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INTRODUCTION

The following protocols have been developed to provide standardized guidelines for patient parédalar

critical situatins. In some circumstanciégs necessary to abbreviate or shorten terms to provide the most
concise set of guidelines possible. When "ALS" appears in this document, we refer to Parame@iy (EMT
procedures, care, or transpoass outlined by the Emergency Medical Services Branch, Fire and Building Safety
Division of the Indiana Department of Homeland Security. When "BLS" appeatrs in this document, we refer to
Basic Emergency Medical Technician (BYIprocedures, care, or trapasrt as defined by the Emergency

Medical Services Branch, Fire and Building Safety Division of the Indiana Department of Homeland Security.
Throughout this document the terms "guidelines”, "protocols”, and "directives” may be used interchangeably.
Advancel Emergency Medical Technician (AEMT) is considered to be an ALS provider and may provide patient
care to their full scope of practice as defined by the Emergency Medical Services Branch, Fire and Building
Safety Division of the Indiana Department of Hoamel Security.

The following protocols are guidelines to be used in patient care management. These medical guidelines are
not intended to be alinclusive and may not necessarily have covered every situation which may be
encountered by the Paramedic/EMThese guidelines are not meant to serve as a teaching tool, but are
written with the understanding that the EMT or Paramedic knows how to perform the procedures. If there are
references to procedures, medications, or conditions to which the ParamediceEMT familiar, it is his/her
responsibility to attain the appropriate guidance and/or education prior to performing such procedures or
using such medications.

The protocols are designed to guide the Paramedic/EMT through the continuity of care fauttb&hospital
patient. ALS procedures are contained within the same protocol as the BLS procedures. This is intended to
allow both the EMT and Paramedic to understand where ALS intervention is involved as part of the team of
out-of-hospital care provides and where ALS intervention may be necessary in th@bhospital care. Some
protocols are specific to ALS care as the treatment provided to the patient evolves beyond the BLS level of
care.

The protocols are to provide guidelines in the treatment of patients of all ages. Where necessary, protocols
unique for specific ages those ages are noted. For the purposes of these proancathylt is over the age of

15 years, a child is ages 1 toyiars an infant is 1 month to 1 year, and a newborn is from time of delivery up
to 28 days (less than 1 month). When certain procedures are contrary to these ages, they are noted in the
specific protocol.

Written protocols are not a substitute for direphysician orders and will always be superseded bgaemne
EMS Medical Directors/Fellows or-ine medical control. As with all aspects of health care, these patient
care protocols should be considered dynamic and will thus be continually evolving.

The Operational Guidelines Section contains guidelines for all affiliates.

These protocols are reviewed and affirmed or revised annually.

These protocols are to be used by all affiliates. Except where indicated, affiliating agencies may not alter,
add to or delete any portion of these protocols without written permission from their Medical Director.
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Operations
PHILOSOPHY

TheGood Samaritan HospitAdvanced and Basic Life Support Protocats designed to allow pre
hospital care to begin immediately upon arrival of EMS personnel. If the advanced life support
provider believes it is appropriate to provide ALS treatment beyond the contents of these protocols,
the provider must establish eline medical control and receive orders for such additional care.

wSFEATAY3 GKIFIG SFEOK LI GASydUa LINBaSydalFridAazy Aa dzya
patient's needs. EMS personnel should take the time for an appropriate and azassgssment.

Most patients will tell the provider what is wrong with them. EMS personnel should take the time to

listen. All patients require initial and egoing assessments. Making the assumption that everything

is abnormal until proven normal by @x will minimize errors. Communication with the physician or

nursing staff as a consult is encouraged. It is all right not to know everything. It is unacceptable not

to ask questions. When specifically noted, communication is mandatory for mediazliatire

Medical control means interaction with a physician either through direct communication or via a

nurse or paramedic who has questioned a physician regarding the requested order.

The sequence of care outlined may vary according to the patient'stimmdnd the resources

available. Documentation in the patient care report of decisions made is requi® providersan
accept reasonable and appropriate orders from physicians. They can also refuse orders which do not
seem right for the situation. THEMS providers the individual assessing the patient and further
discussion can always occur.

Incident reports byeceiving facilities or by thEMS provideshould be viewed as quality assurance
issues not punishment. Growth and improvement can occur only with a continuous examination of
this system and its needs. Concerns and issues that are not directly relgiatigot care should be
documented via an incident report. Patient care reports should be reserved for patient care
documentation only.

It is the goal of th&sood Samaritan HospitAkdvanced and Basic Life Support System to provide the
best possible a@ to all patients. The paramedics and EMTs within this system should view
themselves as responsible professionals committed to others through service and example. Through
their dedication, knowledge, and essential prehospital patient management, thenpatchances for

a positive outcome can only be enhanced.
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Operations
GENERAL GUIDELINES

9 Affiliating services, departments, and agencies may not alter any portion of these protocols
without written permission from the Medical Director.

9 Theseprotocols are not intended todall-inclusive and may not have covered every situation
potentially encountered by EMS personnéin ontline ED physician must order any other skills or
therapies and the EMS provider must have been trained in the skiiboapy.

9 This is NOmeant to bea teaching tool. EMS personnel are expected to know how to perform
the therapies and procedures. If an EMT or Paramedic is unfamiliar with any condition,
treatment, medication, skill, or procedure contained herein, i i& I G A Y RA @A RdzZl £ Qa NBa
seek the needed education.

T hyOS O2yidl Ot Aa YIRS gAGK | LI GASYylGs GKS LI GASY
one of the following occurs:
o0 Care is transferred to receiving facility staff
o0 Care is transfead to anappropriate level healthcare provider
0 The patient is deemed newiable
o A valid Signature of Release (refusal of transport) is obtained

9 Transfer of care at the receiving facility is not complete until a verbal report is githe to
medical cargrovider. Itis also required that a written patient care reportdubdmitted to the
ED stafunless the EMS provider is sent on an emergency response. When this occurs, the
written patient care report must be made available as promptly as possible.

1 Throughout these protocols unless otiveise specified, adult is over }&ars old, chd is 1 to 15
years oldjnfant is 1 month to 1 year of agand newborn is birth to 1 month old.

1 Throughout these protocols, interventions are didtbycertification level BLS (EMT) personnel
may only provide therapies listed B& Sand Paramedics may provide all therapies listed. When
appropriate, the Paramedic may elect to provide a Paramedic level intervention instead of an
EMT level interventioni.g. ¢ Endotracheal intubation instead of placing a ngsualized airway).

9 Cases of suspected abuse must be reported according to law.
0 1-800-800-5556 is the Indiana Child Abuse and Neglect Hotline
0 1-800-992-6978 is the Indiana Adult Protective Servitkesline

1 Inthe event of the death of a child less than 1 year of age the Sudden Unexpected Infant Death
(SUID) fornfavailable herénttps://www.cdc.gov/sids/pdf/suidireportingform-508.pdf) will be
filled out and faxed tahe countycoroneiQ office

1 Anywhere throughout this protocol manual where medications are to be administered at the BLS
or the ALS level, it is required that the medication be verified pri@dmministration.
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Operations

COMMUNICATIONS AND ORDERS

A. Establish communications with the intended receiving hospital when:

1.
2.
3.
4.

t I GASydiQa O2yRAGAZ2Y Aa dzyaidlofsS
Patient requires specialized care

Requesting orders

Consulting MD regarding a refusaltatnsport

B. Radio or phone report should be briefdgenerally follow this guideline:

©CoOoNOOr~WDE

State the reason for the report

{GFGS LI GASydiQa +3S FyR ISYRSNJ

State general condition / chief complaint

Give pertinent history, medications, and allergies

Statevital signs and pertinent assessment findings

ECG rhythm interpretation and presence of ST elevation (when appropriate)
List treatment performed or in progress and clinical changes with treatment
Give ETA

Request orders (when appropriate)

Note: Patient nmes are not to be given over the ragliatient initials and/or last 4 digits
of social security number are permissible if requested by receiving facility

C. Repeat any orders received exactly as heard for confirmation.

D.LTZX

ol aSR dzLlRy hikgStheorigrs réddhRdbke Spddimie arid/Nd A

dangerous, questiothe orders three times then verdglrefuse to act. Continue to treat the
patient according to these protocols.

E. Ifanorder for therapy is denied and the EMS provider believes it tlifébsaving, verbally
request it three times.The EMS provider mdkien contacttheir supervising aispitalfor further
instructions. Continue to treat the patient accordingappropriateprotocols.

An incident of refusal of orders must be brought to the attention of the
appropriate leader at the service, agency, or department and the Medical

Director within 48 hours.
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Operations
VERIFICATION OF MEDICAL PERSONNEL SGENHE

A. The EMS provider is operating under the@lzZLJS NJBA aA 2y 2F AaYSRAOIf O2Yy (NPt
defined as the Medical Director or an-tine ED physician.

B. In general, on scene physicians will be courteously dissuadeddasticipating in patient care.

C. This and sectionsCand D donotapplydt | ISy Oé Q& 9 a{). ThePaamédicbn 5 A NB O
the scene with the patient will have medical casitof the patient exceptvhen:

1. A physician identifies him/herself as a physician and can peédustate of Indiana
Professioal Licensing Agency licerand is willing to assume in aalvce ALL medical and
legal responsibilities for the patient. The physician:

a. Must be willing to sign the run sheet for all orders given.

b. Must be willing to sign a required providgresific form (when applicable)

c. Must makeradio or telephone contact with the emergencygietment
physician at theeceiving facility and be willing to accompany the patient to the
hospitalin the ambulance.

2. The paramedic feels the physician may be helpful in renderérg to the patientvithin
the scope of the ALS protocols orhietphysician possesses spekiadwledge about the
patient or can perform special skills the patient may need.

D. If the physician requests an intervention that according to psgital standards of cares
inappropriate or detrimental to the patient, the paramedidiireat the patient awutlined by
the appropriate protocols The paramedic withen refer the onscenephysician to the physician
at the receiving hospital.

E. At notime should lifesaving medical care be delayed in orderdtablish identities amedical
control. Itis the responsibility of the paramedic to ingle appropriate medicatare ASAP.
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Operations

ALS AND BLS TEAM APPROACH

The EMS provider with the tigst level of certification is responsible for the initial assessment of
all patientsunless the number of patients the severity of injuries makdhis impossible.

. In the event of amon-transport fefusalor nonviability), the EMS provider with the highest level

of certification is responsible for the assessment and documentation unless the number of
patients and the severity of injurieaakethis impossible.

. In situations where BLS crew has requestagaramedidor asgstance andhe paramedic feels

BLS transport is indicated, the paramedic will continue to assist the BLS crew throughout the
transport.

Patient care may be delegated from the Paramedic to the EMT under the following conditions:
1. The patient istable and does not meet any of the criteria for ALS transport listed below.

The Paramedic fully informs the EMT of assessment findings and anticipated patient needs.

2

3. The EMT is comfortable with accepting responsibility for treatment and transport.

4. The patent has not received any ALS treatment (¢ &/ therapy, intubation, etc.)

5. The Paramedic fully documents assessment findings and treatment up to the point of
delegation of patient care to the EMT.

following conditions. If the BLS crew is able to deliver the patient to an emergency
department in less time than it would take for the ALS crew to make contact, the
BLS crew should complete transport. Waiting for ALS to arrive should not cause

ALS treatment and transport is indicated if the patient has one or more of the

delays in transporting the patient.

= =4 =

=A =4 =4 =8 -8 =9

Shortness of breath or acute dyspnea 1 OBat>20 weeks with contractions and:
Chest pairor anginal equivalent *  Evidence of meconium staining
New onset altered level of or
consciousness *  Vaginal Bleeding
Uncontrollable bleeding 1 Childbirth prior to 38 weeks gestation
Unconsciousness 1 Syncope or neasyncope
Seizures 1 Symptomationith abnormal vital signs
Patient meets Trauma Alert Criteria T!ye dzy OSNIFAyGe |0 2dzi
Patient meets Medical Alert Criteria status

Shock signs/symptoms (unstable

patient)

* 'ye GAYS (GKS 9a{ LINPOARSNI 6StAS@Sa GKS

treatment and care.
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Operations
TRANSPORTATIMNESTINATION

A. A patient is anyone who has either requested an ambulance or has had an ambulance requested
for them. All patients who have activated the EMS system will be transported to a hospital
campuswith EMS radio communication capabilitiesless patient refusesansport. 6 { SS- ab 2y
¢NF YAaLRNISR tIGASYGED

B.tFdASyGa gAftft 0S5 NIy aLR NIwBeR theirzonditignds stablelandS y i Q a
they do not meet a special needs situatioMheEMS provideis responsible for imfrming the
patient that transportto a specific hospital may be better for their specific medical situation.

C. If there is an immediateireatto loss of life or limb, th&MS providemay use their judgment
and transport the patient to the nearest or most appropriate fi@cilTheEMS providewill advise
the patient and the family of this decision. TE®IS providewill make every efforto explain the
rationale behind the decision.

D. Inthe interest of safety and well being flaBMS providergatients, and communitynembers, it is
realized that red lights and sirens mustied appropriately whetransporting to the hospital.
If, in thejudgment of theEMS providerthere is a "time critical" threat to life or limb, red lights
and sirens are appropriate.
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Operations
NONTRANSPORTED PATIENT

A. Transportation of the patient for additional evaluation and care should always be the goal of EMS
LINE A RSNAR NB3IFNRfSaa 2F GKS FOdzAde 2F GKS LI GASYydGcC
refusing transportation, the EMS providerwillenli&t$ AR 2F (GKS LI GASydiQa FTNRS
present to encourage the patient to agree to additional treatment and transportation. Any fears or
concerns the patient might have should be discussed.
B. Medical controimustbe consulted when a pagnt is refusing transport and any of the following applies:
1. Patient has an abnormal mental status, indicated by:
a. Slurred or abnormal speech
b. Disorientation to person, place, or time
c. Inappropriate or irrational thinking
2. Patientis less than 1 year old.
3. There are any historical data, symptoms, or signs suggestive of a potentially life
threatening illness or injury.
4. t L GASyld R2Sa y2id KI@S | 00Saa G2 | LK2YyS 2N a
care if needed.
C. When Medical Control isontacted the physician will be apprised of the situatiand whether the SOR is
againsti KS 9 a{ LJSN& 2y Y. The@hysicias WIRbO asked forRegoin@éhdations, and may
a1l G2 aLlsSrkr{ RANBOGfe G2 GKS LI GASYyido® ¢KS 9a{ LI
recommendations on the patient care report of the Refusal of Transport or SighatReledse form.
D. ¢2 I O0SLIi GKS LI GASyiQa RSOAaAz2y vy Followingnusidd OSA @S 1
performed:
1. ¢KS LI GASyd 2N GwBrmdadr GASy G Qa 3Idza NRAIFY Aa
a. That transport is indicated for further evaluation and care by an eyaacy
department physician.
b. That the patient has not been evaluated by a physician.
c. That significant medical problems may exist and that these potential problems
cannot be fully described at this time, but may possibly lead to significant
disability or een death.
d. To seek followup medical care as soon as possible.
e. That 911 may be called at any time should they change their mind and wish to be
transported to a hospital emergency department.
2. The patient is asked if they understand the risks in refusinpéunnedical care, and
additional explanation is provided as needed.
3. The refusal form is signed by the patient or their guardian after they read (or have read to
them) the statement of refusal.
4. A complete patient care report with all assessment findings and vital signs must be
completedby-the-highest-medical-autherity-on-sceimeaddition to the refusatpecific
documentation.
E. Inthe event the patient is less than 18 years old, these persondakayesponsibility for the child:
1. Parent or legal guardian
2. Individual in loco parentisomeone who assumes the duties and responsibilities in place
of a parent, e.g., grandparent, aunt, uncle, babysitter, principal, police officer) if:
a. There is no pardror legal guardian present; or
b. The parent or legal guardian is not reasonably present or declines to act; or
c. The existence of the parent or legal guardian is unknown to the health care
provider.
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3. Adult sibling of the minor if:
a. There is no parentegal guardian, or individual in loco parentis present; or
b. The parent, legal guardian, or individual in loco parentis is not reasonably present
or declines to act; or
c. The existence of the parent, legal guardian, or individual in loco parentis is
unknown tothe health care provider.
4. The minor patient if there is compelling evidence of emancipation as defined under
Indiana Code 186-1-3(a)(2)(AXE):
a. Atleast 14years of age; and
b. Not dependent on a parent for support; and
c. [AGAY 3 I LI NI ¥F Nokfrom &Sndivdhaig 16D garehtis; Al v
Lalylr3ay3a GKS YAy2NDRa 26y | FFFEANBT 2NJ
ii. Is or has been married; or
ii. Is inthe military service of the United States; or
iv. Is authorized to consent to health care by any other statute.
F. If the patient is aninor and none of the above can be contacted, the patient should be transported
to the closest, most appropriate facility.
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Operations
SAFE TRANSPORT OF PEDIATRIC PATIENTS

F. These guidelines apply to every EMS response resulting in the need to trapsgdiatric patients
and require the use of a safety seat or restraint (as defined below). Pediatric patients that do not
require a child safety seat or restraint should be transported following the same procedure as
adult patients.
PYEA1LS 20KSNJ aAlddzr GA2yas OK2AO0S 2F &l FSideé& NBal
Therefore, for the purposes of this protocol, child specific safety seats or restraints are required
until the child has reached adult size by provider judgn{ésta general guide, greater than 5 feet
tall and 100 Ibs. ).

G. These guidelines offer recommendations, as published by NHTSA, for the transportation of
children in five (5) different possible situations:

1. A child who is not injured or ill.

2. Anill or injued child whose condition does not require continuous and/or intensive
medical monitoring/intervention.

3. Anill orinjured child who does require continuous and/or intensive
monitoring/intervention.

4. A child whose condition requires spinal motion restrictaord/or lying flat.

5. A child or children who require transport as part of a multiple patient transport (newborn
with mother, multiple children, etc.).

H. General Guidelines
1. Each agency is responsible for providing child restraint options that are compatible wi
their transporting vehicles. These guidelines do not comprehensively cover all possible
situations and EMS provider judgment should be used if a situation is presented that is
not addressed below.

2. ¢KS OKAfRQa |3S | YR ¢ SAdrfning anfappfopriatédréstrad® y & A RS N
system. Child seat models offer a wide range of age/weight limits, so each individual
device must be evaluated to determine the appropriateness of use.

3. ¢KS OKAfRQa 2g¢y al ¥Sde &SI i Hasbeahi®lvddMBE FSNNSR
a motor vehicle crash, cannot be safely secured in the vehicle or the child needs care and
monitoring that cannot be delivered with the child in the car seat.

i. With the exception of a minor vehicle crash (éigF S YORSS/NRISNE 0 X | @2 A R dz
0KS OKAftRQa 2¢y al¥Sae asSra AF (GKS a
| 26 SOSNE dzaAy3d GKS OKAfRQA 2¢6y aSt i
systems are available and the seat shows no visible damage/defect.

4. Transportation of a child in any of the following ways is NEVER appropriate:

i. Unrestrained,;

i. hy | LI NBYyidk3dzZ NRAFYk2(GKSNJ OF NB3IAQGSNDRa €I

iii. Using only horizontal stretcher straps, if the child does not fit accordirgtio
Y|y dzF | OpedfiddidwdXar préper restraint of patients;

iv. On the multioccupant bench seat or any seat perpendicular to the forward
motion of the vehicle, even if the child is in a child safety seat.

D. Situation Guidelines:

Pagel8 of 139



*|deal transport method is ibold & higHighted, with acceptable alternatives listed.
1. The uninjured/not ill child shall be transported:

a. In avehicle other than a ground ambulance using a properly installed,-size
appropriate child restraint system.

b. In a sizeappropriate child seat properinstaled in the front passenger seat of
the ambulance with the airbags off or in another forwdatting seat.

c. In a sizeappropriate child seat properinstalled on the reafacing EMS
LINE A RSNDa asSlkido

d. Consider delaying the transport of the child (ensuring appate adult
supervision) until additional vehicles are available without compromising other
patients on the scene. Consult medical direction/operations.

2. The ill/injured child not requiring continuous intensive monitoring/interventions, shall be
transported:

a. In a sizeappropriate child restraint system secured appropriately on the cot.

b. LY GKS 9a{ LINEJA RSN a-apprBpridie rast@intlsysterh. y Q& OK |

c. On the cot using three horizontal straps (chest, waist, knees) and one vertical
restraint across each shoulder (X formation).

3. The ill/injured child whose condition requires continuous intensive monitoring or
intervention, shall be transported:

a. In a sizeappropriate child restraint system secured appropriately to cot.

b. On the cot usinghree horizontal straps (chest, waist, knees) and one vertical
restraint across each shoulder (X formation). If assessment/intervention requires
the removing of restraint strap(s), restraints should beseeured as quickly as
possible.

4. The ill/injured cHid who requires SMR or lying flat, shall be transported:

a. Secured to a sizappropriate LBB, then secure the LBB to the cot, head first,
with a tether at the foot (if possible) to prevent forward movement, and three
horizontal restraints (chest, waist, ankinees) and a vertical restraint across
each shoulder (X formation).

b. Secured to a standard LBB with padding added as needed and secure using the
strap configuration listed above.

5. The child or children requiring transport as part of a multiple patient transp

a. If possible, for multiple patients, transport each as a single patient according to
the guidance provided for situations 1 through 4. For mother and newborn,
transport the newborn in an approved sizappropriate restraint system in the
rear-facing EM$rovider seat with a beltpath that prevents both lateral and
forward movement, leaving the cot for the mother.

b. Consider the use of additional units to accomplish safe transport, remembering
that non-patient children should be transported in n@&MS vehiles, if possible.

c. c¢. When available resources prevent meeting the criteria for situations 1 through
4 for all child patients, transport using space available in agrargency mode,
exercising extreme caution and driving at a reduced speed.

d. Note: Even vth childbirth in the field, it is NEVER appropriate to transport a child
KStR Ay GKS LI NByilk3Idzr NRAFYyk OF NEBIAGPSNDa |
lap.

Reference: Working Group BeBtactice Recommendations for the Safe Transportation of
Childrenin Emergency Ground Ambulances. National Highway Traffic Safety Administration
(NHTSA), September 2012, available at www.ems.gov
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Operations
LANGUAGE CONSIDERATIONS

/| 2YYdzy AOF A2y Aa I+ 1S@& (G2 F GK2NRdJzZAK S@lfdza GAz2y 27F
treatment. All services, agencies, and departments are strongly encouraged to have interpretation
services available for EMS personnel to contact in tleneof a language barrier.

English/Spanish Translations

| am a paramedic. Soy paramédico
How are you? Como se siente?
What's the matter? Qué le ocurre?
Speak slowly please. Hable despacio, por favor
You must go to the hospital. Tiene que ir al hospital
We're going to take you to the hospital, | Vamos a llevarle al hospitg/De
OK? acuerdo?
Understand? ¢, Me comprende?
What is your name? Cbémo se llama?
What is your age? Cuantos afos tiene?
Where do you live? Donde vive?
Sufre de alguna alergia a las
Areyou allergic to medicine? medicinas?
Where does it hurt? Donde le duele?
Does it hurt here? Le duele aqui?

Quanto duele? Malo? Suave?
How much does it hurt? Bad? Mild? Littlf Poco?

Do you take medications? Toma ustednedicamentos?
Do you have insurance? Tiene seguro médico?
What hospital do you want to go to? A qué hospital quiere ir?
Sign here please. Firme aqui, por favor

Do you feel better? Se encuentra mejor?

Do you take Viagra? Toma Viagra otra?

Please don't move. No se mueva, por favor.
Any questions? Tiene alguna pregunta?

Refusal of Transportation Statements

Aunque el persnal de emergencia se ha ofrecido a
llevarme al hospital para que me realicen mas pruebs
para recibir mas atencién médica, yo rechazo este

Emergency personnel have offered to transport me tg
the hospital for further evaluation and care. | refuse

this service. -

servicio.
I understand that | have not been evaluated by a Yo comprendo que no me ha examinado un médico ¥
physician and that serious medical problems ratly que posiblemente tenga problemas de salud graves
exist which may result in disability or death. puedan causarme incapacidad o incluso la muerte.

Entiendo que puedo llamar al 911 o a una ambulanci
en cualquier momento si cambio de opinién y deseo
gue me lleven al hospital.

I understand that | may call 911 or an ambulancarat
time if | change my mind and wish to be taken to a
hospital.

| understand that | am assuming fraélsponsibility for Yo asumo toda la responsabilidad de buscar atencior
my continuing medical care. médica
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GUIDELINESORNITIATINGRRESUSCITATION EFFORTS

A. Basic and/or Advanced cardiac life support must be started on all patients who are found apneic and
pulseless, UNLESS meets Dead On Arrival (DOA) Criteria:
1. Valid DNR (see below)
2. Obvious signs of prolonged death such as rigor mortis, depelidielity, or  decomposition
3. Injury that is incompatible with life (i.e. decapitation, or burned beyond recognition without
detectable signs of life, gross dismemberment including crushing of head or torso)

B. If any of the above applies, do notrs@@PR. Contact the appropriate authorities and complete a
patient care report.

C. Resuscitation efforts should begin immediately in all other cdsgsdoubt, start resusucitation.
CPR shall be performed according to current AHA standards. Thepaippe protocol shall be
followed for further treatment.

GUIDELINES FOR TERMINATION OF RESUSCITATION EFFORTS
(FOR PATIENTS OVER THE AGE OF 15)

Termination of Resuscitation for Medical Cardiac Arrest:

A. Termination of resuscitation may be approprifdevictims of medical cardiac arrest who have no
return of spontaneous circulation after 30 minutes of advanced life support. This therapy should
include, at a minimum, CPR with minimal interruptions, ventilation with oxygenation, intravenous or
intraoss@us access, and administration of fluids and/or appropriate medications per protocol.

B. Resuscitation may also be terminated by contacting intended receiving facility.

Termination of Resuscitation for Traumatic Cardiac Arrest:

A. Resuscitative efforts should be withheld for trauma patients that meet DOA criteria. See above
guidelines.

B. Resuscitation may be terminated for blunt or penetrating traumatic arrest found pulseless and apneic
(without agonal respirations) andithout organized electrical activitmust be asystolior other
rhythm with rate less than 40/min). Patients with ventricular fibrillation, ventricular tachycardia or
organized rhythms with rate greater than 40/min should have resuscitation continued with prompt
transport.

C. When the mechanism of injury doestrcorrelate with the clinical condition, suggesting a non
traumatic cause of cardiac arrest, standard resuscitative measures should be followed.

Exemptions:Standing termination protocols do not apply for patients under 15 years of age, females with
known pregnancy >24 week or uterine fundus palpable above the umbilicus, victims of lightning strikes,
victims of cold water immersion (unless known submersion time greater than 30 minutes), or victims with
hypothermia as suspected etiology of cardiac arrédease refer to appropriate protocols.
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GUIDELINES FOR DO NOT RESUSCITATE (DNR)/ POST ORDERS/ ADVANCED
DIRECTIVE ORDERS:

A. If persons present at the scene of a patient in cardiopulmonary arrest request that resuscitative
measures be withheld, requet see a DNR/POST order which has been signed by the attending
physician or chart order (if an ECF patient).

B. If the DNR/POST order is presented and resuscitative efforts are not attempted, complete a patient
care report with assessment findings, tact the attending physician, and contact the appropriate
authorities.

C. In the event the documents cannot be produced immediately, begin resuscitative efforts in accordance
with the appropriate protocol and contact the receiving facility for furthedars.

D. If the paramedic questions the validity of the DNR order, resuscitative efforts should be initiated.

Contact the emergency department physician at the intended receiving facility for further orders.
These guidelines do not apply to a Living Wil

TRAUMATIC CARDIAC ARREST RESUSCIATION PROTOCOL

A. If patient is unresponsive and has no palpable pulse with evidence of trauma being most likely cause
of cardiac arrest and does not meet DOA criteria:
1. Position patient in position whenesuscitation efforts can be initiated
2. Apply manual spine stabilization or-collar if situation allows
3. Apply cardiac monitor and treat displayed rhythm
i. Asystole or PEA with rate < 40
1. Terminate resuscitation
ii. PEA with rate > 40
1. Prompt transport to neardgrauma center with continued resuscitation
iii. VFib/VTach
1. Defibrillate per protocol
2. Prompt transport to nearest trauma center with continued resuscitation
4. Control obvious external hemorrhage by application of direct pressure and/or tourniquet as
needed.
Statt chest compressions at rate 100 per minute with minimal interruptions
6. Provide oxygenation and ventilation by BVM or advanced airway as indicated.
7. If mechanism of injury was blunt or penetrating trauma to chest, strongly consider bilateral
needle thoracosimy.
8. Obtain vascular access by IV or IO and initiated fluid resuscitation.
B. Transport to nearest trauma center
1. Transport if ROSC achieved
2. Transport if PEA (organized rhythm) with rate > 40 or persistent VF/VT
3. Penetrating or blunt trauma witlvitnessed cardiac arrest by EMS provider
4. Females with known pregnancy >24 week or uterine fundus palpable above the umbilicus

o
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Medical Alert Criteria Major Trauma Criteria
1 Suspected acute Ml Physiologic
1 Suspected Sepsis 1 Systolic BP < 90 mm ldgvital sigrs outside of
1 Acute neurologicaleficits of < 6 hours duration physiologic rangefr pediatrics
f Inspiratory stridor fDtFra3aze¢g /2YF {OFtS 6D/ {0 >
Physiological 1 Respiratory rate < 10 or > 29
1 Systolic BESBPX 90 mmHgr vital signs outside 9 Patient receiving blood to maintain vital signs
of physiologic rangefor pediatrics 9 Airway or respiratory compromise as defined by:
1T GCS<13 1 BVM, Intubation, adjunct airway, or
1 Respiratory rate < 10 or > 30 (adults), < 15 or > cricothyroidotomy in the field
45 (peds) 1 Needle chest decompression
1 Heartrate <40 o0r> 1P Anatomic
T Temp <92F or > 105°F 1 Penetrating trauma to the head, neck, chest,
1 Usually determined in the transferring ED abdomen, or extremities proximal to the knees
f Oxygen saturation < 88% and elbows
9 Traumatic amputation proximal to the wrist or
Healthcare provider discretion ankle

1 Burns > 15% or high voltage (>10@(xs)
electrical injury

1 Any crushed, degloved, pulseless, or mangled

extremity

Pelvic fracture

Two or more long bone fractures

Flail chest

Extremity paralysis suggestive of spinal cord

injury

Open or depressed skull fracture

Victim of hanging who meet ale criteria

=A =4 -4 =9

= =

Healthcare provider discretion

Trauma Alert Criteria

Mechanism of Injury

Ejection from vehicle

Vehicle roHover

Prolonged extrication from vehicle

Pedestrian struck by vehicle at speed > 20 MPH

Falls > 20 feet (adults) or > 3x K A f RQ& KSA

= =4 =4 -8 -9

Healthcare provider discretion
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Operations

GLASGOW COMA SCALE

Spontaneous
To Voice

Eye Opening To Pain

None

Oriented

Confused

Verbal Response Inappropriate Words
Incomprehensible Sounds
None

Obeys Commands
Purposeful Movement to Pain
Withdraw to Pain

Flexion to Pain

Motor Response

Extension to Pain
None

N N NI U R I NI N RS BRI R ES

1
[EEN
a1

Total

PEDIATRIC ADAPTATION OF GLASGOW COMA SCALE
(for use withchildren less than school age)

Spontaneous

To Sounds

To Painful Stimuli
None

Eye Opening

Appropriate Words or Social Smile
Cries but Consolable

Verbal Response Persistently Irritable

Restless, Agitated

None

Spontaneous Movement
Localizes to Pain
Withdraw to Pain
Flexion to Pain

Motor Response

Extension to Pain

None

N D NI N R R N I RN RS R R ES

1
[ERN
a1

Total
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Operations

START AND JUMBTART TRIAGE

Good Samaritan HospiteMS protocolfiave adopted a simple system for triaging patients in a mukliple
patient scenario or a mass casualty incidetitis acknowledged that, under these circumstances, some
patients that EMS could potentially save if encountered individually will ngivba the benefit of all necessary
resources.

START Triage
Tag:

Move the Walking Wounded
No Resp. after head tilg jaw thrust Dead / Dying

Respirations: > 30

|:| Pulse: No radial pulse (least injured arm)
|:| Mental status: Unable to follow simple commands

hi KSNBA&SX Delayed

Developed by the Newport Beach, CA Fire & Marine Dept., and the current DOT Standard for EMS providers.
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Operations

JUMBRSTART TRIAGE

JumpSTARTs a modification of the START triage guidelines for pediatric patients and takes into account the
normal variation in respiratory rate on the basis of age, and the fact that primary respiratory failure can be
corrected easily.

*  An apneic child is morekkly to have a primary respiratory problem than an adult. Perfusion may be
maintained for a short time and the child may be salvageable.

*  Arespiratory rate of 30 may either oveiage or unde#triage a child, depending on age.
*  Capillary refill may notdequately reflect peripheral hemodynamic status in a cool environment.

*  Obeying commands may not be an appropriate gauge of mental status for younger children.

JumpSTART Triage (ages3}

—
Q
Q

Move the Walking Wounded

Apneic or irregular respirationgdpen airway
Resume breathing?
Still apneic and no peripheral pulse? Dead Dying

Still apneic but has a peripheral pulse:
Mouth-to-Mask for 15 seconds (8 breaths)

Resume breathing?
Still apneic? Dead Dying
Respirations: < 15 or > 45

Pulse: No peripheral pulse (least injured extremity)

L1 O O

Mental status: Unresponsive or responsive to pain only

hiKSNBAASX Delayed

Age <1:
ifallJump{ ¢! w¢ GRStI&SR¢ ONXIGSNI
there are no significant external injuries, the child may

6S Ot aaAFASR & alb Yvodz  d2 IVincEN |
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Developedby LouRomig5 = C! 't = C! /9t G aAlYA / KAfRNByQa | 2alLd
Operations

DECONTAMINATION OF PATIENTS

To decrease potential exposure of emergency and health care personnel, patients exposed to hazardous
materials should be decontaminated at the scene as indicated byxpeseire, given resources and patient
condition. This guideline is for the medical treatment and transportation aspects of these patients, and does
not encompass the hazardous materials response or mitigation.

A. Ensure that each receiving hospital is netifias early as possible of

1. suspected agent(s),
2. route of exposure (e.g., skin vs. inhalation), and
3. estimated number of patients.

B. Ensure that the Indiana Poison Center (IPC) is notified as early as possible of the suspected agent(s)
and likely receiving hospital(s300mhz.or the IHERN is preferred; tlieRis also available &12-
885-3777.

C. Perform decontamination as indicated kthe exposure.
1. Upon completion of decontamination and/or removal of contaminated clothing, patients
should be covered (including feet).
2. LT GKS LI GASyGiQa Of20KAYy3a Aa NBY2OSRY Al &aK2

the patient sealed in plastic bag.

D. Treat and transport patients per appropriate enf-hospital care guidelines. Utilize appropriate
personal protective devices to decrease likelihood of EMS personnel exposure.

E. For each patient transported, notify the receiving hospitaNeB dzi S 2 F (G KS LI GASy i Qa
trauma issues, condition, and the type of decontamination performed.

F. Deliver patients to the appropriate area at the Emergency Department.
1. If additional decontamination is needed, this will typically not be dirdnotly the ED, but
rather to the adjacent decontamination area.

2. Unless otherwise directed, do not drive the ambulance into an enclosed area (e.g., garage)

G. At the conclusion of all otf-hospital patient assessment and transport activities, ensure that each
hospital contacted in #1 and the IPC is notified of

1. The total number of patients transported (or if no patients are coming).
2. ¢KS 02y Of dza A 2 y-of-bogpital EMS QdtivRy- altiie scere ¥ 2 dzil
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SINCBMEDICAL HISTORY AND EXAMINATION CANNOT RELIABLY IDENTIFY ALL PATIENTS INFECTED
WITH BLOOD BORNE PATHOGENS, BLOOD AND BODY FLUID, UNIVERSAL PRECAUTIONS SHALL BE

UNIVERSAL PRECAUTIONS

USED FOR ALL PATIENTS.

A.

Universal blood and body fluid precautions (the use of barriers) sbhalkbd for all patients if
contact with blood or body fluids is possible regardless of whether a diagnosis is known. EMS
providers are responsible to use the personal protective equipment (PPE) made available by their
employer.

PPE should be removed immatkly after patient contact to avoid contamination of other

surfaces (i.eq steering wheel, door handles, clip boards, pens, etc.)

Personnel with patient contact responsibilities, who have any open lesions, cuts, or skin

conditions such as eczema, shotdgort such conditions to management personnel prior to

beginning their scheduled shift. Management may consult the Medical Director or Occupational

Health physician when appropriate.

Personnel should have been assessed for the need for immunizatiamsttee Hepatitis

B Virus.

Personnel will, upon hire and annually thereafter receive education and training pertaining to

infection control guidelines to be observed for their service.

Body fluids include: saliva, sputum, gastric secretions, ueaes, CSF, breast milk,

serosanguineous fluid, semen, or any drainage.

Immediately after use, sharps will be disposed of in provided biohazard, puncture resistant

containers. Containers will be replaced when 3/4 full. Used needles shall not be sheared,

broken, recapped, or resheathed by hand. Used needles shall not be removed from disposable
syringes. Do not lay or stick used needles in seat cushions.

Exposure to Blood and/or Body fluids:

1. Personnel sustaining an exposure (needle stick, mucoushraera, or skin contact) to blood
and/or body fluids shall immediately cleanse the contaminated area with soap and water. If
these are not immediately available, waterless hand cleaner shall be used.

2. In cases of splattering of blood or body fluids to thesegand/or mouth, flush with copious
amounts of water for 15 minutes.

3. b2GAFe GKS SYLX 28SSQa | LIWINRPLNRIFGS € SFRSNEKAL]

4. Complete the Indiana State Board of HedBPORT OF BLOOD OR BODY FLUID EXPOSURE
form and leave a copy of this at the receivingility with any other paperwork left following
patient care. Remaining copies shall be turned over to Management per the Department
policy. This form must be filled out completely and accurately within twéoty (24) hours.

Hand washing is the most imptant infection control procedure EMS providers should wash

their hands:

after removing PPE

after each patient contact

after handling potentially infectious material

after cleaning/decontaminating equipment

after using the restroom

before eating or prepang food

oghswN R
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BLOOD AND BODY FLUID EXPOSURE OF EMS PERSONNEL

Background:

The Ryan White Care Act of 1990 and amended in 1996 contains provisions for the notification of emergency
response personnel exposed to infectious diseases \aktidmding, treating, assisting, or transporting a victim.

In Indiana, IC 181-10 provides for an emergency medical services provider (a firefighter, a law enforcement
officer, a paramedic, an emergency medical technician, a physician or nurse licehsgidna, or other

persons who provider emergency medical services in the course of their employment) who is exposed to
potentially infectious blood or body fluids to get this notification in the following manner:

A.9a{ t NPQDARSNJI Ydza i ysgtithih FahoutsINRhG dxpoSuleldrdia f@ny delfighated
by the EMS Commission and the State Health Department. A copy of the form goes to:

1. The Medical Director of the health care facility to which the patient was taken following the
exposure OR in thedalth care facility where the patient was located at the time of exposure,
AND

2. ¢KS 9a{ LINPZGARSNNRA& SYLX 28SNE ! b5

3. The State Health Department.

B. A patient (including those unable to consent due to physical or mental incapacity) to whose blood or
body fluids he EMS provider is exposed is considered to have consented to:

1. Testing for the presence of dangerous communicable diseases. These diseases are only those
which are lifethreatening by carrying a substantial risk of death if acquired by a healthy,
suscepible host, and the disease can be transmitted from person to person. The diseases are:

Infectious pulmonary tuberculosis
Hepatitis B, C

HIV

Diphtheria

Hemorrhagic fevers
Meningococcal disease

Plague

Rabies

S@ "o a0oTy

2. Release of the testing results to the Medical director of the health care facility (or other
designated physician).

3. However, a medical facility may not restrain a patient in order to test the patient for dangerous
communicable diseases, and nothinghe law prohibits a patient from being discharged from the
medical facility before such testing is performed or the results of the tests are released.

4. A provider or a facility that tests patient for the presence of a dangerous communicable disease

underK A& f+F6 Ad AYYdyS FTNBY fAFOAfAGE F2NJ GKS
26250GA2ya 2N gAGK2dzi GKS LI GASyidioa O2yasSyio
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C. Within 72 hours of being notified of the exposure, the Medical director of the health care facility (or
other designated phy§iA I YO Ydzad y20AFeé GKS aSRAOIf 5ANBOG2N
physician designated in writing by the EMS provider) of the results of the test(s).

D. Within 48 hoursof beingnotified of the results of the test(s), the Medical Director loé tEMS
LINE A RSNDA SYLIX 28SNJ 02NJ 20KSNJ LIK@aAOALFY RSaAdyl
1. Explain, without disclosing information about the patient, the presence or absence of dangerous
communicable disease(s) to which the provider was suspected to have bpesegl if any.

2. Provide any medically necessary treatment and/or counseling to the EMS provider. Expenses of

testing, treating, or counseling the EMS provider are the responsibility of the EMS provider or the
LINE A RSNRa SYLX 28 SN
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INFECTION CONTROL PROCEDURES

A. All body fluids from all patients will be considered potentially to be infectious. All emergency response
employees are to use the personal protective equipment (PPE) made available by their employer. Itis
the enmployee's responsibility to wear the appropriate PPE in order to have maximum protection
against infectious disease.

B. Handwashing is the most important infection control procedure! Emergency response employees will
wash hands:

1. after removing PPE

after eachpatient contact

after handling potentially infectious materials

after cleaning or decontaminating equipment

after using the bathroom

before eating

before and after handling or preparing food

C. Handwashmg will be performed for at least-18 seconds, utiling soap and water or an alcohol
based solution.

D. Eating, drinking, smoking, handling contact lenses, or applying cosmetics or lip balm is prohibited at
the scene of EMS operations.

E. Disposable resuscitation equipment and supplies will be used wheneveabl@sBor CPR, the order
of preference is:

1. Disposable bagalve mask
2. Disposable pocket mask with omay valve
3. Mouth-to mouth resuscitation

F. After use, all PPE and contaminated disposable patient care materials will be placed in leak proof bags,
colorcoded and marked as a biohazard for disposal as soon as possible.

G. Contaminated work clothes will be removed and exchanged for clean clothes as soon as possible. The
crew member will shower if body fluids were in substantial contact with skin under wdheslo

Nogakwd

POST EXPOSURE PROTOCOL

A. Any employee exposed to potentially infectious material will immediately wash the exposed area with
soap and water or an alcohbhsed solution (saline wash if the eyes are involved.)

B. Any employee having an occupational communicable disease expoduimamwediately report the
exposure to his/her supervisor. Needle stick injuries will be reported to the designated officer
immediately.

C. The emergency response employee will fill out the appropriate exposure report forms at the soonest
possible time aftr any exposure occurs.

D. All exposures to infectious or potentially infectious materials should be medically evaluated within the
first hour after exposure as some prophylactic treatments are only effective if initiated within that
time period. The followng events will be considered potentially high risk exposures:

a. Hollow needle stick injuries.

b. Breaks in the skin caused by potentially contaminated objects.
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c. Splash of blood or other potentially infectious material onto eyes, mucous membranes, or
nor-intact skin.

E. All potentially high riskexposures will immediately be evaluated by a qualified medical care provider
and a plan for prophylactic treatment will be initiated if deemed appropriate:

a. Blood (and urine sample for UPT, if applicable) may baiogt to establish a baseline.
b. The decision to initiate antetroviral therapy is made without waiting for lab test results.
I. Currenttreatment guidelinewill be followed

ii. The patient will be referred to Occupational Health, Infectious Diseag#or their
private physician as appropriate.

F. Whenever possible, the source patient will be traced to the receiving facility by the designated officer.

The designated officer will notify the receiving facility that a communicable disease exposuredras tak
place, and request an infectious disease determination as provided for irdC 1@

Page32 of 139



Operations

REQUEST FOR NEW OR CHANGED PROTOCOL / MEDICAL EQUIPMENT

A. Documentation of the following information should Bedzo YA § G SR G2 GKS | 3Sy0eéQa
review:

1. Executive Summary (ofmaragraph summary of everything below)
a. Define the problem
b. How commonly is the problem encountered (e.g., cases per week, month, or year)

i. This should béata-basedc either retrospectively (looking at patient care records) or
prospectively (using a survey after calls)

c. What is the proposed solution?
i. Provide a copy of the new protocol (in the usual format) and/or Identify all protocols
that will require achange

ii. What are the benefits? (e.g., reduced morbidity/mortality, increased patient comfort,
increased patient care efficiency or effectiveness)

iii. What are the risks (e.qg., side effects, complications)?
iv. What is the cost?

1. Direct costs (e.g., to suppdl vehicles/kits plus spare supplies at station(s),
how soon will it expire/become obsolete?

v. Will special storagbe necessary (e.g., refrigeratioh)
vi. Indirect costs (e.g., education)
d. What alternatives were considered? Why is the proposed solutiotés¢ choice?

B. Include a list of the keywords used for the medical literature search, and a copy of the salient literature.
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General Care Guidelines

INITIAL MEDICAL CARE

[
"

Follow theUniversal Precautions protocol.

Follow the Airway Management protocol to open and maintain a patent airway.

Follow the Oxygen Administration protocol when appropriate.

Loosen tight clothing and reassure the patient.

Place the patient in the position of cdant unless contraindicated by injuries and/or symptoms.
Completely assess the patient, including vital signs.

Obtain an appropriate history

Refer to appropriate protocol according to patient condition.

Reassess patienhd record vital signs everyB) minutes as condition warrantsTransported
patients must have at minimum 2 sets of complete vitals documented. Weight will be recorded in
kilograms for all pediatric, overdose/poisoning, and any adult receiving medications.

10. Patient's body temperaturel®uld be preserved, especially infants, children, and the elderly

©COoNOO~WDE

ALS

11. Establish IV access:
1. to administer prehospital medications, or
2. for fluid replacement, or
3.AF GKS LI GASyiQa O2yRAGAZ2Y A& fA1Ste G2 RSGS
12. The IV saltion is to be NORMAL SALINE unless otherwise s{@eevascular Access
Procedures)
13. If an IV cannot be established and an urgent need for vascular access exists, establish IO access.
(See Vascular Access Procedures)
14. Preexisting vascular access devices (PVAD) may be used only if:
1. The patient is in cardiac arrest, or
2. There is an emergent need to administer fluids or IV medications and a peripheral IV
OFyy2i o6S SaidlofAaKSR FYR 'y Lh A&Sef2d | LILINE
Vascular Access Procedures)

MEDICAL ALERT CRITERIA

=A =4 =8 =8 =4

Suspected acute Ml
Acute neurabgical deficits ok 6 hours duration
Suspected Sepsis
Inspiratory stridor
Physiological signs:
Systolic BP (SBP) < 90 mnoidgital signs outside of physiologic randespediatrics
GCS <13
Respiratory rate < 10 or > 30 (adults), < 15 or {p48s)
Heart rate < 40 or > 120
Temp < 92°F or > 105°F
i. Usually determined in the transferring ED
1 Oxygen saturation < 88%
Healthcare provider discretion

=A =4 =8 -8 -4

Page35 of 139



General Care Guidelines

AIRWAY MANAGEMENT

Open the airway by use of a cHift or jawthrust without head tilt. Remember to protect the cervical
spine at all times when the potential for cervical spine injury exists.

Suction is indicated in any patient whose airway is obstructed by liquid or solid material which may
result in aspiratio or interfere with respiration.

Use anon-visualized oropharyngeabr nasopharyngeal airway device as needed to maintain a patent
airway.

Assist ventilations as needed using atvatye device (BVM) and 100% oxyg@rediatric rate 20 /
min., newborng; 40- 60 / min.)BVM use should include the twtand maskseal technique whenever
possible. The volume of the ventilation should be enough to provide visible chest rise.

If a patient age 18 or older is in respiratory arrest with no gag reififesert anappropriately sizedon-
visualized airway, if availabl&ee cardiac arrest protocol for cardiac arrest patients

If the above measures prove to beadequate or there is risk of aspirationwsmiting in the
unconscious patient, intubate adults with an endotracheal tube or-wisnalized airway. The
guidelines for intubation are as follows:

Bagvalvemask ventilation is the preferred method of @gnating and ventilating pediatric patients. If
you cannot adequately ventilate with a BVM, attempt placement of avienalized airway if

available. If nofvisualized airway fails to provide adequate oxygenation, proceed to endotracheal
intubation.

. Enddracheal intubation is the preferred advanced airway maneuver for adi8te Verification of

Endotracheal Tube (ETT) Placemerrocedurg
Theinitial use of the norvisualized airwagby an ALS provideshould be reserved for those adults in
whom anendotracheal tube cannot be placeld a norvisualized airway is in place and maintaining a
patent airway it should not be replaced wigm ETT.
1. If unable to place an endotracheal tube after two attempts, place avisumalized airway, if
available.
2. If the above are unsuccessful, maintain an airway via basic skills utilizing modified jaw thrust,
OP airways, BVM, etc.

Criteria for performance of cricothyrotomy are as follows:
1. If basic airway management, naisualized airways, and intubation areable to provide
oxygenation and ventilation
a) Surgical cricothyrotomy is to be performed on the patierit 8 years old
b) Needle cricothyrotomy is to be performed on the patien8 years old
c) (See Procedure€ricothyrotomy)

IF CRICOTHYROTOMY IS ATTEMPTED, A COPY OF THE PATIENT CARE REPORT MUST
BE MADE AVAILABLE TO PROVIDER AGENCY SUPERVISORY PERSONNEL AND THE

MEDICAL DIRECTOR WITHIN 24 HOURS OF THE RUN.




GeneralCareGuidelines

OXYGEN ADMINISTRATION

BLS
A. Any patient who hadlifficulty breathing or a Sa@& 93% should be given oxygen.

1. Patients with mild respiratory distreggespiratory rate <25, no cyanosis, amaluse ofaccessory
muscle3may be given oxygen by nasal cannula-tl4°M to maintain an oxygen saturation of
94-99%

2. Patients with moderate respiratory distre@sgith or without cyanosis and/or using accessory
muscles while breathinghould be given oxygen by a nogbreather mask at 05 LPM. Liter
flow should be enough to maintain inflation of theservoir with oxygen and to maintain an
oxygen saturation of 989%.

1 Infants and newborns should have oxygen administered by the-blomethod.

3. Patients with severe respiratory distress should be assisted with ventilations by use of a
bagvalvemask wih reservoir and supplemental oxygen (an oropharyngeal or nasopharyngeal
airway should be inserted if tolerated). Oxygen should be set to 15 LPM.

4. Spontaneously breathing patients who are suspected to have been exposed to carbon monoxide

or who aresuspected of having a pneumothorax should receive oxygen by-setweather mask
at 10-15 LPM. Liter flow should be enough to maintain inflation of the reservoir with oxygen.
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General Care Guidelines

OBSTRUCTED AIRWAY

Infant - Conscious

C.
D.

Determine complete airway obstruction.

Deliver cycles of alteating chesthrusts and back slaps until the obstruction is relieved or the patient
becomes unconscious.

Do not perform blind finger sweeps.

If patient becomes unconscious, see below.

Child or Adult¢ Conscious

BLS

A.
B.

C.

Determine complete airway obstruction.

Deliver éodominal thrusts until the obstruction is relievedttie patient becomes unconscious (Chest
thrusts can be substituted in obese or pregnant patients.)

If patient becomes unconscious, see below.

Infant, Child or Adultc Unconscious

BLS

ALS

A.

Stabilize cervidaspine if potential for injury exists.

If the patient has no breathing or agonal gasps, begin CPR, starting with compressions.

Continue 2 minuteycles of CPR (30:2 for the adult, 15:2 for the infant and child with more than one
rescuer).

Prior to giving respirations check for an obstructing object. If an object is visualized, remove it.
Attempt to ventilate.

If unable to ventilate, repeat abowseps until material is dislodged. Suction the patient as needed.

If patient remains unconscious, transportation by ALS is preferred.

If the object is dislodged, assess airway, breathing, and circulation. Proceeapitipriate

protocol.

Use ofthe Magill forceps may be necessary to dislodge objects.
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General Care Guidelines
PAIN MANAGEMENT

A pain assessment is considered standard of care on every patient, along with an initial set of vitals, and should
be documented on the run report algrwith any pain managemeittervention YR G KS LI GASy G Qa

BLS
Attempt to place patient in position of greatest comfort

ALS

Paramedics should consider offering pain medication to any patient describing pain. Medications should be
selected by paramedic judgment of pain severity (mild, moderate, severe) and is not necessarily limited to
single pharmacologic agent.

Mild Pain
A. Paramedics should consider offering patients describing mild pain acetaminophen for pain
management.
1. Acetaming@hen maybe administered to patients > Mears old and > 50 kg as 650 mg PO once
a. Unless the patient has:
1. An allergy to acetaminophen
2. A history of liver dysfunction
3. Active vomiting
4. Acetaminophen use within last 4 hours
Moderate Pain
B. Paramedics should coider offering patients describing moderate to severe pain ketorolac (Toradol®)
for pain management.

1. Ketordac is administered in the following doses:
For patients > 1§ears old 15 mg IV or@mg IM once.
a. Unless the patient has:
1. An allergy tcketorolac, aspirin, or other NSAIDS
History of renal dysfunction
History of Gl bleed
Active bleed or suspicion of active bleed
NSAID use within last 6 hours
Pregnancy

oA wWN

Severe Pain
C. Paramedics should consider offering patients describing severdgygamylfor pain management.

1. Fentanyl is administered in the following doses:
Patients 25years oldand >50 kg:
Up to 100 mg slow IV push or intraasal. Up to an additional 50 gnenay be administered
every 5 ninutes up to a maximum of 300 m@rn pain >3/10. Consider lower doses
for patients > 65y/o or those with other comorbid conditions.

Patients<15o0r < 50 k:
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Up to 1mcg/kg slow IVP orZmcg/lg intranasal every 5 minutes up 'fomaximum of 3
mcg/kg prn evidence of significant discomfort.
a. Unless the patient has:
1. An allergy to fentanylPR
2. A significantly altered level of consciousness (GCS < 14 or below baseline)
2. Additional doses may be administered with approval of Medical Control.

D. Naloxone must be immediately available.

Patient's BPHR, RR, GCS, and pain scale must be monitored regularly (at least once prior to and once
after the dose(s) of medication) and documented on the patient care record.

EXAMPLE PATIERAIN ASSESSMENT SCALES

0 ¢ 10 Numeric Rating Scale amkscriptors

0 1 2 3 4 ) 6 7 8 9 10

no litle moderate quite SEVEIS unbearakie
pain bad [eely

Wong-Balker FACES Pain Rating Scale

-~ - —
Q@ \( 20 \[ @5\ [ @ \(“o\( 4%
0 i 4 6 B 10

NO HURT HURTS HURTS HURTS HURTS HURTS
LITTLE BIT  LITTLE MORE EVEN MORE  WHOLE LOT WORST

From Wong D .L., Hockenberry-Eaton M., Wilson D, Winkelstein M.L,, Schwartz P.: Wong's
Essentials of Pediatric Nursing, ed. &, St. Louis, 2001, p. 1301. Copynighted by Mosby, Inc.
Reprinted by permission.

WongBaker Faces Rating Scale in Spanish
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Escala de rostros de dolor

PR o e il
WY @) W) )Ny
Ny W =\
S g e R e r/‘\ﬂ
0 2 4 B a 10
My corterto;  Sierte sdlo un Sierte unpoco Sierte atin Siente mucho Bl dolor es el
zin dolar poguito de mas de dolor mas dolar dalar pear gue
dalar puede
imaginarse
[no tiene gue
estar
llorando para
zentir

este dolar tan
fuerte)

GeneralCareGuidelines

Infant Pain Scale Assessment Tool

Behavior Scoring
0 1 2 3
Facial Neutral/smiling Frowning/grimaciClenched teeth Full cry expressic
ng
Body Movement Calm, relaxed Restless/fidgetincModerate Thrashing, flailinc
agitation or incessant agitatio
moderate mobilityor strong
voluntary
immobility
Sleep Sleeping quietly Restless while Sleeps Sleeping for
with easy asleep intermittently prolonged period:
respirations (sleep/awake) of time
interrupted by
jerky movements
or unable to sleey
Verbal/vocal No cry Whimpering, Pain crying Screaming, high
complaining pitched cry
Consolability Neutral Easy to console Not easy to Inconsolable
console
Response to Moves easily ~ Winces when  Cries out when Highpitched cry
Movement/Touch touched/moved moved/touched or scream when

touched or movet
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General Care Guidelines

NAUSEA AND/OR VOMITING

Assess for potentidife-threatening causes of nausea and vomiting (such as myocardial infarction or shock)
and initiate appropriate protocols.

ALS
If nausea and/or vomiting persists after initiating other indicated treatment protocols, and if no
contraindication is preseny,ou may administer ondansetron.
A.  Administer ondansetron:

1. Adults 50 Kg and over:8mg IV push or via ordissolving (ODT) tablet.

2. Less than 50 kg: 0.1 mg/Kg IV push or via an appropriate portion of adissalving
(ODT) tablet (e.ggne-quarteroroneK I f ¥ X0 @
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Respiratory Emergencies

DIFFICULTY BREATHING: CROUP

CRITERIAIf the patient with difficlty breathing is at leash monthsof ageand the cause is suspected to be
croup (e.g., the patient has stridor at rest with retractions and/or accessory muscle use):

BLS

1. Begin Initial Medical Care

2. Follow Airway Managememrotocol.

3. Follow Oxygen Administratigorotocol.

4. If the patient is in moderate to severrespiratory distress per the Oxygen Administrafioatocol, call for

a paramedic unit.
If possible, administer humidified oxygen via the bllayvmethod.

o

ALS
1. Administer one of the following treatments:
a. The preferred teatment is 0.5 ml of 2.25%cemic epinephine (Vaponephrine)diluted with 4.5
ml of 0.9% normal saline (for a total volume of 5 ml) and administered by nebulizer \8itprd

oxygen.

b. If racemic epinephrinés unavailableadminister 5 ml of 1:1,008pinephrineby nebulizer with
5-6 Ipm oxygen.

2. Apply the cardiac monitor.
3. If the patient becomes unresponsive or is markedly short of breath, a nebulizer may
be connected to a BVM usind'ffex connector” to administer raesic gpinephrine orepinephrine. Two

oxygen connections will be required. The nebulizer will requirexatgen connection at-b Ipm in addition
to a high flow connector for the BVM.
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Adults Pediatrics

1. If the patient is still markedly short breath, hypoxemic 1. |If the patient is over the age of 2 years with
(oxygen saturation <92% on noebreather), or in the judgment KNOWN history of asthma AND are receivin
of the Paramedic immediate CPAP would be beneficial CPAF 2"d nebulized treatment, give ONLY ONE of
be initiated immediately in conjunction with medication following treatments.
therapies (see specific protocol). a. Oral Prednisone 560 mg IF able to

2. For patients 18 years @lder who are receiving a 2nd nebulize swallow pills and >30kg
treatment OR are being placed on CPAP, give ONLY ONE ot b. Methylprednisolone 2 mg/kg IV
following treatments. (maximum dose 125 mg V)

a. Oral Prednisone 560mg.
b. Methylprednisolone 125mg IV/IM. 2. If the patient is over the age of 2 years with

3. If the patient has a history of asthma and presents in respirat KNOWN history of asthrmend presents with
arrest,respiratory failure, or status asthmaticus and continues respiratory arrest, respiratory failure or statu

Respiratory Emergencies
Obstructive or Reactive Airway Diseases

A. Administer oxygen as indicatedSeeOxygen Administration Protocgl

BLS
1. If the patient presents with shortness of breath related to a known diagnosis of COPD or asthma,
determine if the patient has physicigrescribed hanéheldinhaler or nebulizer. If available, assist
with one of the following:

a. Metered Dose Inhalers **Use with spacer Common Inhaled Medications
o -
deY'Ce i pOSSIbIe . . . Albuterol aka: Proventil, Ventolin, Combivent,
i.  Albuterol (with or without Ipratropium) Ipratropium bromide aka: Atrovent
¢ one dose (24 puffs) Xoponexaka: levalbuterol

i. Levalbuterok one dose (2 puffs)
b. Nebulizers (EMTs mapnnect nebulizer to oxygen at 6 LPM)
i.  Albuterol, Albuterol/lpratropium (Combivent), or Levalbutecane dose as
LINSEONROGSR o6& LI GASYGQa LIKeaAOAlyd
2. Reassess patient. Anticipate need for assisting ventilations with BVM and high.flow O
3. Request ALS if not already en route. If the BLS crew is able to deliver the patient to an emergency
room within the same time it would take for the ALS crew to respond to the scene, the BLS crew
should transport the patient.
ALS
If difficulty breathing isuspected from reactive airway disease or obstructive airway disease and there is no
improvement from prescribed inhaler or if no inhaler was administered:

1. Administer albuterol, 2.5 mg and ipratropium 0.5 mg nebulized wiéhlpm of oxygen
1 No morethan three doses of ipratropium should be administered.
1 Albuterol dose should be increased to 5 mg if the patient uses an albuterol nebulizer regularly.
9 Nebulizer treatments should be repeated as needed.
9 If you suspect the SOB is due to CHF, refer to Hie @otocol
2. Apply the cardiac monitopulse oximeter, and waveform capnography to the patient.
3. Initiate a peripheral IV, if necessary.
4. Administer therapy and medications as follows:

Page44 of 139


http://protocols.indianapolisems.org/Oxygen%20Administration.html

decline with treatment (e.g. if you have initiated CPAP or BVI asthmaticus and continues to decline despit
ventilations with inline nebulized treatment) administé.3mg treatmentsadminister0.01 mg/kg
Epinephrine 1:1,000 IM Epinephrine 1:1,000 IM. (Max 0.3 mg)
a. If the patient is over the age of 50, hakiatory of
COPD, a heart rate >150, or a history of heart diseas¢ 3. If the child is markedly short of breath,

contact medical control prior to administration hypoxemic (oxygen saturation <92% on fion
(Optional) Consider the following if the patient does not imprg rebreather),and showing signs of respiratory,
after two (2) albuterol and ipratropium treatments, is still in failure (e.g. altered mental status, poor
respiratorydistress or begins to worsen, and has been given respiratory effor), BVM ventilations may be
Corticosteroids AND Epinephrine, initiated immediately in conjunction Wi
a. Normal Saline 56@000mL Bolus medication therapies

b. Administer Magnesium Sulfate 2g over 20 minutes

If a treatment was initiated by a fire department, you must document the exact dose given in the
assessment/treatment of EMR.

Initiate transport
Medication Guidelines

For patients 18 years or older who are receiving a2gioulized treatment OR are being placed on CPAP,
give ONLY ONE of the following treatments.

1. Oral Prednisone 560mg.
A. This treatment should be used for patients with mitchderate symptoms who can
swallow the medication without difficulty.
B. Do not give thisnedication if you believe the SOB is due to a mechanism other than an
Asthma or COPD exacerbation.
2. Methylprednisolone 125mg IV/IM.
A. This treatment should be used for patients with severe symptoms and who are unable to
swallow oral medications.
B. If the patiert is being placed on CPAP due to CHF symptoms DO NOT administer
methylprednisolone.
C. Do not administer this medication if you believe the SOB is due to mechanism other than
an Asthma or COPD exacerbation.

Magnesium Sulfate (Adults Only)

3. Administer 2g oveR0 minutes

Drop set 10 15 20
gtt/min 25 38 50
Table is for 2g in 50mL
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Respiratory Emergencies

ALS

DIFFICULTY BREATHRNG MONARY EDEMA

If difficulty breathing is suspected from pulmonary edema:

1.

If SBP is 90 mm Hg or greater, administer ughitee (3) 0.4 mg doses of nitroglycerin sublingually (SL)
FYR NBLISIFG dzLd 62 GKNBS neén Y3 {[ R2aSa SOSNE
relieved or the SBP is < 90 mm Hg.

*See note belowg Nitroglycerin and Viagra, etc.

If the patient is still markedly short of breath ahgpoxemic (oxygen saturation <#2on 100%
oxygen) after the first dose of nitroglycerin dosing, CPAP may be initiated (see specific protocol)

Nitroglycerin shoulctontinue tobe administeredas abovesvery 3 minutes as long as the patient
remainsdyspneic and systolic Bf90 mm Hg.

Apply the cardiac monitor, pulse oximeter, and waveform capnography to the patient.

Initiate an V.

The combination of nitroglycerin and Viagra®, Revatio® (sildenafil), Levitra® (vardenafil), or Cialis® (tadalafi
been found to cause precipitous and irreversible hypotension.

% Ask every chest pain patient whether or not he/she has bedtiagra, etc. and, if so, when was the last

dose? Document this on every run sheet involving the cardiac chest pain patient (even those who de
Viagra or similar medications).

% DO NOTRutomatically administer nitroglycerin to any patient who has Néagra, etc. within the past
week. Consult with the receiving physician for appropriateness.
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Respiratory Emergencies

DIFFICULTY BREATHBNBOKE INHALATION

BLS

A. Assess for and manage trauma or burns per the appropriate protocol.

B. Carbonmonoxide and cyanide toxicity should be considered for any patient who experiences smoke
inhalation in an enclosed spac8ee Carbon Monoxide Poisng Rotocol.

C. Apply the cardiac monitor, pulse oximeter, and waveform capnography to the patieotsepximetry
monitors may give false readings in jesits exposed t@arbon monoxidg.

D. Categorize the patient:

Responsive patient

Unresponsive patient

1. Provide high flow ©

2. Request ALS if not already en route

1. Establishairway with OP, NP gron-visualized airway

2. Provide high flow @by NRB mask or BVM

3. Request ALS if not already en route

4. If BLS can transport the patient before ALS can ar
at the scene, do so.

ALS

Responsive patieng no
evidence of significant
cyanide toxicity

Responsive patient with soot in
airway and 1) altered level of
consciousness or 2) hypotension

Unresponsive patient

1. Provide high flow ©
by NRB mask

1.

2.

a s

Ensure an airway and provide
high flow Q

For wheezing or stridor, treat
with 2.55 mgnebulized
albuterol as needed.

Establish an IV

Draw blood samples

Adult; If available, mix both
Cyanokit® 2.5 g vials, each wit
100 cc of 0.9%NacCl, and
administer all of the fluid over
15 minutes (~15 ml/minute).
Pediatrics: If available, mix one
or both Cyanokit® 2.5 g vials,
each with 100 cc of 0.9%NacCl,
and administer 70 mg/Kg over
15 minutes.

If hypotensive, consider fluid
challenge(s)

Transport emergently to closes
appropriate hospital

ok

Establish an airway and provide
high flow Q

Forwheezing or stridor, treat with
2.55 mg nebulized albuterol as
needed.

Establish an IV; if patient is in
cardiac arrest, establish 2 Vs
Draw blood samples

Adult: If available, mix both
Cyanokit® 2.5 g vials, each with
100 cc of 0.9%NacCl, and
administer dl of the fluid over 15
minutes (~15 ml/minute).
Pediatrics: If available, mix one o
both Cyanokit® 2.5 g vials, each
with 100 cc of 0.9%NacCl, and
administer 70 mg/Kg over 15
minutes.

If hypotensive, consider fluid
challenge(s)

Transport emergently to abest
appropriate hospital
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Respiratory Emergencies

CARBON MONOXIDE POISONING

Patients suffering from exposure to byproducts of combustion should, when feasible, have a carbon monoxide
(CO) level recoet] using a cmximeter device.These situations include fire victims or smoke inhalation
exposure to CO, firefighters during rehab activities, patients or families with complaints of general illness or
headache.EMS proidersshould make efforts to asseithat firefighters are assessed for elevated levels of CO
after structural firefighting activities.

BLS
1. Refer to airway management protocol
2. Obtain vital signs
3. Obtain CO determination using a-ogimeter device if available.
4. CO level 10% areater and/or symptomatic100% NRB O2 and transport to nearest appropriate
hospital
ALS
1. Initiate IV Access when appropriate.
2. Treat arrhythmias per appropriate protocol when present.
NOTES:

1. Remember that pulse oximetry should not be used dstarmination of oxygenation in the patient
with elevated carboxyhemoglobin.
2. Smokers may have a baseline CO level as higi6%s 5
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Cardiovascular Emergencies

CHEST PAKNAdult

All patients complaining of chest pain should Iheeated as having a myocardial infarction, unless
other signs indicate pain is obviously from another origin.

The combination of nitroglycerin and Viagra®, Revatio® (sildenafil), Levitra® (vardenafil), or Cialis® (tadalafi
been found to cause prepitous and irreversible hypotension.

¥ Ask every chest pain patient whether or not he/she has been on Viagra, etc. and, if so, when was the

dose? Document this on every run sheet involving the cardiac chest pain patient (even those who de
Viagra or similar medications).

DO NOTutomatically administer nitroglycerin to any patient who has had Viagra, etc. within the past
week. Consult with the receiving physician for appropriateness.

A. Administer oxygen if necessafgee Administration of Oxygen Protocol)

B. If pain is suspected to be cardiac in origin and if no significant allergy to aspirin exists, administer 324
mg aspirin PO and have the patient chew them.

C. Request ALS if not alreadw route. If the BLS crew is able to deliver the patient to an emergency
room within the same time it would take for the ALS crew to respond to the scene, the BLS crew
should transport the patient.

D. If available, obtain a t2ad EKG as soon as possibhle] with any significant change in patient
condition. Transmit this to the receiving facility by electronic means or present with the patient.

E. If systolic BP is at or above 90 mm Hg and the patient has their own nitroglycerin prescription, assist
the patient with taking one dose of his/her nitroglycerin. Nitroglycerin may be administered up to 3
times (every & minutes) as long as pain is not completely resolved and systolic BP remains above 90
mm Hg.

F. Contact receiving facility for further consultatidmALS is not on the scene. Initiate transport.

A. Administer ASA 324 mg PO if not already taken within the previous 12 hours.
B. Apply the cardiac monitor. If dysrhythmias are present, refer toahpropriate protocol.Obtain a 12
lead EKG as soon assgible and with any significant change in patient condition.
i. Time permittingrepeatl2-lead EK@n routeand present both with patient.
i. LT GKS HéadiBKS gein@natratestan acute inferior STEMI, consider obtaining
another 12lead with V4R

C. If systolic BP is at or above 90 mm Hg, administer a 0.4 mg dose of nitroglycerin sublingually.
Nitroglycerin may be administered every 3 minutes as long as pain is not completely resolved and
systolic BP remains at or above 90.

D. Initiate an IV
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E. Scene time should be kept to a minimum, as this is a-tintecal condition. Contact the intended
receiving facility and alert them of a potential myocardial infarction (Medical Alert).

Cardiovascular Emergencies

STEMI (STe§ment Elevation MyoardialInfarction) SPECIAL CARE

Patients with a STEMI or patients with chest pain thought to be due to myocardial ischemia and a left bundle
branch block (LBBB) will be transported to a receiving facility with a cardiac catheterization laboratory (cath
lab) avdiable.

1. Call the intended receiving facility as early as possible to activate the cath lab process. Inform the
NEOSAQGAY3I FLrOAtAGE GKIFIG €2dz FNB oONAYy3IAYyI Ay | a{¢

a. Patients who are hemodynamically stable will be transported to an appropriateitabsf
their choice.

b. Patients who are hypotensive (systolic BP < 90 mm Hg) despite fluids or who have persistent
life-threatening dysrhythmias will be transported to the closest hospital with cath lab
availability.

The combination of nitroglycerirand Viagra®, Revatio® (sildenafil), Levitra® (vardenafil), or Cialis® (tadalafil)
been found to cause precipitous and irreversible hypotension.

¥ Ask every chest pain patient whether or not he/she has been on Viagra, etc. and, if so, whenlasts the

dose? Document this on every run sheet involving the cardiac chest pain patient (even those who de
Viagra or similar medications).

% DO NOTutomatically administer nitroglycerin to any patient who has had Viagra, etc. within the past
week. Cosult with the receiving physician for appropriateness.
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Cardiovascular Emergencies

DYSRHYTHMIAS: BRADYCARDIA

BRADYCARDIA CRITERIAart rate <60/minute for childre(il-15) and adults; <80/minute in infants.
Bradycardia with hemodynamic compromise is an ominous sign of impending cardiac arrest in infants and
children.
SYMPTOMATIC CRITERIradycardiavith signs of pooperfusion andhltered mentationchest pain or
dyspneawith associated hypotension

BLS

A. Begin Initial Medical Care

B. Follow Airway Management protocol

C. Follow Oxygen Administration protocol

D. If patient is symptomatic, call for ALS uiffithe BLS crew is able to deliver the patient to an emecge
room within the same time itvould take the ALS crew to respond to the scene, the BLS crew should
emergently transport the patient.

ALS

1. Apply cardiac monitor and obtain-l&ad EKG

2. Ifpatient is symptomatic, establish a saline lock or IV with 0.9% NaCl. If an IV cannot be established and an
urgent need for vascular access exists, establish 10 access.

3. If patient remains symptomatic, perform the following in a stéipe fashion. Ressess after each step and
proceed to the next step if there is no improvement.

BRADYCARDIRDULT BRADYCARDREDIATRIC

1. Administer atropine 0.5 mg every-3 1. Perform CPR if clinically indicated
minutes until pulse rate is greater than 60 2. Intubate only iBVM
beats per minutes or a total dose of 3 mg i ventilations/oxygenation is inadequate
given. 3. Administer epinephrine 0.01 mg/kg

a) Atropine administration should not (2:10,000, 0.1 mL/kg) IV or 1O everp 3
delay pacing in perrestsituations. minutes.

b) Second Degree Type Il and wide 4. For increased vagal tone or primary AV bilc
complex Third Degree blocks shou administer atropine 0.02 mg/kg (min. dose
prompt aggressive use of external 0.1 mg, max single dose 0.5 mg) IV or IO;
pacing may repeat one time -5 minutes after initial

2. Implement pacing procedures: dose.

1. Setrate at 70 bpm 5. Continue searchinfpr possible reversible

2. Start mA at 10 andradually causes of hypoxia
increase until the point of electrical
capture

3. Verify mechanical capture by feelin
for a femoral or radial pulse. Musc
contractures initiated by the
pacemaker make a carotid pulse
unreliable while externally pacing.

4. If sedation or analgesia indicated
during the m@acing procedureyersed
2.5mg SIVP may be administered
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Repeat x 1 as necessary to mainta

an adequate level of sedation.

Cardiovascular Emergencies

DYSRHYTHMIARACHYCARDIA

BLS

A. Begin Initial Medical Care

B. Follow Airway Management protocol

C. Follow Oxymn Administration protocol

D. If patient is symptomatic, call for ALS

E. Rule out underlying causes of tachycardia
ALS

1. Apply cardiac monitor and obtain-l&ad EKG

2. If patient is symptomatic, establish a saline lock or IV with 0.9% NaClVI€amnot be established and an
urgent need for vascular access exists, establish 10 access.

3. If the patient has no signs or symptoms of pulmonary edema, administer 250 mL bolus of 0.9% NacCl
solution. Repeat 250 mL boluses every 5 minutes as longRageghains below 90 mmHg and signs of
pulmonary edema exist. (For peds, 20 mL/kg boluses)

4. If patient remainsymptomatic, perform the following in a steprise fashion. Reassess after each step and

proceed to the next step if there is no improvement

NARROW COMPLBADULT
QR%0.12sec
Urgent: angina chest pain, hypotension, aod/
pulmonaryedema

5. For pediatric patients, refer td?ediatric Emergency weight/lengthased tape

Urgent: Infantsrate usually >220/min

NARROW COMPLIPEDIATRIC
QR%0.12sec

Children rate usually > 180/min

1. Have patient perform Valsalva maneuvssing
the REVERT method.

2. If rhythm has not converted to sinus rhythm,
and in your judment the rhythm is believed to
be SVT, administer:

a. Adenosine, 12ng RIVP, followed with
10 mL fluid flush
i. Observe and anticipate AV
block(s) and/or transient
asystole
b. If, after 2 minutes, the rhythm does
not convert, or no AV block/transient
asystole has occurred, repeat adenosif
at 12 mg RIVP, followesith 10 mL fluid
flush

3. If unable to rapidly establish IV access, or if ng
response to adenosine, or a rhythm other than
SVT is observed, transport.

2. If rhythm has not converted to &inus rhythm,

1. Have patient perform Valsalva maneuver usin
the REVERT method. *

and in your judgment the rhythm is believed to
be SVT, administer:
a. Adenosine 0.1 mg/kg (max 6 mg)
RIVP, followed with 10 mL fluid
flush.
b. Second dose of adenosine, 0.2
mg/kg (max 12 mg) RIVP, followed
by 10 mL fluid flush.

Emergent: Unconscious or no obtainable BP

Emergent: Hypotension, acutelgltered mentation
signs of shock

Perform synchronous cardioversion in an escalati
fashion at dosages recommended by the

manufacturer.

Perform synchronous cardioversion in an escalati
fashion at dosages recommended by the
manufacturer.
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% Have patient blow into 10ml syringe to slowly move the plunger (~15 seconds); then quickly position

patient supine with legs lifted >45 degrees

WIDE COMPLEXDULT
(QRS > 02sec)

Asymptomatic

WIDECOMPLEREDIATRIC
(QRS > 02sec)

Asymptomatic

1. Establish IV access and monitor patient for
changes

1. Establish IV access and contact medical contr
for further instructions

Chest pain odyspnea

1. If regulatmonomorphicadminister adenosine 12
mg RIVP; immediately follow with 10 mL fluid
flush.

If irregular or VT does not resolve, administer
amiodarone 150 mg IV over 10 minutes

Do not delay emergent transport

If VT does not resolyen additional 0 mg
amiodarone may be administered over 10
minutes

If VT persists, contact medical control regardin
additional doses of amiodarone

how

1. Contact medical control for further instruction

Pulmonaryedema, SBP<90, or unconscious with
pulse

Hypotension acutelyaltered mentation, signs of
shock

1. Perform synchronous cardioversion in an
escalating fashion at energy levels recommend
by the manufacturer

2. Administer amiodarone 150 mg IV over 10

minutes

3. If VT persists, cardiovert withaximum electrical
output
4. If VT recurs, administer additional amiodarone

150 mg IV over 10 minutes and cardiovert at th
energy level that was previously successful

5. If VT persists, contact medical control regarding
additional doses of amiodarone

1. Perform synchronous cardioversion beginning
with 0.5-1 j/kg; if not effective, increase to 2
i’kg

2. Contact medical control for further instruction

Unconscious without Pulses

Unconscious without Pulses

Treat as Cardiac Arrest, VF/VT

Treat asCardiac Arrest, VF/VT

Cardioversion Energy Recommendations

Narrow Complex

50310031503200J

Atrial Fibrillation

12031503200J

10031503200J

Wide Complex Tachycardig
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Cardiovascular Emergencies

SHOCKCARDIOGENIC

Criteria: Symptomatic hypotension due to a suspected cardiac event with heart rate betwe&i®per
minute.

o8]

LS

Begin Initial Medical Care

Follow Airway Management protocol

Follow Oxygen Administration protocol

Request ALS if not already en roufehe BLS crew is able to delr the patient to an emergenapom
within the same time it would take for the ALS crew to respond to the scene, the BLS crew should
transport the patient.

Dow»

ALS
. Apply cardiac mdtor and obtain 12ead EKG; if dysrhythmias are present, treat according to the
appropriate protocol. If STEMI is suspected, notify the intended receiving facility

2. Establish an IV with 0.9% NaCl. If an IV cannot be established and an urgent mascular access exists,
establish 10 access.

3. If the patient has no signs or symptomgpuolmonary edema, administer 506L bolus of 0.9% NacCl
solution (20ml/Kg in pediatrics)

4. Contact medical control at the intended receiving facility to disewkhtional fluid boluses and/or a
norepinephrineinfusion (typically beginning at2 mcg/min and titrated to a systolic BP of 90 mmMigx
infusion 12 mcg/mir).

[EnY

SHOCKNONCARDIOGENIC

BLS

A. Follow ADin ShockCardiogenic protocol

B. If evidence of trauma or hemorrhage present see Initial Trauma Care Protocol
C. Consider other causes of shock

ALS
lAULT ____________PEDATRC |
1. Apply the cardiac monitor 1. Administer 20 mL/kg IV or IRaCl solution as
2. Initiate two large bore IVs (or 10, ifdttess in rapidly as possible.
not available) of NaCl and tie to a systolic Bl 2. Reassess vital signs and peripheral perfusi
of 90 mmHg if patient has no signs or reassess for signs of pulmonary edema.
symptoms of fluid overload 3. If no improvement in vital signs, peripheral
3. Reassess vital signs and peripheral perfusion perfusion, and no indication of pulmonary
reassess for signs of pulmonary edema. edema is present, repeat NaCl bold20
mL/kg
4. In cases of hypotension involving infants,
perform glucose analysis. If blood glucose
suggest hypoglycemia administer 4 mL/kg [
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Cardiovascular Emergencies

CARDIAC ARREST, GENERAL CARE

Do not delayoxygenation/ventilation for suspected primary respiratory arrest.
For EMS witnessed cardiac arrest, quick defibrillation is kedo not delay defibrillation!

Pediatric/Infant/Neonate: Oxygenation and ventilation is of utmost importance in cardiac arrest tise!
the Broselow® tape (or appropriate equivalent) to assess and determine correct dosing rebiaternhat
pediatric patients ALWAY'S requires respiratory support with BVMglegrdiac arrest.

BLS
A. Initiate chest comgssions according to current logalidelines for healthcare providers.
B. Call for ALS if not already en route.
C. Attach AED and follow prompts.
1. If "no shock advised," perform CPR for 2 minutes) itheck pulse. Ranalyze rhythm if no pulse
is found.
D. Initial airvay managemeidult)
1. Provide oxygen via 100% NRB @ 15Ipm
2. OP/NP with NRB Only if gag reflex abseNb nonvisualized airway
3. Assist respirations when suspected cause is respirdtiajver rescue breaths)
4. Follow protocol specific airway for cardiac arrest aftércgcle of CPR
E. If the patient regains a pulse, follow Post Cardiac Arrest Care protocol.

ALS
A. Establish an IV/IO with 0.9% NacCl
B. Apply cardiac monitor aridllow appropriate Cardiac Arrest Dysrhythmia protocol
C. VF/VT witnessed arrest primary goal is high quality UNINTERRUPTED CPR and basic airway maneuvers with
NP/OP with NRB onlyo nonvisualized airway
1. Provide oxygen via 100% NRB @15Ipm
2. OpNP with NRB Only if gag reflex absésd NonVisualized Airway
3. Follow protocol specific airway for cardiac arrest aftécykcle of CPR
D. Follow protocol specific airway for cardiac arrest aftércgcle of CPR

% Defibrillation is the treatment parity when advised by the AED. Bare and dry chest, remove any
medication patch. Place patient on hard surface.

Defibrillate at setting recommended by the manufacturer.

Try to minimize interruptions in chest compressions

Use mechanical compressions QAS or similar device) when available.

Respiratory rate of 1:02/minute is adequate for patients in cardiac arresio not hyperventilate.
Displace the uteruto the left for the obvious pregnant female (palpable utealzove the umbilicus)

TR T T ®
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Cardiovascular Emergencies

PEDIATRIC CARDIAC ARREST, GENERAL CARE

Prior to transport, the patient should receive 15 minutes of high quality CPR OR have received at least 3
doses of Epinephrine administered according to the appropriate cardiac arrest protocol.

Oxygenation and ventilation are of utmost importance in gt cardiac arrest care! Most pediatric cardiac
arrests are secondary to a primary respiratory arrest.

Use the Broselow® tape (or appropriate equivalent) to obtain approximate weight and determine correct
dosing regimen.

For EMS witnessed cardiac astequick defibrillation is ke do not delay defibrillation!

BLS

1) Initiate chest compressions (at a rate of 1080 beats per minute and ratio of 15 compressions to 2
breaths for two rescuers or 30 compressions to 2 breaths for a single rescuer)

2) Call for ALS if not already en route.
3) Attach AED and follow prompts.

a) Utilize pediatric pads or pediatric key as appropriate to the AED. The use of an adult AED is acceptable

if pediatric supplies are not available
b) Pads should be placed in the antermwserior position.
¢) If "no shock advised," perform CPR for 2 minutes, then check pulsmdieze rhythm if no pulse is
found.
4) Initial airway management
a) OP/NP-Only if gag reflex absent
b) Provide good bag valve mask ventilation with mask that formadmguate seal around the mouth.
5) If the patient regains a pulse, follow Post Cardiac Arrest Care protocol.

ALS

1) Establish an IV/I0 with 0.9% NacCl
2) Apply cardiac monitor and follow appropriate Cardiac Arrest Dysrhythmia protocol

3) Defibrillation is the treatmat priority when advised by the AED. Bare and dry chest. Place patient on hard

surface.

a) Defibrillate as described in the appropriate protocol
4) Try to minimize interruptions in chest compressions
5) Respiratory rate of 102 breaths/minute is adequate for patiés in cardiac arrest do not hyperventilate.
6) Place ETCOZ2 in line with the bag.
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Cardiovascular Emergencies

ADULTPIT CREW CPR

Pit crew CPR is a high performameedel of CPR that maximizes compressions and minimizes interruptions by
pre-assigning provider roles based on order of arrival to the patient. Below is a description of the positions that
are to be assumed by those arriving on scene to a cardiac arrest.

A. Pit Crew CPR applies to all cardiac arrest patients (VT, VF, PEA and asystole)
B. Positions:
a t2aidAiAz2y I mY o0tFGASYGiQa NAIKG KFEYyR &ARSO
I. Check pulses and initiate first 2 minutes of compressions
ii. When not performing compressions, assist position #3 with BVMii¢ated
b.t2aAdA2y 1 HY o0tlFdASydiQa tSTi KIYyR aARS0O
i. Attach AED and follow prompts
ii. Alternate compressions with position #1 on 2 minute interyvake mechanical
compressions when available (LUCAS or similar device).
iii. When not performing compressions, assist fiosi#3 with BVM if indicated
c. t2aAldA2y loY o0tlFGASYGQa KSI RO
i. Initiate airway management as per protocol
ii. Alternate with position #1/#2 for compressions
Position #4: First arriving EMP after Positions-B are filled.
i. Obtain IV/I0 access and administer madiigns as per ACLS protocol
ii. Temporarily slide to position #3 if advanced airway required
iii. Directs ACLS interventions based on rhythm, EtCO2 and pulse
e. t2aA0A2y 1 pY avdzZfAGe ! 2adz2Ny yOS¢
i. Utilizes checklist (see appendix) to verify positions are appropriatielgt ind
performing required interventions
ii. Records rhythm and if shock delivered every 2 minutes
iii. Records time of administration of ACLS medications
iv. IF ROSC OBTAINEDtilizes Checklist to verify all tasks have been completed.
ff.t2aA0A2Y lcY QG[AlFLA&2YE
i. Liaisons with family, bystanders and maintains scene safety.

o
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Cardiovascular Emergencies

PEDIATRIC PIT CREW CPR

Pit crew CPR is a high performance model of CPR that maximizes compressions and minimizes interruptions by
pre-assigning provider roldsased on order of arrival to the patient. Below is a description of the positions that
are to be assumed by those arriving on scene to a cardiac arrest.

NOTE: The positions for Pediatric Pit Crew CPR are slightly different to emphasize the importance of
Oxygenation and Ventilation

1) Pit Crew CPR applies to all cardiac arrest patients (VT, VF, PEA and asystole)
2) Positions:
a)t2aArAdAz2y ImY 6t GASYyGdQa NARIKG KFEYR AARSO
i) Check pulses and initiate first 2 minutes of compressions
i) Alternate compressions with Position #4 on 2 minute interval
iiiy Compressions should be continuous until BVM is set up then switch to ratio of 15 compressions:2
breaths
byt 2aAdA2y |1 HY o6t GASyGtdQa KSI RO
i) Initiate BVM with 100% Oxygen
ii) Focus on achieving and maintaig an excellent seal with 2 handed technique
c)t2aAlA2y loY o0tlFGASYGiQa KSIR NARIKiGkE STFGO
i) Assist Position #2 with BVM and airway management
i) Maintain quality CPR with 15:2 ratio
iii) Alternate with Position #2 holding the mask in case of fatigue
d) Position#4: (Patgii Qa f STi KFIYyR &aARSO
i) Attach AED and follow prompts
ii) Alternate compressions with Position #1 on 2 minute intervals
e) Position #5: First arriving EMPTafter Positions-# are filled.
i) Obtain IV/IO access and administer medications as per cupretdcol
i) Directs PALS interventions based on rhythm, EtCO2 and pulse
iii) Temporarily slide to position #3 if advanced airway required
) t2AA0GA2Y |l cY aGvdz-t AG& ! aadzN) yoSé
i) Utilizes checklist (see appendix) to verify positions are appropriately filled and performing required
interventions
i) Records rhythm and if shock delivered every 2 minutes
iil) Records time of administration of PALS medications
iv) IF ROSC OBTAINEDLlizes Checklist to verify all tasks have been completed.
g t2aiAdAz2y 1 1tY G[AlFLAaz2yé OAF FOFAfTIof SO
i) Liaisons with famyl, bystanders and maintains scene safety.
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Cardiovascular Emergencies

CARDIAC ARRE®H/VT

BLS

A. Perform chescompressionsintil defibrillator is attachd. (Provide2 minutes of chest compressions prior
to defibrillation for unwitnessed arrestGompressions should be performed at a rate of-120/minute.

B. Refer to Cardiac Arrest, General Care guidelines

ALS

CARDIAC ARRESDULT CARDIAC ARREBEDIARIC

V-Fib/VT V-Fib/VT

Persistent or Recurrent VF/VT Persistent or Recurrent VF/VT

1. For witnessed arrest apply pads and defibrillatg 1. Defibrillate if indicated at 2J/Kg. Subsequent
maximum settings akecommerded by the shocks should be at 4 J/Kg.
manufacturer.
The use of pediatric defibrillation pads is
2. Immediately resume CPR for 2 minutes. Place preferred. If adult pads are used, they should
or NP airway angrovide oxygen via 100% NRB placed in an anterieposterior configuration.
Establish IV/IO
a. IF PRIMARY RESPIRATORY ARREST IS| 2. Defibrillate, immediately resume CPR for 2
SUSPECTHIIOLOGiyhmediately initiate minutes. Establish an IV (or an 10 line, if IV
standard resuscitative measures using BV access is not avaitble).
with 100% oxygen.
3. Administer 0.01 mg/Kg (0.1 mL/Kg) 1:10,000
3. ASAP administer 1 mg epinephrine 1:10,000 IV epinephrine \or 10 every & minutes(max

10 push and repeat every=3min. dose is 1mg)

4. Check for an organized rhythm anfinute 4. Check for an organized rhythm atinute
intervals. Shock if indicated. Immediately resu intervals. Shock if indicated. Immediately
CPR. resume CPR.

5. If still in V/VT after 8 cycle of CPR and shock 5. Administer amiodarone 5 mg/Kg IV or (fdax
consider advanced airway techniques or BVM g dose is 300mg)
rate of 810/min (this can include prior treatment

by fire/BLS) 6. Resuscitative efforts should rotate on a 2
minute cycle. Pattern should be shock, CPR,
6. Administer 300 mg amiodarone IV or 0. May drug.

repeat one time at half dose (150 mg)

7. Resuscitative efforts should rotate on 2 minute
cycles. Pagern should be shock, CPR, drug

8. If no response to amiodarone, consider 2 grams
magnesiunsulfate IV or 10. May repeat one timg
in 35 mins.
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OnceVF/VThas Resolved ADULT

Once VF/VT has Resolve®EDIATRICS

1. Administer amiodarone if the 300 mg bolus wa
not given previously:
a. Add 150 mg amiodarone to a 50 mL 5%
dextrose IV bag
b. Infuse over 10 minutes
9 100 gtt/min using 20 gtt/mL drip set
1 75 gtt/min using 15 gtt/mL drip set

2. Begin anagnesium IV infusion at 33 mg/min (2
g/h) if the 2 g magnesium bolus was used
a. Add 2 g magnesium sulfate to a 50 mL 0.99
saline or 5% dextrose 1V bag
b. Infuse at 50 gtt/min using the 60 gtt/mL drig
set.

1. Contact medical control for further
instructions.

If VF/VT halNOTResolved

1. Consider Double Sequential External Defibrillaj
if second defibrillator is available and:
a. Refractory td 3 standard
defibrillationsAND
b. Has already received 300mg
amiodaroneAND
c. Ventricular fibrillation/pulseless
ventricular tachycardia NEVER
converted
2. Refer to Procedures section for further instructi
on Double Sequential External Deifilation.

Cardiovascular Emergencies
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CARDIAC ARREBULSELESS ELECTRICAL ACTIVITY/ASYSTOLE

Consider possible reversible cause®BfAssuch as hypovolemia, hypoxia, tension pneumothorax,
cardiac tamponade, hypothermiacidosis, drug overdose, hyperkalemia, massive acute Ml, or
pulmonary embolism

Consider possible reversible cause&systolesuch as
hypoxia, preexisting acidosis, drug overdose, or hypothermia.

CARDIAC ARRESDULT CARDIAGRRESIPEDIATRIC

PEA/ASYSTOLE PEA/ASYSTOLE
1. If the rhythm is unclear and possibly 1. If the rhythm is unclear and possibly
ventricular fibrillation, defibrillate as for VF. ventricular fibrillation, defibrillate as for VF.
2. Immediatelyresume CPR for 2 mites. 2. Resume CPR immediately and begin BVM
Apply 100% NRB with NP or DRo gag ventilation and oxygenationProceed to
reflex present Establish IV/IO. advanced airwawpnly if BVM

ventilation/oxygenation is inadequate

3. ASARAdminister 1 mg epinephrine 1:10,00
IV or 10 push and repeat everys3nin. 3. Establish IV (or an IO line, if IV access is n

available)

4. Check for an organized rhythm an@nute
intervals. Shock if indicated. Immediately 4.  Administer 0.01 mg/kg epinephrine:
resume CPR. (2:20,000 0.1 mL/Kg) IV or 10 evenb3

minutes(max dose is 1 mg)

5. If after 2 round pt still is asystole/PEA ma
consider advanced airway mamersand/or
BVM at rate of 1a.2/min

6. Continue resuscitative efforts for 30 minute
total. Contact receiving facility for further
consultation as needed.

Cardiovascular Emergencies
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POST CARDIAC ARREST EAREADULTS

Applies to patients resuscitated from careiespiratory arrest who have a perfusing rhythm and
pulse, and wh@emain unresponsive.

Secure the airway. If not previously accomplished, the airway should be secured with an ET tube
or a nonvisualized airway.

Maintain normoventilation. Initially, veitate at 1612 breaths per minutes. Do NOT
hyperventilate. If endidal capnography is available, titrate ventilation to an EXG(C35-40 mm
Hg. All advanced airways require confirmation/monitoring with waveform capnography.

Stabilize dysrhythmias:

a. Unstable tachydsrhythmiasg treat with cardioversion
b. Unstable bradydysrhythmiasconsider external pacing
c. Stable tachycardia or bradycardjdreat per protocols

If initial arrest rhythm was-ib or +tach, give amiodarone 150 mg IV over 10 minutes if not
already give during resuscitation. If significant ventricular ectopy persigseat amiodarone.

Support blood pressure

1. Administer500mL boluse®f 0.9NS to maintain SBP between 110 and 140 mm Hg

2. LT GKS LI GASYyGQa {.t Aa f ScalbmedicHl lcoitrodand YY | 3
considemorepinephrineand titrate to a SBP >110 and < 140.

Obtain a 12ead EKG and transmit, if possible. Notify the receiving facility as soon as a STEMI is
suspected.

Check glucose and treat per protocol

Seizure activitg monitor for seizure activity and treat per protocol.
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Cardiovascular Emergencies

0.

POST CARDIAC ARREST CARE FOR PEDIATRICS

Applies to pediatric patients resuscitated from cardispiratory arrest who have a perfusing rhythm
and pulse, and wheemain unresponsive.
Continue to support respirations with BVM, attempting to time support with the patients own
respirations
ETCO2 should be used in line with bag during BVM. If the patient is breathing and BVM is not
necessary then nasal cannula ETCi@Riksl be placed on the patient.
Maintain normal ventilation. Initially, ventilate at 12 breaths per minutes. Do NOT hyperventilate or
hypoventilate.
Stabilize dysrhythmias:
a. Stable tachycardia or bradycardjdreat per protocols
b. If initial arrest rhytim was vfib or +tach, give Amiodarone 5 mg/kg (max 300 mg) IV/IO over
10 minutes if not already given during resuscitation. If significant ventricular ectopy persists,
repeat amiodarone per protocol
Support blood pressure
a. Administer 10 mL/kg boluses offONS to maintain adequate blood pressure for age (70 +
2xPatient Age)

b. LT GKS LI dGASyGQa {.t Aa tSaa GKIy f26SNIfAYA

fluid, call medical control for further instructions
Obtain a 12ead EKG
Check glucosand treat per protocol
Seizure activitg monitor for seizure activity and treat per protocol.
Monitor for fever
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Cardiovascular Emergencies

LEFT VENTRICULAR ASSIST DEVICE (LVAD)

A. The most valuable resource for th& AD patienis their caregiver. They are trained and familiar with all of
the LVAD equipment. The caregiver will be transported with the patient to the Emergency department.

B. Contact VAD coordinatffound on cardhe patient will give you) for additional guidance.
C. All ALS and BLS protocols are valid for the LVAD patient.

D. You must use clinical judgment to determine the need for CPR. (warm, pink, with good capillary refill)
a. Peripheral pulses mapt be present.
b. BP can only be measured with a Doppler ultrasound.
c. Pulse oximetry mayot bereliable (f there is no pulse).
d. Listen over the pump for a mechanical whirring sound.
1. If this is present no need f@PR.
2. Look foranother cause of theJl (i A degbimg@asated state.
e. If CPR is initiated transport patient to the hospital.

E. CPRs performed in the usual manner.

F. Defibrillation and cardioversion are performed in the usual manner.
a. Not all dysrhythmias need be treated.
1. If the patient is warm, pink with good capillary refilPRs not necessary
0P 52 y20 LXIFOS RSFAONREf I G2NJ LI RA 20SNJ 6KS & LJ

G. If the pump is not working (no mechanical whirring sound):
a. Check System control panel for alarms.
b. Check Power Supply connection.
c. Never disconnect both batteries at the same time.
d. Contact VAD coordinat@iound on card the patient will give you) for additional guidance.

H. Always transport patient with Travel Bag contair@rtya controller, batteries and cables and if stable
transport to a VAD center.

I. Most patients are orsildenafil(Viagra®, Revatio®) and nitrates should not be administered.
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Medical Emergencies

OPIATE OVERDOSADULTBLS/ALS OPIATE OVERDQSEEDIATRICALS ONLY

1.

ALTERED LEVEL OF CONSCIOUSNESS
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. Perform blood glucose analysisifailable
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. If blood glucose suggests hypoglycemia, administerglualosef patient can tolerate oral medication.
. If the patient has respiratory depression and a history suggestive of possible opiate overdose,
administer Naloxone IN/IM depending on ydicS approved formulation and route of administration.

. Establish a saline lock or an IV with 0.9% NacCl.

A
B
C
D. Investigate for possible causes (medical history, medications, medic alert tag, recent trauma).
E
F
G

A
B. Apply cardiac monitor. Obtain a-12ad electrocardiograph (ECG).

C. Ifan IV cannot be established and an urgent need for vascular aexists establish 10 access.
D. Perform blood glucose analysis, if below 70 mg/dL administer 25g in 50ml Dextrose 50% IVP.

If the patient has respiratory depression and a
history suggestive of possible opiate overdose
initiate ventilation using BVM amadminister 0.4
mg Naloxone IVP
a. If unable to administer IV, administer
2mg of naloxone IN or IM
b. IN or IM auteinjector by EMTB is
permitted.
If respiratory depressiopersists after 2
minutes, repeat IVIM or INvia alternating
nostrils until respirations are adequate or a tot
of 2 mg IV or 4mg IN of naloxone has been
administered.

1.

If the patient has respiratory depression and a
history suggestive of possibigpiate overdose,
initiate ventilation using BVM amadminister 0.1
mg/kg (up to 2ng) Naloxone IVP or intraasally.
If respiratory depression persists after 2
minutes,contact medical control for
recommendations for any further dosing.
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Medical Emergencies

BEHAVIORAL EMERGENCIES/RESTRAINT

A. General approach

1.

Violent behavior may be a manifestation of a medical condition such as head injury, drug or
alcohol intoxication, metabolic disorders, hypoxia, stroke, or fictsi state. Field paonnel

should consider these medical conditidirst, and thenconsider psychiatric disorders in the
approach to violent patients. Field personnel should obtain a detailed history from family
members, bystanders, and law enforcement personnel, and maki&plar note of patient
surroundings for clues to the cause of the behavior (e.g., drug paraphernalia, medication bottles).

EMS personnel shall attempt to @scalate verbally aggressive behavior with a calm and
reassuring approach and manner.

B. PhysicaRestraint Issues

1.

wSAaGNFAYSR LI GASyda akKlkff 0S8 L&ZFOSRNIDY U2 BMMILIAI
tFGASyda akKhktt y20 0SS 0(N-yRIRNG SRt AYA Sy LINRYESI fL
Gal yRoAOKSReé 0SiG6SSy aeaerdatiessebRiuridgkransidE o6 0102+

Fourpoint restraint is preferred; additional tethering of the thorax may be necessary. A surgical
mask may be placed on the patient to prevent spitting.

The method of restraint must allow for adequate monitoringpafse and respirations, and should

y20i NBAGNAROG GKS LI GASYG 2NJ NBadOdzSNa loAfAdGe
personnel must provide sufficient slack in the restraint device(s) to allow the patient to straighten

the abdomen and chesta to take full tidalvolume breaths. The neck may not be compromised.

Once the patient has been restrained, he/she should never be left alone.

Restrained extremities should be monitored for circulation, motor function, and sensory function
every 10minutes and upon arrival at the hospital. It is recognized that the evaluation of motor
and sensory status requires patient cooperation, and thus may be difficult or impossible to
achieve.

Outof-hospital documentation should include behavior, reasorréstraint, that the restraints

GSNB al LILX ASR F2NJ GKS LI GASyGQa alFSiteés ARSYy(
pertinent clinical information, vital signs, and documentation of monitoring of restrained

extremities.

Unlessnandated for emergency care, restraints are to be left in place until the patient is turned
over to hospital ED staff and preparations are made for a smooth and safe transfer.

Metal handcuffs for initial restraint may only be applied by law enforcemerg@eel. Metal
handcuffs may be replaced with another method of restraint (e.g., those listed above or hard
plastic flexcuffs) prior to transport. Metal handcuffs may only be used for restraint during
transport when law enforcement personnel accompahg patient. Only law enforcement
personnel may remove metal handcuffs.
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Law enforcement responsibilities:

a. Law enforcement personnel are responsible for the capture and/or restraint of potentially violent
patients. EMS personnel should obtain assistarmm faw enforcement to prepare patients for
transport.

b. Law enforcement agencies retain primary responsibility for safe transport of patients under arrest
or involuntary detention.

c. Patients under arrest or involuntary detention shall be searched thoroughlgw enforcement
personnel prior to being placed in the ambulance.

i. Patients under arrest must always be accompanied by law enforcement persdhigl.
may be accomplished by law enforcement following the ambulance in a patrol vehicle.
ii. EMS and law enforoeent personnel should mutually agree on need for law enforcement
assistance during transport of involuntary detention patients.
C.Transport Issues

1. If an unrestrained patient becomes violent during transport, EMS personnel shall request law
enforcement assistance and make reasonable efforts to calm and reassure the patient

2. LT GKS ONBg 0StAS@PSa (GKFG GKSANI LISNE2YLFf &l FS(
to leave the ambulance. Every effort should be made to releaspdtient into a safe
environment. EMS personnel are to remain on scene until law enforcement arrives to take control
of the situation.

Page68 of 139



Medical Emergencies

CHEMICAL RESTRAINT

Chemical restraint is to be used only where the patient can be adequatelsepedtedly monitored by EMP
providers. It is to be reserved for patients who cannot otherwise be restrained or restrained only at the risk of
significant harm to the patient, law enforcement, or EMS providers or if provider has concern for excited
delirium. Once applied, patients should be isolated and placed in an ALS ambulance as soon as possible. All
patients who are administered midazolam or ketamine are required to be monitoredwaitteformEtCO2 for
adequate ventilation. All patients will be trgmsrted to closest appropriate facility for further evaluation.

ALS
A. Consider other causes of combative or irrational behavior, including but not limited to hypoxia and
hypoglycemia.
B. Indications for chemical restraint include
1. Evidence of excited delirium such as drug usage, severe agitation, violent behavior, aggressivenes
hyperthermia, surprising physical strengthckaof response to pain such aas&rsM
2. Violent, agitated patient who cannot be otherwise restrained or restrained only at the risk of
significant harm to the patient, law enforcement, or EMS provider
C. Adminster ONE of the following:

1. Midazolam IV, IM, or via intraasal spray
a. If patient >50kg, administer 5mg IV, IM or IN (2.5 mg in each nostril)
b. If patient <50kg, administer 2.5mg IV, IM, or IN
c. Consider lower dose if patient is elderly (>65) or $exsous comorbid medical conditions
2. Ketamine IM for patients 12 years of age or older. Preferred medication for patients with suspected
excited delirium.
a. If patient estimated >50kg, administer 300mg IM to lateral thigh or deltoid.
b. If patient estimated <50k administer 150 mg IM to lateral thigh or deltoid
c. Use with caution in patients with history of coronary artery disease. If there is concern for an acute
ischemic event such as a stroke or MI, do not administer ketamine.
d. Larngyospasm is a rare, but sescadverse effect of ketamine administration. If patient develops
stridor, apnea, or sudden loss of EtCO2 after administration, suspect laryngospasm.

(1) Apply airway maneuvers, such as jaw thrust or chin lift. Consider oral or nasal airway.

(2) Assist with BVM1tal00% O2 to apply positive pressure.

(3) If these methods prove to be inadequate and patient is not being ventilated, follow advanced
airway protocols with the modification that only a single attempt to visualize the vocal cords
should be made with direct tgngoscopy. If vocal cords can be seen and are open, then
attempt to intubate with ET tube. If vocal cords are closed/spasming, DO NOT attempt to pass
anything throughvocal cords and proceed to asityrotomy.

(4) DO NOT administer any further ketamine.

Patent should be isolated and placed in an ALS ambulance as soon as possible and all patients will be
transported to the nearest appropriate facility for further evaluation and released to law enforcement
thereafter.
After sedation is achieved
1. Treat any immette life threatening injuries.
2. Airway, mental status, and vital signs (including pulse oximetyeformEtCO2, and heart rhythm)
must be examined and documented every 5 minutes.
a. All patients that receive midazolam or ketamine are required to be placatbsalwaveform
capnography
3. Monitor for signs of hypoventilation such as decreased respiratory rate or increase in EtCO2

Page69 of 139



F.

a. Provide passive oxygenation via nasal cannula or nonrebreather

b. Attempt verbal and/or physical stimulation

c. If severe, apply BVM, and m@onto advanced airway options per protocol if continued
inadequate ventilation

4. Establish IV, initiate IVF therapy

5. Obtain blood glucose level

6. Keep patient in an upright position and allow for hyperventilation.

If adequate sedation is not achieved with oofethe above options, contact medical control for requests

for additional medication or other orders.

1. If medical control recommends additional doses of midazolam or ketamine, either in isolation or in
combination, advanced airway preparation should bedeaas there is an increased risk for
respiratory depression.

If patient subsequently has a cardiac arrest, follow ALS protocol for cardiac arrest, but consider early

administration of sodium bicarbonate 100mEq IV push if patient initially presented ewtres agitation or

concerns for excited delirium.

If chemical restraint is used, a copy of the run record must be made available to the Medical Director

through the CQI Coordinator within 24 hours.

If chemical restraint is used, a copy of the rumecord must be made
available to the Medical Director through the CQI Coordinator within
24 hours
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Medical Emergencies

DIALYSIS PATIENTS

The use of Body Substance Isolation Procedures is especially important because
of the possibility of exposure to blood and body fluids and the probability of
dialysis patients being carriers of the hepatitis B virus. Treat any presenting problems according to
appropriate protocol and note the following maodifications:

A. Do not take vital signs in an extremity containing a graft or fistula.

B. Ifthe patient is on the hemodialysis machine, have the dialysis technician disconnect the patient from
the machine. If the dialysis technician is not present, or is unable to disconnect the patient, turn off the
machine.

1. Clamp off the access device andcdisnect the patient from the machine.

2. Remove or have technician remove the needles. Apply pressure as the needle is removed so as to
avoid cutting the access device.

C. Ifthe patient is on continuous ambulatory peritoneal dialys8RD), unclamp drainagebe and allow
fluid in the peritoneal cavity to drain back into the bag.

D. Be alert for pathological fractures or fractures that might occur.

E. If avenous or arterial air embolus is suspected, immediately place the pati€ngrmdelenburg
positionon the left side.

F. If the site is persistently bleeding, apply direct pressure and elevate the limb. Do
NOT apply a tourniquetlevice.

ALS
1. Initiate an IV in an extremity containing a shunt or fistula only if an immediatéhliéatening situation
exists and there is no other IV site. NOTE: This does not mean that insertingtarthé shunt or
fistula is allowed; only that another IV site in that same arm is allowed.
2. For patientsvho may be hyperkalemic (with or without a missed dialysis) éxaibit a wide QRS (
0.12sec),ANDhypotension or refractory ventricular fibrillation, give the followimgdicationsn this
order.

a. Calcium chloride 1 g SLOW IV push

b. Albuterol 5 mg nebs baek-back/continuously for the spontaneously breathing patient,
and

c. If no change in patient condition, consideodium Bicarbonate, 100Hgq IV push.
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MedicalEmergencies

DRUG OVERDOSE/POISONBUSPECTED

A. Protect yourself from exposure to poisons.

B. Begin Initial Medical Care when safe to do so.

C. Obtain the following information:

1.

2.

7.

8.

Type of poison/medication.

Type of exposureingestion, injection, absorption, inhalation.
Time of exposure.

Amount of poison exposure (quantity, strength of agent(s)).
Time exposure took place.

If an ingestion, poison/medication taken with water/alcohol/etc.?
Time of last food andlcohol intake.

Weight of patient (in Kg).

D. Remove the patient from the source of contamination, if necessary, without endangering responders.
In the event of topical poisons, decontaminate the patient with copious amounts of water. Brush
away powdered gbstances prior to irrigation.

E. Categorize type of poison

1.

Injected poisons- (e.g., bites, stings, or open wounds caused by an object contaminated with a
poisonous substanc&)apply a venous constricting band above the site of injection on an
extremity, immobilize the extremity and keep it below the level of the heart. For stings, scrape
stinger away, do not squeeze stinger.

Suspected allergic reactiof®ee Allergic Reaction Protdcol
Inhaled poisonsAdminister high flow oxygeto all patients with poisoningy inhalation or who

meet criteria for oxygen administration or airway management proced&se Administration of
Oxygen Protocol and/or Airway Management Protocol)

F. If level of consciousness is decreased or vital signs abnormal, transportation by advanced life support is
preferred.(See Altered Level of Consciousness Protocol)

G. Gather containers or remaining medications that can be taken to the hospital safely.
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H. Consider contacting the Indiana Poison Center (IPC) onIMedhe IHERN for information on
expected toxicity. The Poison Center may be used as a resource for information, NOT for orders for
patient care. The IPC is also available atZ&23, (800) 2224222, on via the IHERN (EMR).

ALS
1. Follow appropriate protocol for specific presentation/toxin.

BETA BLOCKER OVERDOSE
Consideglucagonfor Beta blocker OD with:
Hypotension (SBP < 90 mm Hg adult or SBP < 70 + 2 x age in years for pediatric patients )

Adult dose; Glucagon 3 mg slow IVP (over 3 minutes)

Pediatric Dose Glucagon 50mcg/kg slow IVP (3 mg max)

CALCIUM CHANNEL BLOCKER OVERDOSE

Considercalciumchloridefor calcium channel blocker OD with:

Bradycardia (HR < 6BND

Hypotension (SBP < 90 mm Hg adult or SBP < 70 + 2 x age in years for pediatric patients )

Adult dose; Calcium Chloride 1 g slow IVP

Pediatric Dose 0.2ml/kg of 10%alcium chloride slow IVP (1 gram max)

CYCLIC ANTIDEPRESSANT OVERDOSE

Considesodium bicarbonatefor cyclic antidepressant OD with:

B2 ARS vw{ O2YLIOBE 6x nodmun aS0O 0

Hypotension (SBP < 90 mm Hg adult or SBP < 70 + 2 x age in years for patiettc)OR
Seizures

Adult dose and PediatgéSodium bicarbonate 1 mEg/Kg IVP
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Medical Emergencies

SEIZURES

Administer high flow oxygeriSee Oxygen Administratipn
B. Protect patient from injury while patient is seizing. DO NRESTRAIN PATIENT. DO NOT FORCE A
BITE STICK INTO THE PATIENT'S MOUTH. Determine the duration of the seizure. Observe the type of

seizure activity and what part(s) of the body it affects.

Not in Status Seizures

A. Initiate transport.

1. Adult patients whaare no longer posictal may request not to be transported. You should consult

with the hospital for authorization not to transportSee Non Transported Patient Protocol)

Status Seizures

Criteria: Continuous seizure activity for longer than 3 minubeé$wvo or more consecutive seizures without

regaining consciousness
BLS

A. Assist ventilationgSee Airway Management Protocpl
B. Contact receiving facility for further orders if ALS is not on scene. Request advanced life support.

ALS
STATUSEIZURBDULT

1. Perform blood glucose analysis. If blood
glucose < 70 mg/dL, administesg in 50ml|
Dextrose 50% IVP.

2. If unable to establish IV after 2 attempts
administerglucagon 1 mg IM or intraasal

3. Apply the cardiaenonitor and pulse

oximeter.
4. Administer midazolam IV, IM, or intraasal:
I & LF LIGASYd x pn

b. If patient < 50 kg, administer 2.5 mg
c. Dose may be repeated in 5 minutis,
needed use other naref administered
intranasally
Note: Patient must be placed on nasal waveform
capnography.

If the patient is pregnant in th8rd trimester,
administer 2 grams magnesium IVP over 2 minute

STATUS SEIZUREDIATRIC

1. Perform blood glucose analysis. If blood
glucosesuggests hypoglycemia, administer
mL/Kg 25% dextrose IV push to infants or
mL/Kg of 50% dextrose for older children
(not to exceed 50 mL).

2. If patient is hypoglycemic anghable to
establish IV after 2 attempts, administer
glucagon 0.5 mg IM or intmasal for
children < 20 Kg, 1 mg IM or irnasal for
OKAf RNBY % HnY3o®

3. Apply the cardiac monitor and pulse
oximeter

4. Administer midazolam 1V, IM, or intraasal

a. 0.1mg/kg of midazolam (up to a
maximum of 5.0ng)

b. Ifintra-nasal, divide the dose so tha
each naes receives half

c. The dose may be repeat€NE
TIMEin 5 minutes if needed.

5. Contact the receiving @ity for further
instructions or additional dosing if needed.

Note: Patient must be placed on nasal waveform
capnography.

Page74 of 139



MedicalEmergencies

SEPSIS PROTOC@ADULT

Any patient with altered mental status, weakness, or respiratory distress should be screened for inclusion in
the sepsis protocol by reviewing a complete set of vital signs, including ETCO02.

Patients with:

1.
2.

ALS

apr®ON

Suspectd or possible infectiodAND
2 or more of the following:
a. Heart rate >90
b. Respiratory rate > 22
c. Temp > 38C (100.46) < 36C (96.8F{if available)
d. ETC02 <25

Minimize scene time
Callin Medical Aletd 8 dza LISOG SR aSLJAaAaé¢ G2 NBOSAGAYy3I FI OAf A

A % 4 A x

Alert receiving facility of Medical Alegtd & dz& LISOG SR aSLJaAaé LINA2NI G2 [ NN
has been administered.

Establish IV or IO access

Give 500ml bolus of NS

Repeat IVF bolus until SBP > 90, not to exceed 2L IVF.

If SBP < 90 aft&l IVF, call medical control and considerepinephrineat 2-4 mCg/min and titrate to

SBP > 90, not to exceed 12 mCg/min.

How to mix a levophed drip;

T Mix 4mlin 500ml bag of D5W or NS (8mcg/ml concentration)

1 Start at 24 mcg/min and titrate to SBP > 90mmHg. Max infusion 12 mcg/min.

1 Rates (using 60 drops/ml set):
mcg/min | 2 3 4 5 6 7 8 9 10 11 12
ggt/min | 15 22 30 37 45 52 60 67 75 82 90
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Medical Emergencies

STROKE (CVA)

This protocol is intended to reduce the time to thrombolysis in the acute stroke patient. Patient W
symptoms ofess than 6 hourR dzNJ G A 2y I NB -CONRYIBMAI SENIBER  t A GIAAYSSY (G

fallen, unable to walk, or with altered level afresciousness.

BLS

Administer oxygen as indicatesde Oxygen Administration protacahd perform blood glucose
analysig; treat appropriately.

Evaluate any patient with suspected stroke using@igcinnati Stroke Scall positive/abnormal,
perform RACE Stroke Scaded determine, to the best of your abilitthe time last known normal
(neurologically).

Contact the receiving emergency defraent and include the following information: time of onset of
signs/symptoms, RACE Stroke Scale findings, and blood glucose results. Document all results.

Encourage a close family member to accompany the patient to the hospital to provide inforroation
baseline function, onset of symptoms, and possible consent for tPA. If a family member is unable to
accompany the patient, obtain a phone number for a family member to provide the hospital with this
same information.

If level of consciousness isateased or vital signs abnormal, transportation by advanced life support is
preferred.

Perform blood glucose analysis. If blood glucose < 70 mattthinister 25g in 50ml Dextrose 50% IVP.
If unable to establish an I.V. administer Glucagon 1ifvg.or intra-nasal.

Obtain a 12ead EKG

Do not treat hypertension

Page76 of 139



Cincinnati Prehospital Stroke Scale

Facial Droofhave patient show teeth or smile):
Normalg both sides of face move equally well
Abnormalg one side of face does not movewasll as the other side
Arm Drift (have patient close eyes and hold both arms out, palms up):
Normalg both arms move the same or both arms do not move at all
Abnormalg one arm does not move or one arm drifts down compared with the other
Speechhavethep G A Sy (i al e aéz2dz OFyQi GSFOK 2fR Rj
Normalg patient uses correct words with no slurring
Abnormalg patient slurs words, uses inappropriate words, or is unable to speak

RACEt®ke Scale

Absent 0
Facial Palsy Mild +1
Moderate/Severe +2
Normal/Minimal 0
Arm Motor Impairment Moderate +1
Severe +2
Normal/Minimal 0
Leg Motor Impairment Moderate +1
Severe +2
Head and Gaze Deviation Absent 0
Present +1

If LEFT hemiparesis

a1 GKS LI GASYdGY om0 2KAES &
FNY Aa G0KA&AKE O6HO a/ly @&2dz f
Patient recognizes his/her arm and the impairment O

Does not recognize his/her arm or the impairment +1

Does not recognize his/her arm AND the impairment2

K
A

Hemiparesis (Lefor Right)

If RIGHT hemiparesis
LyadNdzOd GKS LI GASYdY om0 [ f2
Performs both tasks correcthy0

Performs one task correctly +1
Performs neither task correcth?
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Medical Emergencies

SYNCOPE
BLS
1. LT LI GASYyGQa YSyidlt adGragdza NBYlFAya | fGSNBRZ NBF
2. Place patient in position of comfort.
3. Perform Blood Glucose analysis if available.
4. If blood glucose suggest hypoglycemia, administer oral glu€psgient cantolerate oral medication.
5. Perform Cincinnati Prehospital Stroke Scale, if abngmatdr to Suspected Stroke (CVA) Protocol.
Cincinnati Prehospital Stroke Scale
Facial Droofdhave patient show teeth or smile):
Normal ¢ both sides of face mee equally well
Abnormal¢ one side of face does not move as well as the other side
Arm Drift (have patient close eyes and hold both arms out, palms up):
Normal ¢ both arms move the same or both arms do not move at all
Abnormalg one arm does not move or one arm drifts down compared wi
the other
Speecho KI @S (GKS LI GASyd ale aez2dz OF yQi
Normal ¢ patient uses correct words i no slurring
Abnormal patient slurs words, uses inappropriate words, or is unable to
speak.
ALS
1. Apply the cardiac monitor
2. Obtain 12lead EKG

3.LF GKS LI GASYyGdQa YSydlrt aidliddza Aa y2ineOeasw# Si St
blood glucose.
a. If less tharvyOmg/dL, refer to Altered Mental Status Protocol.
b. Treat abnormal vital signs appropriately.
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Environmental Emergencies

ALLERGIC REACTION

A.. STAY GLYAGAIFIE aSRAOFE /I NBé&oD
B.C2ff2¢ adlyANISIYSyYy (¢ LINRG202f @
C.C2ft2¢ ahE&@3Sy ! RYAYAAGNI GAZ2YyE LINRG202t @
D. Call for an ALS unit if patient has wheezing, stridor, or shows other signs of respiratory distress or
nauseal/vomiting.
E. If patient has a prescribed Epi adtgector and is experiencing stridor and/or hypotension, assist
patient with or administerone S 2 F GKS LI (Aot Qa 26y 9 LA | dzi 2
F. If patient does not have a prescribed Hpito injector and displays signs of anaphylaxis, administer
epinephrine 1mg/ml(1:1000)at the following dose and route:
a. Adult (25kg or more) 0.3 mg IM in the anterolatettaigh
b. Pediatric (less than 25kg) 0.15 mg in the anterolateral thigh
c. If available us Epi autmjector or Epg Junior auteinjector depending upon patients age
G. If signs of anaphylaxis and hypoperfusion persist following the first dosgirméphrine, additional IM
epinephrine can be repeated everyl5 minutes at above noted doses.

AL IF suspected anaphylaxis, proceed directly to epinephrine administration

A. Establish a saline lock or an IV with 0.9% NaCl. Titrate fluids to a SBRH@0
B. Apply cardiac monitor.
C. Medicate according to signs/symptoms as below.
ISOLATED ITCHY RASH/HIMBSLT ISOLATED ITCHY RASH/HIRESIATRIC

Administer Diphenhydramine 250mg IV or IM. Administer Diphenhydramine 0.5 mg/kg IV or
IM. (Max 50 mg)

1. Administer 0.3 mg Epinephrine 1:1,000.IM 1. Administer 0.01 mg/kg Epinephrine 1:1,00

2. Administer 2.5 mg nebulized Albuterol at & IM. (Max 0.3 mg)
flow sufficient to produce of mist. 2. Administer 2.5 mg nebulized Albuterol at &

3. Administer Diphenhydramine 250 mg IV or flow sufficient to produce a mist.

IM. 3. Administer Diphenhydramine 0.5 mg/kg V|
or IM. (Max 50 mg)

1. Administer 2.5 mg nebulized Albuterol. 1. Administer 2.5 mg nebulized Albuterol.

2. Administer 0.3 mg Epinephrine 1:1,000 IM 2. Administer 0.01 mg/kg Epinephrine 1:1,00

3. Administer Diphenhydramine 250 mg IV or IM. (Max 0.3 mg)

IM. 3. Beprepared for emergent airway

4. If condition remains unchanged or worsen; management.
after 3 minutes, administer additional dose 4. Administer Diphenhydramine 0.5 mg/kg 1V
of 0.3mgEpinephrine 1:1,000 IM. or IM. (Max 50 mg)

5. If after 3 minutes and second dose of 5. If condition is unchanged after 3 min. or
epinephrine condition remains unchanged worsens, administer additional dose of
mix and infuse epinephrine drip (see below 0.01mg/kg Epinephrine 1:1,000 IM.

6. If after 3 minutes and second dose of
epinephrine condition remains unchanged
mix and infuse epinephrine drip (see below
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Epinephrine drip: Inject 1ml of epinephrine 1:1000 (also known as epinephrine 1mg/ml) idtea 1
saline bag and mix. Attach a micro 60 gtt drip set and run wide open.
Environmental Emergencies

DROWNING

A. PROTECT YOURSELF! Do not enter a body oimiatss you are certified in water rescue and have
the appropriate equipment.

B. Administer high flow oxygetBee Oxygen Administration)

C. Immobilize cervical spine if potential exists for cervical injury.

D. Treat patients for problems as indicated &yproptiate protocol.

E. If a cold water drowning exists consider hypotherifBae Hypothermia protocol).
F. Transportation by ALS is preferred.

G. All drowning patients should be transported to a hoshit@mplications such as pulmonary edema
maynot be immediately recognized

H. If the patient is persistently hypoxemic (oxygen saturation <92% orrelareather), or in the
judgment of the Paramedic, CPAP would be beneficial, refer to CPAP protocol.
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Specialty Protocols

HYPERTHERMIA

A. Administer high flow oxygetgee Oxygen Administration)

B. Move patient to cool environment.

C. Remove clothing. Cool patient with cold packs around the abdominal, axillary, neackoamdreas.
D. Do not allow patient to shiver during cooling. If shivering occurs, remove cold packs.

E If patient presents with altered level of consciousnéSse Altered Level of Conscioushess

Note: Many athletic programs have instiaat ice bath cooling for exertional heat stroke. If ice bath
cooling has been initiated consider the following:

Indications for ice bath cooling include altered mental status and elevated temperature.

Once initiated, patient may stay in the ice b&tih up to 30 minutes.

When patient is in the ice bath, monitor vital signs, ECG, and start IV per protocol.

When possible, monitor temperature as best as possible.

If at any point in time the patient becomes unstable, remove from ice bath and initiate rapi
transport.

Patient may be removed from the ice tub once core temperature falls below 102 or they regain a
normal mental status.

agrwDNPE

o

If patient appears unstable:
BLS

1. Request ALS if not already en route and initiate transport. Contact receiving facifitytfeer orders if
ALS is not on scene.

1. Apply the cardiac monitor

2. Initiate an IV and titrate flow to a systolic BP of 90 mmHg.
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Environmental Emergencies

HYPOTHERMIA

Any patient with asuspectedcore body temperature of 96 or less. Hypothermic
patients are considered viable until rewarmed and pronounced dead by a physi

A. Administer oxygen at 205 LPM per nomebreather(See Administration of Oxygen Protocol)

1. If you need to assist ventilations with BVM, do not induce a gag reflex, do not hyperventilate, and
do not insert a norvisualized airway or OP airway.

B. On all patient procedures, handle gently. Do not let the patient walk.
C. Remove wetlothing. Cover patient with dry blankets. Do not rub patient's extremities.
D. Assess vital signs (Check pulse for one full minute).

Pulse Present

BLS/ALS

A. If patient presents with altered level of consciousness, see Altered L&vehstiousnssprotocol
Pulse Absent

BLS

A. Begin CPR and request ALS.

ALS

1. If monitor shows an organized rhythm, do not initiate CPR.

2. Initiate CPR if the patient is found to be in asystaeentricular fibrillation.

3. Intubateor place a supraglottic airway (refer to Airway Management Protocibhere are no

spontaneous respirations. Do not hyperventilate (rapid correction of acidosis may induce ventricular
fibrillation).
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Trauma

INITIAL TRAUMA CARE

1 To be performeabn all patients following a traumatic or suspected traumatic event.

9 As scene evaluation, initial assessment, rapid trauma assessment, focused assessipeitig on
assessment, and detailed physical exam are part of the training of EMTs and parameditaileotie
those steps will not be provided in this protocol. It is expected that EMS personnel will perform in
accordance to their training.

BLS
A. Begin Initial Medical Care
B. Follow Airway Managemerrotocol.
C. Follow Oxygen Administratigorotocol.
D. Record LOC using AVPU method. Obtain an initial GCS as early as possible.
E. Control all significant external bleeding. If direct pressure, elevation, and pressure points do not

rapidly stop the bleeding in an extremity, apply a tourniquet.
9 Direct pressure is the method of choice to control bleeding
F. If bleeding continues despite tourniguet use or wound is not amenable to tourniquet placement (e.g.
groin or armpit), pack the wound cavity with a sterile gauze roll and apply direct pressure with a
pressure bandage.
G. Providers may also utilize a TCApproved gauze based hemostatic dressing (€gmbat Gauze,
Chito Gauze, Celox Gauze) if available.
The number of dressings packed into the wound must be documented in the patient care record.
Exposepatient to perform a detailed physical exam.
Cover and keep patient warm between assessments in order to conserve body heat.
LT LI GASYGQa LINBaSyialdAaAzys 2N 6KS YSOKIyAay 27
1. / Fff F2NJ I LI NFYSRAOCENIO®LINES OKE[®{ | YR
2. Rapidly extricate with cervical spine immobilization.
3. Try to keep scene time to Tinutesor less. If scene time exceedsrhihutes, document the
reason for the delay.
L. Patients with major multiple system trauma or penetrating traato the head, neck, chest or
abdomen should be transported to a Trauma Center. Patients with serious burns should be
transported to a Burn Center. If the patient can be transported by BLS to a Trauma or Burn Center in
less time than it would take for SLto arrive, then transport by BLS.

Re— I

A. Duringtransporc9 Al 6f AAK H I NHS 02NB8 L+xQa 2F nodd> bl /f
B. Apply cardiac monitor.
C. Intubation with Gspine control may be necessary to maintain a patent airway and/preéwent
aspiration of vomitus. Do not nasally intubate patients with facial trauma.
D. If an IV cannot be established and an urgent need for vascular access exists, establish IO access.
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Trauma

MAJOR TRAUMA CRITERIA

Physiologic

= =4 =4 =4 =4

Systolic BP < 90 mm Ifty adults or vital sigeoutside of physiologic ranges for pediatrics
Df&a32¢6 /2YF {OFfS oD/ {0 X Mo
Respiratory rate < 10 or > 29
Patient receiving blood to maintain vital signs
Airway or respiratory compromise as defined by:
o0 BVM, Intubation, adjunct airway, or cricothyroidotomy in the field
0 Needle chest decompression

Anatomic

1

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

Penetrating trauma to the head, neck, chest, abdomen, or extremities proximal to the knees and
elbows

Traumatic amputation proximal to the wrist or ankle

Burns > 15% or high voltage (>1000 volts) electrical injury

Any crushed, degloved, pulseless, or mangled extremity

Pelvic fracture

Two or more long bone fractures (tibia/fibula or radius/ulna count as tridgne)
Flail chest

Extremity paralysis suggestive of spinal cord injury

Open or depressed skull fracture

Victim of hanging who meet above criteria

¥ Healthcare provider discretion

TRAUMA ALERT CRITERIA

Mechanism of Injury

Ejection from vehicle

Vehicle roHover

Prolonged extrication from vehicle

Pedestrian struck by vehicle at speed > 20 MPH

cCrtta B wn TSSO 61l RdA G&0 2N B oE (KS OKAfRQ&

O OO 0O

*

Healthcare provider discretion

Page85 of 139



Trauma

OUTOFHOSPITAL SPINELEARING/IMMOBILIZATION

A. Spinal immobilization is to be provided to blunt trauma patients only if significant evidence of spinal
injury exists, see below.

B. Penetrating trauma patients do NOT require full spinal immobilization on backboard for transport.

C. Patients that are ambulatory upon arrival do NOT require full spinal immaobilization on backboard for
transport.

BLSALS

1. Cervical collammmobilization should be used for trauma patients meeting any of the following:

Distracting injury presa

High risk ingry/mechanism of injury or providetiscretion

2. Cervical collar immobilization should be used for any pediatric trauma patient meeting any of the
following:

a. Presence of midline bony tenderness effgne to palpation or with movement
b. Focal neurologic deficit present or reported

c. Age<8or>65

d. Intoxication

e.

f.

Age <8
Presence of midline tenderness to palpation or with movement
Distracting ifury present
Complaint of any neck pain
Torticollis
Focal neurologic deficit present or reported
AMS including GCS < 15, intoxication, and other signs (agitation, apnea, hypopnea,
somnolence, etc.)
h. Involvement in a highisk motor vehicle, high impactwng injury, or has substantial
torso injury.
3. Cervical collar and long spine board immobilization should be provided to patients meeting Trauma
Alert criteria and any of the following
a. Unconscious or altered mental status on exam
b. Neurologic deficit present or reported
c. Midline spinal tenderness or deformity
d. Intoxication

@ oo0oTy

#* If along spine board is used for extrication purposes only, and the patient does not meet the above
criteria, the patient does NOT need full spinal immobiiarafor transport unless necessary for patient
safety. The patient can be moved onto the stretcher.

* Patients who are ambulatory upon arrival do NOT require full spinal immobilization on a backboard for
transport.

SPINAL IMMOBILIZATION FOR THE PREGNANT TRAUMA PATIENT

A. During the third trimester, transport the patient in the left lateral recumbentipon (tilted 20-30
degrees to the left by securing the patient to the backboard and tilting the backboard with pillow or
blankets).
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B.

If the patient is hypotensive, transport the patient in the left lateral recumbent position (tilte@®0
degrees to tle left) and recheck the vital signs.

Special Trauma Situations

A.

ALS

EYE INJURIES

Assess for the following:

1. Intact globe (do not touch the globe).

2. Hemorrhage, lacerations, contusions.

3. Ability of both eyes to move together.

4. Fluid from the globe.

5. Decreased visual acuity (unable to see light, hand motion, or count fingers)
6. Visible foreign bodies.

Cover both eyes when bandaging, but avoid pressure on the eyes.

Do not remove impaled objectsstabilize.

Cover avulsed eye with paper cifivailable.

For chemical burns, irrigate the eye with normal saline or water for 20 minutes and then bandage both
eyes. If initiating transport will not interrupt eye irrigation, continue irrigation en route to the hospital.

CHEST INJURIES

Assess for flail segments or rib fractures. Do not use sandbags.

Cover open chest wounds with an occlusive dressliihg.commercial seal is used, a vented seal is
preferred. Apply on exhalation. Watch for signs of increased respiratory distresslecreasing blood
pressure. If this occurs lift one edge of the dressing long enough to allow air to escape.

Stabilize impaled objects. Secure occlusive (e.g., Vaseline®) gauze at base of
impaled objects.

Assess breath sounds every 5 minutes.
If level of consciousness is decreased or vital signs abnormal; transportation by advanced life support

is preferred.

If tension pneumothorax is suspected perform needle decompression (see Needle Chest
Decompression).

Page87 of 139



Special Trauma Situations

ABDOMINAL INJURIES

A. If an evisceration is present, keep it covered with moist sterile;adimerent dressings. Use normal
saline. Do not attempt to replace organs. Do not use Vaseline dressing.

B. Transportation by ALS is preferred.

MUSCULOSKETAL INJURIES

A. Assess distal circulation, movement, and sensation before moving the injured extremity.
B. Cover open wounds with a sterile dressing. If bone is exposed, use a moist, sterile saline dressing.
C. Splint the injured extremity.

D. Do not attempt to straighten the extremity unless pulses are absent. Never attempt to straighten an
injury involving a joint. If resistance is met while straightening a limb, splint the injury as it is.

E. Reassess distal circulation, movement analssgion.
F. Elevate the extremity in a supported position and apply cold packs.
G. When in doubt, splint.
H. If the patient is in more pain after splinting of the injured part, reassess asglnat.
l. Care of amputated parts:
1. Rinse away grosontamination with sterile saline.

2. Cover the injured site on the amputated part with a moist, sterile saline dressing and bulky
bandage.

3. Place the amputated part in a plastic bag. If ice is immediately available, place the plastic bag on
ice. Do not dry transport to obtain ice.

4. Do not clamp bleeders. Apply a compression dressing.
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Special Trauma Situations

BURNS

A. Protect yourself!

B. Remove the patient from the source, put out fire on the patient and remove burned clothing.
C. Address the more life threatening injuries first, and then treat burns.

D. Maintain sterility when treating burns.

E. Estimate the percentage and degree of burns using the rule of nines, or as an alternative for burns less
than 10 percent, the palm of the p&tiy 1t Qa Kl yR A& SljdzZA @1t Syd G2 dwm:

F. Categorize type of burn and provide appropriate treatment:
Thermal burnsg

1. Suspect inhalation injury in any patient with facial burns or involvement in any fire in an enclosed
space.

2. For first andsecond degree thermal burns involving < 10% body surface, soak area with sterile
water for 1615 minutes until temperature is the same as the normal skin, then cover. Do not
apply cold packs to burned areas.

3. For all other thermal burns, cover with dssterile dressings or burn sheets (If in doubt whether to
soak burns, leave dry.)

4. Leave unbroken blisters intact.
Chemical burng

1. Brush off excess dry agent

2. Copious irrigation with saline or water for at least20 minutes.

3. Transport in dry sterile sheets.

4. Keep warnr, protect from hypothermia associated with wet skin.
Electrical burng;

1. Turn off the source.

2. Be aware of musculoskeletal injuries and an irregular pulse.

3. Look for entrance and exit wounds.

G. Phce the patient on high flow oxygen with a nogbreather at 10; 15 LPM.
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H. ALS is preferred for:
1. Any burns complicated by fractures
2. All electrical burns
3. Any burns complicated by smoke inhalation, damage to the airway or confinement in an enclosed
space
Pediatric patients
Partial or fubthickness burns of > 10% BSA.
Burns involving hands, feet, face, genitalia or joints
Patients meeting medical alert criteria
Patients meeting trauma criteria

© N A

ALS

1. Intubate the patient if indicated. Strongbpnsider oral intubation if LOC is decreasing and one or more of
the following signs are present:

a. Obvious oral inhalation injury (e.g., increasing hoarseness, stridor)
b. Soot in the airway or nasal hair burned
2. Apply the cardiac monitor to nehurned skin

3. Initiate an IV with normal saline for partial or full thickness burns > 20% BSA, other associated trauma,
significant dysrhythmias, or need for intubation.

a. Insert IV catheter preferentially through ndrurned skin.

b. Run wide open until arrival &ospital or 1000 mL infused.

c. Document total IV fluids given in the field and advise receiving facility upon arrival.
4. Administer fentanyl as appropria{&ee Pain Management protocol)
* Burn injuries that should be referred to a burn center include:

Partial thickness burns greater than 10% total body surface area (TBSA).

Burns that involve the face, hands, feet, genitalia, perineum, or major joints.

Third degree burns in any age group.

Electrical burns, including lightning injury.

Chemical burns.

Inhalation injury.

Burn injury in patients with preexisting medical disorders that could complicate management, prolong
recovery, or affect mortality.

1 Any patient with burns and concomitant trauma (such as fractures) in which the burn injury poses the
greatest risk of morbidity or mortality. In such cases, if the trauma poses the greater immediate risk,
the patient may be initially stabilized in a trauma center before being transferred to a burn unit.
Physician judgment will be necessary in ssittations and should be in concert with the regional
medical control plan and triage protocols.

Burned children in hospitals without qualified personnel or equipment for the care of children.

Burn injury in patients who will require special social, eiovwl, orrehabilitative intervention.

=A =4 =4 =4 -8 -8 -9

= =
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RULE OF NINES

BURN SEVERITY
Partial Full
BSA Superficial Thickness Thickness
100%
90%
80% Moderate

=50%
70%

60%

50%

40%

30%

Moderate
20% <30%
15%

10%

Moderate
<10%

_ Any partial or full thickness burn

involving hands, feet, face

2%
0%

genitalia, or joints
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Special Trauma Situations

EMD VWVEAPONe.q., Taser’INJURIES

This protocol is intended to provide guidelines for care of patients following the usleaifomuscular
disruption EMD weapons (e.g., the X26 TASER®). For situations involving altered level of consgiousness
significant secondary traumar other medical problems, follow the applicable protocol(s).

A. Assure the scene is secure. Use of this type of weapon to subdue it yietson implies he/she was a
risk to him/herself or others.

B. Evaluate and treat for secondary injuries/altered level of consciousness as indicated.

C. Stabilize dart(s) in place and transport patient to ED if the dart(s) is/are embedded in the eyelid/ifjlobe
eye, genitalia, or face/neck.

D. Darts in other locations may be carefully removed by gently pulling backwards in the same plane as they
SYGSNBER (GKS o02Re® l 3adzNBE GKS REFENI Aa AydalrOod FyR

E. Provide the darts to law enforcement officers.

F. Control minor bleeding and clean the wound area(s) with alcohol and/or povidmtiee solution. Cover
with an adhesive bandage.

G. If all darts are out, any minor bleeding is controlled, and no other injarieymptoms exist, EMS
transport is not indicated and an SOR may be obtained.
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Special Trauma Situations

TRAUMATIC BRAIN INJURIES

A. Identify patients with physical trauma and a mechanism consistent with the potential to have induced
brain injury anl:

1. GCS of 12 or less
2. GCS <1%ith decreasing mental status
3. Multisystem trauma requiring intubation (whether the primary need for intubation was from
TBI or fom other potential injuries)
4, t 280MGN dzY GAO &SAT dzNBa O06KSGKSNI adlddza 2Ny

B. Elevate head dfed (cot)30 if possible.

C. Start 6 L/min Qvia nasal cannula and obtain IV access when applicable.
D. Monitor G;, BP, HR, and neurologic status evefyiBinutes.

E. Maintain oxygen saturation > 90%.

1. If oxygen saturation falls below 90% despitesal cannula, reposition airway and increase to NRB
mask (see Airway Management protocol).

2. If continued saturation <90%, start BVM ventilation with airway adjuncts (eg, OP or NP airway
when appropriate).

3. If airway compromise or hypoxia persists afterghanterventions, a nowisualized airway or ETI
should be considered (see Airway Management protocol).

F. Maintain NormaVentilation.

1. If there is evidence of hypoventilation (ineffective respiratory rate, shallow or irregular respirations
or periods ofapnea) despite higflow O, assist ventilation with BVM and if ineffective, consider
non-visualized airway or ETI (see Airway protocol).

2. When assisting ventilation with BVM, maintain regajory rate according to théllowing:

1 25 breaths per minute imfants (624 mo)
9 20 bpm in children (2 y&4 yo)
1 10 bpm in children aged 15 or older
9 10 breaths per minute in adults
3. Inintubated patients, use BVM to maintain ET6&ween 35 and 45 mmHg.
G. Maintain blood pressure according to the follmg:

1 >70 mmHg for infants-@4 mo
1 >80 mmHg for children 2 ybyo
1 >90 mmHg for children 8 yo and oldsnd all adults
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Prevent even a single isolated episode of hypotension by IV fluid resuscitation with

initial bolus of 1 L NS, followed by repeat boluseSaD ml NS to keep SBP>90 mmHg in adults. 20
ml/kg for pediatric patients, followed by repeat boluses of 10 ml/kg NS or at sufficient rate to keep SBP
as above.Do not treat hypertension, but restrict IVF TKO in adults with SBP >140 mmHg, infants with
BP >100mm Hg and older children/adolescents with SBP >130 mmHg.

Check for hypoglycemia.
1. For blood sugar < 70 mg/dL, follow Hypoglycemia protocol.

2. Recheck blood sugar 10 minutes after administration of dextrose, and repeat treatment X 1 if BS
<70 mg/dL
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Obstetrical Emergencies

OMmMoUO®»

ALS

MATERNAL BLEEDING DURING PREGNANCY

Begin Initial Medical Care.

c2fft2¢ a! ANBLIE alyl3aSYSyidé LINRG202f @

Administer oxygen at @5 Ipm by NRB mask.

If patient has signs/symptoms of shock, @@ NJ | LI N} YSRAO dzy Al o {SS
Have patient estimate the number of pads soaked per hour. Determine when bleeding began.
Prepare to treat for shock.

¢CNFyaLR2 NI SYSNBSyG Ay € SFd I GSNI ffuncoiiBadaddy 6 Sy
bleeding is present.

1. gadlofAakK H fINHS 02NB8 L+Qa 2F nodd> bl /o

Refer toNonCardiogenic Sho@nd other protocolsas patient condition requires.

PREECLAMPSIA/ECLAMPSIA

Any pregnant or recently delivered (within 4 weeks) woman with the presence of
hypertension (BP >140/90) and marked edema of the face, hands, and/or feet.

Begin Initial Medical Care.
Administer high flow oxygen to motheiSee Administration of Oxygen Protocol)
Transport noremergently (without lights or siren) in a darkened ambulance.

If patient begins to have seizuregesSeizures Protocdlote that midazolam is still givdiefore the
magnesium.

PROLAPSED UMBILICAL CORD

Administer high flow oxygen to the mothgSee Administration of Oxygen Protocol)
Place patient in left lateral recumbent position.

Elevate presenting part off of the umbilical cord by usingjoved hand in vagina. Keep elevated until
relieved at hospital.

Call for ALS and initiate transport.

Contact receiving facility as early as possible

Page95 of 139

ar

LJ2

¢



Obstetrical Emergencies

BREECH PRESENTATION

A. Administer high flow oxygen to the mothd6ee Administration of Oxygen Protocol)
B. Place patient in left lateral recumbent position.
C. Check for prolapsed cord.

D. Contact receiving facility as early as possible

POSTPARTUM HEMORRHAGE

Any patient who hasan estimated blood loss exceeding 500 ml following childbirth.

A Contact receiving facility for further orders if ALS is not on scene.
B. Call for ALS and initiate transport.
C Administer high flow oxygen to motheiSee Administration of Oxygen Protocol)

D. Massage the fundus of the uterus after delivery of the placenta until firm. Check fundus every 5
minutes for firmness and repeat massage as necessary.

ALS
1. Insert 2large bore IV's with normal saline and run wide open to maintain a SBP of 90mm Hg.
2. Contact receiving facility as early as possible
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Newborn Care

DELIVERY OF THE NEWBORN

If delivery is determined to be imminent, follow thguidelines below. Delivery may be
imminent even though the bag of waters has not broken. If the mother is not at full tern
or if signs of meconium stain are present, call for ALS.

A. Obtain the following information:
1. Due date.
2. Frequency of camactions.
3. Number of pregnancies (gravida), number of children born (para)
4. History of preterm or postterm deliveries.
5. Sensation of the need to move bowels (delivery is imminent).
6. Presence of crowning (delivery is imminent).

B. If no crowning ipresent, begin transportation in the left lateral recumbent position. If crowning is
present, prepare to deliver the infant.

C. Administer high flow oxygen to the mothgEee Administration of Oxygen Protocol)
D. Assist with the deliverySee Newbar Care Protocol)
1. Guide and control but do not try to stop the delivery.
2. Don't pull on infant or put traction on cord.
3. If cord is around the neck of the infant, slip it over the head. If unable to slip the cord over the
head, immediately clamp the cordiwo places and cut between thr@damps. Continue with
delivery.
4. Look for presence of meconium stainifgee Meconium Staining)
5. After completion of delivery, vigorously stimulate the infant.
c o 2l AG LG £8FHa0 2yS YAydzisS 68F2NB Of I YLMA Y 3
E. Provide posfpartum care to the mother. After the placenta is delivered (or 5 minutes after the baby is
born, whichever comes first), initiate patient transportation. Massage the fundus of the uterus after

delivery of the placenta. Wrap up the delivered placenta and take it to the hospital.

F. Contact the receiving facility for early notification.
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Newborn Cas

NEWBORN CARE

. Stimulate, position and warm. Dry with towels, stimulate with gentle rubbing or heal flicks. Suction only if
an obvious obstruction is seen or the neonate requires positive pressure ventilation.

1 Notec¢ In premature infants with estimated gestational age <30 weeks DO NOT towel dry.
Instead, wrap in plastic or put infant in a plastic bag (not the head) and put on a hat if
available.

. If any of the following are present, immediately start newbogsuscitation protocol.
1 Nonwvigorous newborn
91 Apneic or gasping
1 Heart rate <100

If none of the above are present, continue below.

. Keep baby at the same level of the perineum for at least 1 minute. Clamp and cut the cord. Place one
clamp six inchesom the infant, the second clamp three inches distal from the first clamp. Cut the cord
between the clamps. If cord continues to bleed, apply additional clamps.

. Record the time of birth. Determine APGAR scores at one and five minutes afteMuirthal respiratory
rate is 4060/minute and pulse is 12060/minute. See below for normgreductaloxygen saturations in
the neonatal periodin the right arm)

. Contact the receiving facility for early notification.

Targeted Preductal SpO2
After Birth

1 Min 60%-65%
2 Min 65%-70%
3 Min 70%-75%
4 Min 75%-80%
5 Min 80%-85%
10 Min 85%-95%
APGAR Scoring Chart
SIGN 0 1 2
ACTIVITY Limp Some extremity flexion Gogd extremity
flexion
PULSE Absent <100 XM N
GRIMACE Absent Some facial grimace Strong grimace
APPEARANCE Blue Blue extremities, pink torso All pink
RESPIRATORY EFFORT Absent Weak cry Strong cry
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Newborn Care

MECONIUM STAINING

Presence of green amniotic fluid or green/black particulate
material on face or in uppeairway.

A. After completion of delivery, using a catheter or bulb syringe, suctionth and then nose of nhewborn
ONLY if there are signs of obvious obstruction or if the baby requires positive pressure ventilation (PPV)

B. Wipe away anyollection of meconium in the upper airway with gaweeapped finger.
BLS

1. Request ALS if not already en route and initiate trartsgContact receiving facility for further orders if ALS
iS not on scene.

ALS
1. See Newborn Resuscitation protocol.

NEWBORN RESUSCITATION (TIME OF DELIVERY)

Perform the following procedures in a stepwise fashion as indicated.
Reassess after each step before proceeding to the next.

BLS

A. If infant is apneic, gasping, or has a HR < 100/min baagitive Pressure Ventilation (PPV) with a-bag
valvemask (infant preferred) at rate of 480 breaths per minute for 30 second€aution: risk of
barotraumac bag only enough for chest rise and fall.)

1. Start oxygen saturation monitoring with pulse oxiraetif available
2. Consided-lead monitoring(for purposes of obtaining heart rate)
3. If available, begin resuscitation with 21% oxygen.
B. Reassess after 30 seconds of PPV:
1. If HR is <100/min but >60/min PPV, ensure good seal and airway positotinue to perform PPV.
2. fF HR < 60/min, begin chest compressions with a ratio of 3:1 compressions to breaths (90

compressions and 30 respirations per minute)

C. If HR >100/min, transport to closest pediatric facility with continued close monitoring
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LS

A. If infant is apneic, gasping, or has a HR < 100 begin Positive Pressure Ventilation (PPV) wittiva bag
mask (infant preferred) at rate of 4680 breaths per minute for 30 seconffSaution:risk of barotrauma
bag only enough for chest rise and fall.

a. Start oxygen saturation and heart rate monitoring with pulse oximeter, if
available

b. Consider dead monitoring

c. If available, begin resuscitation with 21% oxygen.

B. Reassess after 30 seconds of PPV:
a. If HR is <100/min but >60/min, ensure good seal aingay position. Continue to perform PPV.
b. If HR < 60/min begin chest compressions with a ratio of 3:1 compressions to breaths (90
compressions and 30 respirations per minute)
i. Reassess after additional 30 seconds of PPV and compressions. If HR < 6nBiiMernd
epinephrine 001mg/kg of 1:10,000 IV/IO and continue compressions and ventilation.
ii. Reassess after additional 30 seconds. If HR still < 60 bpm, administer 0.9% NS bolus
10ml/kg, slow IV push overB) minutes.

C. If HR does not improve despite performance of good PPV intubate and use meconium aspirator to suction

thick secretions that may be obstructing the airway (this is not necessarily meconium.)
D. If continued HR <100/min then intubate or place a Supragléiitiway

E. If HR >100/min, transport to closest pediatric facility with continued close monitoring.

Targeted Preductal SpO2
After Birth

1 Min 60%-65%
2 Min 65%-70%
3 Min 70%-75%
4 Min 75%-80%
5 Min 80%-85%
10 Min 85%-95%
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Newborn Care

Newborn Resuscitation Flow Chart

Term Gestation? Yes Routine Care:
Breathing or crying? * Provide warmth
?
e Y, * Clear airway if necessary
* Dry
No + Ongoing evaluation
y
A
Warm, clear airway if
necessary, dry, simulate
v No
) (
No ;
: Labored breathing or
HR <100, gasping or apnea > persaistem [ yanasgis 7
WV, N\
Yes Yes
A 4 A
. . Clear airway
PPV with room air, SPO2 Blow by Oxygen
monitoring or 3lead monitor SpO, monitoring
\ 4 A 4
N\
No
HR <100? »|  Post resuscitation care
S/
Yes
A 4
Take ventilation corrective
steps
A 4
N
HR <60?
No
J
Yes
A 4
Chest compressions
Coordinate w. PPV and high |«
flow O, ___ Take ventilation
corrective steps
\ 4 l
N
HR <60 after 60 seconds of | _"°
chest compressions? A Consider:
Y, * Hypovolemia
Yes * Pneumothorax
4
IV/I0 Epinephrine
3\ No
HR <60 after 60 seconds of
chest compressions?
J
Yes l
IV/I0 Normal Saline 10ml/kg
bolus
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General Considerations
(From 2015 AHA Guidelines)

Initial resuscitation steps should be completed
within 60 seconds as illustrated

The decision to progress beyond initial steps is
based on an assessment of respirations
(apnea, gasping, labored, or unlabored
breathing) and heart rate

(>/< 100 bpm)

Assisting Ventilations

Assist ventilations at a rate of 40-60 breaths
per minute to maintain HR > 100
Use 2 person BVM when possible

Chest Compressions

Indicated for HR < 60 despite adequate
ventilation w. supplemental O, for 30 seconds
2 thumbs-encircling hands technique preferred
Allow full chest recoil

Coordinate with ventilations so not delivered
simultaneously

3:1 ratio for compressions to ventilations

Medications

Epinephrine is indicated if the newborn’s heart
rate remains less than 60 beats/min after 30
seconds of PPV with 100% O, AND another 60
seconds of chest compressions coordinated
with PPV using 100% O,

Intubation
Intubation is only to be performed if the all
other measures listed have been attempted
and the patient continues to have HR <60
beats/min
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Procedures

VERIFICATION OF ENDOTRACHEAL TUBE AND SUPRAGLOTTIC AIRWAY
DEVICE PLACEMEATS

EndTidalCarbonDioxide detection (EtCO2) should be used to confirm the ipitEeement of the ETT on ALL
intubated patients (in addition to physical exam) per EtCO2 standard operating procedure, on any ambulance
that has the capability of performing paography. Continuous EtCO2 monitoring should be used throughout
patient encounter on ALL intubated patients.

Endotracheal Tubes are to be confirmed and secured prior to moving the patient. Any time the patient has
been moved (i.e. from the scene to thehicle, in the vehicle, from the vehicle to the ED) the ETT placement is
to be reconfirmed.
This will also apply to supraglottic airway devices (King airway, LMA, etc)
Documentation on the run sheet is to include:

1. Bilateral breath sounds, absence of epigastric sounds

2. Size of ETT and depth of insertion (in centimeters)

3. Method of securing the ETT

4. EtCO2 measurement (initial reading and any changes during patient encounter)
Confirmation signature afuccessful placement of an advanced airway (ETT, King, LMAt @ricjeceiving
facility is required upomrrivalin the Emergency Departmentf the EMS provider fails to get the airway
confirmed at the receiving facility or if the confirming entiggesses that the device is misplaced a copy of the

patient care report must be made available to provider agency supervisory personnel and the Medical Director
within 24 hours.

Capnography Waveform Review

o3 BBSEE

EtCOz mmHyg

Time
Normal waveform
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