination of resuscitation in instances that are not covered by standing order criteria
may be authorized by medical control

1 See RdsaumesKdvance Directive®OLST/DNRO pr ot ocod , as i ndi c.
1 Patients that do not meet the above standing order termination of resuscitation may be
considered for termination of resuscitation with medical control
1 Consider the EtC®Ow~hen discussing termination with medical control
1 If resuscitative efforts are termated, contact law enforcement per regional or
jurisdictional procedure. Do not remove endotracheal tubes, other airvay management
devices such as KiffgAirways, or IV/IO tubing. The patient may be covered and may be
moved back onto a bed or sofa, if agptate and approved by law enforcement
1 Whenever possible, termination of resuscitation should be done when the patient is not in a
public place

O O O0OO0Oo

91 If the family is present, appropriate emotional support by other family, neighbors, clergy,
or policeshould be available when considering termination of resuscitation
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(3.0) General Adult and Pediatric
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ALTE/ BRAPEdIi atr i c

Applies to pediatric patients under 2 years of age

CRITERIA

Apparent Life Threatening Event (ALTE) / Brief Réssd Unexplained Events (BRUE)

ALTE/BRUE is an episode in an infant or child less than 2 yelarsvhich is frightening to the
observerhas now resolvednd ischaracterized by one or more of the following:

Apnea (central or obstructive)

Skin color clange: cyanosis, erythema (redness), pallor, plethora (fluid overload)
Marked change in muscle tone

Choking or gagging not associated with feeding or a witnessed foreign body aspiration
Seizurelike activity

= =4 =4 -8 -9

CFR AND ALL PROVIDER LEVELS

EMT

ADVANCED

CcC

PARAMEDIC

1 Airway management and appropriate oxygen therapy
1 Check pupils and, fonstricted, considégr Ge n ®©paloi d ( Narcotic) Over
1 Check lbood glucose level, if equipped

o Refer to fAGeneral: Altered Mental Statu
1 Ongoing assessment of the effectiveness of breathing

o Ref er t o Réspratory Aeresi/Bare-Pedi atri co protocol

@ CFR,EMT, ADVANCED,CC, AND PARAMEDIC STOP

Key Points/Considerations

NOTE: Most patients will appear stable and exhibit a normal physical exam. However, this

episode may be a sign of underlying serious illmesejury and further evaluation by medical

staff is strongly recommendefi.e e A Resources: Refusal of Medic
caregiver wishes to refuse transportation.
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Al tered Ment al St atus

Applies to adult and pediatric patients

CRITERIA

1 For the undifferentiated patient with altered mental status
o Including, but not limited toBLS management dfypoglycemia
1 See also the following collaborative protocols, as indicated
0 ALTE/BRUET Pediatric
Behavioral Emergencies: Agitated Patient
Hypoglyeemiai Adult
Hypoglycemia Pediatric
Opioid (Narcotic)Overdose
Poisoning Overdose: UndifferentiateidAdult
Poisoning / Overdose: UndifferentiatedPediatric

O O O0OO0OO0OOo

CFR AND ALL PROVIDER LEVELS

EMT

1 Airway management and appropriate oxygen therapy
1 Checkpugsand,ift onstri ct aheral@minciid e(rNdr cotic) Over
1 Check blood glucose level, if equipped and safe to do so
o If blood glucose is known or suspected to be below 60 mg/dL and patient can self
administer and swallow on command:
A Give one unit dose (384 grams) of oral glucose, or another available
carbohydrate source (such as fruit juice or-dat soda)
o If the patient is unable to swallow on command, or mental status remains altered
following administration of oral glucose:
A Do notdelay transport
1 Ongoing assessment of the effectiveness of breathing
o Ref er t o Réspratory AeresiFailurei Adultdo or AEXtr emi s:
Respiratory Arrest / FailurePediatric 0 p r, ibnecessany

@ CFRANDEMTSTOP

ADVANCED
CcC

PARAMEDIC
1 Seeetiologys peci fic protocol €RITERIAG ss a etfieare nabealv @ r

. ADVANCED, CC, AND PARAMEDIC STOP

Key Points/Considerations
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1 Assess the scene for safety and, if it is not, retreat to a safe location and obtain police
assistance

Consider closed head injuandnonaccidental trauma, especially in children
Consider drug ingestion, meningitis/encephalitis

= =4
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Anaphyl axdwsl t
For pediatric see, 0 An ap hy |dPrdiasic 0

CRITERIA

Anaphylaxis is a rapidly progressing, lifereatening allergic reactipnot simply a rash or hives

CFR AND ALL PROVIDER LEVELS

1 Allow the patient to maintain position of comfort
1 Ongoing assessment of the effectiveness of breathing

o Ref er Extemis:Respirafory Arrest/ FailureAdultdo pr ot ocol ,
1 Airway management and appropriate oxygen therapy

1 If SEVERE respiratory distress, facial or oral edema, and/or hypoperfusion:
o Administer the epinephrine autoinjector (e.g. EpfBeas available and as trained
A Adult autanjector 0.3 mg IM (e.g. EpiP& i f *O 30 kg
1 If patient hasa history of anaphylaxisand has an exposure to an allergen developing
respiratory distress and/or hypoperfusam/or rash
o Administer the epinephrinautoinjector (e.g. EpiP&), as availabl@nd as trained
A Adult autoinjector 0.3 mg IM (e.g. EpiP®n i f *O 30 kg
1 If the patient does not improve within 5 minutes, yoayrepeat epinephrine once
CFR STOP

EMT

1 ThefSyringe Epinephrin@rogramfor EMT0O may be substituted for an autoinjector
1 If the patient is wheezing, albuterol 2.5 mg in 3 mL (unit dose), via nebulizer; may repeat
to a total of three doses

EMT STOP

ADVANCED

1 Vascular access as appropriate

1 Epinephrine (1:1,000 / 1mg/mL) 0.3 mg IRNLY if patient is hypotensive and/or is
developing respiratory distress w/airway swelling, hoarseness, stridor, or wheezing. May
repeat every 5 minutes if these symptoms persist

1 Normal saline 500 mL bolus, if SBP < 100 mmHg or MAP < 65 mmHg; may repeataup to
total of 2 L if lung sounds remain clear

o Goal SBP > 100 mmHg and MAP > 65 mmHg
@ ADVANCED STOP

CcC

PARAMEDIC
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Cardiac monitor

Paramedics may substitute albuterol 2.5 mg in 3 mL (unit dose) & ipratropium (Atrovent)
0.5 mg in 2.5 mL (unit dose) mixedgether, via nebulizer or ET tube nebulizer for

albuterol only above; may repeat to a total of three doses of both medications for wheezing
Diphenhydramine (Benadryl) 50 mg IV or IM

Dexamethasone (Decadron) 10 mg PO, IM, or IV

Consider norepinephrine 2 giein titrated to 20 mcg/min, if needed after fluid bolus is
complete to maintain MAP> 65 mmHg or SBP >100 mmHg

CC AND PARAMEDIC STOP

MEDICAL CONTROL CONSIDERATIONS

)l
1

1
1

Additional albuterol

Additional epinephrinédor levels with limited standing ordefasavailable and as trained)
0 Adult0.3mgIM

Additional IV fluid

Epinephrine infusion (1 mg in 1000 mL normal saline), at 5 mcg/min

Key Points/Considerations

1
1

Do not administer 1V epinephrine without consulting online medical control

If epinephrine is admistered by crew or patient s@fiministered epinephrine, regional
procedure may require consulting medical control prior to honoring a request for refusal of
medical care

Though a previous history of anaphylaxis is an important indicator for treatmeviters
should be aware that anaphylaxis may develop in patients with no prior history

A combination unit dose (such as a DuoRjetmay be substituted for Albuterol 2.5 mg in 3
mL (unit dose) & ipratropium (Atrovent) 0.5 mg in 2.5 mL (unit dose) mixedthege
Anaphylaxis may present with shock associated only with GI symptoms. In the setting of a
known exposure to an allergen associated with shock, nausea, vomiting, abdominal pain,
and/or diarrhea, consider anaphylaxis in consult with medical control.

*If equipped and trained
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Anaphyl aRedgi atric

CRITERIA

Anaphylaxis is a rapidly progressing, lifereatening allergic reactionpt simply a rash or hives

CFR AND ALL PROVIDER LEVELS

1 Allow the patient to maintain position of comfort
A Do not forcethe child to lie down
A Do not agitate the child
1 Ongoing assessment of the effectiveness of breathing
o Re f e Extrdmis Réspiratory Arrest / FailuriePediatri® pr ot ocol ,
Airway management and appropriate oxygen therapy
CC and paramedic ay skip to CC section at this point
If SEVERE respiratory distress, facial or oral edema, and/or hypoperfusion:
o Administer the epinephrine autoinjector (e.g. EpfBeas available and as trained
A Adult autoinjector 0.3 mg IM (e.g. EpiP®n i f *O 30 kg
A Pedatric autoinjector 0.15 mg IM (e.g. EpiPef)Jif < 30 kg
1 If patient hasa history of true anaphylaxis®and has an exposure to an allergen developing
respiratory distress and/or hypoperfusam/or rash
o Administer the epinephrinautoinjector (e.g. Epierf), as available and as trained
A Adult autoinjector 0.3 mg IM (e.g. EpiP®n i f *O 30 kg
A Pediatric autoinjector 0.15 mg IM (e.g. EpiPe®) jf < 30 kg
If the patient does not improve within 5 minutes, you MAY repeat epinephrine once

= =4 =

1
® crrsToP

EMT

ADVANCED

1 ThefSyringe Epinephrin@rogramfor EMT,0 utilizing the appropriate dose above, may be
substituted for an autoinjector

1 If the patient is wheezing, albuterol 2.5 mg in 3 mL (unit dose), via nebulizer; may repeat
to a total of three doses

@ EMT AND ADVANCED STOP

@)
@]

1 Epinephrine (1:1,000 / 1 mg/mL) 0.01 mg/kg IM; max dose 0.3 mg. May repeat if the
patient continues to display SEVERE respiratory distress, facial or oral edema, and/or
hypotension

1 Cardiac monitor

1 Albuterol 2.5 mg in 3 mL (unit dose)ipratropium (Atrovent) 0.5 mg in 2.5 mL (unit
dose) mixed together, via nebulizer, for wheezing; repeat to a total of three doses

1 Diphenhydramine (Benadryl)1 mg/kg IM; max dose 50 mg
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@ ccsToP

9 Vascular access, if indicateRésourcesVascula Access)
1 Diphenhydramine (Benadryl) 1 mg/kg IM/IV; max total dose 50 mg
19 Dexamet hasone (Decadron) 10 mg PO, I M, or

1 Normal saline 20 mL/kg IV bolus
. PARAMEDIC STOP

MEDICAL CONTROL CONSIDERATIONS

CC vascular access
Epinephrine (as available and as trained) for indications titha those above
Additional albuterol
Epinephrine 0.41.5 mcg/kg/minute IV drip
o Start low (consider 0.1 mcg/kg/minute) and titrate gradually
o Max 1.5 mcg/kg/minute
9 Cardiovascular collapse: Egphrine (1:10,000 / 0.1 mg/mL) 0.01 mg/kg IV
1 Dexamethasone (Decadron) 0.6 mg/kg PO, IM, or IV for patients < 2 years old

Key Points/Considerations

1 Do not administer IV epinephrine without consulting online medical control

1 Though a previous history of arfgpaxis is an important indicator for treatment, providers
should be aware that anaphylaxis may develop in patients with no prior history

1 Infant auteinjector (0.1 mg IM) may be substituted for pediatric patients < 15 kg, if
available.

1 If epinephrine is amhinistered by crew or patient selfiministered epinephrine, regional
procedure may require consulting medical control prior to honoring a request for refusal of
medical care

f A combination unit dose (such as a DuofR)emmay be substituted for Albuterol 218g in 3
mL (unit dose) & ipratropium (Atrovent) 0.5 mg in 2.5 mL (unit dose) mixed together

1 Ref er Dif Breathingt Pefliatric St r ipdiwaolpas indicated

1 Anaphylaxis may present with shock associated only with GI symptoms. In the setting of a
known exposure to an allergen associated with shock, nausea, vomiting, abdominal pain,
and/or diarrhea, consider anaphylaxis in consult with medical control

1 *If equipped and trained

T
T
T
1
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Behavioral: Agi t@&Addl esaddretnt

Applies to adolescent patients only

1 This protocol is intended to be utilized to help outline the approach to an individual in the
transitional stage of physical and psychological development between puberty and
adulthood innstances in which the adult or pediatric protocol may not provide sufficient
guidance

1 This protocol is intended to be ugsedassist in safe provision of camith agitated
adolescenpatients requiringnedical evaluation, treatment, and transportation

1 This may include any patient who demonstrates potentially violent behavior, regardless of
underlying etiology

1 This protocol includes consideration fmatients who are extremely combative and are at
immediate risk of causing physical harm to emergency relgyenthe public, and/or
themselves

1 Pharmacologic management of behavioral emergencies is only to be utilized for situations
in which environmental modification and verbalecalation (utilizing interpersonal
communication skills) is not successful ot possible

1 See Resources: Bascalation Techniques

CFR AND ALL PROVIDER LEVELS

EMT

ADVANCED

1
1
1
il

Call for law enforcement

Airway management, vital signs, and appropriate oxygen therapy, if tolerated

Verbal deescalation (utilizing interpersonal communicatidiils)

If verbal deescalation is not successful or not possible, apply soft restraints, such as
towels, triangular bandages, or commercial medical restraints, only if necessary to protect
the patient and others from harm

1 Check blood glucose level, if egped, as soon as you are able to safely do so. If low, refer
to the fiGeneral: Altered Mental Status [/

. CFR, EMT, AND ADVANCED STOP

CC AND PARAMEDIC

I Midazolam (Versed) up to 5 mg Ibr IV; may repeat up to 10 mg
CC STOP

PARAMEDIC
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ONLY for patients who are extremely combative and are at immediate risk of causing physical
harm to emergency responders, the public, and/or themseivepgresent with alinical triad
of psychomotor agitation, physiologic excitationgddailure to respond to verbal and
environmental de-escalationin the setting of destructive, erratic, bizarre, or violent behavior.
Common features include:
0 Unusual strength

Lack of tiring
Unnatural pain tolerance
Tachypnea
Diaphoresis
Psychomotor agattion
Tactile hyperthermia
Altered mental status
1 Ketamine*2 mg/kg up t&250 mg IMOR nidazolam (Versed).1 mg/kgup to 5 mg IM;

may repeaimidazolam (Versed)p to 10 mg
1 May administer ketamirfe2 mg/kg up td®250 mg IM after 5 minutes (as a singépeat

dose or as a single dose after midazolam [Versed]), should the patient remain uncontrolled

. PARAMEDIC STOP

MEDICAL CONTROL CONSIDERATIONS

1 Additional midazolam (Versed) IV, IM
1 Haloperidol (Haldol) 2.5 to 5 mg IV or IM
1 Ketamine* 0.52 mg/kg IV or IM
o Consider initial dose of ketamine 250 mg IM for the appropriate patient
o0 Use caution orderingetamine after midazolam (Versed) because apnea may occur

Key Points/Considerations

1 *Ketamine may be administered by paramedics only

1 Patient must NOT betransported in a facedown position

1 Assess the scene for safety and, if it is not, retreat to a safe location and obtain police
assistance

1 Considemedical causes @bnormal behaviasuch ashypoxia, hypoperfusion,
hypoglycemia, head injury, intoxicatipather drug ingestion, and traumatic

1 Consider the possibility of a behavioral/developmental disorder such as autism spectrum
disorder or mental health problems

1 If the agitated patient goes into cardiac arrest, refer to the appropriate protocol, and
consder the possibility of acidosis in that protocol

1 A team approach should be attempted at all times for the safety of the patient and the
providers

1 Ketamine and haloperidol (Haldol) may not be available in all regions

1 If the patient is in police custody andhas handcuffs on, a police officer should
accompany the patient in the ambulance to the hosjitdls must have the ability to
immediately remove any mechanical restraints that hinder patient care at all times

1 All uses of this protocol may require AggnMedical Director review or regional QA,
depending on regional procedure

O O O0OO0OO0OO0o0Oo
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Behavioral: Agi t@Adud tPati ent

For pediatric and adolescent patients see, oBehavioral: Agitated
Patient 0P e di at orioRebavioral: Agitated Patient 0 Adolescent 6

1 This protocol is intended to be used with agitated patients requiring seftatioadical
evaluation and treatment

1 This may include any patient who demonstrates potentially violent behavior, regardless of
underlying etiology

1 Pharmacologic managemt of behavioral emergencies is only to be utilized for situations
in which environmental modification and verbalecalation (utilizing interpersonal
communication skills) is not successful or not possible

1 This protocol includes consideration fmatients who are extremely combative and are at
immediate risk of causing physical harm to emergency responders, the public, and/or
themselves

CFR AND ALL PROVIDER LEVELS

EMT

ADVANCED

1
1
1
1

Call for law enforcement

Airway management, vital signs, aagpropriate oxygen therapy, if tolerated

Verbal deescalation (utilizing interpersonal communication skills)

If verbal deescalation is not successful or not possible, apply soft restraints, such as

towels, triangular bandages, or commercial medicalaiess; only if necessary to protect

the patient and others from harm

1 Check blood glucose level, if equipped, as soon as you are able to safely do so. If low, refer

to the AGeneral: Altered Mental Status [/ Hy

. CFR, EMT, AND ADVANCED STOP

CC AND PARAMEDIC

I Midazolam (Versed) up to 5 mg Ibr IV; may repeat up to 10 mg
CC STOP

PARAMEDIC

For patients who are extremely combative and are at immediate risk of causing physical harm
to emergency responders, the puldiagd/or themselvesho present with alinical triad of
psychomotor agitation, physiologic excitation, daitlire to respond to verbal and

environmental descalatiorin the setting of destructive, erratic, bizarre, or violent behavior.
Common features ihaede:
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Unusual strength

Lack of tiring

Unnatural pain tolerance

Tachypnea

Diaphoresis

Psychomotor agitation

Tactile hyperthermia

Altered mental status

Ketamine* 250 mg IM

May administer ketamirfe250 mg IM after 5 minutes (as a single repeat dose or as a
single dose after midazolam [Versed]), should the patient remain uncontrolled

PARAMEDIC STOP

OO O0OO0OO0OO0OO0oOOo

MEDICAL CONTROL CONSIDERATIONS

1
1
1

Additional midazolam (Versed) IV, IM
Haloperidol (Haldol) 2.5 to 5 mg IV or IM
Ketamine* 0.52 mg/kg IV or IM
o Consideinitial dose of ketamine 250 mg IM for the appropriate patient
0 Use caution orderingetamine after midazolam (Versed) because apnea may occur

Key Points/Considerations

1
1
1

*Ketamine may be administered by paramedics only

Patient must NOT be transported in a f&e-down position

Assess the scene for safety and, if it is not, retreat to a safe location and obtain police
assistance

Utilize caution and consider smaller doses in frigh populations such as the elderly,
small patients, or those with significant cotnidities

Considemedical causes @bnormal behaviassuch ashypoxia, hypoperfusion,
hypoglycemia, head injury, intoxication, other drug ingestion, and traumatic

Consider the possibility of a behavioral/developmental disorder such as autism spectrum
disorder or mental health problems

If the agitated patient goes into cardiac arrest, refer to the appropriate protocol, and
consider the possibility of acidosis in that protocol

A team approach should be attempted at all times for the safety of the padi¢ime an
providers

Ketamine and haloperidol (Haldol) may not be available in all regions

If the patient is in police custody and/or has handcuffs on, a police officer should
accompany the patient in the ambulance to the hostdlS must have the ability to
immediately remove any mechanical restraints that hinder patient care at all times

All uses of this protocol may require Agency Medical Director review or regional QA,
depending on regional procedure
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Behavioral: Agi t@&Reedi altartiice nt

1 This protocol is intended to be used with patients who are deemed to pose a danger to
themselves or others

CFR AND ALL PROVIDER LEVELS

1 Call for law enforcement

1 Airway management, vital signs, and appropriate oxygen therapy, if tolerated

1 Verbal deescalatio (utilizing interpersonal communication skills)

1 If verbal deescalation is not successful or not possible, apply soft restraints, such as
towels, triangular bandages, or commercial soft medical restraints, only if necessary to
protect the patient armthers from harm

@ CrrsTOP

EMT
ADVANCED

CcC

PARAMEDIC

1 Check blood glucose level, if equipped, as soon as you are able to safely do so. If
abnor mal , GeredaleHypoglycemiaRegliati® pr ot ocol , as i ndi
f See al so, AGenetaltusdl protadcMenasali di cated

EMT, ADVANCED, C C, AND PARAMEDIC STOP

MEDICAL CONTROL CONSIDERATIONS

1 Midazolam (Versed).1 mg/kglV or IM
1 Ketamine* 0.52 mg/kg IV or IM

@ cemTsTOP

Key Points/Considerations

91 Assess the scene for safety and, if ias, retreat to a safe location and obtain police
assistance

1 *Ketamine may be administered by paramedics only

1 Patient must NOT be transported in a facedown position

1 Consider hypoxia, hypoperfusion, hypoglycemia, head injury, intoxication, other drug

ingestion, and other medical/traumatic causes of abnormal behavior

Consider the possibility of a behavioral/developmental disorder such as autism spectrum

disorder or mental health problems

1 A team approach should be attempted for the safety of the patignie providers

=
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1 If the patient is in police custody and/or has handcuffs on, a police officer should
accompany the patient in the ambulance to the hospital. The provider must have the ability
to immediately remove any mechanical restraints that hiretear care at all times
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Carbon Monoxi de oBxppecet e d

Applies to adult and pediatric patients

1 For patients with smoke inhalation, patients for whotardon monoxideGO) alarm has
gone off in the residence, or any other potential exposure to CO
T See al s mhalatbm®Oykrede PoisoningSy mpt omati co protocol ,

CFR AND ALL PROVIDER LEVELS

1 Any patient with suspected carbon monoxide poisoning shreakldve high flow oxygen
via nonrebreather mask (NRB)

® crrsTOP

EMT

ADVANCED

CcC

PARAMEDIC

1 An objective carbomonoxide evaluation tool may be used to guide therapy, if available

1 Any pregnant (or potentially pregnant) woman should receive high flogesxgnd be
transported to the hospital

ASYMPTOMATIC potentially exposed people:

1 An asymptomatic patient with a known CO level >25% should receive high flow oxygen
and be transported to the hospital

1 An asymptomatic patient with a CO level-22% should resive high flow oxygen for 30
minutes and then should be reassessed, unless the patient requests transport to the hospital

o Strongly encourage transport if CO levels are not decreasing

SYMPTOMATIC patients:

1 Carbon monoxide poisoning does not have specigercut symptoms; other medical

conditions may present with dizziness, nausea, and/or confusion

All symptomatic patients should be transported, regardless of CO level

If there is no soot in the airway, consider CPAPE(®Gcm RO (if the device delivers D36

oxygen)

o For the adult patient
o For older pediatric patients consider CPAP, as equipment size allows if available
and trained

MULTIPLE patients:

9 Consult medical control for guidance regarding transport location decisions -@cdr
treatment andelease when multiple patients are involved

1 If there is potential for greater than 5 patients, consider requesting an EMS physician to the
sceneif available

1
il
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. EMT, ADVANCED, CC, AND PARAMEDIC STOP

Key Points/Considerations

f The Masimo RAD 5% is an examie of an objective carbemonoxide evaluation tool

o

(@)

O O OO

o

Considercontacting medical control to discuss appropriate hospital destination for
patients with the following:

A SpCO reading25%

A Loss of consciousness

A Significant altered mental states anabnormal neurologic exam

A Pregnancy
Pediatrics: Assure your device is approved for pediatric use and, if so, that
pediatric appropriate sensors are utilized
Pregnant women: The fetal SpCO may bel%& higher than mateal reading
Smokers: Heavy smokers may have baseline SpCO levels up to 10%
A misapplied or dislodged sensor may cause inaccurate readings
Do not use tape to secure the sensor
Do not place the sensor on the thumb or 5th digit

1 There is no commercial end@ment implied by this protocol
1 *if equipped and trained
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Cardid®cduiBradycardia / Héart Bl ock
Sympt omati c

For pediatric see, oCardiac 0 Pediatric : Bradycardia 0

CFR AND ALL PROVIDER LEVELS
EMT

1 ABCs and vital signs
1 Airway management arappropriate oxygen therapy
@ CFRANDEMTSTOP

I Vascular access
ADVANCED STOP

Cardiac monitor

12-lead ECG, when possible

Atropinel mg IV every 3 min, up to a max of 3 mg

If needed, administer normal saline to a total of 2 L, if there isonoern for pulmonary
edema

1 Transcutaneous pacing, consider sedation (General: Procedural Sededidt)

= =4 -4 -9

@ ccsTor

PARAMEDIC

1 Consider norepinephrine 2 mcg/min titrated to 20 mcg/min, if needed, after fluid bolus
completed to maintain MAP> 65 mmHg $BP >100 mmHg

@ PrARAMEDIC STOP

Key Points/Considerations

Only treat bradycardia if the patient is symptomatic

‘ﬂ Symptomatic presentation includes chest pain, dyspnea, altered mental status, pulmonary
edema, ischemia, infarction, or hypotension (systolic mmHg or MAP< 60 mmHg)

1 Consider immediate transcutaneous pacing for patients with poor perfusion

o0 May also consider in cases when atropine may have little or no effect, such as
cardiac transplant patients

§ Patients with high degree AV block(2legree tpe Il and &' degree) may have limited

response to atropine
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CardiddPeedi atBriaadycar di a

CFR AND ALL PROVIDER LEVELS

EMT

ABCs and vital signs

Airway management and appropriate oxygen therapy

If the heart rate is markedly bradycardic, andt e pat i ent 6 s ment al st at
are decreased, ventilate witlhagvalve-mask(BVM)

. CFR, EMT, AND ADVANCED STOP

M Cardiac monitor
M Consider a 12ead ECG
. CC STOP

PARAMEDIC

1 Atropine 0.02 mg/kg, with a minimum dose of 0.1 mgaM a maximum dose of 1 mg
1 Repeat atropine once in 5 minutes, to a maximum total dose of 0.04 mg/kg
1 Epinephrine (1:10,000 / 0.1 mg/mL) 0.01 mg/kg IV, maximum dose 0.3 mg
0 Repeat epinephrine everyi  minutes
@® rarAMEDIC STOP

MEDICAL CONTROL CONSIDERATIO NS

1 CC vascular access

1 Transcutaneous pacing

1 Epinephrine 0.41.5 mcg/kg/minute IV drip
o Start low (consider 0.1 mcg/kg/minute) and titrate gradually
o Max 1.5 mcg/kg/minute

Key Points/Considerations

Newborn/Infant bradycardic if pulse less than 60 bpm

‘ﬂ Alteredmental status with mild bradycardia this for age group is likely not secondary to the
bradycardia; consider alternate etiologies

T ASymptomatico includes poor systemic perfus
altered level of consciousness

1 If you suspect bradycardia is due to increased vagal tone, primary AV block, or
organophosphate exposure, give atropine before giving epinephrine

1 Do not treat asymptomatic bradycardia; contact medical control

1 Alert receiving hospital as early as practical

= =4 =4
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Cardid®cdulTtachyca®dNaar ow Compl ex

For pediatric see, oCardia c 0 Pediatric : Tachycardia 0

CFR AND ALL PROVIDER LEVELS

EMT

1 ABCs and vital signs
1 Airway management and appropriate oxygen therapy

CFR AND EMT STOP

1 Vascular access
1 Considemormal saline if there is concern for a secondary tachycardia (secondary to
dehydration / hypovolemia)
0 500 mL bolus; recheck lung sounds and repeat bolus if necessary up to 2L
providedlung sounds remain clear
1 Vagal maneuver

® ApvANCED STOP

CcC

PARAMEDIC

1 Cardiac monitor
1 UNSTABLE and if the rhythm iIREGULAR:
o Consider sedation (General: Procedural Sedatiddult)
0 Synchronized cardioversion starting at 100 Joules or equivalent biphasic
o0 12-lead ECG, when possible
1 UNSTABLE and if the rhythm i$SRREGULAR:
0 Consider sedation (General: Procedural Sedatiadult)
o Synchronized cardioversion 200 Joules or equivalent biphasic
0 12-lead ECG, when possible
1 STABLE and if the rhythm iREGULAR:
o Adenosine 6 mg IV with rapid NS flush, may repeat Adenosine 12 mg IV, if
needed
o0 12-lead ECG, when possible
1 STABLE and if the rhythm i$RREGULAR:
o Diltiazem (Cardizem) 0.25 mg/kg (max 25 mg) IV infused over 2 minutes
A Metoprolol 5mg IV infused over 2 minutésstead ofdiltiazem (Cardizem)
if patient is on a prescribed bdttcker
o0 12-lead ECG, when possible
1 If the patient remainSTABLE and rhythm remains uncontrolled or unconverted by
diltiazem (Cardizem) after 15 minutes, adenosine, vagal maneuvers, or if SVT is recurrent:
o Diltiazem (Cardizem) 0.35 mg/kg (max 35 mg) IV infuseer 2 minutes
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A Substitute metoprolol 5 mg IV infused over 2 minutesead ofdiltiazem
(Cardizem) if metoprolol was administered initially

CC AND PARAMEDIC STOP

MEDICAL CONTROL CONSIDERATIONS

T
)l
)l
)l

T

Additional adenosine

Additional diltiazem (Cardizem) sloW

Additional Metoprolol 5 mg slow IV (or initial dose, if not covered under standing order)
Amiodarone 150 mg in 100 mL normal saline, infused over 10 minutes (10 mL/f&in or
drops evenB seconds using 10 drop/mL chamber)

Synchronized cardioversion oigts standing orders

Key Points/Considerations

1
1
1

l

Protocol generally applies to HR O 150
Do NOT use carotid sinus massage as a vagal maneuver

UNSTABLE includes significant cardicespiratory compromise, hypotension, or altered
level of consciousness

Combined ge of IV metoprolol and diltiazem (Cardizem) may precipitate hypotension and
may not be done on standing order
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CardidAcdulTtachycadwi de Compl ex with
Pul se

For pediatric see, oCardiac 0 Pediatric : Tachycardia 0

CFR AND ALL PROVIDER LEVELS

EMT

1 ABCs and vital signs
1 Airway management and appropriate oxygen therapy

CFR AND EMT STOP

9 Vascular access
@ ADVANCED STOP

Cardiac monitor
If UNSTABLE, consider sedation (General: Procedural Sedatiddult)
Synchronized cardiovsion starting at 100 Joules or the equivalent biphasic setting
Repeated as needed, to a maximum of 3 times
o If the rhythm is converted, discuss the administration of antiarrhythmics with
medical control
o Ifirregularly irregular, cardioversion may be inttd at 200 Joules
1 12-lead ECG, when possible

® ccstor

PARAMEDIC

1 If STABLE, amiodarone 150 mg in 100 mL normal saline, over 10 minutes (10 mL/min or
5 drops every 3 seconds using 10 drop/mL chamber)

PARAMEDIC STOP

MEDICAL CONTROL CONSIDERATIONS

1 Unsynchronized cardioversion or synchronized cardioversion outside standing orders
1 Adenosine 6 mg or 12 mg IV with rapid normal saline flush
1
1

= =4 =4

Lidocaine 1.5 mg/kg IV
If the rhythm is converted, consider amiodarone 150 mg in 108amhal salie,
over 10 minutes
o0 May consider repeat amiodarone 150 mg in 100 mL normal saline
1 Magnesium 2 grams IV, over 10 minufes STABLE patientjover 2 minutes for
UNSTABLE patient

Version23.1 60



Key Points/Considerations

1 If no pulse, treat as ventricular fibrillation

1 UNSTABLE includes significant cardigespiratory compromise, hypotension, or altered
level of consciousness

1 Wide complex is defined as a QRS complex > 0.12 sec / 120 msec / 3 small boxes
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CardiddPeedi atTracchycar di a

CFR AND ALL PROVIDER LEVELS

EMT

1 ABCs and vital signs
1 Airway management and appropriate oxygen therapy

CFR, EMT, AND ADVANCED STOP

M Cardiac monitor
i Consider a 12ead ECG

@ ccsTopP

PARAMEDIC

1 Vascular access, if indicateRésourcesVascular Access)
1 Normalsaline 20 mL/kg bolus IV; may repeat once
@ PARAMEDIC STOP

MEDICAL CONTROL CONSIDERATIONS

1 CC vascular access
UNSTABLE patient:
1 Synchronized cardioversion 0.5L J/kg
1 Consider sedation, if vascular access is availdbénéral Procedural SedatidnPediatic)
STABLE patient, wide QRS:
1 Amiodarone 5 mg/kg IV; over 20 minutes
(Amiodarone 150 mg diluted in 100 mL, 1.5 mg/mL)
9 Lidocaine 1 mg/kg IV
STABLE patient, narrow QRS:
1 Vagal maneuvers
1 Adenosine 0.1 mg/kg IV (max 6 mg); may repeat at 0.2 ghgftax 12 mg)

Key Points/Considerations

1 Newborn/Infant SVT: if pulse > 220 bpm; child > 1 year of age SVT: if pulse > 180 bpm
and has no discernibleyaves and regular-R interval on PRINTED ECG strip

1 The most common causes of sinus tachycardia in children areafedelehydration, not
cardiac etiology

1 UNSTABLE includes significant cardigespiratory compromise, hypotension, or altered
level of consciousness

1 Do not treat asymptomatic tachycardia. Contact medical control

1 Alert the receiving hospital as early @sctical
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Cardidcdul3d3T El evation MI (STEMI)

1 Airway management and appropriate oxygen therapy
1 Aspirin 324 mg (4 x 81 mg tabs) chewed, only if able to chew*
CFR STOP

EMT

1 Acquire and transmit 1l2ad ECG*
o For patients wh a STEMI, confirmed by medical control, begin transport to a
facility capable of primary angioplasty if estimated arrival to that facility is within
90 minutes of patient contact or if directed by medical control or regional

procedure
1 If the patient requas, assist patient with his or her prescribed nitroglycerin, up to 3 doses,
5 minutes apart, provided the patientds sys
1 Additional nitroglycerin may be given by an EMT with a medical control order
1 For patients with signs of hypoparE i on A Gener al: Cardiogenic S

@® cemTsTOP

1 Vascular access
T Refer to the fGenieAdultd : p rPati mc dMa,n aaggse memd i cat e

. ADVANCED STOP
CcC

PARAMEDIC

1 Cardiac monitor with 12ead ECG
1 Notify the receiving hospital ASAP for Slevation myocardial infarction (STEMI)
1 Strongly recommend transport to a facility capable of primary angioplasty, if transport time
is less than 90 minutes, or as otherwise directed by medical control or regional procedure
1 Notify the receivinghospital ASAP to discuss transport options, if the patient requests a
facility not capable of primary angioplasty
1 Nitroglycerin 0.4 mg SL per dose, as needed, 5 minutes apart, BP > 120 mmHg or MAP >
90 mmHg
1 If systolic BP drops below 100 mmHg, place th&gyd in a supine position, if possible
o Consider normal saline 500 mL bolus, if SBP <100 mmHg or MAP < 65 mmHg;
may repeat up to a total of 2 L if lung sounds remain clear
A Goal SBP > 100 mmHg and MAP > 65 mmHg

. CC AND PARAMEDIC STOP

MEDICAL CONTROL CON  SIDERATIONS
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Additional nitroglycerin 0.4 mg SL every 5 minutes for EMTs

Additional saline

Metoprolol 5 mg slow IV, IF HR > 80 and BP > 120 mmHg or MAP > 90 mmHg to a total
of 4 doses

Key Points/Considerations

T

)l
)l
T

= =4 =

Focus on maintaining ABCs, rapid identificatjoapid notification, and rapid transport to

an appropriate facility

A 12-lead ECG should be transmitted to the receiving facility, if possible

Vitals, including 12lead ECG, should be frequently assessed during transport

Use caution when administeringnaiglycerin to a patient with an inferior wall MI. Monitor

carefully for bradycardia and hypotension

If the patient becomes hypotensive after nitroglycerin administration, place the patient in a

supine position, if there is no contraindication to doingush @s severe pulmonary edema

0 An IV is not required for nitroglycerin administration, particularly in the absence

of pulmonary edema because positioning is the primary intervention for
nitroglycerininduced hypotension

Consider a rightided ECG in the sing of a suspected inferior STEMI

Aspirin should not be enteric coated

The patient may have been advised to take aspirin prior to arrival by emergency medical

dispatch. You may give an additional dose of aspirin (324 mg chewed) if there is any

concern abuot the patient having received an effective dose prior to your arrival

*If equipped and trained for CFR level
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CardiAcdulTiot al Arti ficial Hear t

1 Any request for service that requires evaluation and transport of a patienttetdah a
artificial heart (TAH)

CFR AND ALL PROVIDER LEVELS

EMT

1 Assess airway and breathing. Hypertension or volume overload can quickly cause
pulmonary edema to develop
1 Do not use an AED or cardiac monitor.
1 Assess pulse and artificial heart function:
o If no pulse present:
A Consider early consult with TAEoordinator or medical control
A Check for severed or kinked TAdHiveline @ddressif possible)
A Check battery position anawer statugreplace if possiblg
A Use the backup driver, or hand pump, if available
A Do not perform chest compressions or place an AED
1 Assess blood pressure: goal blood pressure is >90 mmHg and <150 mmHg
1 Perform a secondary assessment and treat pecploto
o If unresponsive with a pulse, evaluate for noncardiac etiologies
1 Notify the receiving hospital that your patient has a TAH while on scene or promptly
after initiation of transport regardleso f pati ent 6s compl aint
1 Assure that patient has both drivéeempressors), hand pump, all batteries, and power
cords for transport
1 Any trained support member should remain with patient

@ CERANDEMT STOP

ADVANCED

CcC

PARAMEDIC

1 If blood pressure is >150 mmHg administer sublingual nitroglycerin 0.4mg
o0 Repeasublingual nitroglycerin 0.4mg every 5 minutes if BP>150 mmHg
1 Assess for hypovolemia. If blood pressure <90mmHg, or evidence of distributive shock,
blood loss, or dehydration:
o IV 0.9% NS in 250mL boluses; may be repeated to one liter total if hypotaasion
persistent. Contachedicalcontrol for additional fluids beyond one liter
91 Donot apply a cardiac monitor, or perform pacing or defibrillation andatadminister
vasopressors or antiarrythmics

. AEMT, CC, AND PARAMEDIC STOP
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MEDICAL CONTROL CONSIDERAT IONS

1 Termination of resuscitation
1 Consultation with a TAH program provider

Key Points/Considerations

1 TAH patients have had their heart removed and replaced with a rigid device which
pneumatically pumps blood throughout the body
1 As these patients do noave a heart, there is no indication forlEB®@G or cardiac
monitoring. A functioning TAH will not result in any measurable electrical activity
1 TAH patients are on mulagent anticoagulation and may have significant bleeding with
minor injuries
1 The TAH patient has normal pulse and blood pressure detectable by conventional methods
and are highly preload and afterload sensitive:
0 Target Blood Pressure is <150 mmHg and > 90 mmHg
o Pulse rate is set and regular, between1Z® bpm
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CardiAdcduiMentricul ar Assi st Devi ce

1 Evaluation and/or transport of a patient withiemtricularassistdevice(VAD)

CFR AND ALL PROVIDER LEVELS

1 Assess airway and breathing. Treat airway obstruction or respiratory distress per protocol.
Treat medicabr traumatic conditions per protocol
1 Assess circulation:

0 Auscultate(listen with a stethoscopeyer the precordial/epigastribeart/upper
stomachar ea for a motorized Ahumodo and si mul
for a green light or lit screen

o Assess perfusion based on mental status, capillary refill, and skin color

o In continuous flow VAD patients (HeartMaté)IHeartwar&, or axial flow
device), the absence of a palpable pulse is normal even in the setting of a normally
functioning device. &ients may not have a readily measurable blood pressure

o In pulsatile flow VAD patients with a HeartMa8® centrifugal device, patients
may have a palpable pulse (pulse is generally set to 30 BPM) in the setting of a
normally functioning device, yet maynhave a readily measurable blood pressure

o Perform CPRonly when there are no signs of flow or perfusion (the person is
unresponsive, pulseless, and there is no evidence of the pump functioning [eg: no
mot or Ahumo])

1 Assess pump function:

0 Ascertain: pumpnodel, installing institution, and institution VAD coordinator
phone number from a tag located on the pocket controller. Patients may also have a
medical bracelet, necklace, or wallet card with this information

1 Perform a secondary assessment and treapeopriate protocol
1 Notify the receiving facility promptly and consider early consultation with the VAD

coordinator or medical control, regardlesso f t he pati ent 6s compl ain
1 Assure that patient has the power unit, extra batteries, and backup cofdrdhansport

A trained support member should remain with patient

@ crrstop

EMT

1 Unless otherwise directed by medical control, transport patient to a facility capable of
managing VAD patients

EMT STOP

ADVANCED

CcC

PARAMEDIC

1 Apply cardiac monitor and obtain 42adECG
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If hypotensive poor perfusion based on mental status, capillary refill, or skin color):
o Establish IV/IO access and administer a 500 mL NS bolus
0 Reassess and repeat up to 1000 mL total. Contact medical ¢onadtitional
fluid boluses
If inadequate perfusion or oxygenation, despite the device being on, treat with standard
ACLS measures. Consider early medical control consultation as patients with a VAD often
have dysrhyimias

ADVANCED, CC, AND PARAMEDIC ST OP

MEDICAL CONTROL CONSIDERATIONS

)l
)l

T

Termination of resuscitation

Consider norepinephrine 2 mcg/min titrated to 20 mcg/min, if needed, after the fluid bolus
is complete to maintain MAP > 65 mmkdgSBP >100 mmHg

Consultation with a VAD program provider

Key Po ints/Considerations

1
1

Community patients with VADs are typically entirely mobile and independent
Trained support members include family and caregivers who have extensive knowledge of
the device, its function, and its battery units. They may act as a resotheeEMS
provider when caring for a VAD patient
One set of fully charged batteries providesBhours of power:

o If the battery or power is low, the batterie=ed to be replaced immediately

o Assist with the replacement of batteries if directed by petiaregiver

o Never disconnect both batteries at once as this can cause complete loss of

VAD power

Keep the device components dry
The most common complication in VAD patients is infection. VAD patients are
susceptible to systemic illness, sepsis, and septic shock due to their abdominal driveline as
a conduit of infection
Patients with a VAD are highly preload dependent and aftédeasitive. Low flow
alarms are frequently due to MAP >90 mmHg. The devices are sensitive to alterations in
volume status and careful volume resuscitation is often necessary
VAD patients are heavily anticoagulated and susceptible to bleeding compkcatio
Patients may have VF/VT and be asymptomatic

Controller Device Normal Values:

Heartmate R Heartmates® HVAD©
Speed 8,00010,000 M 5,0066,000 RPM 240063200 RPM
Power 4-7 watts 3-7 watts 3-6 watts
Flow 4-8 L/min 3-6 L/min 3-6 L/min
Pulsatility Index (PI) 4-6 1-4 NA
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Car diRecl ated Problem /0AGhést Pain
For pediatric see, 0 Car d Related Problem OPedi atrico

CRITERIA

1 For patients presenting wiguspected cardiac chest pain; angina araginal equivalent
T For the patient with a CardiatifAdult.i8€ Heva&@dnBMMI s e e,
(STEMI )Oo protocol as soon as confirmed

CFR AND ALL PROVIDER LEVELS

1 Airway management and appropriate oxygen therapy
1 Aspirin 324 mg (4 x 81 mg tabs) chewed, only if able to chew*

® crrsToP

1 Acquire and transmit X2ad ECG**
o For patients with a STEMI, confirmed by medical control, begin transport to a
facility capableof primary angioplasty if estimated asai to that facility is within
90 minutes of patient contact or if directed by medical control or regional

procedure
1 If the patient requests, assist patient with his or her prescribed nitroglycerin, up to 3 doses,
5mi nutes apart, provided the patientds syst

T See al so A Gener ailAdultcC aprrda toogceanli cf doSrh opcakt i ent s
hypoperfusion

EMT STOP

1 Vascular access
Refer to the nfGen-dAdultdl :p rPasiiodicatddh n a g e me n't

T Nitroglycerin 0.4 mg SL per dose, as needed
systolic BP is > 120mmHg or MAP > 90 mmHg

@ ADVANCED STOP
CcC

PARAMEDIC

1 Cardiac monitor with 12ead ECG (if capable, transmit to hospital if there is gungstion
or if there is a significant finding)

1 If systolic BP drops below 100 mmHg, place patient in a supine position, if possible, and
consider normal saline 500mL IV bolus

CC AND PARAMEDIC STOP
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1 Additional nitroglycerin0.4 mg SL every 5 minutes for EMT
1 Consider medical control consultation, as needed, for determination of most appropriate
destination facility

Key Points/Considerations

1 Focus on maintaining ABCs, pain relief, rapid identification, rapid notificationyapid
transport to an appropriate facility

Vitals, as well asl-2ead ECG, should be assessed frequently during transport

If the patient does not have prescribed nitroglycerin,-eed4@ ECG should be obtained

prior to administering any nitroglycerin

1 If the patient becomes hypotensive after nitroglycerin administration, place the patient in a
supine position, if there is no contraindication to doing so, such as severe pulmonary edema
Aspirin should not be enteric coated

The patient may have been advisedateetaspirin prior to arrival by emergency medical
dispatch. You may give an additional dose of aspirin (324 mg chewed) if there is any
concern about the patient having received an effective dose prior to your arrival

1 Consider 12ead ECG for adults, withrg one of the following: dyspnea, syncope,

dizziness, fatigue, weakness, nausea, or vomiting

*If equipped and trained for CFR level

**|f equipped, trained, and regionally approved

T
T

= =

= =
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Car diRecl ated ProdPbtdeatric

Pediatric patients whisave known heart disease and/or have been operated on for congenital
heart disease have medical emergencies that are different from adults with heart disease
Pediatric patients with congenital heart disease may:
1 have baseline oxygen saturations betweear& 85% rather than abo®2% (ask care
provider about patientés usual oxygen sat
1 develop sudden heart rhythm disturbances
1 be fed by either a nasogastric tube (tube in nose) or by gastrostomy (tube through
abdominal wall)
1 not have a pulser accurate blood pressure in an extremity after heart surgery
1 have a pacemaker

CFR AND ALL PROVIDER LEVELS

1 ABCs and vital signs, including blood pressure

1 Keep patient on continuous pulse oximeter monitoring, if available (will monitor both
heartrate and Spg)

1 Ask parents if the patient has a heart condition and/or has been operated on (look for a
scar in the middle or side of chest); ask what type of heart condition it is

1 Keep the child in a somewhat upright position to enable optimal breathiatiow
child to be in position of comfort

T Ask parents what the childds wusual oxygen
oxygen to bring the SpQo his/her usual baseline

1 Ask parent if the patient has a pacemaker and/or internal defibrillator

Do not give anything by mouth

T I'f patient has a fever, minimize the chil
comfortable temperature

=

® crrstoP
EMT

ADVANCED

CC

PARAMEDIC

1 Assess for signs of poor perfusion (such as prolonged capillary refgkeedhds, cool and
dusky distal extremities, poor radial and dorsalis pedis pulses, and/or hypotension)
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1 If patient has a gastrostomy tube, suggest to parent/caregiver to open the tube to air or
aspirate stomach contentsatheo i mprove the <ch

1 Obtain vital signs including blood pressure every 15 minutes

1 If patient has altered mental status, obtain fingerstick blood glucose and refer to the
ARGener al : HPpdghyc éGeieemldAn d feored Ment alas St at us
indicated

. EMT, ADVANCED, CC, PARAMEDIC STOP

Key Points/Considerations

1 Chest pain in children is rarely a sign of a cardiac condition (it is more frequently related
to conditions such as costochondritis or pleuritis)

1 Notify the destination hospital ASAP and stdtattthe patient has signs of cardiac failure
or decompensation

1 Infants with congenital heart disease may present with symptoms very similar to septic
shock (poor perfusion, poor distal pules, tachypnea, or dusky appearance)

1 Pediatric patients with a congjéal heart condition often have oxygen saturations in the
65-85% range. Too much oxygen may be detrimental and result in worsening circulation

1 Pediatric patients with a cardiac condition may have sudden arrhythmias that require
treatment, including SVTCardiacmonitoring should be done by ALS

1 Transport to hospital should not be delayed in ill pediatric cardiac patients

<1lmo <1yr 110yr
1 Systolic Hypotension: <60 <70 (<70 + 2 x age OR <90)
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Cardi ogeni coAslhud ctk
For pediatric see, 0Sepsis |/ Shock [/ -Hgdmtip &r f usi on

Criteria

1T This protocol i GendrabST ElevationrsMd (BTEMIY CIONF h & MiE D 0
o r Geriieral Cardiac Related ProblenChest Pain Adultd pr ot patientswhof or
have signs of hypoperfusion

CFR AND ALL PROVIDER LEVELS

1 Airway management and appropriate oxygen therapy
1 Aspirin 324 mg (4 x 81 mg tabs) chewed, only if able to chew*

CFR STOP

EMT

1 ABCs and vital signs
1 Acquire and transmit 2ad ECG, if eqgipped and regionally approved

o Hospital destination may be determined in consultation with medical control
Place patient supine unless dyspnea is present

EMT STOP

Q..

1 Vascular access
1 Normal saline 500 mL bolus, if SBP < 100 mmHg or MAP <ni8Hg; may repeat up to a
total of 2 L if lung sounds remain clear
0o Goal SBP > 100 mmHg and MAP > 65 mmHg

. ADVANCED STOP

CC

1 Cardiac monitor with 1:2ead ECG
1 Notify hospital AS SOON AS POSSIBLE for ST elevation myocardial infarction (STEMI)

@ ccsTopP

PARAM EDIC

1 If UNSTABLE, or in pulmonary edema, norepinephrine 2 mcg/min, titrated to 20 mcg/min
if needed after fluid bolus complete to maintain MAP > 65 mmHg or SBP > 100 mmHg

PARAMEDIC STOP

MEDICAL CONTROL CONSIDERATIONS

M Additional normal saline

Key Points/ Considerations

w
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1 UNSTABLE includes significant cardicespiratory compromise, hypotension, or altered
level of consciousness

Refer to appropriate dysrhythmia protocols, as needed

*If equipped and trained for CFRVel

= =4
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Chil dbirt h: Obstetrics

1 Childbirth is a natural phenomenon and the type of delivery cannot be regulated by your
level of certificationi if an CFR is faced with anything but a normal delivery, please feel
comfortable calling medical control for assistance

CFR AND ALL PROVIDER LEVELS

1 Management of a normal delivery
o Support the babyés head over the perinet
o If the membranes cover the head after it emerges, tear the sac with your fingers or
forceps to permit escape of the amniotic fluid
Gently guide the headdnward until the shoulder appears
The other shoulder is delivered by gentle upward traction
The infantdés face should be upward at tt
Maintain firm grasp on infant

O O oo

® crrsTOP

EMT
ADVANCED
CcC

PARAMEDIC

1 Management of Umbilical Cord Around Neck
o Umbilical cord around the neck is an emergency, as the baby is no longer getting
any oxygen either through the cord or by breathing
o If the cord is around the neck:
A Unwrap the cord from around the neck, if possible
A Clamp the umbilical cord with two clamps
A Cut the cord between them
1 Management of a Breech Delivery
0 Support the buttocks or extremities until the back appears
o Grasp the babyds I LI AC WI NGS and apply c
pull on the legs or back, as this may cause spine dislocatiomesrahtiemorrhage
o Gently swing the infantdés body in the di
o By swinging anteriorly and posteriorly, both shoulders should deliver posteriorly
o Splint the humerus bones with your two fingers; apply gentle traction with your
fingers
0 Gentle downward compression of the uterus will assist in head delivery
o0 Swing the legs upward until the body is in a vertical position. This will permit
delivery of the head
1 Management of Prolapsed Cord or Limb Presentation
o Place the mother in a facg posiion with hips elevated
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o Place a gloved hand in the vagina; atter
and maintain an airway for the baby

o Keep the cord moist using a sterile dressing and sterile water

o Transport as soon as possible to closest appregaatity

EMT, ADVAN CED, CC, PARAMEDIC STOP

Key Points/Considerations

T
)l
)l

E
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Obtain additional help for multiple births, as needed
S e &enéral: Childbirti Newborn/Neonat al Careodo protocol for
Determine the estimated date of expédirth, the number of previous pregnancies and
number of live births
Determine if the amniotic sac (bag of waters) has broken, if there is vaginal bleeding,
mucous discharge, or the urge to bear down
Determine the duration and frequency of uterine eativns
Examine the patient for crowning:

o If delivery is not imminent, transport as soon as possible

o If delivery is imminent, prepare for an-@eene delivery
If multiple births are anticipated, but the subsequent births do not occur withmimiées
of the previous delivery, transport immediately
After delivery of the placenta, massage the lower abdomen
Take the placenta and any other tissue to the hospital for inspection
Do not await the delivery of the placenta for transport
If uterine invesion occurs (uterus turns inside out after delivery and extends through the
cervix), treat for shock and transport immediately. If a single attempt to replace the uterus
fails, cover the exposed uterus with moistened sterile towels
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Chil dbi rPtrhet erom Lé&234/ weeks)

CFR AND ALL PROVIDER LEVELS

EMT

1 ABCs and vital signs
1 Airway management and appropriate oxygen therapy

CFR AND EMT STOP

ADVANCED

CC

PARAMEDIC

M Vascular access
M Normal saline 500 mL IV bolus

® ADVANCED, CC, AND PARAMEDIC STOP

MEDICAL CONTROL CONSIDERATIONS

1 Magnesium 4 grams in 100 mL IV over 20 minutes
1 Additional normal saline

Key Points/Considerations

1 Transport to the closest appropriate hospital, if delivery is imminent or occurs on scene
o Notify the destinatiomospital ASAP
o If a patient is unwilling to go to the closest appropriate hospital, consult medical
control for assistance in determining an appropriate destination
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Chil dbirt h: Newbor n [/ Neonat al Car

1 For the evaluation and resuscitation of bapissdelivered

CFR AND ALL PROVIDER LEVELS

EMT
ADVANCED
CC
Assess the infantds respiratory status, pul se
1 If the infant is breathing spontaneously and crying vigorously, and has a pulse >
100/min:

o Clamp the umbilicatord with two clamps, three inches apart, and cut the cord
between them at least 1 min after delivef)e first clamp should bei810 inches
from the baby.Place the second clamp 3 inches from the first clamp toward the
mother

Cover t he withdanapptogriate veamnadvering

o Wrap the infant in a dry, warm blanket or towels and a layer of foil or plastic wrap
over the layer of blankets or towels or use a commetygpa infant swaddler, if
one is provided with the OB kiDo not use foil alone

o Keep the infant warm and free from draft
respirations

1 If the infant is not breathing spontaneously or not crying vigorously:
o Gently rub the infantés | ower back
o Gently tap the bottom of the infantds f e
1 If the respirations remain absent, gasping, or become depressed (< 30/min) despite
stimulation, if the airway is obstructed, or if the heart rate is < 100/min:

o Clear the infantodés airway by suctioning
syringe, and then ventilate thdant at a rate of 40 60 breaths/minute with an
appropriatdbagvalvemask(BVM) as soon as possible, with a volume just enough
to see chest ris&tart with room air. If no response after@0 seconds of
effective ventilation add oxygen

o Each ventilabn should be given gently, over one second per respiratory cycle,
assuring that the chest rises with each ventilation

o Monitor the infantdés pulse rate (by palr
auscultation over the heart), and appiytinuous pulse oximetry using (ideally
the right) wrist or palm, *if available and trained

1 If the pulse rate drops < 60 beats per minute at any time:

o Perform chest compressions with assisted ventilations at a 3:1 compression to

ventilation ratio

O CFR, EMT, ADVANCED, AND CC STOP

(@)

Version23.1 78



PARAMEDIC

1 Consider intubation

1 If the heart rate < 60 seconds and there is no improvement in the heart rate within 60
seconds of chest compressions, administer epinephrine (1:10,000 / 0.1mg/mL) 0.01 mg/kg
IV every 3 minutes untiHR > 60

1 Treat blood glucose <40 mg/dL
o Dextrose 10% 5 mL/kg IV via syringeOT via drip

@ rPARAMEDIC STOP

1 Hypothermia and hypoglycemia may decrease the likelihood of successful resuscitation
1 Begin transport to the closest appiaf@ hospital as soon as possible

Version23.1 79



Di Breat hdAdgulAst hm&OPDWheezing

For pediatric see, oDi f Br edafeldiatritg: Ast hma / Wheezingbéd
oDi f Br edéPediaticg: Stridorod

CRITERIA

1 Patients with effective but increased workboéathingwith wheezing
0 Excludes traumatic causes of dyspnea
o Excludes pneumothorax

CFR AND ALL PROVIDER LEVELS

1 Assess for foreign body airway obstruction
o Ref er i mme dixtaemis: Foreigh BodytObstructéd AirwayAdulto
protocol, ifindicated
1 Ongoing assessment of the effectiveness of breathing
o Ref er Extemis:Respirafory Arrest/ FailureAdultd pr ot ocol , i f
T Admini ster suppl ement als Qxyggnghdminjstratioa &dnd r t o
Airway Manatgceiment 0 pr
1 Assist patient with his ordr own medications e e 1§ RePresanibed Medication
Assistanceé pr ot oc ol
i Facilitate transportation, ongoing assessment, and supportive care

® crrsToP

EMT

1 If patientis wheezing
o Administer albuterol 2.5 mg in®@L (unit dose) via nebulizer*
A Oxygen powered nebulizer devices for use in accordance with manufacturer
specifications (typically 6-8 LPM)
0 May repeat to a total of three doses if symptoms persist
1 Continuous Positive Airway Pressure (CPAP)&Bcm HO, as reeded*
1 If the patient is in severe distresegsnedical control considerations for use of epinephrine

@ EmTSTOP

ADVANCED

1 Vascular access, if not improving with nebulizer treatment
1 Epinephrine (1:1,000 / 1mg/mL) dose 0.3 mg IM for sedéestess
o If severe distress persists, may repeat in 5 minutes
1 Albuterol 2.5 mg in 3 mL (unit dose), via nebulizer or ET tube nebulizer; may repeat to a
total of three doses for wheezing

@ ADVANCED STOP

@]
‘
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PARAMEDIC

1 Paramedicand CCmay substitute albutel 2.5 mg in 3 mL (unit dose) & ipratropium
(Atrovent) 0.5 mg in 2.5 mL (unit dose) mixed together, via nebulizBTaiube nebulizer
for albuterolonly above; may repeat to a total of three doses of both medications for
wheezing

1 Considercardiac monitoand 12lead ECG

1 Dexamethasone (Decadron) 10 mg PO, IM, or IV

1 For the patient with asthmaif the patient is not responding to treatments above,
administer magnesium 2 grams in 100 mL normal saline 1V over 10 minutes

. CC AND PARAMEDIC STOP

MEDICAL CONTROL CONSIDERATIONS

1 Use of albuterol via nebulizer by EMT for indications other than asthma

1 Use ofepinephrine by EMT for critical asthma attg@{MT Syringe Epinephrine or
autoinjectoy

1 Additional albuterol unit doses via nebulizer

1 Epinephrine (1:1,000 / 1 mhgL) 3 mg via nebulizer or racemic epinephrine (2.25%) 0.5
mL in 3 mL of normal saline via nebulizer

1 Magnesium for COPD exacerbation

1 Repeat magnesium

Key Points/Considerations

1 Wheezing does not always indicate asthma. Consider allergic reaction, alpstaycton,
pulmonary edema
1 Allow the patient to maintain position of comfort when safe to do so
o Do not force the patient to lie down
o Do not agitate the patient
f A combination unit dose (such as a DuoRjelmay be substituted for Albuterol 2.5 mg in 3
mL (unit dose) & ipratropium (Atrovent) 0.5 mg in 2.5 mL (unit dose) mixed together
1 IM administration of epinephrine should be used if the patient is in severe distress and tidal
volume is so small that nebulized medications will not work
1 If an ALS provider las administered any medications, regional proceahaygequire
consultation with medical control prior to honoring a request for refusal of medical care or
before sending the patient with BLS care
1 Observe airborne and/or droplet precautions in approgréients, such as those with
suspected tuberculosis
1 Do not delay transport to complete medication administration
1 BIPAP may be used in place of CPAP, as training and equipment allow
*If equipped and trained
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Di f Br e adtAldiunBul monary Edema

No Pediatric Protocol

CFR AND ALL PROVIDER LEVELS

1 ABCs and vital signs
1 Sit patient upright, if possible
T Administer supplemental oxygen; refer to th
Management 06 protocol
1 Facilitate transportation, ongoimgsessment, and supportive care
@® crrsToP

1 Continuous Positive Airway Pressure (CPAP)Gcm RO as needed, if equipped and
trained

. EMT STOP

M Vascular access

® ,bvANCED STOP

CcC
PARAMEDIC

1 Cardiac monitor

1 Aggressivenitroglycerin 0.4 mg SL or equivalent, as needed:
0 One dose/tablet every 5 miinlghnenglg i f t he
o Two doses/tablets every 5 mi200ummelg 1 f t he
o Three doses/ tabl et s esystolicBP 520himmHgt es i f t

1 Consider albuterol 2.5 mg in 3 mL (unit dose) + ipratropium (Atrovent) 0.5 mg in 2.5 mL

(unit dose) mixed together, via nebulizer, only if wheezes are present
1 12-lead ECG

. CC AND PARAMEDIC STOP

MEDICAL CONTROL CONSIDERATIONS

1 Additional albuterol
1 Nitroglycerin option for Advanced

Key Points/Considerations
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91 All patients with rales do not have pulmonary edema; consider the possibility of
pneumonia or chronic obstructive pulmonary disease (COPD) exacerbation

f A combination unit doses(ich as a DuoN&p may be substituted for Albuterol 2.5 mg in 3
mL (unit dose) & ipratropium (Atrovent) 0.5 mg in 2.5 mL (unit dose) mixed together

1 Monitor BP closely, particularly when administering nitroglycerin for pulmonary edema
(may not be able tlay patient in a supine position if loe she becomes hypotensive)

1 BIiPAP may be used in place of CPAP as training and equipment allow
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Di Breat hdPhegdi at r Ast hma / Wheezing

CRITERIA

1 Patients with increased work of breathing (retractions, gruntesal flaring) and
prolonged expiration and/or poor air movement
0 Excludes traumatic causes of dyspnea
o Excludes pneumothorax
o Excl udes st r iDifficuity Breathing: 8tidqr- Pediagi@ fir ot oc ol )

CFR AND ALL PROVIDER LEVELS

1 Assess foforeign body airway obstruction
o Ref er i mme dExtemis:Foreigrt Body Obbsteuctéd Airwd Pediatrio
protocol, if indicated
1 Ongoing assessment of the effectiveness of breathing
o Ref er Extemis Respirafory Arrest/ Failefi Pediatri® ropocol, if
necessary
1 Allow patient to determine position of comfort. If patient cannot do so, have patient sit
upright or elevate the head of the stretcher
T Admini ster suppl ement als Qxyggngidmnjstratioeéndr t o t h
Airway Manage ment 0 pr ot ocol
T Assi st patient with his or hePresaibed ast hma m
Medi cati on Assistanceo protocol), as approp
1 Facilitate transportation, ongoing assessment, and supportive care

® crrstoP
EMT

ADVANCED

1 Administer albuterol 2.5 mg in 3 mL (unit dose) via nebulizer*

0 Oxygen powered nebulizer devices for use in accordance with manufacturer
specifications (typically ~& LPM)

0 May repeat to a total of three doses if symptoms persist

1 If the patient is in sevemistress, se medical control considerations for use of epinephrine

1 For older pediatric patients consider CPAP for EMT, as equipment size afiewailable

and trained
. EMT AND ADV ANCED STOP

@)
@]

1 Paramedics and CC may substitute albuterol 2.5 mg in gunit.dose) & ipratropium
(Atrovent) 0.5 mg in 2.5 mL (unit dose) mixed together, via nebulizer for albdrhpl
above; may repeat to a total of three doses of both medications for wheezing

1 If patient is not improving:

o Epinephrine (1:1,000 / 1mg/mL) @.Ong/kg IM, if patient is in severe distress;
max 0.3 mg
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o Cardiac monitor
. CC STOP

PARAMEDIC

9 Vascular access, if indicated (General: Vascular Access)
19 Dexamet hasone (Decadron) 10 mg PO, | M, or

@ PARAMEDIC STOP

MEDICAL CONTROL CONSIDERATIONS

1 For the EMT and Advanced:
0 Additional albuterol
o Epinephrinefor critical asthma atta¢k (EMT Syringe Epinephrine kits or
autoinjectoy
CC vascular access
Epinephrine (1:1,000 / 1 mg/mL) 0.01 mg/kg IM, max 0.3 mg (repeat doses)
Epinephrine (1:1,000 / 1 mg/mL) 3 mg via nebulizer or racemic epinephrine (2.25%) 0.5
mL in 3 mL of normal saline via nebulizer
1 Epinephrine 0.41.5 mcg/kg/minute IV drip
o Start low (consider 0.1 mcg/kg/minute) and titrate gradually
o Max 1.5 mcg/kg/minute
Magnesiunb0 mg/kg over 10 minutes IV, max 2 grams
Continuous albuterol administration via nebulizer
Dexamethasone (Decadron) 0.6 mg/kg PO, IM, or IV for patients < 2 years old

= =4 =

= =4 =4

Key Points/Considerations

1 Absence of breath sounds can be indicative of status astsdie prepared for
respiratory arrest
f A combination unit dose (such as a DuoRjelmay be substituted for Albuterol 2.5 mg in 3
mL (unit dose) & ipratropium (Atrovent) 0.5 mg in 2.5 mL (unit dose) mixed together
1 Expiratory wheezing does not always indecasthma. Consider allergic reaction, airway
obstruction, pulmonary edema
1 In children under 2 yr old, bronchiolitis is the most common cause of wheezing.
Bronchiolitis may not respond to albuterol. Gentle nasal suctioning is the primary treatment
along wih oxygen, particularly in infants.
1 Allow the patient to maintain position of comfort when safe to do so
o Do not force the patient to lie down
o Do not agitate the patient
1 Observe airborne and/or droplet precautions in appropriate patients, shokeawith
suspected pertusqiwhooping cough)
1 Do not delay transport to complete medication administration
1 *If equipped and trained

Version23.1 85



Di Breat hdPegdi at r 5tri dor

CFR AND ALL PROVIDER LEVELS

EMT

1 Assess for foreign body airway obstruction

o R er i mme diExttemis:RoreigndBody Bhsstruéted AirwayPediatrio
protocol, if indicated
Assess for anaphylaxis

o Ref er i mme dGeaerak Angphyaxit Pediaio i pr ot ocol , i f i
Ongoing assessment of the effectiveness of bregth
o Ref er Extemis Respirafory Arrest/ Faileii Pediatri®@ pr ot ocol , i f
necessary

Admini ster suppl ement als Qxyggngddmnjstratioaéndr t o t h
Ai rway Management o protocol
o Consider high concentration, humidified, bky oxygen delivered by tubing or
face mask held about3inches from face (as tolerated)
Facilitate transportation, ongoing assessment, pulse oximeter, and supportive care

CFR, EMT, AND ADVANCED STOP

C

M Cardiac monitor

1
O

If the patient isunconscious and mechanical obstruction is suspected, attempt to remove
the object with Magill Forceps

CC STOP

PARAMEDIC

T

T

If SEVERE respiratory distress (severe stridor especially with drooling), epinephrine

(1:1,000 / Img/mL) 3 mg via nebulizer or racerapinephrine (2.25%) 0.5 mL in 3 mL of

normal saline via nebulizer

Dexamet hasone (Decadron) 10 mg PO or I M for
formulation orally, if tolerated)

PARAMEDIC STOP

MEDICAL CONTROL CONSIDERATIONS

l
l
l

Vascular access

Dexanethasone (Decadron) 0.6 mg/kg up to 10 mg PO, IM, or IV

Epinephrine (1:1,000 / 1 mg/mL) 3 mg, via nebulizer for CC or additional doses for CC or
paramedic
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Key Points/Considerations

)l
T

= =

If the patient has stridor (inspiratory), it is often an upper aipvaplem (physiologic or
mechanical obstruction)
Viral croup should be considered in children presenting with absent or low grade fever,
barking cough, stridor, and/or sternal retractions
Epiglottitis should be considered in children with a high fever, naiffEce, tripod
position, and/or drooling

0 A vaccination history should be obtained because unvaccinated children are at

higher risk of epiglottitis

Agitating a child with croup or epiglottitis could cause a complete airway obstruction
Limit interventionsthat may cause unnecessary agitation in a child with stridor such as
assessment of blood pressure in a child who can still breathe, cough, cry, or speak
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EnvironmeGalad Emer genci es

Applies to adult and pediatric patients

CRITERIA

1 Forpatients presenting with localized cold injury or hypothermia

CFR AND ALL PROVIDER LEVELS

1 ABCs, vital signs
1 Remove the patient from the cold environment
1 For local cold injury:
o Protect areas from pressure, trauma, and friction
o Do not break blisters
o0 Donot rub the injured area
o0 Remove clothing and jewelry
1 For generalized hypothermia:
0 Handle patient carefully to prevent cardiac dysrhythmias

o0 Gently remove wet clothing and dry the patient
o If oxygen is required, provide warm, humidified oxygen, if available
o PPhace heat packs, i f available, in the p
0 Wrap the patient in dry blankets and maintain a warm environment
A Especially for infants and young pediatric patients, cover the head with a
cap or towel to decrease heado
@ CFR STOP

EMT

ADVANCED

CcC

PARAMEDIC

1 Rewarm the extremity (if the means to do so are available) only if anticipated time to the
hospital exceeds 60 minutes, the patient presents with early or superficial local cold injury
only, and there is no concettmat the extremity will freeze again:

ol mmerse the affected part in a warm wat €
but not hot
o Frequently stir the water and assure it remains warm
o Continue the immersion in warm water until the extremity is soft, and color and
sensation return
o Dress the area with dry, sterile dressings
A If a hand or foot is involved, pte sterile dressings betwefmgers or toes
Prevent the warmed part from freegiagain

)
. EMT, ADVANCED, CC, AND PARAMEDIC STOP
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Key Points/Considerations

1 Patients with severe hypothermia may have very slow heart rates
1 If defibrillation is required, provide no more than three shocks
1 Limit administration of medication in cardiac arressaciated with hypothermia to one
round
o Rhythm changes may be treated with a single round of the appropriate drug
1 Pulse oxygenation measurement may be inaccurate if the patient is hypothermic. If the
patient is cyanotic and in apparent respiratory disteeminister oxygen
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Environmeteaatl Emer genci es

Applies to adult and pediatric patients

CFR AND ALL PROVIDER LEVELS
EMT

1 ABCs, vital signs
1 Loosen or remove outer clothing
1 For patients presenting with moist, pale, and normal to cool skin temperature:
o If the patient is not nauseated and able to drink water without assistance, have the

patient drink water
1 For patients presenting with hot, flushed, and dry skin:
o Apply cold packs to patientds neck, groi

o Keep the pati entgavetspprigesortowelss by appl yin
CFR AND EMT STOP

PARAMEDIC

Vascular access, as needed
‘ﬂ For adult patients only, consider normal saline 500 cc IV bolus; may repeat up to 2 liters as
needed, if there are no signs of pulmonary edema and no concerndpimi@tication*

@ ADVANCED, CC, AND PARAMEDIC STOP

MEDICAL CONTROL CONSIDERATIONS

1 Additional IV fluid hydration or IV fluid hydration in children

Key Points/Considerations

Stable patients with normal mental status and no signs of hot, dry skin mayaunig re
oral rehydration and cooling
1 Do not delay transport to treat the patient on the scene; transport is suggested for all
patients who present with a heat emergency
1 *Water intoxication occurs when patients ingest excessive water which causes potentially
life-threatening electrolyte abnormalities
0 Suspect in long distance runners who consume large amounts of water and present
with collapse or confusion
o Cool the patient, as indicated, and contact medical control before administering
any fluid to a patient ith suspected water intoxication
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Epi staxi s

CFR AND ALL PROVIDER LEVELS

EMT

ABCs and vital signs

Airway management and appropriate oxygen therapy

Unless other patient care precludassipon the patientipright with head leaninfprward.
Pinch the nose at the highest area ofgs$ue for at least 20 minutes. DO NOT
RELEASE TO REEVALUATE during that time

1 Have patient spit out any blood in the oropharynx

1 Patient may be instructed on the personal use of suction for the oropHafylexto assist

= =4 =4

. CFR, EMT and ADVANCED STOP
CcC

PARAMEDIC

If equipped with Qymetolazone ONLY*
1 Have patient blow nose vigorously
1 Two sprays of @Qymetolazone in each nare, and reapply pressure

@ ADVANCED, CC, AND PARAMEDIC STOP

MEDICAL CONTROL CONSIDERATIONS

Key Points/Considerations

If epistaxis is associated with trauma, then appropriate management of airway with
cervical spine considerations must take precedent for positioning and care.
1 *If equipped and trained
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FeverAdul t

For pediatric see, oFever 0 Pediatric 0

CRITERIA

1 Adult patient with the following:
o Temperature > 100.4{38%) i OR'i
o Temper aft (@) everOasdide
I AND i
0 Suspected infectiohOR T
0 Recipient of a blood / blood product transfusion
1 Patient has not had a total dose of >650 mg of acetaminophen (either acetaminophen or an
acetaminophen containing produat)> 400 mg of ibuprofewithin the last 4 hours

1 ABCs andvital signs, to include Spgandtemperature*
1 Airway management and ampriate oxygen therapy
EMT STOP

1 Large bore vascular access
1 Normal saline 500 mL bolus; may repeat once, if lung sounds remain clear (no concerns for
pulmonary edema)
1 If able to tolerate oral fluid consider one of the following:
o Acetaminophen 650 mg/20.3 mL R@71 325 mg/ 10.15 mL PO unit doses)*
o lbuprofen 400 mg /20 mL P@ 7 100 mg /5 mL PO unit doses)*

@ ADVANCED STOP

CcC
PARAMEDIC

91 Consider cardiac monitor, continuous SpO
1 Consider a 12ead ECG if appropriate

1
O

MEDICAL CONTROL CONSIDERATIONS

1 Additional acetamiaphen 325 mg / 10.15 mL PO (1 addition&25 mg / 10.15 mL PO
unit dose)
1 Additional ibuprofen 100 mg /5 mL PO (1 or 2 additiondl00 mg / 5 mL PO unit dose)

Key Points/Considerations

1 *If equipped and trained

CC AND PARAMEDIC STOP
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1 Acetaminophen contraindications (unless medical control approved):
o Hx of liver problems / acute liver failure
o Acute liver inflammation due to hepatitis C virus
o In the setting of shock or overdose (especially acetaminophen overdose)
1 Ibuprofen contraindications (unless medical control approved):
o Severe renal impairment (dialysis dependent)
o In the setting of shock or overdose
o Prescribed 6blood thinnersé (i.e. warfar
o Allergy to any NSAID / aspirin
o Pregnancy (late)
1 Administer oxygen therapy utilizing the appropriate delivery device and titration to
maintain SpO2 > 92%
T I f fever is due to suspected viral or bacte
Sepsis |/ Septic Shocko protocol and treat a
1 If fever is due to suspected reaction to blood / blood product transfusion, immediately stop
the transfusion, replace all tubing (save for receiving hospital blood bank) and maintain 1V
access with new bag of 0.9% NacCl, contact medical control, and tregieipriate
protocol
o Temperature monitoring, take initial and every 10 minutes
o Cardiac monitor, continuous Sp@nd continuous pC&nonitoring
o Consider a 12ead ECGif appropriate
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FevePedi

at

ri c

1 Pediatric patient with thillowing:
o Temperature > 100.4{38%) i OR'i

o Temper aft (@) everOasdie

T AND T

0 Suspected infectiohOR T
o0 Recipient of a blood / blood product transfusion

1 Patient has not had a dose of acetaminophen (either acetaminophen or an acetaminophen

containing productdr ibuprofenwithin the last 4 hours

EMT

1 ABCs andvital signs, to include Spgandtemperature*
1 Airway management and appropriate oxygen therapy

T Check bl ood
Pediatrico
@ EemTSsTOP

ADVANCED

gl ucose
or

| evel

1 If able to tolerate oral fluid consider one of the following:

Acetaminophen 15 mg / kg PO* or:

i f

Weight in Lbs Weight in Kgs mL of APAP Concentration of APAP
<6 <27 Medical Control | 325 mg/10.15 mL
61 11 271 5.0 1.25 325 mg/10.15 mL
127 17 5.1 7.7 25 325 mg/10.15 mL
1871 24 7.81 10.9 3.75 325 mg/10.15 mL
257 49 11.071 22.3 5 325 mg/10.15 mL
O 50 0O 22.3 10.15 325mg/10.15 mL

Ibuprofen 10 mg/kg PO* or:

Weight in Lbs Weight in Kgs mL of ibuprofen | Concentration of ibuprofen
<6 <27 Medical Control | 100 mg /5 mL
61 11 2.71 5.0 1.25 100 mg /5 mL
127 17 511 7.7 2.5 100 mg /5 mL
187 24 7.87 10.9 3.75 100 mg /5 mL
257 49 11.01 22.3 5 100 mg /5 mL
O 50 0O 22.3 10 100 mg /5 mL

CC

PARAMEDIC

Version23.1
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1 Consider cardiac monitor, continuous SpO
T I'f indications of hypoper f us iHgpoperfusiogif er t o t
Pediatrico protocol and treat as indicated

. CC AND PARAMEDIC STOP

MEDICAL CONTROL CONSIDERATIONS

1 Acetaminophen 1015 mg / kg / dosé given lbuprofen
1 lbuprofen 10 mg / kg / doskgiven Acetaminophen

Key Points/Considerations

1 *If equipped and trained
1 Acetaminophen contraindicatiofisnlessmedicalcontrol approved):
o Hx of liver problems / acute liver failure
0 Acute liver inflammation due tbepatitis C virus
o In the setting of shock or overdose (especially acetaminophen overdose)
1 Ibuprofen contraindications (unless medical control approved):
0 Severe renal impairment (dialysis dependent)
o In the setting of shock or overdose
o Prescribed 6blood thinnerso6 (i.e. warfar
o Allergy to any NSAID/ aspirin
o Pregnancy (late)
1 Administer oxygen therapy utilizing the appropriate delivery device and titration to
maintain SpO2 > 92%
T I'f fever is due to suspected ®hockiaRediatricc bact e
Sepsis |/ Shock / Hypoperfusiono and treat a
1 Diagrostic indications for hypoperfusion include: cool / clammy or mottled skin, inability
to recognize parents, restlessness, listlessness, tachycardia, tachypnea, systolic BP <70
mmHg (2 years and older), or systolic BP < 60 mmHg (less than 2 years old)
1 If fever is due to suspected reaction to blood / blood product transfusion, immediately stop
the transfusion, replace all tubing (save for receiving hospital blood bank) and maintain 1V
access with new bag of 0.9% NacCl, contact medical control, and tregtrepaate
protocol
o Temperature monitoring, take initial and every 10 minutes
o Cardiac monitor, continuous Sp@nd continuous pC&nonitoring
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Hyper kal éAd @l t
Applies to adult patients only

Criteria

1 This protocol is intended to be used for ginevention of potentially fatal cardiac rhythm
abnormalities in patients with known or suspected hyperkalemia including:
o Patients with known elevated laboratory values
o Patients with renal failure who should be receiving dialysis
o Patients withsuspected renal failure who are not yet receiving dialysis
o For patients wit h Trauma:<ish InjurigsuAdyto r ef er t o
protocol
1 There are no standing orders for hyperkaleexeeptfor paramedics in cases of cardiac
arrest or rhythm chamegduring rapid sequence intubation

CFR AND ALL PROVIDER LEVELS

EMT

1 ABCs and vital signs
1 Airway management and appropriate oxygen therapy

. CFR AND EMT STOP

ADVANCED

M Vascular access
9 Normal saline 500 mL bolus

@ ADVANCED STOP

@]
‘

9 Cardiac monitor
M1 12-lead EEG

@® ccstop

PARAMEDIC

1 In cases of cardiac arrest or rhythm changes during rapid sequence intubation:
o0 Sodium bicarbonate 50 mEq IV
o Calcium chloride 1 gram IV if there is QTc prolongation or suspected QRS
widening
1 Contact medical control fareatment of other indications

@® rARAMEDIC STOP
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MEDICAL CONTROL CONSIDERATIONS

1 Albuterol 2.5 mg in 3 mL (unit dose), via nebulizer (without ipratropium) repeated every
10 minutes

1 Sodium bicarbonate and calcium chloride in patients who do not meet standér
criteria

Key Points/Considerations

1 Significant QTc prolongation should be considered when QTc > 500 milliseconds

1 Significant QRS widening should be considered when QRS >150 milliseconds

9 Calcium chloride is not a benign medication and should omlgiven if there are
dangerous ECG changes such as QTc prolongation or suspected QRS widening

9 Calcium chlorideshouldonly be given through a large, proximal, easily flowing IV

1 A minimum of 50 mL of normal saline should be given between the bolus afircalci
chloride and the bolus of sodium bicarbonate

1 Hyperkalemia is indicated by prolonged QTc or widened QRS complexes
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Hy per gl y céAmdiud t

For pediatric see, OHyperglyoéRendiaat rico

CFR AND ALL PROVIDER LEVELS

EMT

ABCs and vital signs

Airway management and appropriate oxygen therapy

Check blood glucose level, if equipped

Call for ALS intercept, if patient has altered mental status

If blood glucose is CONFIRMED by glucometer to be high, do not administer oral glucose
. CFR AND EMT STOP

= =4 =4 -8 9

ADVANCE D

CC

PARAMEDIC

9 Vascular access

1 If glucose level is above 400 mg/dL, administer normal saline 500 mL IV bolus if there is
no concern for pulmonary edema
o May repeat bolus x1 if no concern for pulmonary edema

. ADVANCED, CC, AND PARAMEDIC STOP

MEDICAL CON TROL CONSIDERATIONS

9 Additional normal saline IV bolus
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Hyper gl ycoePemmdaatric

CFR AND ALL PROVIDER LEVELS

EMT

ADVANCED

1 Airway management and appropriate oxygen therapy
1 Check the blood glucose level, if equipped and trained

O CFR, EMT, AND ADVANCED STOP

CC

PARAMEDIC

1 If blood glucose is above 400 a@dNLY if signs of dehydration are present, fluid bolus:
o Normal saline 20 mL/k§v

. CC AND PARAMEDIC STOP

MEDICAL CONTROL CONSIDERATIONS

1 Additional fluid hydration
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Hypogl ycémdal t

For pediatric see, OHypogl ycoéPmeida atri co

CRITERIA

1 For patients with known or suspected hypoglycemia
T See also, fAGeneral: Altered Mental Statuso

CFR AND ALL PROVIDER LEVELS

EMT

1 Airway management and appropriate oxytjegrapy
T Check pupils and, if constricted, consider
1 Check blood glucose level, if equipped and safe to do so
o If blood glucose is known or suspected to be below 60 mg/dL and patient can self
administer and swadiv on command:
A Give one unit dose (384 grams) of oral glucose, or another available
carbohydrate source (such as fruit juice or-daat soda)
o If the patient is unable to swallow on command, or mental status remains altered
following administration of al glucose:
A Do not delay transport
1 Ongoing assessment of the effectiveness of breathing
0 Ref e Extramis:Réspiratory ArrestFailurei Adultdo p r o tnecesedry, i f
@ CFRANDEMTSTOP

ADVANCED

CcC

PARAMEDIC

1 Vascular access

1 If glucose level is below 6fhg/dL and the patient cannot swallow on command,
administer dextrose 10%, up to 25 grams (250 mL) IV; may redose if hypoglycemia
reoccurs

1 If unable to obtain vascular access, administer glucagon 1 mg IM
.{ ADVANCED, CC, AND PARAMEDIC STOP

MEDICAL CONTROL CONSIDERATIONS

1 Additional dextrose 10 %, if patient is hypoglycemic

Key Points/Considerations

1 Assess the scene for safety and, if it is not, retreat to a safe location and obtain police
assistance
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1 If the patient wishes to refuse transportation hmspital and you have administered any
medications, including oral glucose, regional procedure may require you to contact medical
control prior to leaving the patient or completing the refusal of care, particularly if you
know or suspect the patient mag &n oral glycemic medications, or for any other
worrisome concerns. Patient should be instructed to eat a meal if they are refusing transport
because simple sugars are quickly metabolized

T I'f the patientds bl ood gl uceotssabldteselfe | iI's bel
administer and swallow on command, administer oral glucose or equivalent, rather than
establishing vascular access, if practical

1 If the patient regains normal responsiveness prior to infusion of the complete dose of
dextrose, stop thafusion and record amount infused

1 Diabetic patients may exhibit signs of hypoglycemia with a blood sugar betwesth 60
mg/dL. If you suspect the symptoms are hypoglycendaced, titrate dextrose 10 % using
5 grams (50 mL) aliquots for treatment and dzgis
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Hypogl ycéReadi atric

CRITERIA

1 For pediatric patients with known or suspected hypoglycemia
1T See also, fAGeneral: Altered Mental Statuso

CFR AND ALL PROVIDER LEVELS

EMT

1 Airway management and appropriate oxygen therapy
T Checkppi |l s and, i f constricted, consider @nGen
1 Check blood glucose level, if equipped and safe to do so
o If blood glucose is known or suspected to be below 60 mg/dL and patient can self
administer and swallow on command:
A Give one unit dose (:34 grams) of oral glucose, or another available
carbohydrate source (such as fruit juice or-daat soda)
o If the patient is unable to swallow on command, or mental status remains altered
following administration of oraglucose:
A Do not delay transport
1 Ongoing assessment of the effectiveness of breathing
o Refer tofExtremis: Respiratory Arrest / FailurePediatrico pr ot oc o | i f ne

O CFR AND EMT STOP

1 If unable to obtain adequate results with glacose consider glucagon 0.5 mg IM if < 20
kg, otherwise, 1 mg IM*, if needed

@ ADVANCED STOP
cC

PARAMEDIC

If no response to oral glucose:

1 1V access, and dextrose 10% 5 mL/kg IV via syring®T via drip)
o If vascular access is limited: glucagon 0.5 mgiiM 20 kg, otherwise, 1 mg IM*
o Consider 10 access only if there is no response to glucagon

. CC AND PARAMEDIC STOP
MEDICAL CONTROL CONSIDERATIONS

Key Points/Considerations
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T I'f the patientdos parent or guar gandyou wi shes
have administered any medications, including oral glucose, regional procedure may require
consultation with medical control prior to completing the refusal

Do NOT hang a dextrose 10% drip on a pediatric patient

*Preschool aged children and infants may have limited response to glucagon

= =4
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Nausea and/ or dMdamiltti ng

For pediatric see, oNausea and/ or Vom)adPedagic (6> 2 y/ o

CFR AND ALL PROVIDER LEVELS
EMT

1 ABCs and vital signs
1 Airway management and appropriate oxygen therapy
CFR AND EMT STOP

9 Vascular access
‘ﬂ Normal saline 500 mL IV bolus; may repeat once, if lung sounds remain clear
ADVANCED STOP

PARAMEDIC

1 Consider a 12ead ECG andardiac monitor
1 Ondansetron (Zofran) 4 mg ODT/PO, IV, or IM, may repeat x 1 in 10 minutes
1 Diphenhydramine (Benadryl) 25 mg IV or IM for motion sickness

. CC AND PARAMEDIC STOP

MEDICAL CONTROL CONSIDERATIONS

1 Midazolam (Versed) IV, IM, ointranasal

Key Points/Considerations

1 This protocol is intended for the prevention and treatment of nausea and/or vomiting
1 Patients may be given an isopropyl alcohol pad foradthinistered inhalation
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Nausea and/ omgoVedi tait(r>i @ y/ o)

CFR AND ALL PROVIDER LEVELS

EMT

ADVANCED

1 ABCs and vital signs
1 Airway management and appropriate oxygen therapy
@ CFR EMT, AND ADVANCED STOP

1 Ondansetron (Zofran) 2 mg IM or 4 mg ODT/PO
9 Consider use of a cardiac monitor

@® ccsTor

PARAMEDIC

1 Ondansetron (Zofran) 2 mg IM or 4 mg ODT/PO
i Vascular access, if indicated (General: Vascular Access)
PARAMEDIC STOP

MEDICAL CONTROL CONSIDERATIONS

M CC vascular access

Key Points/Considerations

1 This protocol does not apply patients under the age of two years
1 A single dose of ondansetron (Zofran) may be given to the pediatric patient prior to seeking
consultation with medical control
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Opi oid (NaOwertday9ye

Applies to adult and pediatric patients

CRITERIA

! *Only administer naloxone (Narcar?) to patients with suspected opioid overdoseith
hypoventilation (slow/shallow or ineffective respirations)

1 For provider and patient safety, do not administer without a medical control order if
there are adequate ventilations

CFR AND ALL PROVIDER LEVELS
EMT

1 ABCs, vital signs
1 Airway management and appropriate oxygen therapy
1 Check blood glucose level, if equipped
o Refer to HypeglyderG@& Adubht o or AGendr al
Pedi at r i,asdndipatedt oc o |
1 Determine what and how much was taken, along with the time, if possible
1 For suspected opioid overdaaed hypoventilation* or respiratory arrest, administer
naloxone (Narcdal) 2 mg** intranasal1l mg per nostrilay repeat once in 5 minutéfs,
no significant improvement occurs (higHevel providers may substitute titration
directions and routes specified below)
o Inthe pediatric patient, administer naloxone (Nafydnmg** intranasal¥z mg
per nostrilmay repeat once in 5 minutes, if ngrsficant improvement occurs

CFR AND EMT STOP

1 Vascular acces®NLYif necessary
9 Titrate naloxone (Narcan) to max 2 mg per dose IV, IMnwanasal ONLY if

hypoventilation or respirator yincemants,sft .

giving V)
ADVANCED STOP

CcC

PARAMEDIC

1 Cardiac monitor
1 Consider a 12ead ECG, especially if bradycardic or tachycardic. (Evaluate for QRS
widening or long QTc)

CC AND PARAMEDIC STOP

Key Points/Considerations
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1 **May substitute alternate FDA and SEMAC approved, commercially prepared 4mg
nasal spray unit dose device
o This device is approved for the full 4 mg dose in the adult or pediatric patient
o Administer 4mg in 1 nostril as a single spray
f ALS providers may titrate the naloxo(idarcar?) dose tcattain adequate spontaneous
ventilation
 If high suspicion of opioid overdose, providers may administer nalogarear?) prior to
checking a blood glucose level
f Do NOT give naloxon¢Narcarf) to any intubated patient without a medical control order
unless they are in cardiac arrest
1 If suspected isolated opioid overdose, consider giving nalofarear?) intranasally, for
provider and patient safety
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Opi oi d ( Nawictohdrcgwal
(PILOT PROGR AM ONLY)
This protocol applies to adult patiermisly

CRITERIA

Patients with opioid use disorder who have overdasedlequired naloxone reversal are at
increased risk for recurrent overdose and daathalso present an opportunity for
intervention.Buprenorphine, a partial opioid agonist, provides some relief from opioid
withdrawal symptoms. It is safe and effective for paramedic administration.

Inclusion Criteria
T Age 18 years or older
1 Confirmed or suspected opioid overdose requiring naloxone administration
T Acute opioid withdrawal as a chief complaint

Exclusion Criteria
1 Age <18 years
Known pregnancyrelative exclusion criteria physician discretion)
Methadone use in the last 48uns
Altered mental status (unable to consent)
Unwilling to provide full name AND date of birth
Received chest compressions/CPR prior to or after EMS arrival

f
1
f
1
f

CFR AND ALL PROVIDER LEVELS

EMT
ADVANCED

CcC
@ CFRrR EMT, ADVANCED ,CC STOP

PARAMEDIC

Perform the Clinical Opioid Withdrawal Scale (COWS). If the patient meets inclusion criteria
and does not meet any exclusion criteria
1 If COWS > 7, counsel the patient Baprenorphine & referral. Assess their desire for
buprenorphine treatment.
o If the patent is agreeable, contaeiiot Program Physician

1T IfCOWS<7
o Give amedicationassisted treatment (MAT) brochure asfter transportation to
the closest appropriate emergency department.

. CC AND PARAMEDIC STOP
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PILOT PROGRAM PHYSICIAN MEDICAL CONTROL ORDERS

)l
)l
)l
)l

T

Administer BuprenorphindNaloxonel6 mgsublingual (SL) film

Ondansetron 4 mg orally disintegrating tablet (O@$)needed

Give a small sip of water to moisten mucous membranes

Reassess after 10 minutes; if symptoms persist or worsen, administer additional
BuprenorphinfNaloxone8mg SL

If symptoms improve after either the first or second dogkupfenorphine, refer to clinic
appointmentpr transport to ED

Key Points/Considerati ons

T

1
1

Refusal of transportation must be throwjlot Program Physiciafor any patient that has
receivedBuprenorphine prior to signing RMA
Use Pilot Program resources and training for COWS calculation
Only enrolled and trained agencies may participate:
o Only these agencies may apply to add Buprenorphine/Naloxone to their controlled
substance plan
All Medical Direction for this program will be through Pilot Program Physician
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Organophosphate Exposur e

Applies to adult and pediatric patients

CFR AND ALL PROVIDER LEVELS
EMT

Decontamination as needed
ABCs and vital signs
Airway management and appropriate oxygen therapy
Determine what and how much was taken, along with the time, if possible
Check blood glucose level, if equipped
o Refer to MHypeglyderG& Adubht o or fAGendr al : Hy p ¢
Pedi at r i,asdndipatedbt oc o |
@ CcrrRANDEMTSTOP

= =4 =4 -8 9

9 Vascular access
@ ADVANCED STOP

1 Cardiac monitor
1 Consider a 12ead ECG, especially if bradycardic or tachycartiwaluate for QRS
widening or long QT)

@ ccstopP

PARAMEDIC

1 For symptomatic patients with organophosphate poisoning:
o Atropine 2 mg (per dose) 1V, eveBy5 minutes until secretions diny adults
o For the pediatric patient:
A Atropine 1 mg IV every & minuges, until secretions dry
o For seizures:
A For adult seizur esAdwlet, 0 Aipsremtead@d|: Sei
A For pediatric seizirfPesia¢ee cOGemert alco

@ PARAMEDIC STOP

Key Points/Considerations

1 |If suspected WMD, refertotieResour ce: i Sles pectAgeatpr ot ocol
1 For severe exposure or multiple patients, the atropine supply may quickly be exhausted.
Diligent airway management, including suctioning and/or patient positioning, is imperative
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Pai n

Managékduolt

For pediatric see, 0Pai n Man a gdePedkatric O

Criteria

1 Contraindications to standing order pain management: altered mental status,
hypoventilation, SBP < 100 mmHg

1 Consider consultation with medical control prior to pain management in the timester
pregnant women with pain complaints

CFR AND ALL PROVIDER LEVELS

EMT

1 ABCs and vital signs
1 Airway management and appropriate oxygen therapy
CFR AND EMT STOP

ADVANCED

i Vascular access
1 Nitrous oxide by seladministered inhalatidn
1 If able to tolerate oral fluid consideneof the following:
o Acetaminophen 650 mg/20.3 mL POi(325 mg/ 10.15 mL PO unit dos&s)

o

Ibuprofen 400 mg / 20 mL PO {4100 mg /5 mL PO unit dosés)

® ADvANCED STOP

CcC
PARAMEDIC

1 May choose one***
o Morphine 0.05 mg/kg IV or 0.1 mg/kg IM

A Morphine may be repeated after 5 minutes; maximum total dose of 10 mg

o Fentanyl 1.5 mcg/kglV, IM, or intranasal

A Fentanyl may be repeated after 5 minutes; maximum total dose of 200 mcg

o Ketorolac** (Toradol) 15 mg I\or 30 mg IM

T For

nausea or vomiting s eg Aduldee mearoalo:.c oNaus e a

. CC AND PARAMEDIC STOP

MEDICAL CONTROL CONSIDERATIONS

1 Additional morphine IV or IM
1 Additional fentanyl IV, IM, orintranasal
1 Ketaminé 25 mg IV over 5 minutes or 50g IM
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o May consider weighbased dosing ketamine €013 mg/kg IV
0 Use caution when ordering >250 mg IM of ketamine after midazolam (Versed)
because apnea may occur
1 Additional acetaminophen or ibuprofen O
1 Midazolam (Versed) IV, IM, ointranasal

Key Points/Considerations

1 *If equipped and trained
1 *Ketamine may be administered by paramedics only
1 **Ketorolac (Toradol) should not be administered in renal fajltor@ialysis patients, to
patients > 60 years @fge, in pregnancy, or in patients for whom active bleeding is a
concern
1 ***ONE nonoralpain medication may be given under standing orders. For dosing that
exceeds the standing order maximum, or to switch to another agent, you must consult
medical control
1 Acetaminophen contraindications (unless medical control approved):
o Hx of liver problems / acute liver failure
0 Acute liver inflammation due to hepatitis C virus
o In the setting of shock or overdose (especially acetaminophen overdose)
1 Ibuprofen contraindicatns (unless medical control approved):
0 Severe renal impairment (dialysis dependent)
o In the setting of shock or overdose
0 Prescribedblood thinners (i.e. warfarin / Coumadin)
o Allergy to any NSAID / aspirin
o Pregnancy (late)
1 For ease of administration, ilimically appropriate: consider approximating the dose of
fentanyl to the nearest 50 mcg; consider approximating the dose of morphine to the nearest
5mg
Morphine or fentanyl up to the maximum dose may be given via standing orders
Nitrous oxide, ketamine,and ketorolac (Toradol) are not required formulary items
Contraindications to nitrous oxide include: suspected bowel obstruction, pneumothorax,
hypoxia, or the inability to sefidminister
1 Fentanyl should be considered iéth is an allergy tmorphineor potential hemodynamic
instability
1 Morphine often produces a normal localized histamine reaction which manifests as
urticaria (hives) immediately surrounding the IV site, and is not considered a sign of
allergy. More extensive involvement of igdria or other signs of allergic reaction should
be treated (See: diAdultoln e noetroaclo:l J)Anaphyl axi
1 Fentanyl must be pushstbwly

= =4 =
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Pai n

Managéhhmedt atric

CFR AND ALL PROVIDER LEVELS

EMT

1 ABCs and vital signs

1 Airway management and appropriate oxygen therapy

1 Nitrous oxide by seladministered inhalatidn

CFR AND EMT STOP

1 If able to tolerate oral fluid consideneof the following:

Acetaminophen 15 mg / kg PO* or:

Weight in Lbs Weight in Kgs mL of APAP Concentration of APAP
<6 <27 Medical Control | 325 mg/10.15 mL
61 11 2.71 5.0 1.25 325mg/10.15mL
127 17 5.11 7.7 25 325mg/10.15mL
187 24 7.871 10.9 3.75 325mg/10.15mL
2571 49 11.01 22.3 5 325mg/10.15mL
O 50 0 22.3 10.15 325 mg /10.15 mL
Ibuprofen 10 mg/kg PO* or:
Weight in Lbs Weight in Kgs mL of ibuprofen | Concentration of ibuprofen
<6 <27 Medical Control | 100 mg /5 mL
6111 2.71 5.0 1.25 100 mg /5 mL
127 17 5.11 7.7 2.5 100 mg /5 mL
187 24 7.81 10.9 3.75 100 mg /5 mL
2571 49 11.01 22.3 5 100 mg /5 mL
O 50 0 22.3 10 100 mg /5 mL

ADVANCED STOP

M Cardiac monitor

1 Morphine 0.1 mg/kg IM

0 Morphine may be repeated after 5 minutes; maximum total dose of 10 mg
1 Fentanyl 1.5 mcg/kgntranasal
o Fentanyl may be repeated after 5 minutes once; maximum total dose of 100 mcg

CC STOP

PARAMEDIC

T Vascul

ar

1 May choose one
o Morphine 0.05 mg/kg IV or 0.1 mg/Ki/
A Morphine may be repeated after 5 minutes; maximum total dose of 10 mg**

Version23.1
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o Fentanyl 11.5 mcg/kg IV or IM
A Fentanyl may be repeated after 5 minutes; maximum total dose of 100
ng**
@® rARAMEDIC STOP

MEDICAL CONTROL CONSIDERATIONS

1 CC vascular access
1 Additional Fentanyl IV, IM or intranasal
1 Additional Morphine IV or IM

Key Points/Considerations

1 *If equipped and trained
1 **Morphine or fentanyl, up to the maximum dose, may be given via standing orders
1 ONE nonoral pain medication may be given undg#anding orders. For dosing that
exceeds the standing order maximum, or to switch to another agent, you must consult
medical control
1 Contraindications to standing order pain management: altered mental status,
hypoventilation, and/dnypoperfusion
1 Acetaminophen contraindications (unless medical control approved):
0 Hx of liver problems / acute liver failure
o Acute liver inflammation due to hepatitis C virus
o0 In the setting of shock or overdose (especially acetaminophen overdose)
1 lbuprofencontraindications (unless medical control approved):
o Severe renal impairment (dialysis dependent)
0 In the setting of shock or overdose
o Prescribed 6blood thinnersd (i.e. warfar
0 Allergy to any NSAID / aspirin
o Pregnancy (late)
1 Fentanyl should besed if there is concern for potential hemodynamic instability
1 For ease of administration, if clinically appropriate: consider approximating the dose of
fentanyl and administer either 25 or 50 mcg; consider approximating the dose of morphine
and administeeither 2.5 or 5 mg
1 Nitrous oxide isnot a required formulary item
1 Contraindications to nitrous oxide include: suspected bowel obstruction, pneumothorax,
hypoxia, or the inability to sefidminister
1 Ref er GereraltNausea @ind/or Vomiting (>2 Yo Pediatri@ pr ot ocol , i f n
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Poi son/i nQver dAdel tUndi fferentiated

: Undifferentiated o)

For pediatric see, oPoisoning / Overdose 0 Pediatric

Criteria

1 This protocol is intended for the undifferentiated toxic exposure

o Forasuspectedcarbaononoxi de exposure, see the nGe
Exposurd Suspectedo protocol

o For an opioid overdose, see the nAGener al

o For an organophosphate exposure, see iGe
protocol

o Fors moke inhal ation, s eédCyaftleRosonmd : Smoke
Symptomatico protocol

o For altered mental status, see fNGener al

o If suspected WMnerveagent r ef er t o t

protocol

CFR AND ALL PROVIDER LEVELS

EMT

= =4 -4 -4 -9

1
1
O

Decontamination, as needed
ABCs and vital signs
Airway management and appropriate oxygen therapy

he

fBespactedoN

Determine what and how much was taken, along with the time, if possible

Check blood glucose level, if equipped
o Ref er t eraiHypeglyderGia& Adul t o
For contamination of the

CFR, EMT STOP

Fsiindidatedc o |

s ki

n

or

eyes,

ADVANCED

T
O

Vascular access
ADVANCED STOP

@)
@]

Cardiac monitor

Consider a 12ead ECG, especially if the patit is bradycardic or tachycardic. (Evaluate

for QRS widening or long QT)
Sympathomimetic OD (cocaine/amphetamines):

o Consider midazolam (Versed) 2.5mg IV or 5mg IMmdranasglmay repeat x 1

in 5 minutes
CC STOP

PARAMEDIC

Version23.1

115

refe



For symptomatic patients with:
T Organophosphate poisoning: See the fiGener al
1 Dystonic reaction:
o Diphenhydramine (Benadryl) 50 mg IV or IM
1 Tricyclic antidepressant OD (if tachycardic and wide complex QRS)
o Sodium bicarbonate 1 mEqg/kg IVay 5 minutes until QRS complex normalizes
(< 0.12 sec/ 120 milliseconds / 3 small boxes)

. PARAMEDIC STOP

MEDICAL CONTROL CONSIDERATIONS

1 Calcium channel blocker OD:
o Calcium chloride 1 gram IV slow push over 10 minutes

Key Points/Considerations

1 Dystmic reaction is a reaction to medication resulting in uncontrolled muscle contractions
of the face, neck, or tongue. Extrapyramidal side effects may also include extreme
restlessness and may be treated as a dystonic reaction

Take precautions to assure po®rs do not get exposed

For inhalation exposures, assure patient is moved to fresh air

May approximate sodium bicarbonate doses to the nearest 50 mEq

= =4 =
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Poi son/i n@Qver @dBeédi at rUonodi fferentiat e

CRITERIA

1 This protocol is intended for thendifferentiated toxic exposudd the pediatric patient
o For a suspected carbon monoxide exposur e
Exposurd Suspectedo protocol

o For an opioid overdose, see the nAnGener al
o Foranorganphosphate exposure, see fAGener al
protocol

o For smoke inhalati on, AQaniddgiPGisoniEr al : S mo k
Symptomatico protocol

o For altered mental status, see fnNGener al
o If suspected WMnerveagent r ef er to the fARespactedoN
protocol

CFR AND ALL PROVIDER LEVELS

EMT

ADVANCED

1 Decontamination, as needed
1 ABCs and vital signs
1 Airway management and appropriate oxygen therapy
1 Determine what was taken, when and how mufcpossible
9 Check blood glucose level, if equipped
o Refertothdi Gener al : HPpdghy c e asindipatedt oc ol
f For contamination of the skin or eyes, refe

. CFR, EMT, AND ADVANCED STOP
CcC

9 Cardiac monitor
. CC STOP
PARAMEDIC

1 Vascular access, if indicated (General: Vascular Access)
@ PARAMEDIC STOP

1 CC vascular access
For a symptomatic patient with:
1 Dystonic reaction:
o Diphenhydramine (Benadryl) 1 mg/kg IV v
1 Sympathomimetic ingestion (cocaine/amphetamine):
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o Midazolam (Versed) 0.1 mg/kg IV, IM, amntranasal
1 Calcium channel blocker OD:
o Calcium chloride 20 mg/kg IV

Key Points/Considerations

1 Advise the receiving hospital as soon as possible

1 This protocol includes patients who are unconscious/unresponsive without suspected
trauma or other causes

1 Dystonic reaction is a reaction to medication resulting in uncontrolled muscle contractions

of theface, neck, or tongue. Extrapyramidal side effects may also include extreme

restlessness and may be treated as a dystonic reaction

Take precautions to assure providers do not get exposed

For inhalation exposures, assure patient is moved to fresh air

= =4
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Pos I ntubation M@&Adgkment

No pediatric  protocol Oreferto o0General: Procedural Sedation 0
Pediatric 6

INDICATION
1 For use on standing order, unless otherwise specified, by critical care or paramedic
providers (regardless of R&8ledentialing) in patients who have been intubated

PROCEDURE
1 Elevate the head of the bed when possible to decrease risk of aspiration
1 Continuously monitor capnography and ventilate with a target E6€86-45 mmHg
1 Administer continual analgesia and, iftessary, sedation:
o Fentanyl 100 mcg IV once, and then 50 mcg IV every 5 minutes, as needed
o Midazolam (Versed) up to 5mg IV every 10 minutes, as needed
A May substitute ketamine* up to 100 mg every 5 minutes, as needed
1 Ongoing paralysis is a standing or@MLY for air medical services
o Consider vecuronium up to 10 mg every 30 minutes, as needed, if necessary for
patient or crew safety
A Paralytics are not substitutes for adequate sedation and pain management
A Use of paralytics requires ongoing sedation paid management
1 Continuously monitor ETT placement, including effectiveness of oxygenation and

ventilation
1 Consider placement of an orogastric (OG) tube, if equipped and regionally approved
1T Refer to AResource: Automatic Transport Ven

MEDICAL CONTROL CONSIDERATIONS

1 Additional sedation and/or pain management
1 Consider longerm paralysis with rocuronium or vecuronium, if availa®@lLY if
necessary (e.g. for patient or crew safety)
o Paralytics are not substitutes for adequate sedatiopanananagement
o Use of paralyticsequiresongoing sedation and pain management
o Inadequate response to sedation and pain management may be secondary to
insufficient sedation and/or analgesia

Key Points/Considerations
1 *Ketamine may be administered by paranedics only
1 In cases of inadequate ventilation or oxygenation of the intubated patient, consider the
DOPE mneumonic:
o Displacement
0 Obstruction
o Pneumothorax (tension)
A Patients who are being ventilated (with positive pressure) have an increased
risk of devel@ing a tension pneumothorax
o Equipment failure

Version23.1 119



Procedur al SAd aitl it o n

For pediatric see, OProcedural 8Raditatomi cé

CFR AND ALL PROVIDER LEVELS

EMT

1 ABCs and vital signs
I Airway management and appropriate oxygen therapy

CFR AND EMT STOP

M Vascular access
ADVANCED STOP

@]
‘

1 Cardiac monitor with continuous pulse oximetry and waveform capnography
@ cCcsToP
PARAMEDIC

1 Midazolam (Versed) 2.5 mg IV or 5 mg IM
o May be repeated every 5 minutes, as needed, if SBP > 100 mmHg or MAP > 65
mmHg.
1 Fentanyl 1.5 mcg/kgV, IM, or intranasal
o Fentanyl may be repeated after 5 minutes; maximum total dose of 200 mcg
@ PARAMEDIC STOP

MEDICAL CONTROL CONSIDERATIONS

1 Morphine IV or IM
1 Midazolam (Versed) IV, IM, ointranasal
1 Ketamine* 0.52 mg/kg IV or3-5 mg/kg IM
o Use caution when ordering > 250 mg IM of ketamine after midazolam (Versed)
because apnea may occur
1 Etomidate (Amidate) 0.1 mg/kg IV (if regionally approved)

o Should not be administered more than once
o Note: 0.3 mg/kg IV is the dose typically ezged for induction

Key Points/Considerations

*Ketamine may be administered by paramedics only

This protocol may only be used for intubation upon medical control order
Etomidate is not a required formulary medication and may not be available in all regions
For ease of administration, if clinically appropriate: consider approximating the dose of
fentanyl to the nearest 50 mcg

1 For patients with the following anxiefgroducing or painful procedures including:
o Cardioversion

T
T
1
1
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o0 Transcutaneous pacing
1 Forpostintuba i on s e da General: Bst htabation MaaagdimentAdulto
protocol
1 If additional sedation is required after giving a dose of etomidate (Amidate), midazolam
(Versed) may be used on standing order
1 Utilize waveform capnography with proper samplingequipment for conscious
patients (i.e. nasal prong EtCQ monitoring device)
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Procedur al Pk atiiadm i c

CFR AND ALL PROVIDER LEVELS

EMT

ADVANCED

1 ABCs and vital signs
1 Airway management and appropriate oxygen therapy
CFR, EMT, AND ADVANCED STOP

M Cardiac monitor
@ ccsrtor

PARAMEDIC

1 Vascular access, if indicateRésourcesVascular Access)
@ PARAMEDIC STOP

MEDICAL CONTROL CONSIDERATIONS

CC vascular access

Morphine 0.1 mg/kg IV or IM

Fentanyl 1.5 mcg/kg 1V, IM, orintranasal
Midazolam (Versed) 0.1 mg/kg IV, IM, artranasal
Ketamine* 1 mg/kg IV or IM

Key Points/Considerations

1 *Ketamine may be administered by paramedics only
1 Consult medical control as soon as possible

= =4 -4 -4 -9
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Rapid Sequence I ntadbdul on (RSI)

1 Regioral policy/procedure determines credentialing of paramedics authorized to utilize this
protocol, and any additional directives pertaining to rapid sequence intubation
1 Rapid Sequence Intubation (RSI) may be utilized on standing ordersdefieitive
airway control is necessary in adult andpat i ent 6 s wei ght at | east
1 Above restrictions to standing order do not apply to air medical services

CONTRAINDICATIONS / PRECAUTIONS

1 Patients who cannot be ventilated with a-batyemask (BVM) because of anatomy,
facial/airway trauma, or other reasons

PROCEDURE

1 Position the patient appropriately
1 Attach SaQ@, NIBP, and cardiac monitor
1 Oxygenate via nonebreather mask (NRB) or utilizbagvalve-mask(BVM), as
indicated, while preparing for the procedure
Consider high flow nasal oxygen during intubation (15 LPM via nasal cannula)
Consider use of a Bougie on the initial attempt
Prepare a continuous Etg@evice
Prepare for post intudah management (General: Post Intubation Management)
Assemble and test all basic and advanced airway equipment, including suction
Ready backup airway devices
Draw up appropriate medications
Have a second rescuer assist withernallaryngeal manipulatio(ELM), as indicated
Administer an induction agent: (Select one medication)
o Etomidate (Amidate) 0.3 mg/kg rapid IV push
A Etomidate (Amidate) is dosed on tlo¢al body weight
A May round etomidate (Amidate) dose to the nearest 10 mg for adults (Max
40 mq)
0 Ketaminé 2 mg/kg rapid IV push
A Ketaminé is dosed based on tigeal body weight
A May round to the nearest 50 mg for adults (Max 500 mg)
1 Administer Paralytic: (Select one medication)
o Succinylcholine 1.5 mg/kg rapid IV push
A Succinylcholine is dosed on thetal body weight (Max 200 mg)
A May round succinylcholine dose to the nearest 50 mg for adults
0 Rocuronium 1 mg/kg
A Rocuronium is dosed based on itheal body weight (Max 100 mg)
A May round rocuronium dose to the nearest 20 mg for adults
1 If the intubation is missed (3 attempts maximum) manage the airway and ventilate;
consider inserting an alternative airway device
1 If unable to adequately oxygenateventilate the patient with amther method, perform a
cricothyroidotomy

= =4 -8 _9_9_9_9_2°_-2
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1 Attach continuous EtC&monitor, confirm placement, and secaiavay
T See AGeneral: PostiAduid ubati on Management

MEDICAL CONTROL CONSIDERATIONS

1 RSl in patients weighing < 30 kg
1 RSI when othestanding order criteria are not met

Key Points/Considerations

1 *Ketamine may be administered by paramedics only
1 Contraindications tguccinylcholire:
o Known or suspected hyperkalemia (e.g. crush injuries, rhabdomyolysis, dialysis
patients, severe burns > Bdurs old, preexisting spinal cord injuries, and
neuromuscular disorders, including ALS [amyotrophic lateral sclerosis / Lou
Gehrigbs disease] and MS [multiple scler
o Known history of malignant hyperthermia
1 Consider hyperkalemia in patients who depeVentricular dysrhythmia after
administration of succinylcholine. (General: Hyperkaleimidult, Extremis Ventricular
Fibrillation or Pulseless V. Tachycaadi Adult)
1 Consider time to definitive care when electing to utilize RSI procedure
0 In some casg it may be more beneficial to implement BLS airway interventions
and call ahead so the receiving hospital
arrival
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Sei zudRdul t

For pediatric see, 0 Sei z udrPedsatric 0

CFR AND ALL PROVIDER LEVELS
EMT

1 Airway management and appropriate oxygen therapy
0 Suction the airway as needed
o Position the patient on the side if vomiting
o Do not put anything in the patientdos molt
A Utilize an appropriate airway adjunct, if needederathe seizure has ended
1 Protect the patient from harm
o0 Remove hazards from the patientdos | mmedi
o Avoid unnecessary restraint
1 Check a blood glucose level, if equipped.
o Ifabnormal, refer to tihAelultdi Gemetr@adol Hypogl
1 Ongoing assessment of the effectiveness of breathing
o Refer t o tRespiraforly ArtestaiiieisA d u protacol, if necessary

CFR AND EMT STOP

‘ﬂ Vascular access
ADVANCED STOP

PARAMEDIC

1 Cardiac monitor
1 Midazolam (Versed) 5 mby, IM, or intranasalmay repeat x 1 in 5 minutes
1 Magnesium 4 grams IV over 20 minutes, if patient is pregnant

. CC AND PARAMEDIC STOP

MEDICAL CONTROL CONSIDERATIONS

1 Additional midazolam (Versed) 2i55 mg IV, IM, orintranasal

Key Points/Considerations

1 Seizures secondary to eclampsia in pregnancy occur because of a different mechanism than
typical epileptic seizures
o Preeclampsia is typically described as BP > 140f80Hg with severe headache,
confusion, and/or hyperreflexia in a pregnant patient, or in one who has given birth
within the past month
o Preeclampsia may progress to eclampsia

Version23.1 125



Protect the patient and EMS crew from injury during the seizure
Patients may beooe confused and combative after a seifuré¢he postictal staje
o Protect yourself and the patient
o Obtain law enforcement assistance, if needed
1 Status epilepticus (continuing seizure) is a critical medical emergency. Anticonvulsant
medication should bedaninistered as soon as possible, preferably starting no later-than 5
10 minutesafter the onset of the seizure
f Any EMS provider may assist the patientodos f
rectal diazepam (Valium/Diastat), if availablReSouces Prescribed Medication
Assistance)

E
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Sei zedbkRe dit ri c

CFR AND ALL PROVIDER LEVELS

EMT

1 Airway management and appropriate oxygen therapy
0 Suction the airway as needed
o Position the patient on the side if vomiting
o Do not put anything in the patientdos molt
A Utilize an appropriate airway adjunct, if needed, after the seizure has ended
1 Protect the patient from harm
o0 Remove hazards from the patientdos | mmedi
o Avoid unnecessarsestraint
1 Check a blood glucose level, if equipped.
o Ifabnormal, refer to tihPedaiiGepeoabroHypogl
1 Ongoing assessment of the effectiveness of breathing
o Refer t o tRespiraforly ArtesteaiiieisP e d i grotocol,afo
necessary

O EMT AND ADVANCED STOP

@)
‘

1 Cardiac monitor
1 Midazolam (Versed) 0.1 mg/kg IM amtranasal Maximum dose 5 mg

CC STOP

PARAMEDIC

1 Vascular access, if indicated (General: Vascular Access)
1 If patient continues to seize:
o Midazolam (Versed) 0.1 gikg 1V, IM, orintranasal Maximum dose 5 mg

O PARAMEDIC STOP

MEDICAL CONTROL CONSIDERATIONS

1 CC vascular access
1 Additional Midazolam (Versed) 0-Q.2 mg/kg 1V, IM, orintranasal

Key Points/Considerations
i1 Patients may become confused and combative after a s@izthe postictal staje
o Protect yourself and the patient
o Obtain law enforcement assistance, if needed
i Status epilepticus (continuing seizure) is a critical medical emergency. Anticonvulsant
mediation should be administered as soon as possible, preferably starting no later than 5
10 minutesafter the onset of the seizure
1 Consult medical control, if seizures persist, as soon as possible
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1 Protect the patient and EMS crew from injury during the seizur

f Any EMS provider may assist the patientodos f
rectal di azepam ( Val i ResourDesPaesctibed Medicatioi avai | a

Assistanceo protocol)
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ShockAduli33hock / Hypoperfusi on

For pediatric see, oShock 0 Pediatric: Shock / Sepsis |/ Hypoperfusi
For trauma sedAdaoaBhocKrauma Associated Shocko

Criteria

1 This protocolexcludedraumatic hypovolemia, cardiogenic, and septic shock
o For cardiogenic shocdkiAdubener al : Car di oc
o For septic shock, AGeneral: Severe Sepsi
o For t rShogkinAdult: Trauma Associate8hoclo

CFR AND ALL PROVIDER LEVELS

EMT

1 ABCs and vital signs
1 Airway management and appropriate oxygen therapy
1 Administers uppl ement al oxygen; refer to the MfARes
Airway Management o protocol
1 Facilitate transportation, ongoing assessment, and supportive care
1 Check a blood glucose level, if equipped.
o Ifabnormal, refer to #ahreultdi Gemetr@adol Hypogl
@ crrANDEMTSTOP

ADVANCED

1 Vascular access
1 Normal saline 500 mL bolus, if SBP < 100 mmHg or MAP < 65 mmHg; may repeat up to a
total of 2 L if lung sounds remain clear
0o Goal SBP > 100 mmHg and MAP > 65 mmHg

® ,DvANCED STOP

CcC

PARAMEDIC

1 Cardiac monitor
1 Consider 12ead EC®
1 Normal saline, to a total of 2 L, if there is no concern for pulmonary edema
9 Consider norepinephrine 2 mcg/min, titrated to 20 mcg/min, if needed, after the fluid bolus
is completed
0o Goal SBP >100 mmHg and MAP > 65 rhig

@ Cc AND PARAMEDIC STOP

MEDICAL CONTROL CONSIDERATIONS
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9 Additional normal saline
1 Consider dexamethasone (Decadron) 10 mg PO, IM, or IV

Key Points/Considerations

1 Hypoperfusion is defined as SBP < 100 mmHg, MAP < 65 mmHg with decreased level of
CoNnsciousness.

1 Vitals should be frequently assessed during transport to avoid unnecessary prehospital
overhydration

1 Consider potential causes of hypoperfusion: anaphylaxis, toxic ingestions, cardiac rhythm
disturbances, myocardial infarction, sepsis, €ctppegnancy, ruptured abdominal aortic
aneurysm, adrenal crisis, or others
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ShockAdulSevere Sepsis [/ Septic Sho
For pediatric see, oShock 0 Pediatric: Shock / Sepsis |/ Hypoperfusi

Criteria

Protocol activated for an adult patient wét three of the following:
1 Suspected infection
1 Hypotension (systolic BP < 90 mmHQ@R altered mental status
1 At least two of the following:
o Heartrate > 90
0 Respiratory rate > 26r PaCQ < 32 mmHg
o Temperature > 100.4° F (38° C), if available
0 White blood count > 12@D cells/mnior < 4,000 cells/mrhor > 10% bands, if
available

CFR AND ALL PROVIDER LEVELS

1 ABCs and vital signs, including blood pressure
1 Airway management and high flow oxygemnrebreather mask (NRBas tolerated

1 Ifthe patient has alterede nt al st at General r Af eered MbBoet &l St
protocol

i Attempt to maintain normal body temperature
® crrsToP

EMT

1 Advise the destination hospital that the patient has signs of sepsis/septic shock
i Obtain vital signs, including blood pressufrequently
EMT STOP

ADVANCED

1 Large bore vascular access
1 Normal saline 500 mL bolus, if SBP < 100 mmHg or MAP < 65 mmHg; may repeat up to a
total of 2 L if lung sounds remain clear
o Goal SBP > 100 mmHg and MAP > 65 mmHg
1 Notify the destination hosgit of potential septic shock patient with a verbal report prior to
your arrival

® ADvANCED STOP
CcC

PARAMEDIC

9 Cardiac monitor and continuous pulse oximetry
1 Consider a 12ead ECG
1 Normal saline, to a total of 2 L, if there is no concerrmpidmonary edema
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. CC AND PARAMEDIC STOP

MEDICAL CONTROL CONSIDERATIONS

1 Additional fluid administration
o Patients in septic shock may require boluses of uptd 3or 30cc/kg) prior to
initiating vasopressors, provided there are no contraindicatiorwrig go, such as
renal failure or pulmonary edema
1 Consider norepinephrine 2 mcg/min, titrated to 20 mcg/min, if needed, after the fluid bolus
is completed to maintain MAP > 65 mmHg or SBP >100 mmHg

Key Points/Considerations

1 Focus on rapid identificatioV hydration, and early notification of concern for potential
septic shock patient to destination facility

1 Norepinephrine is enedical control consideratiofor septic shock because the patient
may require additional fluid hydration prior to considenatd a pressor in this case

1 Concern for any new or worsening infection includes reported fever, shaking chills,
diaphoresis, new cough, difficult or less than usual urination, unexplained or newly altered
mental status, flushed skin, pallor, new rash, otting

1 Vitals should be frequently assessed during transport to avoid prehospitalydvation
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ShocRPedi at repbsi s / Shock [/ Hypoper

1 For patients with hypoperfusion because of trauma, bleeding, vomiting, diarrhea, or sepsis

1 For epsis:
o Pediatric patients with suspected infection who are abnormally hot or cold to
touch, and/or have a fever ovi#0.4° F (38° C)or less than 9678 (36° C) and

high heart rate (age dependent) and/or high respiratory rate (age dependent) with:

o Poor perfusion (capillary refill > 3 seconds, decreased perg pulses, distal
extremity hards/feet]coolness and dusky color, agedependenhypotensioh
and/or

need for oxygenand/or

altered mental status (lethargy, irritability)

O O

CFR AND ALL PROVIDER LEVELS

1 ABCs and vital signs, including blood pressure

1 Airway management and give high flow oxygeonrebreather mask (NRBs tolerated
1 If the patient has alterede nt al status, refer to the
1 Attempt to maintain normal body temperature

® crrstoP

EMT
ADVANCED
1 Advisethe destination hospit&rthwith thatthe patient has signs sépsis/septic shock

1 Obtain vital signs, including blood pressuirequently
EMT AND ADVANCED STOP

9 Cardiac monitor
CC STOP

PARAMEDIC

1 Vascular access, if indicated (General: Vascular Access)
T Normal saline 20 mL/k@olus IV (Use normal saline 100 mL bag if patient < 20 kg)
PARAMEDIC STOP

MEDICAL CONTROL CONSIDERATIONS

9 Advanced / CC vascular access
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Key Points/Considerations

)l
)l

T

Consult medical control if you suspect cardiogenic shock

Do not use normal saline 1000 min¢pliter) bags for pediatric patients unless they weigh

O 20 kg

Diagnostic indications for hypoperfusion include: cool / clammy or mottled skin, inability
to recognize parents, restlessness, listlessness, tachycardia, tachypnea, systolic BP <70
mmHg (2 yars and older), or systolic BP < 60 mmHg (less than 2 years old)

Sepsis / septic shock is a litereatening condition in children and must be recognized and
treated as rapidly as possible

Vital sign criteria for defining sepsis:

<lma <l1lyr lyr-11lyr >11yr
0 Tachycardia >180 >180 > 140 >110
o Tachypnea > 60 > 40 > 30 >20
0 Hypotensiom <60 <70 (<70 +2xage)<90

*Blood pressures may be very difficult ebdtain in infantd assure the respiratory rate and
pulse are measured accurately

Communication with the destination hospital is critical so that they can prepare to treat the
child aggressively
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Smoke I nhal a€Cyami de PoéSpopmi aomati c

Applies to adult and pediatric patients

CFR AND ALL PROVIDER LEVELS

1 ABCs and vital signs
1 Oxygen via nofrebreather mask (NRB) at 15 LPM

CFR STOP

EMT

1 Apply a carbon monoxide monitor, if equipped
0 See al so AGener al : C&ustecal prddacel o x i d e
1 If the patient is in respiratory distress or rales are presehthere is neoot in the airway,
consider CPAP* 80 cm HO (if the device delivers 100% oxygen)
o For the adult patient
o For older pediatric patients consider CPAP, as equipmenaléixes if available
and trained

@ cvTsToP

1 Airway management, as appropriate
9 Vascular access
9 Normal saline 500 mL bolus

@ ADVANCED STOP
CcC

PARAMEDIC

1 Cardiac monitor with 12ead ECG, when possible
ADULT: If cardiac or respiratory arresteizing, or SBP < 80 mmHg with signs of
hypoperfusion after exposure to smoke in an enclosed space:
o Hydroxycobalamin (CyanoKit) 5 grams IV over 15 minutes
PEDIATRIC: If cardiac or respiratory arrest:

1 Hydroxycobalamin (CyanoKit) 70 mg/kg IV over 15 mingite
. CC AND PARAMEDIC STOP

MEDICAL CONTROL CONSIDERATIONS

1 Repeat dose hydroxycobalamin (CyanoKit) 5 grams IV over 15 minutes to 2 hours
(depending on clinical condition)

Key Points/Considerations

1 *If equipped and trained

EXPpPoS

1 Hydroxycobalamin (CyanoKit) is nowailable in all ambulances, and may not be available

in all regions. It may be available for response to scenes through County Fire, EMS
Coordinators, or as otherwise regionally established
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1 Although hydroxycobalamin (CyanoKit) may alter subsequent labgrasdues, it is often
not practical to obtain specimens in the field. The risk incurred from altered laboratory
results does not outweigh the risk of withholding hydroxycobalamin (CyanoKit) when it is
indicated

1 Suspect cyanide toxicity in patients who war enclosed spaces during a fire, have soot in
their nares or oropharynx, and exhibit altered mental status

9 Disorientation, confusion, and severe headache are potential indicators of cyanide
poisoning IN THE SETTING of smoke inhalation

1 Hypotension withotiother obvious cause IN THE SETTING of smoke inhalation increases
the likelihood of cyanide poisoningDo not delay transport awaiting a hydroxycobalamin
(CyanoKit); it is available in most EDs

1 For 10 administration, placing a stopcock on the IV tubing &itw use of a syringe to
draw medication from the bottle and inject it into the 10 line

1 BIiPAP may be used in place of CPAP, as training and equipment allow
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Stroke

Applies to adult and pediatric patients

CRITERIA

1 For patients presenting with actiteal neurologic deficits including, but not limited to,
slurred speech, facial droop, and/or unilateral {sided) weakness or paralysis

CFR AND ALL PROVIDER LEVELS

1 ABCs and vital signs
1 Airway management and appropriate oxygen therapy
1 Check a blood gluse level, if equipped.
o Ifabnormal, refer to tihAelultdi Gemetr@adol Hypogl
1 Det er miLaseKnawh ¥elld ; ekabté@methe patient wakast in his or her usual
state of health and/or seen without symptomBy interviewing the patient, family, and
bystanders (this niimgof8yanptamnOndee) ent t han t he

® crrstoP

EMT

1 Perform a neurological exam, includi@gncinnati Stroke Scaleandother regionally
approvedand indicatedtroke scale

1 If time from last known well or time of symptom onset to estimated arrival in the ED will
be less than 3.5 houtsmless otherwise regionally designatedransport the patient to a
NYS DOH Designated Stroke Center, or consult medical control to discuss an apgropria
destination facility

1 Follow any local or regional guidelines for triage of stroke patients to centers with
endovascular capabilities, if available

1 Notify the destination hospital ASAP

91 Do not delay transport

ADVANCED

M Vascular access
@ ADVANCED STOP

CcC

PARAMEDIC

1 Cardiac monitor
1 12-lead ECG when possible
1 Maintain systolic BP > 120 mmHg or MAP > 90 mmHg
If systolic BP > 220 mmHg or diastolic BP > 120 mmHg, contact medical control
CC AND PARAMEDIC STOP
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MEDICAL CONTROL CONSIDERATIONS

1 Metoprolol 5 mg gbw IV push

Key Points/Considerations

1 Make sure to collect family or witness contact information to assist with hospital care
1 Make sure to recortlast Known Well and who reported that information as part of your
verbal report at the hospital and in yourttem documentation
1 ATime of SymptomOnsed i s al so a key piece of informa

Cincinnati Prehospital Stroke Scale:

T Have the patient repeat, fAYou candét teach a
0 Assess for correct use of words and lacklofring

1 Have the patient smile
o Assess for facial droop

1 Have the patient close eyes and hold arms straight out for 10 seconds
0 Assess for arm drift or unequal movement of one side
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Technol ogy Assisted Children

1 Children with special health caneeds requiring technological assistance for life support:

o

o

o

o

Tracheostomy
A Breathing tube in neck
Central venous catheters (tunneled catheter, Broviac catheter, Mediport, PICC)
A Catheters that enter a large (central) vein
CSF shunt (e.g. ventriculoperitonealV-P shunt)
A Internal tube that drains spinal fluid from the brain into the abdomen
Gastrostomy (PEG tube, MIREY®fibut t otabe) or J
A Feeding tube that goes through the abdominal wall
Colostomy or ileostomy
A Bowel connected through abdominal wall émilection of waste in a bag
Ureterostomy or nephrostomy tube
A Connection of the urinary system through the abdominal wall or through the
back for collection of urine in a bag
Foley catheter
A Catheter in urethra to collect urine from the bladder into a bag

CFR AND ALL PROVIDER LEVELS

1 ABCs and vital signs including blood pressure
1 Basic airway management, give high flow oxygeonrebreather mask (NRBif needed
1 Supportive measures (devispecific):

0 Tracheostomy

A If on ventilator and there are respiratory concerns, disconnect and attempt to
ventilate via tracheostomy adapter usatzpgvalve-mask(BVM)

A If tracheostomy tube is fully or partially dislodged, remove it, cover
tracheostomy stoma with an occlusive dimggsand ventilate via mouth and
nose usin@bagvalve-mask(BVM)

Central venous catheters: if catheter is broken or leakiagp (pinch off)

catheter between patient and site of breakage or leakage

Gastrostomy tube or button, ureterostomynephrotomy tube: if tube or button

is fully dislodged, cover the site with an occlusive dressing; if partially dislodged,

tape in place

Gastrostomy, colostomy, ileostomy, or nephrostomy: if stoma site is bleeding,
apply gentle direct pressure with a salimeisened gauze sponge
Foley catheter: if catheter is dislodged, tape in place

® crrstoP

EMT
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CC

PARAMEDIC

1 Notify the destination hospital ASAP and state that the patient has special health care needs
that requires technological assistance (be fpgci
1 Obtain frequent vital signs, including blood pressure

@ EMT, ADVANCED, CC, AND PARAMEDIC STOP

Key Points/Considerations

Listen b the caregivers. They know their child best. Allow them to assist with care.
Inquire about:
o Presence of @Patient Care PlanPCP)

Syndromes/diseases

Devices/medications

Chil débs baseline abilities

Usual vital signs

Symptoms

What is different today

0 Bestway to move the child

f Look for MedicAlerf jewelry, EEmergency Information Ford(EIF), orfiPatient Care
Plard (PCP), or other health care forms, if usual caregiver is not available

1 TakefiEmergency Information Fora(EIF), iPatient Care Plan ( PdC &hgr health
care forms to the hospital with the patient

1 Assess and communicate with the child based on developmental, not chronological, age

9 Take necessary specialized equipment (e.g. patient trach/ventilator padie G

connectors, etc.) to the hospitatimthe patientif possible

E =

O O0OO0OO0OO0Oo
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Traun@ener al

Applies to adult and pediatric patients

Key Points/Considerations

T

= =4

Traumati c arr es tExtrenastOibern to:u sr eDfeeart htoo ptrlod oftc o |
does not meet criteria obvious death as defined in the protocol, refer to the appropriate
cardiac arrest protocol
All other trauma patients meeting CDC criteria for transport to a trauma center go to
closest appropriate trauma center
0 See NATTFfraumaRat i ent Destinationo
Patents with arunmanageableirway: go to the closest hospital, or call for air medical or
other advanced airway assistance while transporting to the closest hospital
o0 An airway doesotnecessarily require the placement of an endotracheal tube to be
adequatly managed
UNSTABLE patients should have transport initiated to the appropriate
hospital/landing zone within 10 minutes of disentanglement/extrication
Notify the receiving facility as early as possible; give a brief description of the mechanism
of injury, status of patient(s), and estimated time of arrival
Tourniquets are approved for use in extremity trauma in New York State GERievel
and above
Hemostatic dressings are approved for use in New York State @FRikevel and above
For spinalmotiong st r i ct i on Tgaumadted p evetse d s&mi rnial I nj
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Amputati on

Applies to adult and pediatric patients

CFR AND ALL PROVIDER LEVELS

EMT
ADVANCED
ccC
PARAMEDIC
T Ref er i mmedTraarmaBll ye etda ntghed fMHe mor r h angieateCcont r ol
1 ABCs and vital signs
1 Elevate and wrap the stump with moist sterile dressings and cover with dry bandage
T Consider spinal mo TraumasS ursepsetcrtiecdt iSgpn ,n arl e fl enrj utr
1 Provide or direct care for amputated part:
0 Moistensterile dressing with sterile saline solution and wrap amputated part
o Place the severed part in a wdight container, such as a sealed plastic bag
o Place this container on ice or cold packs, using caution to avoid freezing the limb
@ Crr,EMT, ADVANCED, CC, AND PARAMEDIC STOP

Key Points/Considerations

1 Distal amputations (those distal to wrist or ankle) do not typically require a trauma center

1 Transport the amputated part with the patient, if possible, but do not delay transport to
searchfor amputated part

91 Consider medical control consultation if there is uncertainty regarding appropriate
destination facility
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Avul sed Toot h

Applies to adult and pediatric patients

1 For permanentteeth only

CFR AND ALL PROVIDER LEVELS

EMT

ADVANCED

CC

PARAMEDIC

= =4 =

= =4 =4 -4

ABCs and vital signs
Hold the tooth by the crown (not the root)

Quickly rinse the tooth with saline before reimplantation, but do not brush off or clean the
tooth of tissue

Remove the clot from the socket; suction the clot, if needed
Reimplant the tooth firmly into its socket with digital pressure

Have the patient hold the tooth in place using gauze and bite pressure
Report to hospital staff that a tooth has been reimplanted

CFR, EMT, ADVANCED, CC, AND PARAMEDIC STOP

Key Points/Con  siderations

T

T

The bestransport mediunfior an avulsed tooth is in the socket, in the appropriate situation
o The best chance for success is when reimplantation occurs within five minutes of
the injury
o If the patient has altered mental status, do not reimplant
o If the patient must be transported in a supine position, do not reimplant
o Do not reimplant if the alveolar bone / gingiva are missing, or if the root is
fractured
o Do not reimplant if the patient is immunosuppressed, or reports having cardiac
issues thatequire antibiotics prior to procedures
If the patient is not a candidate for reimplantation and avulsed a permanent tooth, place the
avulsed tooth in interim storage mediarfimercial tooth preservation med@yfat milk,
pati ent Osaling antl keepaqol. Avaid tap water storage, if possible, but do not
allow the permanent tooth to dry
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Bl eeding / Hemorrhage Contr ol

Applies to adult and pediatric patients

1 This protocol authorizes the use of hemostatic dressings, compresgivesd and
commercially manufactured tourniquets
0 These devices are not mandatory for any agency to stock or carry
1 Junctional tourniquets, wound closure devices, and other hemostatic devices may be used
in accordance with manufacturer instructions, if oegily approved
1 Tactical application of these devices beyond this protocol may be regionally approved

CFR AND ALL PROVIDER LEVELS

EMT

ADVANCED

CC

PARAMEDIC

1 Immediate intervention for severe bleeding:
o Apply pressure directly on the wound with a dressing
A Hemostatic gauze* may be applied with initial direct pressure
A Rolled gauze may be used if hemostatic gauze is not available
A Pack wound and hold pressure
If bleeding soaks through the dressing, apply additional dressings
If bleeding is controlled, apply a pressure dressing to the wound
o If severe bleeding persists through conventional dressings and hemostatic dressing
becomes available, remove all convensibdressings, expose site of bleeding, and
apply hemostatic dressing*
o Cover the dressed site with a pressure bandage

O O

1 Immediate interventiofor uncontrollable bleeding from an extremity
o Place tourniquet-3 inches proximal to the wound
o If bleeding contiues, you may place a second tourniquet proximal to the first, or
above the knee or elbow, if wound is distal to these joints
o Note the time of tourniquet application and location of tourniquet(s)
T Refer ATrauma: Tr dAnchal As 8 oSépSiw/tSeocka Eh o c k
Hypoperfusioin Pedi atri c, 6 and ot her protocols, as

@ CFRANDEMTSTOP

Key Points/Considerations

1 Do not remove a tourniquet that was placed for life threatening bleeding
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o If atourniquet had been placed for apparently-ifenthreateningleeding, the
tourniquet may be released while maintaining the ability to immediately reapply
and otherwise control the hemorrhage should significant bleeding occur

1 These steps are not intended to be used in sequence; interventionsehaldkh using
the best judgement of the EMS professional
1 Hemodialysis access sites may result in life threatening hemorrbaget digital
pressure should be used first followed by tourniquet ONLY in the setting -of life
threatening hemorrhage when athgeans of hemorrhage control have been unsuccessful
1 When extremity bleeding sites cannot be rapidly determined, tourniquets may be placed
fihigh and tighd in accordance with training
Conventional and pressure splints may also be used to control bleeding
Hemostatic dressings* should be used accord
and may require removal of coagulated blood to directly access the source of bleeding
1 If non hemostatic dressings are used for wound packing, manual pressure should b
maintained for 10 minutes before applying a pressure bandage
1 *If equipped and trained
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Bur ns

Applies to adult and pediatric patients

CFR AND ALL PROVIDER LEVELS

1 Stop the burning
1 ABCs and vital signs
1 Airway management and appropriate oxytjegrapy
1 Remove smoldering clothing that is not adhe
1 Remove rings, bracelets, and constricting objects at or distal to burned area, if possible
1 Cover the burn with dry sterile dressings
1 Burns to the eye require copious irrigatiothasnormal saliné® do not delay irrigation
0 Other neutral fluid may be used, if needed, such as tap water
T Consider the potential for ¢ aGebevahCarboonoxi de

Monoxide Exposuré Suspectedo protocol, as indicated
@ crrRsTOP

1 Burns should be covered with dry, sterile dressings
0 Moist sterile dressingsiaybe used to augment pain managenoay if the burn
is O 10 % BSA (body surface area)

@ cvTSsTOP

Vascular access at 2 sitéfspossible (no more than one 1@y severe burns

Normal saline 500 mL bolus

Refertot he A General : TRauht Maomg@eé@®emerial : Pain |
Pediatrico protocol

@® ~DvANCED STOP

= =4 =

CcC

PARAMEDIC

1 Be prepared to intubatd,the patient has signs of airway involvement

1 For eye exposures:
o Tetracaind0.5%) 2 drops in the affected eye for pawvery 3 minutes, as needed
o For chemical exposure to the eyeu may use &organ Len8 for irrigation

CC AND PARAMEDIC STOP

MEDICAL CO NTROL CONSIDERATIONS

1 Additional fluid to maintain perfusion while exercising caution against administering
excessive volume
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Key Points/Considerations

1 Assure scene safety and patient decontamination for chemical burns/HAZMAT exposure
o For liquid chemical brns, flush with copious amount of water or saline, ideally for
a minimum of 20 minutes
o For dry powder burns, brush powder off before flushing
o Use caution to avoid the spread of the contaminant to unaffected areas
Consider other injuries, including cardidgsrhythmias
Consider smoke inhalation and airway burns
o Administer high flow oxygen
o Oxygen saturation readings may be falsely elevated
1 If hazardous material involvement is suspected, immediately notify the destination hospital
to allow for decontamination
T The whol e ar ea @dmpubdgitsjsal% BSA (baalyssurtace arda)
o When considering the total area of a burn, DO NOT count first degree burns
1 Burns > 10% arenlyto be dressed wittiry simple sterile dressings once the burning
process has stopped
o Hypothermia is a significant concern in these patients

Transportation Considerations

1 Burns associated with trauma should go to the closest appropriate trauma center
9 Consider direct transport toburn center in discussion with medical control

= =4
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Chest Tr auma

Applies to adult and pediatric patients

CFR AND ALL PROVIDER LEVELS

EMT

1 ABCs and vital signs

1 Airway management and appropriate oxygen therapy

1 If there is asucking chest wound, covetith occlusive dressing; if dyspnea increases,
release the dressing, momentarily, during exhalation

0 A sucking chest wound occurs when air passes through a wound in the chest wall
when the patient breaths in

Contact the receiving hospital as soon as passibl
CFR AND EMT STOP

Q.

1 Vascular access; use the side opposite of the injury if possible
T Normal saline administration
Hypovol emiad protocol

1 If the patient is in cardiac arrest, proceed with bikdteeedle chest decompression and
refer to appropriate arrest protocol*

. ADVANCED STOP

1 If the patient is not in cardiac arrest, contact medical control for consideration of needle
chest decompression if there is concern for a tensienmothorax

CC STOP

PARAMEDIC

1 Needle decompression if signs and symptoms of tension pneumothorax, including
hemodynamic compromise

PARAMEDIC STOP

MEDICAL CONTROL CONSIDERATIONS

1 If patient has signs and symptoms consistent with tension pneumotho2x AN
hemodynamic compromise, consider needle chest decompression for Advanced

Key Points/Considerations

1 Signs and symptoms of a tension pneumothorax include absent lung sounds on one side,
extreme dyspnea, AND hemodynamic compromise (may also include jugirar
distention, cyanosis, and tracheal deviation)

1 May repeat chest decompression if tension pneumothorax recurs

, per the ATrau
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If resuscitating a patient in traumatic arrest, consider bilateral chest decompression
Hemodynamic compromise: hypotension, narrowed pulssymesand tachycardia

Thoracic decompression is a serious medical interventiomidmatequire a chest tuba

the hospital

CQI review may be required by regional procedure

Thoracic decompression should only (dwe perfo
for adults)

1 *Advanced EMTs in tactical EMS may be trained and equipped for decompression, but the
agency must be approved by the REMAC

= =4 =

= =
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Crush I npAdulets
Standing orders apply to adults only

CFR AND ALL PROVIDER LEVELS

EMT

ABCs and vital signswery 5 minutes, if practical

Airway management and appropriate oxygen therapy

Consider EMS physician response, if available, or early physician consultation for
prolonged entrapment

CFR AND EMT STOP

= =4 =4

Vascular access, ideally at 2 sites (more than one 10)
Normal saline 1 liter IV bolus
Refer to the fGenmnieAdultd : p rPati mc dMa,n aaggse memdi cat e

ADVANCED STOP

9 Cardiac monitor, if possible, with d2ad ECG repeated at 30 minute intervals
@® ccstop

PARAMEDIC

1 If onecomplete extremity is crushed > 2 hours, or 2 extremities are crushed >1 hour:
o Sodium bicarbonate 50 mEq IV slow push every 30 minutes
A In addition, one minute prior to extrication: Sodium bicarbonate 50 mEq IV

@ PrARAMEDIC STOP

MEDICAL CONTROL CONSIDERATIONS

1 If hyperkalemia is suspected and ECG changes, calcium chloride 1 gram IV (over 5
minutes). Repeat in 10 minutes, if there is no resolution of the ECG changes

1 Albuterol via nebulizer

1 Consider application of a tourniquet for prolonged entrapment placgddsasas possible
to the crush injury prior to the release of the extremity

Key Points/Considerations

1 Consider EMS physician response to the scene, if prolonged extrication is anticipated

1 Flush 50 mLnormal sahe in IV betweercalcium chloride andodium bicarbonate

1 Hyperkalemia is indicated by PVCs, peakeddves, or widened QRS complexes

1 After extrication, immobilize the extremity and apply cold therapy; do not elevate the
extremity

. = =4 =4
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Eye I njuries

Applies to adult and pediatric patients

CFR AND ALL PROVIDER LEVELS

EMT

ABCs and vital signs
Airway management and appropriate oxygen therapy
Stabilize (or limit movement of) any object lodged in the eye, and cover both eyes to
prevent consensual movement

T I'f the eye is cont anBurantseod,p rroetfoecrolt o t he
O CFR AND EMT STOP

= =4 =4

ADVANCED

CcC

PARAMEDIC

1 Vascular access, if needed
T Refer to the fAiGeneral: Pain Managemento
. ADVANCED, CC, AND PARAMEDIC STOP

Key Points/Considerations

1 Do not put any pressure on the eye wbewvering with a shield or patch
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Muscul oskel et al Tr auma

Applies to adult and pediatric patients

CFR AND ALL PROVIDER LEVELS

ABCs and vital signs

Consider spinal motion restriction

Ref er I mme dlraaurhadBll ye etda ntghd fMHe mor r lasimgdeateGont r ol
Manually stabilize the extremity above and below the injury

Evaluate distal pulse, motor, and sensory function

Expose injured area

Apply cold packs or ice, as available

=4 =4 =4 -8 -8 _-9 -9

O

CFR STOP

CcC

PARAMEDIC

1 If the distal extremity is cyanatjor lacks a pulsegr if a long bone is severely deformed,
align the extremity by applying gentle manual traction prior to splinting
1 Apply a splint, and reassess the distal pulse, motor, and sensory function
o Traction splinting may be indicated if there is a #thiggh injury, and no suspected
injury to the pelvis, knee, lower leg, or ankle on the same side (depending on
particular device)
o Traction splint may be used for suspected proximal femur frachlyaf
manufacturer approved
o The traction splint may not be applied if the injury is close to the knee, associated
with amputation, or near an avulsion with bone separation
Stabilize the pelvis if the patient has a potential unstable pelvic fracture
Continue ogoing assessment of vital signs and distal pulse, motor, and sensory function
Considefi Gener al : PaliiAd uMa na goa mefinGe n e riaPle:d i Paatirni chMa
protocolas your level of training allowss indicated

= =4 =

@ EMT, ADVANCED, CC, AND PARAMEDIC STOP

Key Points/Considerations

1 Consider any open wound near a suspected bone injury site to be the result of bone
protrusion

1 Physical examination for unstable pelvis fractures is unreliable and stabilization of the
pelvis is indicated based on the mechangd injury
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Patell a Dislocati on

Applies to adult and pediatric patients

1 For isolated, clinically obvious, medial or lateral dislocation of the patella
1T May be described as fiknee went outo
1 Intraarticular and superior dislocations are not reducibtee prehospital environment

CFR AND ALL PROVIDER LEVELS

1 ABCs and vital signs

1 Airway management and appropriate oxygen therapy

1 Address hemorrhage and other, more serious injuries first (if there are other serious
injuries, this protocol does napply)

® crrsTOP

EMT

ADVANCED

CcC

PARAMEDIC

1 Obvious medial or lateral patella dislocation
o If unsure or ibody habitus (e.g. large body build or obesity) precladesirate
assessmenitnmobilize in position found
1 Gradually extend the knee while,tae same time, a second provider applies pressure on
the patella towards the midline of the knee
When straightconsider placinghe entire knee joint in a knee immobilizer or splint
Considemi Gener al : PaiiAd uMa na goamefinGe n e riaPle:d i Paatirni chMa
protocolas your level of training allowss indicated

= =4

@ EMT, ADVANCED, CC, AND PARAMEDIC STOP

Key Points/Considerations

1 Some increased pain may occur during reduction

1 If there is severe increased pain or resistance, stop and splinpiositien found

1 Patient usually feel significantly better after reduction, but they still need transport to a
hospital for further evaluation and possible treatment
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ShockAdulTtrauma Assofhatkd
For pediatric see, oShock - Pediatric: Sepsis/S hock / Hypoperfusi ol

CFR AND ALL PROVIDER LEVELS

EMT

1 ABCs and vital signs

1 Airway management and appropriate oxygen therapy

1 Position the patient in a supine position if possible (e.g. no evidence of pulmonary edema)
@ CFRANDEMTSTOP

@)
‘

1 Vascular access
If COMPENSATED SHOCK{Sy st ol i ¢ BP O 100 mmHg, MAP 065
1 Normal saline, one (1) liter, then 500 mL/hour
IF DECOMPENSATED SHOCK:
1 Normal saline 500 mL bolus, if SBP < 100 mmHg or MAP < 65 mmHg; may repeat up to a
total of 2 L if lung soundsemain clear
o Goal Systolic BP O 100 mmHg, MAP 065
@ ADVANCED and CC STOP

PARAMEDIC

IF DECOMPENSATED SHOCK:
1 Blood* - transfuse 1 unit Type ©)(blood per protocol
1 Tranexamic Acid (TXA) 1gm in 100ml over 10 minutes
(While moving to the hospital or Lidnless patient is entrapped
@ PARAMEDIC STOP

MEDICAL CONTROL CONSIDERATIONS

Additional normal saline

Blood* administration in patients not defined in this protocol

TXA administration in patients not defined in this protocske educational document
Norepinephrine 2 mcg/min, titrated to 20 mcg/min, if needed after fluid bolus is completed,

to maintain Systolic BP O 100 mmHg, MAP 065

1
il
il
il

Key Points/Considerations

COMPENSATED SHOCK in trauma is defined as significant mechanism of injury AND
tachypnea, tachycad i a , pallor, or restlessness, AND
mmHg

DECOMPENSATED SHOCK is defined as clinical picture of shock AND systolic BP < 100
mmHg, MAP < 65 mmHg
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1 Afalling BP is a LATE sign of shock
T Contact the recei vtirngurhao seplidratld ecaallly, wgitwi m
the mechanism of injury, status of the patient, and estimated time of arrival
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Suspected Spinal |l njuries

Applies to adult and pediatric patients

Does the patiehmeet Adult/Pediatric Major Trauma Criteria YES
with a BLUNT mechanism of injury?

NO
If the patient does not meet Major Trauma Criteria for Spine injury
Blunt Mechanismand/or does for Penetrating should be suspected
Mechanismdoes the patient have any of fbowing: YES and the patient
9 Altered mental statuis associated with traunia should be placed in a
for any reason including possible intoxication properly fitted
from alcohol or drugs (GCS<15) cer_vlcal collar and
. : . spinal movement
I Complaint of neck and/or spine pain or

minimized

tenderness
I Weakness, tingling or numbness of the trunk or
extremities at any time since the injury
1 Deformity of the spine not present prior to the
incident
9 Painful distracting injury or circumstance(, _ _
anything producing an unreliable physical exa Patients without
o . . . : any of the above
1 High risk mechanism of injury associated with

. NO findings may be
unstable spial injuries include, but are not transported without

limited to: > the use of a cervical
i Axial load (diving injury, spesatackle) collar or any other
i High speed motorized vehicle crashes means to restrict
roll over spinal motion

I Pedestrian or bicyclist struck/collision
I Falls >3 feet/ 5 |steps or patientds height

Key Points/Considerations

1 Spinal movement can be minimized by application of a properly fitting rigid cervical collar

and securing the patient to the EMS stretcher

The head of the stretcher should not be elevated by more than 30 degrees

When spinal motiomestriction has been initiated and a higher level of care arrives, patients

may be reassessed for spinal injury (per this protocol)

1 When possible, the highest level of care on scene will determine if spinal motion restriction
is to be used or discontinuézbllar removed, etc.)

T
1
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1 A long spine board is one of multiple modalities that can be used to minimize spinal

movement. Electing not to use a long spine board will not constitute a deviation from the
standard of care.

1 Long spine boards do not have a roléramspoting patients between facilities
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Trauma Patient Destinati on

Applies to adult and pediatric patients
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