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Lorazepam (Ativan)

Lorazepam is a benzodiazepine sedative. It is longer acting than
diazepam (Valium) and is better absorbed IM than is diazepam. It can
also be mixed directly with haloperidol in the same syringe. It can be
used to effectively break seizures. When used via the IM route, it is
absorbed more reliably than diazepam. As with all sedatives, there is a
risk of respiratory depression. However, it is low. There are no
cardiovascular effects.

Indications and Administration:
1. Sedation of the combative, violent patient.

a. Elderly -0.5to 1 mgIV or IM. Repeat up to 2 mg.

b. Adult-1to2mglVorIM. Repeat upto 4 mg.

c. Pediatric - 0.05 mg/kg IV or IM. Repeat up to 2 mg.
2. Cessation of seizures.

a. Adult-2mglV, IM, 10. Repeat up to 4 mg.

b. Pediatric - 0.05 mg/kg IV, IM, 10. Repeat up to 2 mg.
3. Adjunct to pain relief for orthopedic injury, cardioversion, and pacing.

d. Elderly -0.5to 1 mg IV or IM. Repeat up to 2 mg.

e. Adult-1to2mglV orIM. Repeat upto4 mg.

a. Pediatric - 0.05 mg/kg IV or IM. Repeat up to 2 mg.

Notes:

1. Excessive and prolonged sedation can make subsequent hospital
evaluation of the pt difficult. Use the lowest dose necessary to
achieve the desired effect.

2. For excessive sedation, apply O2 and monitor. For respiratory
depression, assist with ventilation.
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Midazolam (Versed)

Midazolam is a member of the benzodiazepine family. Itis a CNS
depressant, muscle relaxant, anticonvulsant, and anterograde amnesic
agent. Versed intensifies activity of gamma-aminobenzoic acid (GABA),
a major inhibitory neurotransmitter of the brain, by interfering with its re-
uptake and promoting its accumulation at neuronal synapses. It has no
effect on pain and has less muscle relaxant properties than diazepam.

Indications and Administration:

1. Sedation prior to an uncomfortable or painful procedure (pacing,
cardioversion), or as an adjunct to pain relief in orthopedic injuries.

a. Adult — 2.5 to 5 mg slow IV/IO push or MAD.
b. Pediatric - 0.3 mg/kg slow IV/IO push or MAD.
2. Sedation prior to RSI and sedation post intubation.
a. Adult —0.1mg/kg slow IV push.
b. Pediatric - 0.3 mg/kg slow IV push.
3. Treatment of status seizures when IV or 1O access is impractical.
a. Adult—-2.5to 5mg MAD
b. Pediatric — 0.3 mg/kg MAD

Notes:

1. Primary adverse effect is respiratory depression or respiratory
arrest. This effect is increased if the medication is given rapidly. Be
ready to ventilate the patient.

2. Due to its minimal effects on the cardiovascular system, Etomidate
is a better drug for pre-RSI sedation.

3. Contraindicated in patients with known hypersensitivity to the drug,
hypotension and underlying cardiopulmonary compromise.
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		Sedation prior to an uncomfortable or painful procedure (pacing, cardioversion), or as an adjunct to pain relief in orthopedic injuries.

		Adult – 2.5 to 5 mg slow IV/IO push or MAD.

		Pediatric - 0.3 mg/kg slow IV/IO push or MAD.

		Sedation prior to RSI and sedation post intubation.

		Adult – 0.1mg/kg slow IV push.

		Pediatric - 0.3 mg/kg slow IV push.

		Treatment of status seizures when IV or IO access is impractical.

		Adult – 2.5 to 5mg MAD

		Pediatric – 0.3 mg/kg MAD

		Notes:




Morphine Sulfate

Morphine is a potent narcotic analgesic. It also causes vasodilatation,
which can decrease myocardial oxygen consumption, left ventricular
end-diastolic pressure, cardiac work, and the work of breathing.

Indications and Administration

1. Severe pain of a non-orthopedic or spine nature:

a. Adult - 1-5 mg IV slow push. May also be given 10 or IM.
Repeat as directed by medical control.

b. Pediatric - 0.1 - 0.2 mg/kg IV, 10, IM. Repeat as directed by
base.

2. Pain from an isolated orthopedic or spine injury:

a. Adult - 2-10 mg IV slow push. May also be given IM or 10
Repeat as directed by medical control.

b. Pediatric - 0.1 - 0.2 mg/kg IV, 10, IM. May repeat as directed by
base physician.

3. Chest pain not relieved by 3 doses of nitro.

a. 1-5mg IV slow push. May also be given 10 or IM. Repeat as
directed by medical control.

Notes

1. Hypotension is a contraindication to use. The body’s compensatory
mechanisms will be suppressed by the use of morphine. In
hypovolemia, give fluids with morphine.

2. Undifferentiated abdominal pain, pelvic pain, back pain and
headache need to be discussed with medical control before narcotic
analgesia can be given.

3. Can cause decreased respiratory rate and tidal volume up to and
including respiratory arrest.

4. May induce vomiting; administer slowly or give an antiemetic prior
to morphine. This is especially a good idea if the patient is
immobilized or airway protection from vomiting would be difficult.

5. Sedative and analgesic effects immediately reversed by Narcan.
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Naloxone (Narcan)

Naloxone is a narcotic antagonist that exhibits almost no
pharmacological activity of its own. Naloxone displaces narcotic
molecules from opiate receptors in the brain. It is used mainly to reverse
the respiratory depression associated with narcotic agents.

Indications and Administration

1.

For coma and respiratory depression of unknown etiology.

a. Adult-0.4-2.0mglV, IO, IM, or atomized. May repeat if
needed.

b. Pediatric - 0.01 mg/kgif<5y/oor<20kg 0.4-20mgif>5
ylo or > 20 kg May give IV, 10, IM, or atomized. May repeat as
needed.

Notes

1.

With an endotracheal tube in place and assisted ventilation, narcotic
overdose patients may be safely managed without naloxone.

In patients physically dependent on narcotics, naloxone may
precipitate violent withdrawal symptoms. Patients suspected of
narcotic dependency should receive Naloxone titrated to effect. The
goal is to improve or maintain spontaneous respiration while
minimizing withdrawal symptoms.

The duration of some narcotics is longer than naloxone. Repeated
doses of naloxone may be required. Patients who have received this
drug must be transported to the hospital because coma may reoccur
when naloxone wears off.

Some narcotics, such as propoxyphene (Darvon) may require higher
doses to reverse.

This drug itself is remarkably safe and free from side effects.
However, always consider titrating to effect.

Naloxone will reverse the chest wall rigidity that can result as a side
effect of fentanyl administration. Do not give as a rapid push. Titrate
slowly to effect.

Naloxone can rarely cause pulmonary edema. This typically occurs
two or more hours after administration.
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Nitroglycerin

Nitroglycerin

Nitroglycerin dilates coronary arteries and decreases peripheral vascular
resistance. Therefore, it can reduce the pain of angina in coronary artery
disease and it can reduce the work of breathing in heart failure disease.
By decreasing venous blood return to the heart, it will help reduce
pulmonary congestion and improve cardiac contractility. But it also can
cause hypotension and reduced cardiac output. Fortunately, SL use has
a short half-life and IV use can be readily titrated to an appropriate blood
pressure. Nitroglycerin also causes generalized smooth muscle
relaxation which is the reason it may reduce the pain of esophageal
spasm.

Indications and Administration
1. Chest pain due to possible angina or acute myocardial infarction.
a. Adult

i. SL - 0.3-0.4 mg tab or 1 spray under the tongue. May repeat
every 3-5 min as needed while maintaining a systolic B/P of
>100.

. Usually three or four doses are effective. Consult medical
control for more than 4 doses.

b. Pediatric - not used.

2. Difficulty breathing due to pulmonary edema, HAPE, congestive
heart failure.

a. Adult - See above for SL doses.
b. Pediatric — not used.

3. Malignant hypertension, defined as systolic BP > 250 mmHg and a
diastolic BP >120 mmHg, causing encephalopathy, hemorrhage, or
chest pain. Hypertension associated with aortic dissection.

a. Administration of NTG for hypertension is a direct order.
b. Adult - See above for SL doses.

Notes

1. Nitroglycerin loses potency easily. Patient’s NTG that has no effect
must be suspected of being outdated or improperly stored.

2. Common side effects include throbbing headache, flushing,
dizziness, and burning under tongue.

Generalized vasodilatation may cause profound hypotension and
reflex tachycardia, especially if pt. has inferior or right ventricular MI.
Placing pt. supine and administering IV fluids are usually effective.

Nitroglycerine is contraindicated in patients who have recently taken
erectile dysfunction drugs, such as Viagra (sildenafil), Cialis
(tadalafil), or Levitra (vardenafil), as refractory hypotension may
result. Consult medical control whenever a patient with chest pain
has taken erectile dysfunction drugs recently.
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Oxygen Oxygen

Device Flow Rate Concentration

Oxygen is an odorless, colorless, tasteless gas present in the
atmosphere. It is essential for production of energy in cells. Oxygen Nasal Cannula 1-6 L/min 24% - 44%
added to inspired air raises the amount of oxygen reaching the alveoli of

1 - 1 04 - 0,
the lungs. It is hoped that this increase in PaO2 will be picked up by the Simple Mask 8 - 10 L/min 40% - 60%
bloodstream and delivered to the tissues. However, bloodstream Partial Nonrebreather 4 -12 L/min 24% - 50%
diseases as pulmonary hypertension or tissue injuries may limit the Nonrebreather 10 - 15 L/min 60% - 90%

effectiveness of increasing the amount of O2 being inhaled. Oxygen is
required for cells to efficiently breakdown glucose into a usable form of BVM w/ reservoir 10 - 15 L/min 40% - 90%
energy. Tissue hypoxia causes cell damage and death.

Indications and Administration

1. Any time hypoxia or potential hypoxia may be present or oxygen
demands have increased.

a. Adult - mild to moderate flow, 1 - 6 I/min by cannula, high flow,
10 -15 I/min non-rebreather mask.

b. Pediatric - same as adult. May use blow by if patient will not
cooperate with a mask or cannula.

Notes
1. If the patient is not breathing adequately on his own, the treatment
then is assisted ventilation.

2. A small percentage of patients with chronic lung disease breathe
because they are hypoxic. Administration of O, for extended periods
will shut off their respiratory drive. Do not withhold oxygen because
of this possibility. You will never reach the required period of time to
shut off the patient’s hypoxic drive.

Non-humidified O, is drying and irritating to mucous membranes.
Oxygen supports combustion.
Oxygen toxicity is not a risk in the prehospital use of oxygen.

Nasal cannula works equally well on nose and mouth breathers.

N o o b~ w

Do not use a nasal cannula with a flow rate over 6 L/min and do not
give less than 10 L/min with a non-rebreathing mask.

8. Concentration guide:
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Promethazine (Phenergan)

Promethazine is a phenothiazine with good antiemetic effects. Like all
phenothiazines it can cause anti-cholinergic effects such as dry mouth,
blurred vision, decrease intestinal motility, and urinary retention.

Indications and Administration
1. Treatment and prevention of nausea and vomiting.

a. Adult (under 65)- 12.5mg slow IV push, 25mg IM.
b. Adult (over 65)- 6.25mg slow IV push, 12.5mg IM.
c. Peds (over 2)- 0.25 - 0.5 mg/kg slow IV push or IM.

d. Repeat doses as needed.

Notes

1. Promethazine can cause significant drowsiness and sedation,
especially in pediatric and elderly patients.

2. Promethazine can also be useful as an adjunct to pain management
as it can potentiate pain relief when given with narcotics. It can also
potentiate respiratory depression and hypoxia when they are already
a problem.

3. Promethazine can produce dystonic and restless reactions. Both are
treated with Benadryl (diphenhydramine).

4. Promethazine is highly irritating to vascular tissues and should be
diluted in at least 10cc normal saline whenever possible to prevent
phlebitis.
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Succinylcholine

Succinylcholine is an ultra short acting depolarizing neuromuscular
blocking agent with high affinity for acetylcholine receptor sites. Initially, it
can cause fasciculations that are soon followed by sustained flaccid
skeletal muscle paralysis. Onset of paralysis is less then one minute
following IV administration. The effects, including apnea, last
approximately 4-6 minutes with IV use. There is no effect on level of
consciousness. Therefore the pt must be adequately sedated before
giving a paralytic like sux.

Indications and Administration
1. Rapid sequence induction (RSI).

a. Adult-1.0-1.5mg/kg IV push. Use the higher dose for IM use.
Consider also 10 push when IV access can not be obtained.

b. Pediatric - <10 yrs. old 1.0 — 2.0 mg/kg IV or 10 push.
Notes

1. Causes apnea. Patient will require ventilatory support until
medication wears off.

2. Watch for fasciculations. This indicates depolarization has occurred
and intubation can be attempted once they have stopped.

3. Succinylcholine has no effect on consciousness and pain threshold.
Conscious patients will need adequate sedation before and after the
use of a paralytic.

4. Side effects include the following: apnea, malignant hyperthermia,
dysrhythmias, hypertension, cardiac arrest, hyperkalemia, increased
intraocular pressure and fasciculations.

5. Contraindications Include: patients with known hypersensitivity to the
drug. Relative contraindications: patients with known low plasma
pseudocholinesterase, angle closure glaucoma, penetrating eye
injuries, malignant hypertension, significant burns greater than 8
hours old and significant crush injuries greater than 8 hours old.

6. Absorption: Onset: 0.5 to 1 minute IV; 2 to 3 minutes IM. Duration:
4-6 minutes IV; 10-30 minutes IM.
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Vecuronium

Vecuronium is an intermediate duration, non-depolarizing skeletal
muscle relaxant. It has minimal effects on the cardiovascular system.
The drug inhibits neuromuscular transmission by competing with
acetylcholine for motor endplate receptors. Onset of paralysis is 3-5
minutes and duration is 20-30 minutes.

Indications and Administration
1. To maintain paralysis following rapid sequence intubation.

a. Adult - Mix vecuronium powder with 10ml sterile water or normal
saline. Give 0.1 mg/kg IV push.

b. Pediatric - Mix vecuronium powder with 10ml sterile water or
normal saline. Give 0.1 mg/kg IV push. Contraindicated in
neonates.

2. To reduce or prevent muscle fasciculations from succinylcholine
during rapid sequence intubation. (Give vecuronium 60 seconds
before succinylcholine)

a. Adult — Mix vecuronium powder with 10ml sterile water or
normal saline. Give 0.01 mg/kg IV push.

b. Pediatric - Mix vecuronium powder with 10ml sterile water
or normal saline. Give 0.01 mg/kg IV push. Contraindicated in
neonates.

3. As an alternative paralytic when succinylcholine is strongly
contraindicated.

a. Give by direct order only.
Adult — mix as above and give 0.1 mg/kg IV push.

c. Pediatric — mix as above and give 0.1 mg/kg IV push.
Contraindicated in neonates.

d. Remember that the onset of action will be substantially later than
with succinylcholine.

Notes

1. Notto be used as a primary paralytic in RSI unless succinylcholine is
highly contraindicated. Contact medical control to use vecuronium
as the primary paralytic in RSI.

2. Sedatives such as versed, etomidate, ativan, or diazepam must be
used with paralytic agents.
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Vecuronium

3. Vecuronium is a much longer acting paralytic than succinylcholine.
For relatively short transport times use repetitive doses of sedatives
for patient compliance with endotracheal intubation and reserve
Vecuronium for long transport times.
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EMS Initiated Alternate Transport

EMS Initiated Alternate Transport

General Principles

EMS provides field stabilization and transport. Under some
circumstances EMS transport may be an unnecessary use of resources.
This protocol will allow medics to offer some patients under some
circumstances alternative means of transport to a medical facility.

Indications:
1. Minor complaint.

2. Vital signs within normal limits. Vitals signs include pulse,
respiration, blood pressure, BGL, pulse oximetry, and temperature.

3. Patient is ambulatory without difficulty.

4. Patient is not insistent on being transported by ambulance.

Precautions:

1. Musculoskeletal and skin complaints are less risky than medical
complaints.

2. Transport decisions should be based on best practice for patient
care, not on cost. All patients will be treated with equal care,
regardless of their ability to pay.

3. If you have any doubts about the wisdom of not transporting the
patient by ambulance, initiate transport.

4. If the patient has abnormal vital signs but does not appear to be in
distress, alternate transport can only be used with the consent of
medical control.

Technique:

1. Document the call as usual. Include in the narrative the justification
for alternate transportation.

2. Document patient’s willingness to accept alternate transportation,
and the information you gave to patient to aid in their decision.

3. If medical control was consulted, document who was consulted, and
what their final determination was.

Notes:

1. If the patient insists on ambulance transport, they must be
transported.

2. If medical control is consulted and will not consent to alternate
transport, the patient must be transport by ambulance.

3. Inthe event of social or legal factors (i.e. drugs, abuse) the patient

must be transported.

4. Potentially suicidal patients or patients threatening to harm

themselves must be transported.

5. Any patient without alternate means of transport must be transported

by ambulance if transport is indicated.

La Plata County EMS Protocols Version 2010.1.0

La Plata County EMS Protocols Version 2010.1.0






Determination of Death in the Field

Determination of Death in the Field

Purpose:

This policy outlines the process by which field personnel (ALS & BLS)
may determine death. Field personnel need not initiate or continue
resuscitative efforts when death has been determined, respective to their
scope of practice, using the following criteria outlined below. Only
physicians and coroners are allowed to make a pronouncement of death.
This guideline applies to both adult and pediatric patients.

In all cases where determination of death is considered, it is assumed
that the patient has no pulse or respirations. If there is any doubt, initiate
CPR and resuscitative efforts, then contact Medical Control as soon a
reasonably possible.

In order to determine a patient dead at least one or more of the following
criteria below must be applicable. Patients may be treated and
transported, if in the judgment of the lead medic, the scene dictates that
this would be beneficial for field personnel, bystanders, family members,
personnel safety or other causes not outlined in this policy. In addition,
Medical Control contact is expected for any patients or situations that do
not specifically meet the following criteria. In those cases where Medical
Control contact is made, the Emergency Department physician will have
final authority as to what course of action shall be taken.

If the patient clearly meets one or more of the following criteria the
patient may be determined to be dead with no Medical Control contact
necessary. In all cases where death has been determined, notify the
appropriate law enforcement agency through dispatch. Law enforcement
then has the responsibility of contacting the Coroner’s Office (or
investigating agency) with jurisdictional authority.

Causes for Determination of Death (BLS or ALS):
Decapitation.

Incineration.

Rigor mortis.

Livor mortis (lividity).

Decomposition.

o gk~ w NP

Total separation of vital organs from body, or total destruction of
organs with absence of life signs.

7. Absence of life signs when there are multiple victims, and
resuscitation would hinder care of more viable patients.

8. Valid DNR, Living Will and/or situation where Durable Power of
Attorney is applicable.

9. Massive head trauma.

Causes for Determination of Death (ALS Only):

All cases described below require contact with a medical control
physician to approve termination of treatment.

1. Medical:

a. Patient is asystolic in at least three (3) leads after treatment
per protocol and medical Control is consulted.

2. Blunttrauma. Resuscitative efforts may be withheld or terminated in
patients found apneic and pulseless with:

a. Blunt trauma to the head, neck or torso; and

b. No spontaneous pulse or respiration following appropriate
medical interventions, which include, for example: ensuring a
patent airway or chest decompression. (The majority of
injuries sustained by these patients are not compatible with
life. "Appropriate” interventions will vary and should be
dictated by guidance from the medical control.)

3. Penetrating Trauma. Resuscitation and rapid transport to a hospital
facility should be initiated on all patients found in full arrest
secondary to penetrating trauma. Exceptions may exist in the
following circumstances:

a. Patients found pulseless and apneic with penetrating trauma
if the provision of ALS has been unavailable for at least 20
minutes from the time EMS personnel initiate on-scene
assessment. Appropriate interventions at this point will vary
and should be dictated by guidance from the Medical
Control.

b. However, if there is any doubt about duration of the arrest,
then resuscitation and rapid transport should be initiated.

Definitions:

1. Absence of life signs- the physical examination of the patient,
including palpating pulse for minimum of sixty seconds and
assessing absence of respirations for minimum of sixty seconds.

2. Asystole- the absence of cardiac electrical activity in three leads for a
minimum of sixty seconds.
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Determination of Death in the Field

Rigor Mortis- the stiffness seen in corpses. Rigor mortis begins with
the muscles of mastication and progresses from the head down the
body affecting the legs and feet last. Generally manifested in 1 to 6
hours and a maximum of 6 to 24 hours.

Livor Mortis (Lividity)- Cutaneous dark spots on dependant portions
of a corpse. Generally manifested within 1/2 to 2 hours. Reaches

maximum presentation in 8 to12 hours.
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Do Not Resuscitate and CPR Directives

General Principles

1.

Colorado law recognizes the right of patients to make decisions
regarding their care in the event of respiratory of cardiac arrest.

Patients may obtain and have signed by a physician a Do Not
Resuscitate or CPR Directive form that specifically spells out their
wishes under certain circumstances.

Colorado law also recognizes that patients may make their wishes
known in other ways. Any definitive expression of the patient’s
wishes should be obeyed. This may include, but is not limited to,
“unofficial” forms, bracelets, necklaces, and tattoos.

A CPR Directive may be implemented for a minor only after a
physician issues a "Do Not Resuscitate" order and the parents of the
minor (if married and living together), custodial parent, or legal
guardian execute(s) a CPR Directive for the minor.

CPR Directive does not only apply to patients in full cardiac arrest,
but should also be honored by withholding resuscitation in patients
who are seriously ill or near arrest.

Procedure

Perform initial patient assessment.

Verify that the CPR Directive or Do Not Resuscitate Order matches
the patient. If possible, try to verify identity of patient by an additional
source (e.g., family member, driver's license or other readily
available sources).

Upon verification of the CPR Directive, withhold CPR. If CPR has
been started, it should be stopped.

If there is any question of the validity of the document or the identity
of the patient, initiate full resuscitation measures and contact the
base for guidance. Be sure to inform the base of the CPR Directive
form, bracelet, or necklace, and the condition and history of the
patient.

Complete documentation, including attaching a copy of monitor strips
on each copy of the run report.

Provide appropriate emotional support to family if possible.
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Do Not Resuscitate and CPR Directives

If the death occurs outside of a health care facility or if tissue

donation has been declared, then the coroner is to be immediately
contacted via law enforcement. If the declarant has indicated on the
CPR Directives form a desire to donate any tissues, appropriate
authorities should be notified.

8. The following resuscitation measures are to be withdrawn or withheld
from a person who has a valid CPR Directive:

a.

C.
d.

e.

CPR and chest compressions.

Endotracheal intubation or other advanced airway
management.

Artificial ventilation.
Defibrillation.

Cardiac resuscitation measures and medications.

9. The following interventions may be administered or provided:

a.

f.

b
c
d.
e

Assist in maintenance of airway (non-advanced airway
management, such as positioning).

Suctioning.
Oxygen.

Pain medication.
Control bleeding.

Ambulance transportation.

10. In addition to the standard documentation, the following information
should be documented when possible by the prehospital provider on
the run report:

a.

Patient's status (e.g. condition found, medical history
obtained).

Type of "CPR Directive" found (document, bracelet or
necklace).

CPR Directive number.
Name of attending physician, if known.

Special circumstances which justify initiating resuscitation if
this was done despite the presence of the CPR Directive.

Monitor strips in at least two leads.
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Do Not Resuscitate and CPR Directives

Additional Considerations

1.

The patient may revoke the CPR Directive at any time by oral
expression of revocation or by destruction of the CPR Directive form,
bracelet or necklace. If a guardian, agent or proxy decision-maker
executed the CPR Directive, then the guardian, agent or proxy
decision-maker may revoke the CPR Directive.

CPR is to be initiated if the CPR Directive form, necklace or bracelet
is not readily available, (i.e., being worn by or physically present with
the patient). The bracelet or necklace is only available to the patient
after the form has been properly executed. Removal of the bracelet
or necklace may be construed as revocation. Therefore, if the
bracelet or necklace is readily accessible but not on the patient, any
guestion as to whether or not the Directive has been revoked should
result in resuscitation until the situation is clarified.

Consult with Medical Control if you have questions about terminating
CPR and transport. If not in full arrest, patients with CPR Directives
may still be transported to provide comfort measures.

In the absence of the existence of a CPR Directive, a person's
consent to CPR shall be presumed. The statutorily authorized CPR
Directive is only one manner for a patient to document resuscitation
preferences. Other "Do Not Resuscitate" forms and advance
directives may be honored but base contact is required.

Under Colorado Law, refraining from performing CPR, when there is
a CPR Directive, does not constitute assisting a suicide, and
caregivers who honor a CPR Directive by withholding CPR are
protected from legal liability.

Some CPR Directives specify which procedures and medications
may be used under certain circumstances. Be sure to read the form
carefully before withholding any treatment.
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Inter-facility Transports

La Plata County EMS agencies are often called upon to transport
patients from one facility to another, or from a facility to another transport
agency, i.e. aircraft. These transports may require personnel to monitor
medications not encountered in the course of our regular duties. By
state guidelines, EMS personnel can monitor these medications without
exceeding their scope of practice.

Provisions

1.

EMS agencies may transport patients receiving continuous infusions
of medications not normally in the prehospital formulary provided:

a. The medication is included in the expanded formulary below.

b. The medication is initiated at a facility by or under the direct
order and supervision of a licensed medical provider.

c. The lead medic is at least an EMT-I. Most of the medications
require an EMT-P.

Additionally, while the medication is being administered:

a. EMS must being able to provide the level of patient monitoring
required for the medication.

b. EMS must be able to continue the infusion in the same manner
that it was initiated, i.e. by infusion pump.

c. EMS may not alter dosages or rates in the field without contact
with medical control.

Notes

1.

Facilities may not be aware of EMS capabilities for transport
medications. Always consult the formulary prior to accepting a
patient for transport.

If you are unfamiliar with a medication or are uncomfortable
transporting a patient, contact your supervisor.

If the hospital is able to release a RN to assist with the transport, the
monitoring of medications becomes their responsibility and these
provisions no longer apply.

Inter-facility Transports

Inter-facility Transport Formulary

Medication

EMT-I EMT-P

Amiodarone continuous infusion

Lidocaine continuous infusion

Glycoprotein inhibitors

Heparin (unfractionated)

Heparin (low molecular weight)

Diltiazem (maximum 15mg/hour)

Nitroglycerin continuous infusion

Magnesium sulfate (maximum 4g/hour)

Oxytocin

Non-blood component colloids

Total parenteral nutrition

Antibiotic infusions

Sodium bicarbonate infusion

Methylprednisolone infusion

Potassium chloride infusion
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Medical Helicopters

These protocols are written to be used as a guide when requesting
helicopter service. The protocols should be followed unless there are
reasons to deviate from them. The choice of which service you request
should be based on providing the patient and the scene with the most
appropriate care as quickly and safely possible.

The existing process will allow you to “one stop shop”. You will
ALWAYS call Central Dispatch and request the helicopter. Unless they
know that Care Flight is out of service they will dispatch them, as they
are the closest and most appropriate.

The first question that Dispatch will ask the helicopter service is “Are you
available?” If Care Flight is unable to provide service, Dispatch will then
immediately initiate a request for Air Care or another service.

During this process you will receive updates to the status of your
requested flight and an E.T.A. from dispatch and or the responding
service.

General Principles:
1. Consider use of medical helicopter scene response when:

a. Patient(s) with life-threatening trauma and prolonged extrication
and/or transport time (i.e. using Medical helicopter will reduce
“scene to hospital” time).

b. Multiple casualty incidents and inability of ground transport units
to manage and transport all patients in a timely manner.

c. Inability or difficulty in transporting patient using conventional
means.

2. Highest level EMS provider on-scene or the Incident Commander
should make the decision to mobilize a Medical Helicopter.

3. Higher level EMS providers en route to the scene may make the
decision to activate a helicopter. In this situation, communication of
the decision to activate should be made to the on-scene commander
as soon as possible.

4. Decision may be made to launch medical helicopter prior to arrival
on scene. Pre-arrival information from bystanders indicating the
possible need for helicopter resources may be deemed sufficient for
activation without delay.

Procedure:

Medical Helicopters
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1) When requesting helicopter response Central Dispatch shall or with
approval of Central Dispatch the requesting agency shall:

a. Provide the scene location.
i. GPS coordinates and elevation (preferred), or

ii. Physical location by land marks, road numbers and
distances from known geographical locations.

b. Provide frequency / channel information.

c. Provide responding units numbers or designation (Fire-police-
EMS).

d. Provide any other information as requested.

e. Provide communication assistance as needed, even if the
response is not specific to La Plata County.

f.  Central Dispatch shall provide flight following as requested.
g. Document/ log all position reports.
2) Communications:

a. For all situations, except Search and Rescue, utilize Durango
Fire and Rescue Channel 153.770TX and 154.445RX - PL
131.8. S&R will use the Brown Frequency of 155.595TX and
154.785RX PL 131.8.

b. Central Dispatch or the person requesting will notify the
helicopter of the LZ frequency as chosen by the LZ manager.
(FERN-1 TX/RX154.280 PL CSQ) If FERN is being used Air to
Ground will be chosen, TX/RX 172.275 (PL CSQ).

3) On-scene command.
a. Assign LZ Manager, with the following responsibilities:
i. Select LZ.

ii. Establish communication with helicopter on the appropriate
channel.

iii. Advise responding aircraft of the LZ location.

iv. Advise on weather, hazards; wind (speed / direction) any
other LZ specifics.

b. Assistin LZ selection as needed.

c. Communicate with Central Dispatch as needed regarding aircraft
status and advise them of the LZ frequency.
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Medical Helicopters

4) Helicopter.

a.

b.

c.

d.

e.
Notes:
1.

2.

Once airborne initiate radio contact with Central Dispatch and
provide them a status, and an E.T.A.

Notify dispatch when landing and departing the scene.

Establish communication with command or LZ Manager on the
appropriate channel.

Notify Mercy Medical Center (MMC) on Regional Medical
frequency (155.430 Tx & Rx PL CSQ) inform them of pt
destination and condition.

Patient reporting or status with the E.R. If radio communication
cannot be established with MMC, on regional meds, they should
try the Mercy “green” frequency 155.385 Tx & Rx PL CSQ. If
still unsuccessful, Central Dispatch may take the information via
DFRA or Brown channel and contact MMC or the helicopter may

attempt to raise MMC ER on, DFRA primary channel.

This procedure applies to all agencies involved in helicopter
operations within La Plata County or while providing mutual aid out
side the County.

Currently, aircraft are not allowed to utilize 800 mhz communications.

All communications with aircraft must be conducted with VHF radios

until this policy changes.
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Multiple Agency Response Multiple Agency Response

8. If there is ever an issue on the above IT SHALL NOT BE

Purpose: BREECHED on the scene unless it is critical to the patients well
Multiple agencies in La Plata County routinely respond together on calls being. The issue will be discussed and a determination made at a
for emergency medical service. These responses may be mutual aid, later time.

automatic aid or direct requests for higher a level service, such as en
route intercepts. While each agency is committed to assisting with
guality emergency medical services to its neighbors, we must also
recognize the associated legal and ethical liabilities. For this reason,
decisional authority must be defined. The following guidelines exist to
provide optimal patient care while avoiding conflict during critical events.

Guidelines:

1. Upon request for additional medical resources the requested agency
immediately becomes the lead agency for care of the affected
patient(s). Direct patient care remains the responsibility of on-scene
personnel until direct on-scene transfer of care occurs.

2. The lead agency when dispatched may make resource
determinations prior to arrival (e.g. helicopter). This should be
accomplished through direct, clear communications with on-scene
personnel, when possible.

3. Upon arrival to the patient, lead agency personnel shall assume
immediate medical authority. This includes all patient care
decisions, as well as determining personnel and additional resources
needs.

4. Transition of care to lead agency personnel shall begin as soon as
reasonably possible upon arrival. This means a face to face with the
medic or fire fighter in charge to the lead medic assuming care. This
transition will be done with respect and professionalism.

5. Mode of transport, including transporting agency shall be at the
discretion of the lead agency. Such decisions may be made prior to
arrival based on available information.

6. Intercepts shall be completed at the earliest reasonable location and
without undue delay. When the transition occurs on a roadway i.e.
meeting en-route, the lead agency/medic will still make the
determination for the mode of transportation i.e. which ambulance,
helicopter etc...will be used.

7. To smooth transitions and avoid confusion, the first responding
agency shall inform the patient and/or family—as soon as reasonably
possible—that additional medical crews are responding and will
assume responsibility for their care upon arrival.
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On-Scene Interveners

On-Scene Interveners

Purpose:

To provide guidelines for prehospital personnel who encounter a
physician or other medical interveners at the scene of an emergency.

General Principles:

1. The prehospital provider generally has a duty to respond to an
emergency, initiate treatment and conduct an assessment of the
patient to the extent possible.

2. EMTs of all certification levels provide legal patient care under the
medical license of the Medical Director.

3. A physician who voluntarily offers or renders medical assistance at
an emergency scene is generally considered a "Good Samaritan."
However, once a physician initiates treatment, he/she may feel a
physician-patient relationship has been established.

4. Bystander nurses and EMTs of all levels have no legal authority, but
should be treated respectfully.

5. Good patient care should be the focus of any interaction between
prehospital care providers and the on-scene intervener.

Procedure:
1. Physician Interveners:

a. Respectfully request credentials.

b. Request that the physician read the statement below.
2. All other medical providers:

a. Introduce yourself and state your level of certification.

b. Politely and respectfully begin transition of care by requesting
patient care information.

c. Inform provider that you function under established protocols,
have responsibility for the patient and intend to render care
according to your protocols.

3. If the intervener refuses to relinquish care after the above steps have
been taken, and you believe that it is in the patient’s best interest
that they do so:

a. Contact Medical Control and have the intervener speak with the
ER physician to clarify responsibility.

b. Request law enforcement assistance if necessary.

Notes:

1. Every situation may be different; on-scene medically trained
bystanders can often be helpful, but occasionally hinder patient care.

2. Always remain respectful and in control of emotions. The best way to
remain in control of the situation is to not let it escalate.

On-scene medical providers may also be family members.
4. Contact Medical Control for assistance when any question arises.

On scene physician statement;

On Scene Physician Information

Thank you for your offer of assistance. Please be advised that these
Emergency Medical Technicians are operating under the authority of a
Medical Director through standing medical orders in the La Plata County
emergency medical system.

To avoid confusion and expedite patient care, no individual should
intervene in the care of this patient unless the individual is:

1. Requested to do so by the emergency medical services personnel.
2. Authorized by the medical oversight physician.

3. Islegally capable of providing more extensive emergency medical
care at the scene.

IF YOU ASSUME PATIENT MANAGEMENT, YOU ACCEPT FULL
RESPONSIBILITY FOR PATIENT CARE UNTIL THE ATTENDING
EMERGENCY MEDICAL SERVICES PERSONNEL OR MEDICAL
OVERSIGHT PHYSICIAN ACCEPTS THAT PATIENT
RESPONSIBILITY. THIS WILL REQUIRE THAT YOU ACCOMPANY
THE PATIENT TO THE EMERGENCY DEPARTMENT.
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On-Scene Interveners

Physician at the Scene/ Medical Direction Algorithm

1. EMT arrives on scene

3. Physician at scene

2. EMT attempts patient care

v

Physician reports on patient and
relinquishes care

A

Provide care per
protocols

v

Physician wants to help or is
involved in patient care and will
not relinquish patient care

A4

Prehospital provider identifies
self and level of training

\ 4
Physician offers help and
physician assistance will
improve care

A 4

Physician requests or provides
care inappropriate or
inconsistent with protocols

\4

A4 1.

1. Prehospital provider hands the
On-Scene Medical Direction card

Prehospital provider hands the On-
Scene Medical Direction card to
physician

Advise physician of your responsibility
to the patient

Contact Medical Control

Have physician speak directly with
Medical Control

to physician 2.
2. Advise physician of your
responsibility to the patient 3.
\— 4.
A 4

Physician acknowledges
your responsibility and
wishes to assist with
patient care

A4

Continue patient care and
contact Medical Control

v

A4

Carefully document all

interaction with on-scene physician, all

treatments and suggestions for treatment in your report
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Patient in Extremis

General Principles:

Generally, medications administered by the EMT-I in the field must be
given under direct order from a physician. However, there exist
situations under which it may be impractical or impossible to contact
medical control, and when withholding medications may negatively
impact patient care or the safety of the EMT-I.

Provisions:

1) EMT-I's are allowed to give medications to patients in the field
without orders from a physician under these circumstances:

a) A paramedic may order an EMT-I to give a medication, provided:

i) The paramedic is in direct communication and supervision of
the EMT-I (not over the phone).

i) The medication given is within the scope of practice of the
EMT-I.

b) An EMT-I may give certain medications to a patient in extremis
without order.

i) Patients in cardiac arrest may be given the following
medications:

(1) Epinepherine
(2) Lidocaine
(3) Atropine
(4) Sodium Bicarbonate
i) Violent patients may be given the following medications:
(1) Diazepam
(2) Haloperidol
iii) Patients in status seizure may be given Diazepam.

2) Medications given in these situations must be given in accordance
with appropriate protocols.

3) Situations where these provisions are applied must be carefully
documented. Exact records must be kept of what medications were
given, dosages, timing, and the justification for giving the medication
without direct order.
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Refusal of Care

General Principles:

When mentally competent patients refuse or revoke consent, they are
exercising their right to terminate the medical relationship with
prehospital providers. Patients who are thinking clearly, acting rationally
and have minimal illness or injury must be allowed to refuse all or part of
the care offered and/or transport. Good documentation of competency
and minor nature of the problem are very important in any refusal of care
or transport. Incompetent patients cannot refuse care. They must either
be transported by EMS or law enforcement. In rare cases an
incompetent patient may be at home with family and it may be
appropriate for family to observe or transport that patient. These
decisions can be more complicated and require consultation with and
approval of medical control.

Definition: Competent Patient

Because an oriented patient may not necessarily possess the ability to
process information effectively, patient assessment must also include the
patient’s comprehension abilities if refusing transport. The patient should
be able to demonstrate a capability to understand:

1. The nature of the condition.
2. The risks and benefits of the proposed treatment.
3. The risks and benefits of refusing care.

Alcohol, opiates, and mental iliness make the decision of competency
more difficult and should involve communication with medical control.
Patients who are suicidal or self-destructive are not considered
competent to refuse care and transport.

If a reasonable person would consent to transport given similar
circumstances, the patient should be transported if at all possible. With
mentally incompetent patients, use law enforcement assistance when
necessary. Both EMS providers and law enforcement are protected by
the "good faith" rule in the state of Colorado.

Minors are not considered competent adults unless they meet the
criterion under emancipated minor (see #4 in this protocol). If the minor
has consented to a medical relationship, it is best to err on the side of
transport than allow a minor to refuse transport.

Definition: Medical Relationship

A medical relationship has been established if the patient, family
member, bystander or law enforcement has activated EMS and the
patient has allowed an exam to be started. A medical relationship also

Refusal of Care

La Plata County EMS Protocols Version 2010.1.0

exists if the incompetent patient is attempting to refuse a necessary
exam or treatment.

Procedure:
1) Termination of the Medical Relationship:

a. Non-licensed medical providers (such as emergency medical
technicians of all levels and registered nurses working in the
prehospital setting under a physician license) do not have the
authority to terminate the medical relationship once established
without an agency protocol that allows such termination in
certain circumstances without physician contact. Base contact
with medical control, however, remains the gold standard for
terminating the medical relationship.

b. The competent patient with a minor problem may refuse
transport and terminate the medical relationship without the
approval of medical control if the following are met:

i) The problem or complaint is obviously minor.

ii) There are no significant chronic diseases that complicate the
problem.

iii) The vital signs fall in normal parameters.
(1) Adult BP systolic less than 200 and greater than 100.
(2) Adult HR less than 120 and greater than 50.
(3) Pediatric BP within the Braslow tape norm.
(4) Pediatric HR within the Braslow tape norm.

iv) The medic documents patient mental competency in the
narrative.

v) The patient is given advice about the possible dangers
associated with their decision and told to access EMS again
should the problem worsen. This information is documented
in the narrative.

vi) The patient signs the refusal of transport form as described
in section 6, Refusal Documentation.

2) Refusal of Consent when Treatment/Transport is Prudent:

a. Mentally competent patients who have significant illness or injury
who adamantly refuse treatment and transport are more
troubling. Prehospital personnel must make every reasonable
effort to inform the patient of their suspected condition and the
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Refusal of Care

Refusal of Care

implications of their decision. This may include time consuming
deliberation, if necessary. Medics should:

i) Allow the provider who has established the best possible
rapport with the patient to communicate with the patient.

i) Explain the nature of the emergency and the risks and
benefits of both treatment and refusal; then ask patient to
use their own words to explain what they have been told to
determine if they understand all three elements.

iii) Enlist the help of family members or friends to convince the
patient, or recognize when such intervention is not helpful
and manage that aspect.

iv) Utilize the ED or medical control as a resource to help
convince the patient to consent.

Mentally competent adults who refuse consent for
treatment/transport have the right to make their own medical
treatment decisions even if such refusal might result in severe
deterioration or death. In this event, the following are required:

i) Repeated attempts to convince the patient in front of
witnesses.

i) Consultation with the base station physician.

iii) Have, or attempt to have patient or surrogate speak directly
with the base station physician.

iv) A reasonable attempt to have the patient sign the refusal of
care document after it has been explained to them in front of
at least one witness. This must also be signed by a witness,
preferably not another medical provider.

v) When the patient refuses to sign the document, the refusal
form should be filled out and "refused to sign" written on it,
then again witnessed.

vi) Make a reasonable attempt to have a family member or
friend take responsibility for the patient.

vii) Patients in the custody of law enforcement can refuse
treatment and transport.

Incompetent patients cannot refuse care and transport.
However, if the problem or complaint is minor and law
enforcement is available and willing to transport, it may be used
in place of EMS, and without consult with medical control, if:

3)

4)

i) The problem is obviously minor.

ii) There are no significant chronic diseases that complicate the
problem.

iii) The vital signs are within the normal ranges (described
above).

iv) Law enforcement agrees to take responsibility for the
patient.

d. When the incompetent patient refuses transport, law
enforcement will be contacted and used to ensure a successful
transport. The use of physical or pharmacologic restraint should
be considered. (See protocol: Violent Patients).

Patient consents to transport but refuses specific treatments.

Mentally competent adults who refuse consent for treatments (i.e. IV
access, medications, spinal precautions, etc) but agree to transport
usually present less of an issue to EMS providers because at the
very least they are being transported to the hospital. In this event the
following are recommended:

a. Explain the treatment or procedure and its benefits thoroughly.

b. Explain the risks associated with refusing the treatment or
procedure.

c. Use tactics to convince the patient, such as enlisting family or
friends and base station consultation, if necessary.

d. Communicate the treatment refusal during the initial patient
report from the field and during the bedside report.

e. Thoroughly document all of the above in the patient report.
Minors.

EMS calls for minor injuries or illnesses with children also create
challenges related to consent. Patients under the age of 18 years, or
over 18 but still attending high school and living at home--unless
emancipated--must have a legally responsible representative make
the decisions regarding termination of their medical care, such as:

a. A parent.

b. A grandparent.

c. A sibling 18 years or older.
d

A legal guardian.
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Refusal of Care

e.

A legal proxy, such as an adult leader or counselor, preferably
with a "consent for medical treatment" form signed by a parent, if
possible.

Minors who do not require parent or surrogate consent:

a.
b.

C.

> a =~

Emancipated by court decree.
Married, separated, or divorced.

15 years or older and living separately from parents and
managing their own affairs

12 years or older and suffering from a reportable illness or
substance abuse.

Pregnant and in need of pregnancy related care.
Victim of sexual assault.
Active military duty.

A medical emergency and contact with a parent or surrogate is
not feasible.

With minor injuries/ ilinesses requiring no medical care, a parent may
be contacted by phone for consent to terminate the medical
relationship. Minors requiring medical care should be transported to
the ED when no parent or representative is available.

All refusal of care issues with minors, unless emancipated, must be
communicated to the base station physician prior to terminating the
medical relationship.

5) EMS Generated Refusals:

a.

In the absence of a medic safety issue, EMS personnel are
expressly NOT allowed to refuse to transport a patient who is
requesting to go to the hospital.

EMS personnel may assist in the decision making process with a
patient, but must be clear that transport is always an option.

EMS personnel may refuse to treat and transport patients for
reasons of personal safety. Any unsecured scene, such as,
hazardous materials or potentially violent patient may result in
the acceptable delay of medical care until which point EMS
personnel are no longer at risk of personal injury.

6) Refusal Documentation:

a.

Patient name, address, date of birth and SSN

Specific information regarding the nature of the incident,
assessment of the patient, explanation of the risks of refusal.

Documentation that the patient was able to comprehend the
nature of the emergency as well as the benefit of transport vs.
risks of non-transport.

Documentation of base contact and the advice given by the
physician.

Attached “Declination of Services” signed by patient, if possible.

Attached “Consent for Treatment” form when treatment has been
rendered, signed by patient, if possible.

Patient refusals to sign documents must be noted on the form
and in the PCR narrative.
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Reporting of Suspected Abuse

Authority:

1.

Child Abuse:

Under Colorado State Law, medical personnel, including EMS and
firefighters are required to report suspected child abuse or neglect.
The law states that if the worker has reasonable cause to know or
suspect that a child has been subjected to abuse or neglect or who
has observed the child being subjected to circumstances or
conditions which would reasonably result in abuse or neglect shall
immediately report or cause a report to be made of such fact to the
county department of social services or local law enforcement
agency.

Elder and Dependant Adult Abuse:

The Colorado Protective Services for Adults at Risk of Mistreatment
or Self-Neglect Act "urges" (but does not require) professionals and
others who are in a position to detect abuse, neglect and financial
exploitation to report suspicions to adult protective services or local
law enforcement

Protection from Liability:

Persons who make a good faith report of abuse or neglect are
immune from civil and criminal liability. Additionally, civil law provides
for the protection of the identity of the reporting person(s). The
criminal system usually retains identities of reporting persons in the
event further information or testimony is needed

Definitions:

1.

2.

Abuse

a. Infliction of physical pain or injury as demonstrated by, but not
limited to, skin bruising, bleeding, malnutrition, dehydration,
burns, bone fractures, or death.

b. Any nonconsensual sexual conduct, sexual assault or
molestation, sexual exploitation, or prostitution.

c. Substantial psychological abuse, unreasonable confinement or
restraint.

Neglect

a. Adequate food, clothing, shelter, psychological care, physical
care, medical care, or supervision is not secured for or is not
provided in a timely manner and with the degree of care that a
reasonable person in the same situation would exercise.

Reporting of Suspected Abuse
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b. Any case in which the individual is in need of services because
the parents, legal guardian, or custodian fails to take the same
actions to provide adequate food, clothing, shelter, medical care,
or supervision that a prudent guardian would take.

Dependent Adult

a. Adults who have physical or developmental disabilities, or failing
physical or mental abilities caused by age, such that their
conditions preclude them from normal activities or to protect their
rights.

Reporting Procedure:

1.

It is not the role of EMS to investigate suspected abuse or neglect—
only to report it.

It is the responsibility of each individual provider to ensure that
suspected abuse is reported to proper authorities.

The best method to report suspected abuse or neglect is to
personally contact either La Plata County Human Services (382-
6150 or after hours at 382-2879) or the appropriate law enforcement
and make yourself available for interview and follow-up.

If patient care is transferred, EMS personnel may also notify the
caregiver receiving the patient—such as the receiving paramedic,
nurse or physician—of their suspicions during the transition of care
process. Follow-up contact should be made to assure a report was
later made to Human Services or Law Enforcement.

The reporting duties are individual and no supervisor or ranking
officer should impede or inhibit the reporting duties.

With multiple witnesses in the same agency, a single individual may
be the reporter, but all individuals share the responsibility of assuring
a report was made.

Carefully document the following in the patient care report:

a. All suspicions of abuse or neglect and accompanying details.
b. The name(s) of other witnesses.

c. The method used to report the suspicions.

d

The date, time and name(s) of persons to which the report was
made.
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Reporting of Suspected Abuse

Note:

A health care worker who fails to report suspected child abuse or neglect
may be charged with a class 3 misdemeanor provided in section 19-1-
103(1)(A) C.R.S.
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Acetaminophen (Tylenol)

Acetaminophen is a centrally acting analgesic and antipyretic without
significant anti-inflammatory, anti-coagulant or narcotic effects. In EMS
practice, it is primarily given to pediatric patients.

Indications

1.
2.

Pediatric patients with a fever greater than 101.

Pediatric patients with pain, who will not undergo surgery. If there is
a possibility of surgery (i.e. trauma), patients should be given nothing
by mouth.

Administration

Dosage is 15mg/kg, given orally.

If using ambulance stock, administer once the patient is in the
ambulance and ready for transport.

If using medication provided by the parents, assist them in giving the
medication on scene.

Precautions

1. Do not give if the patient has an allergy to acetaminophen, which is
extremely rare.

2. If the patient vomits after administration, re-dose at half the initial
dose.

Notes

1. Metabolized in the liver: Only excessive use of Tylenol in patients
with liver disease can increase the risk of hepatotoxicity, not the
recommended adult dose of 1000 mg every four hours.

2. Onset of action varies widely from 10 mins to 90 mins with a mean of
30 mins.

3. The half-life also varies between 2 and 3 hours. Therefore some
people will find that pain relief is markedly less at three hours.

4. Studies show that the dose of acetaminophen of 15 mg/kg is

equivalent to a dose of ibuprofen of 10 mg/kg. The half-life of
ibuprofen is about 50% longer.
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Acetylsalicylic Acid (Aspirin)

Acetylsalicylic acid is used as an anticoagulant in the setting of chest
pain and stroke. It inhibits the formation of thromboxane A2 and the
production of prostacyclin. The overall effect is to inhibit platelet
aggregation that can occur on top of clots and plaques.

Indications and Administration

1. Suspected cardiac chest pain.

a. Adult - 325 mg as 4 children’s chewable or 1 adult aspirin PO if
the patient is able to swallow voluntarily. Have the patient chew
the aspirin before swallowing.

Notes

1. Contraindicated in patients who have an allergy to aspirin or aspirin
products. Some asthmatics may develop wheezing from aspirin,
which can progress to severe difficulty breathing.

2. Aspirin should not be given to patients with known internal bleeding
disorders. External bleeding can be controlled with direct pressure.

3. Patients who say they cannot take aspirin per their doctor should not
be forced to take it.

4. Side effects include abdominal pain, nausea and vomiting, increased
bleeding.
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Activated Charcoal

Activated charcoal binds many medications, poisons, and irritants in the
Gl tract so that they cannot be absorbed but only excreted.

Indications and Administration:
1. Ingested poisons, toxins or irritants.

a. Adult - 1 gram/kg PO. Mix with water to make a slurry if not

premixed.
b. Pediatric - 1 gram/kg PO. Mix with water to make a slurry if not
premixed.
Notes:

1. Should not be given with Ipecac.
Patient must be awake, cooperative, with intact gag reflex.
Do not mix with dairy products.

Contraindicated with cyanide, mineral acids and alkalis and tricyclics.

o > 0N

Side effects: vomiting, diarrhea, constipation, black stools.

La Plata County EMS Protocols Version 2010.1.0






Albuterol Sulfate

Albuterol is a selective beta2-adrenergic stimulator, resulting in potent
broncho-dilation. It has a rapid onset of action and duration of two to six
hours. Compared with epinephrine, there is less heart rate and blood
pressure increase with albuterol. Often as the hypoxia and work of
breathing decrease, the heart rate will actually decrease. Albuterol is
also effective in lowing serum potassium. (See Hyperkalemia).

Indications and Administration

1. Respiratory distress due to Asthma or COPD and bronchospasm

due to allergy or anaphylaxis.

a. Adults - Place 0.5ml 5% solution in nebulizer and dilute with 2.5
ml NS or use one premix 3ml of 0.083% premixed solution.
Consider adding atrovent (ipratropium) for most adults. Connect
nebulizer to O, at 6 liters/min.

i. Place patient in Semi-fowlers position and check breath
sounds.

ii. Have patient inhale as deeply as possible through mouth
piece and exhale after removing mouthpiece from mouth.
Continue treatment until nebulizer empty (usually 4-5 min.).

iii. May be repeated as needed. In severe cases, continuous
nebulization may be required.

iv. May be given through in-line nebulization in intubated pts
and in CPAP pts.

b. Pediatric - < 2 years old, place 0.2ml 5% solution in nebulizer
and dilute with 2.8 ml NS or use 1.2ml of 0.083% premixed
solution and add NS to make 3.0 ml. Connect nebulizer to O, at
6 liters/min. > 2 to 12 years old, place 0.3 — 0.5 ml 5% solution in
nebulizer and dilute with NS to make 3 ml or use 1.8 - 3.0 ml of
0.083% premixed solution and add NS to make 3 ml. Connect
nebulizer to O, at 6 liters/min.

i. See above procedure
For signs, symptoms, and history suggesting hyperkalemia.

a. Adults — begin an albuterol continuous nebulizer treatment to
last until you reach the ED.

For all indications, albuterol can be administered in-line with CPAP
or BVM.

Notes

Albuterol Sulfate
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As with epinephrine, use with caution in patients with a history of
hypertension, coronary artery disease, congestive heart failure,
hyperthyroidism, pregnancy, diabetes, and sensitivity to beta -
adrenergic stimulators.

Discontinue if pt develops chest pain or dysrhythmias during
nebulization.

Although rare, albuterol can produce paradoxical bronchospasm,
which is potentially life-threatening. This adverse reaction is more
common with inhaled steroids. If this occurs, discontinue
immediately.

Albuterol must reach the alveoli to be absorbed. Patients in severe
distress with minimal tidal volume may not benefit from albuterol
immediately. Continuous albuterol nebs may help or Intubation may
be necessary.

COPD exacerbations may not respond to albuterol if there is no
component of bronchospasm or wheezing.

Side effects include anxiety, tremors, nausea and vomiting.
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Calcium Chloride

Calcium Chloride is an endogenous electrolyte that increases the force
of myocardial contraction, increases the excitability of muscle fibers and
decreases the heart rate. Calcium counteracts the effects of calcium
channel blockers.

Indications and Administration

1. Calcium channel blocker overdose with toxic EKG changes.

2. Severe hyperkalemia with toxic EKG changes. (see hyperkalemia)
3. Cardiac arrest in the pt with known renal failure. (see hyperkalemia)
4. Dosage:

a. Adult - 8-16 mg/kg IV/10 or 5 -10 ml of the 10% solution over 2-
5 mins. May repeat in 10 min.

b. Pediatric - 20 mg/kg IV/IO over 5 min. May repeat in 10 min.
Notes

1. Do not add to IV/IO in rapid succession with sodium bicarbonate.
Must flush line.

2. Local infiltration will cause tissue necrosis. Make sure IV/IO is
patent.

3. Patients who take digoxin and may be dig toxic have increased risk
that calcium will cause cardiac irritability, ventricular fibrillation, or
asystole.

4. Excessively rapid administration of calcium can produce bradycardia
or arrest. Be careful with this drug.
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Diazepam (Valium)

Diazepam is a member of the benzodiazepine family. It acts as a
sedative, an anticonvulsant, and a skeletal muscle relaxant.

Indications and Administration:

1. Status epilepticus or major motor seizure.

a. Adult-5to 10 mg IV. Each 5 mg should be given over at least
1 minute. May be repeated every 10-15 minutes.

b. Pediatric — 0.2 to 0.5 mg/kg IV. Each dose should be given over
at least 1 minute. May be repeated every 15-30 minutes.
Alternately, 0.3 to 0.75 mg/kg given rectally.

2. Sedation (for cardioversion, transcutaneous pacing, and post RSI)

a. Adult—5tol5 mg IV, titrate to effect. Doses after the first 5 mg
should be in 2.5mg increments given over 30 seconds, spaced 1
minute apart.

b. Pediatric —0.04 to 0.2 mg/kg IV, titrate to effect. Doses after the
first should be given in increments of half the original dose, over
1 minute and spaced 2 minutes apart.

3. Muscle relaxation in orthopedic injuries.

a. Adult-2.51t0 10 mg IV slow push, titrate to effect.

b. Pediatric —0.04 to 0.2 mg/kg slow IV push, titrate to effect.
Notes:
1. Patient must be monitored closely for respiratory depression and

even respiratory arrest may occur. Diazepam should be given only
when a bag valve mask is immediately at hand and the patient is on
O, and cardiac monitor.

Diazepam is most likely to produce respiratory depression in patients
who have taken other depressant drugs such as alcohol,
barbiturates, and other “sleeping pills”.

Common side effects include drowsiness, dizziness, fatigue, and
ataxia. Paradoxical excitement or stimulation sometimes occurs.

Diazepam is poorly absorbed through IM, 10, and MAD.
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Diphenhydramine (Benadryl) Diphenhydramine (Benadryl)

Diphenhydramine is an antihistamine which blocks H1 receptors. This 8. Use with caution in patients with asthma, glaucoma and bladder

. . . ! . : obstruction.
action prevents histamine release from cells during an allergic reaction.
The drug has an anti-cholingeric (like atropine) effect that will cause 9. Do not give subcutaneously and make sure IV is patent since it is
heart rate to increase, pupils to dilate, decrease Gl tract motility and dry very irritating to dermal tissues.

up mucosal membranes. It also has an antiparkinsonism effect, which is
used to treat acute dystonic and dysphoric reactions to phenothiazine-
like drugs (e.g. Phenergan, Thorazine, Compazine) and extrapyramidal
reactions (oculogyric crisis, facial grimacing, opisthotonos) that are more

common with haldol.

Indications and Administration
1. Anaphylaxis and severe allergic reactions.
a. Adult: 25- 50 mg IV slow push or deep IM.

b. Pediatric: 1 -2 mg/kg IV slow push or deep IM not to exceed
50 mg in a single dose.

2. To counteract acute dystonic and dysphoric reactions to
phenothiazine-like drugs.

a. Adult: 25 mg IV slow push or 50 mg deep IM.

b. Pediatric: 1 -2 mg/kg IV slow push or deep IM not to exceed 50
mg in a single dose.

3. To counteract the extrapyramidal effects of haloperidol
a. Adult: 25 mg IV slow push or 50 mg deep IM.

b. Pediatric: 0.5- 1.0 mg/kg IV slow push or deep IM not to
exceed 25 mg in a single dose.

Notes
1. Degree of sedation varies greatly among individuals.
Children may demonstrate excitation rather than drowsiness.

May depress respirations.

A WD

May cause drowsiness, sedation, headache, blurred vision,
dizziness, nausea, vomiting, tremors, palpitations and convulsions.

May have additive effect with alcohol or other depressants.

May cause shortened diastole, atrial tachycardia and changes in
T-waves.

7. Avoid in COPD patients.
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Etomidate (Amidate)

Etomidate is an ultra short-acting, non-barbiturate hypnotic with no
analgesic effects. It is used to facilitate intubation. It produces a rapid
induction of deep sedation with minimal cardiovascular or respiratory
effects. Itis rapidly distributed following IV injection and is rapidly
metabolized and excreted.

Indications and Administration
1. Rapid sequence intubation.

a. Adult-0.31to 0.6 mg/kg IVP. Repeat doses are contraindicated.
For further sedation use benzodiazepines or fentanyl.

b. Pediatric — Same as adult.
Notes
1. Contraindicated in known hypersensitivity.

2. Side effects are pain with injection, involuntary muscle movement
and nausea/vomiting.

3. Causes adrenocortical suppression when used over a prolonged
period of time.

4. |If painis present, an analgesic should be administered with
etomidate.
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Fentanyl

Fentanyl is a narcotic analgesic 50-100 times more potent than morphine
without significant cardiovascular side effects. In RSI, it has been found
to blunt ICP rise and to reduce fasciculations caused by succinylcholine.

Indications and Administration

1.

Decrease ICP and fasciculations during RSI or post-RSI sedation.
a. Adult — 1mcg/kg up to 100mcg IV slow push, or MAD.

b. Pediatric — 1 mcg/kg up to 50 mcg IV slow push, or MAD.
Severe orthopedic or spine pain.

a. Adult — 100 mcg — 200 mcg IV or 10 slow push or MAD.
Maximum dose of 200 mcg without consultation with medical
control.

b. Pediatric — 0.5-2mcg/kg IV or IO slow push or MAD. May repeat
after contacting medical control.

Chest pain not relieved by 3 doses of nitro, or in cases of
hypotension.

a. 50 mcg increments up to 200 mcg, IV, 10, MAD.

Notes

Fentanyl has a rapid onset and relatively short duration.

In situations when blood pressure effects of morphine are a
concern, Fentanyl is the better choice.

Can cause respiratory depression that is reversible with Narcan.

High dose and fast rate of administration can lead to chest wall
rigidity, particularly when fentanyl is given with midazolam. This
rigidity can be reversed with naloxone, but may take up to 30
seconds after administration.

Fentanyl is preferred over lidocaine for pre-medication in RSI due to
its shorter onset.
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Haloperidol (Haldol)

Haloperidol is a butyrophenone tranquilizer. It is used to treat
combative/violent behavior and is given intramuscularly or intravenously.
It has anti-cholingeric effects like other phenothiazines, causing dry
mouth, dilated pupils, blurred vision, elevated heart rate, elevated
temperature, urinary retention and constipation. It can cause QT interval
prolongation and Torsades similar to droperidol; but it is not likely. It can
cause orthostatic hypotension; but that is also rare.

Indications and Administration

1. To tranquilize the combative violent patient.
a. Adult 5-10mg IMor V.
b. Elderly 1-2 mg IM or IV.

c. Child > 4 yrs old use is approved but dose range not
established. Contact medical control for dose.

Notes

1. The lower the dose the less likely an adverse reaction. After
administration when the patient has become cooperative apply a
cardiac monitor.

2. Extrapyramidal or dystonic reactions are dose related but usually
won't occur in the prehospital setting. They are more likely to occur
during a transfer to another facility. Similarly, a restless reaction may
occur. Treatment for either one is with diphenhydramine (Benadryl)
25-50 mg IV or lorazepam (Ativan) 1 mg IV.

3. Haldol can theoretically decrease the seizure threshold in pts with a
seizure disorder or pts who are at risk for seizures but this is not
proven.

4. Haldol can rarely cause Neuroleptic Malignant Syndrome. In
patients with heat stroke or agitated delirium, carefully weigh risks
and benefits prior to administration.

5. Haldol is not to be used in pts who have Parkinson’s disease.

6. Expect greater anti-cholingeric symptoms when Haldol is used in
patients who have taken certain substances of abuse that are also
anti-cholinergic.

7. Consider using sedatives such as diazepam or lorazepam as a
means of settling down a sick patient with an infectious disease such
as encephalitis or pneumonia instead of haldol, which can be a
metabolically toxic drug during severe illness. Consult medical
control if questions arise with a particular patient.
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Dextrose 5% IV Solution (D5W)

Water with dextrose added to prevent cell damage.
Indications and Administration
1. Use to dilute medications for drip infusions.

a. Administration depends on medication added.

Notes

1. Not to be administered alone, only with medication added.
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IV Solution — Normal Saline

Normal saline is a volume expander that contains sodium as its major
cation and expands the extracellular fluid space. NS is actually slightly
hypertonic. While blood expands intravascular volume, NS expands
extracellular volume (1/4 stays intravascular).

Indications and Administration
1. T.K.O.-Prophylactic IV for fluid and drug administration.
a. Adult - run slowly, 5-10 drops/min, just to keep IV patent.

b. Pediatric - run slowly, 5-10 drops/min, just to keep IV patent,
use 60 drop/ml set unless need for fluid bolus anticipated.

2. Fluid Bolus - Fluid depletion (hypovolemic shock, dehydration).

a. Adult - 20 ml/kg through large bore IV catheter as rapidly as
possible.

b. Pediatric - 20 ml/kg through large bore IV catheter as rapidly as
possible.

c. Consider calling medical control for consultation when giving
multiple fluid boluses greater than 1 liter.

3. Fluid Challenge - Cardiac chest pain with hypotension or volume
depletion with history suggestive for risk of fluid overload (e.qg.
congestive heart failure, cardiomyopathy, heart murmur or valvular
heart disease, renal failure, ascites and cirrhosis of the liver).

a. Adult —100 - 250 ml rapidly and then reassess response (heart
rate, blood pressure, lung sounds). May repeat if no
contraindications such as crackles develop.

b. Pediatric — 2 — 5 ml/kg rapidly and then reassess for response.
May repeat if no contraindications develop.

Notes

1. All IVs should be run at a TKO rate unless a fluid bolus or fluid
challenge is being administered.

2. Remember who is vulnerable to excessive fluid administration and
watch your IV drip rates.

3. In extreme emergencies (cardiac arrest, major trauma), go for the
best vein you can quickly locate with the largest needle you can
insert.

4. IV's may be started enroute on major trauma patients.
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Instant Glucose

Oral sugar, used to reverse hypoglycemia in awake, diabetic patients.

Indications and Administration

1. Hypoglycemia in known diabetic who are conscious and have a good
gag reflex.

a. Adult - one tube orally, may be repeated.

b. Pediatric - one half tube orally, may be repeated.

Notes

1. Not recommended for children under 2 years of age.

2. Not to be used if patient is not alert enough to cooperate and
understand what is required to take instant glucose.
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Nasotracheal Intubation

Indications:

1.

Was used in the past as an alternative to orotracheal intubation
because it was considered to be better tolerated when a patient is
not completely unresponsive and flaccid. However, in the age of RSI
there is no reason to perform nasotracheal intubation unless the oral
route is obstructed by injury, swelling, or mass. If such an
obstruction exists, consider medications that provide sedation and
analgesia. Nasal tracheal intubation will greatly increase ICP. If
there is a head injury, consider medication that will blunt a rise in
ICP. The risk of epistaxis followed by vomiting and aspiration is high.

Precautions:

1. Patient must be breathing to guide positioning of tube. RSI will
terminate spontaneous respirations and take away exhalation as a
guide to tube positioning and placement.

2. Trismus must be treated prior to a nasotracheal intubation attempt
because, if the procedure induces vomiting, suctioning effectively will
be very difficult.

Head usually needs to be exactly midline for successful intubation.

4. Have suction ready. In addition to vomiting, bleeding in the posterior
pharynx may occur secondary to tube trauma.

Technique:

1. Prepare patient and equipment. A BAAM is helpful. A trigger tip
endotracheal is also helpful.

2. Use the largest tube that will fit without trauma. Limitation is nasal
canal diameter.

3. Position patient with head in midline, neutral position. Cervical collar
may be in place.

4. Preoxygenate well prior to starting.

Lubricate ET tube with Xylocaine jelly or other water soluble
lubricant.

6. With gentle steady pressure, advance the tube through the nose to
the posterior pharynx.

7. A slight resistance will be felt just before entering the trachea. It is

helpful to wait for an inhalation before the final advance into the
trachea.

Nasotracheal Intubation
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Continue advancing until air is exchanging through the tube then
advance about 1 inch further. Inflate cuff.

Ventilate and auscultate over stomach and both lungs. Look for
chest rise and fall with ventilations. Use continuous end tidal CO,
monitoring to verify proper tube placement and ventilatory status.

10. Note proper tube position and tape or tie securely.

Notes

1.

The maximum diameter ET tube that will pass through the nare is
often smaller than the size tube you would use for an orotracheal
placement.

Nasotracheal intubation has very few indications if RSl is available.
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Obstructed Airway

Obstructed Airway

Indications:

1.

Complete or partial obstruction of the airway due to foreign body,
swelling, or injury.

Precautions:

1. Partial obstructions that are not relieved by chest or abdominal
thrusts can be converted to a complete obstruction. Resist the
temptation to attempt relief of a partial obstruction if there are no
signs of impending airway failure or respiratory arrest.

2. Invisibly pregnant patients and infants, perform chest thrusts only.

Technique:

1. Complete airway obstruction (no air movement):

a. Open airway using head tilt-chin lift or jaw thrust.

b. Visualize airway. Can a foreign body be removed?

c. Attempt to ventilate using mouth-to-mask or BVM
ventilations.

d. If unable to ventilate, reposition airway and reattempt
ventilations.

e. If unable to ventilate, administer 5 chest or abdominal
thrusts.

f.  If airway remains obstructed, visualize with laryngoscope
and remove any obvious foreign body. If no foreign body is
found, continue chest or abdominal thrusts until airway is
cleared.

g. Consider cricothyrotomy if obstruction above the vocal cords
(larynx).

h. When obstruction relieved, continue to support airway and
breathing as needed.

2. Partial airway obstruction:

a. Have patient assume most comfortable position.
b. Apply O2, high flow.

c. Attempt suctioning of upper airway.

d

If the patient is not moving air and obviously deteriorating,
treat as a complete airway obstruction.

Notes

1.

Airway takes priority over all other care. Until the obstruction is
cleared, all patient care must focus on the airway.

Conscious patients with a complete airway obstruction will often be
too tense for abdominal thrusts to be effective. Once they have lost
consciousness, additional attempts to clear the airway may meet
with greater success.
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Orotracheal Intubation

Orotracheal Intubation

Indications:

1. Orotracheal intubation provides definitive control of the airway and
prevents aspiration.

Precautions:

1. Orotracheal intubation should be performed carefully, with head and
neck stabilized, when there is a risk for c-spine injuries.

2. The jaw should be lifted with direct upward traction on the
laryngoscope. Be careful not to lever the laryngoscope blade against
the teeth.

3. Suction must be ready. Regurgitation into the tube can occur,
especially when the esophagus is entered and then the
contaminated tube must be replaced.

4. Proper positioning of head and body of both the pt and the medic is
often critical to a successful orotracheal intubation.

Technique:
1. Assemble the equipment while continuing ventilation.
2. Preoxygenate patient. Remove loose dentures if present.

3. Premedicate the patient as needed for RSI, for ICP reduction, for
emesis reduction; unless the patient is in cardiac arrest.

4. Position the patient. If no risk of c-spine injury, the neck can be
flexed forward and the head extended back. Back of head should be
level with or slightly higher than back of shoulders.

5. Insert laryngoscope. Have an assistant apply gentle cricothyroid
pressure (Sellick maneuver). This will assist in preventing aspiration
as well as facilitate visualization of the vocal cords.

6. Once vocal cords are identified, insert endotracheal tube passed the
cords into the trachea.

7. Advance tube so cuff is 1-1.5 inches beyond cords. This will typically
be 19-21 cm at the teeth for adults.

8. Listen for breath sounds on both sides of the chest and, if present,
inflate the cuff balloon with 5 to 10 cc’s of air.

9. To further verify endotracheal tube placement, listen over the
stomach, watch for chest rise with ventilation, and use end tidal CO,
detector.

10.
11.

12.

13.

Note position of the endotracheal tube and secure in place.

If you have not already done so, consider immobilizing the head
including use of a c-collar to prevent tube dislodgment.

Re-auscultate over stomach and both sides of chest whenever the
patient is moved. Continue to monitor ETCO2.

If ETCO2 rises, SAO2 declines, or bagging becomes difficult,
consider the following causes. Check for tube dislodgment. Check
for tube obstruction such as by clot or edema fluid. Check for
tension pneumothorax. Check for worsening lung conditions such as
wheezes or rales. Treat those conditions that are found.

Notes

1.

In a patient where intubation is indicated, but you believe that
successful intubation is unlikely, consider a King Tube.

La Plata County EMS Protocols Version 2010.1.0

La Plata County EMS Protocols Version 2010.1.0






Patient Assessment

Scene Size-Up:

1.

Recognize personal, environmental, and patient safety hazards.
Neutralize or protect from all hazards.

Identify all patients and initiate triage if necessary.

Identify mechanism of injury, chief complaint, location and position of
patients.

Call for appropriate backup. May include additional ambulances,
helicopter, hazmat team, law enforcement, etc.

Use universal precautions any time there is potential for contact with
patient blood or secretions.

Consider immobilization of c-spine if spinal pain, tenderness,
unresponsive from trauma, or significant mechanism of injury.

Initial Assessment:

1.

Response and general appearance. Notice how the patient looks
and reacts when you approach. Note skin color. Note if awake,
arouses to verbal stimuli, arouses to painful stimuli or unresponsive.
If awake, note if speaking clearly, moving spontaneously.

Determine chief complaint, nature of illness, or potential life threats,
as appropriate.

Airway: check for patency and note potential problems. Open using
head tilt, chin lift or jaw thrust if needed. Initiate oxygen therapy as
appropriate.

Breathing: is the patient breathing adequately, respiratory effort and
noises, skin color and mentation. Start rescue or assisted breathing
if needed.

Circulation: note presence and quality of pulse, skin color and
moisture. If no pulse start chest compressions. Control severe
bleeding using direct pressure, pressure points or, lastly, by
tourniquet.

If no breathing and no pulse, especially without witnesses, look for
signs of obvious death and if present, consult medical control for
permission to withhold resuscitation efforts.

Immediate treatment following assessment: as appropriate for
patient and level of responder training.

Patient Assessment

La Plata County EMS Protocols

Version 2010.1.1

a. Control airway using: head position, oral or nasal airway, oral or
nasal ET tube, or cricothyrotomy. Use suction as needed to
clear secretions.

b. Ventilate or assist ventilation using pocket mask, or bag-valve
with mask or tube and high flow O,. Administer O, by non-
rebreather mask or cannula., apply pulse oximeter.

Decompress chest using needle thoracostomy.

d. Secure cervical/spinal immobilization using appropriate
equipment.

e. Begin transport. All severely injured patients should be
transported and given further treatment enroute.

f. Establish venous access. May use I. O. if no IV access in both
adults and children. Give fluid bolus if signhs of hypovolemia.

Apply cardiac monitor.

h. Compress areas of obvious hemorrhage.

Focused History and Physical Exam/Rapid Trauma
Assessment — Trauma:

1. Select appropriate assessment (focused or rapid).

2. Obtain vital signs

a. Obtain quantitative pulse, respirations, blood pressure, pulse
oximetry and GCS.

b. Repeat vital signs according to patient’'s condition.

3. Obtain S.A.M.P.L.E. history as well as:

a. Cause.

b. Weapons: type and caliber of gun, length of knife.

c. Trajectory if ejected from vehicle or height of fall.

d. Speed and type of accident.

e. Use of helmet, seat belt or other safety devices.

f.  Loss of consciousness.

g. Damage to vehicles and deployment of airbags if present.

h. Presence of alcohol or drugs.

Detailed Physical Exam:
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Patient Assessment

Patient Assessment

Neurological Function:

a. Level of consciousness: observe for best eye opening, verbal
and motor responses and record Glasgow Coma score.

b. Eyes: observe for gaze, size, equality, and reactivity of pupils.

c. Movement: observe and compare extremity movement and
strength.

d. Sensation: if patient is awake and cooperative assess for
absent, abnormal or normal sensation, arm and leg, left and
right.

e. Speech: is speech clear, hoarse, slurred or not understandable.
Head and face:

a. Inspect and palpate for deformities, asymmetry, blood, and pain
to the skull and face.

b. Recheck airway for dentures, loose teeth, blood or vomit.

c. Check pupils for swelling, blood, foreign bodies, contact lenses,
lacerations, blurred or diminished vision.

d. Check ears for bleeding or discharge.

e. Check for jaw pain or feeling of malalignment when teeth are
clenched.

Neck:

a. Inspect for swelling, abrasions, lacerations, contusions, and
jugular venous distention.

b. Palpate for subcutaneous air and laryngeal crepitus and tracheal
deviation.

Spine:

a. Evaluate for pain, tenderness and deformity along spine from
bottom of skull to top of pelvis.

Chest:

a. Inspect for wounds, use of accessory muscles, altered voice,
and unequal chest rise.

b. Palpate for tenderness, subcutaneous air, rib crepitus, and
unequal chest rise.

c. Listen to lung sounds: equal side to side, crackles, wheezes.

Abdomen:

a. Inspect for wounds, bruising and distention.
b. Palpate for tenderness, guarding, or rigidity.
Pelvis:

a. Palpate and compress front to back and side to side for pain and
instability. Do not rock pelvis.

Extremities:

a. Inspect for wounds, swelling, deformity, shortening and rotation.
b. Palpate for tenderness.

c. Check distal circulation, sensation and movement.

d. Check for equal strength.

Focused History and Physical Exam/Rapid Assessment
— Medical

1.

Signs and symptoms. The following should be investigated:
Location of symptoms or pain.

Radiation of pain.

Onset of symptoms.

Quality of symptoms.

Quantity of pain or discomfort (0-10 scale).

-~ 0 2 0 T o

Duration of symptoms.

Relief or aggravation of symptoms.

5 Q@

Associated symptoms.
i. Pertinent negatives.
Past medical history.
Allergies and medications.

Survey of surroundings for evidence of drug abuse, mental iliness,
family problems and other significant information.

Ongoing Assessment:

1. Use a chief complaint directed exam.

2. Skin: rash, ecchymoses, petechiae.
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Patient Assessment

3. HEENT: recent sign of injury or bleeding, facial swelling, scleral color
(jaundice, pale), moisture of eyes, lips, mouth., voice quality and
ease of swallowing.

Neck: range of motion pain, rigidity, swollen glands.\
Chest/Breasts: lesions, surgical scars, tenderness, breath sounds.

Cardiovascular: quality of heart sounds, peripheral pulses.

N o o &

Abdomen: appearance, hernia, surgical scars, bowel sounds,
location of any tenderness, rebound, guarding, rigidity.

Back: appearance, surgical scars, tenderness over spine or flanks.

9. Pelvis/Genitalia: distention of bladder or uterus, groin or scrotal
tenderness or swelling, vaginal bleeding, penile lesion.

10. Extremities: tenderness from hips to toes and shoulders to fingers,
color, temperature, swelling, deformity, loss of function.

11. Neuro: alert, oriented, intact reasoning, facial appearance, speech
quality, strength, sensation, coordination, drift, gait.

12. Mood: withdrawn, hallucinations, delusions, suicidal, agitated,
impulsive, violent.

13. Repeat initial assessment, monitor vitals, check interventions.
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Physical Restraints

Indications:

1.

Use of physical restraint on patients is permissible if the patient
poses a danger to himself or to others. Only reasonable force is
allowable, i.e., the minimum amount of force necessary to control the
patient and prevent harm to the patient or others. Contact Medical
Control for physician direction if there is uncertainty as to whether or
not the use of restraints is warranted to transport the unwilling or
uncooperative patient.

Restraints are to be applied to patients only in limited circumstances:

a. A patient whose medical or mental condition warrants
immediate ambulance transport and who is exhibiting
behavior that the prehospital provider feels may or will
endanger the patient or others.

b. The prehospital provider reasonably believes the patient's
life or health is in danger and that delay in treatment and
transport would further endanger the patient's life or health,
and there is no reasonable opportunity to obtain the
necessary consent to provide treatment or obtain informed
refusal.

c. The patient is being transported under the direction of a
mental health hold, security hold, or in police custody.

d. Patientis confused or combative with a medical condition or
injury requiring immediate care and restraint is required to
maintain needed medical care (i.e. spinal precautions,
oxygen, |.V. access).

Precautions:

1.

Restraints shall be used only when necessary to prevent a patient
from seriously injuring themselves or others (including the
ambulance crew), and only if safe transportation and treatment of the
patient cannot be done without restraints. They may not be used as
punishment, or for the convenience of the crew.

Any attempt to restrain a patient involves risk to the patient and the
prehospital provider. Efforts to restrain a patient should only be done
with adequate assistance present.

Be sure to evaluate the patient adequately to determine the medical
condition, mental status and decisional capacity of the patient. The
hostile, angry, unwilling patient with decision-making capacity may
refuse treatment.

Physical Restraints
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7.

Be sure that restraints are in good condition (will not break and will
not injure the patient).

Do not use "hobble" restraints (patient’s hands and feet tied together
behind their back) and do not restrain patient in the prone position.

Wrist over the head anchoring is discouraged as it leads to
accelerated struggling. Restrain in “down-and-across” method.

Ensure that patient has been searched for weapons.

Technique:

1.

Determine that the patient's medical or mental condition warrants
ambulance transport to the hospital and that the patient lacks
decision-making capacity, or there is basis for police custody or a
mental health hold to be instituted.

Treat the patient with respect. Attempts to verbally calm the patient
should be done prior to the use of restraints. To the extent possible,
explain what is being done and why.

Have all equipment and personnel ready (restraints, suction, a
means to promptly remove restraints, and adequate number of
personnel).

Use assistance such that, if possible, one rescuer handles each limb
and one manages the head or supervises the application of
restraints.

Consider the patient's strength and range of motion in the need for
and method of applying restraints.

Apply restraints to the extent necessary to subdue the patient. Never
use restraints to punish the patient. Consider soft restraints to
protect tubes and lines.

Restrain patient to LSB, when appropriate, for ease of movement
and airway protection.

After application of restraints, check all limbs for circulation. During
the time that a patient is in restraints, an assessment of the patient's
condition including assessment of the patient’s airway, circulation
and vital signs shall be made at least every fifteen minutes, but more
frequently if conditions warrant.

During transport and pending the arrival at the hospital, the patient
shall be kept under constant supervision.
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Physical Restraints

10.

11.

12.
13.

14.

The run report shall include: attempts at verbal persuasion to calm
patient; description of the facts justifying use of restraints; the type of
restraints; a description of the steps taken to assure that the patient's
needs, comfort and safety were properly cared for; the condition of
the patient during restraint, including reevaluations during transport;
and the condition of the patient on arrival at the hospital.

Removal of restraints should be done with sufficient manpower and
caution for protection of the patient and healthcare providers.

Utilize law enforcement assistance as necessary and if possible.

Handcuffs or other "hard restraints" are not to be applied by
prehospital providers. If law enforcement personnel apply handcuffs,
an officer should be requested to stay with the patient and ride in the
ambulance during transport.

Consider the use of chemical restraints per protocol.

Notes

1.

Aspiration can occur, particularly if the patient is supine. Continually
monitor the patient's airway.

Nerve injury can result from hard restraints.

Do not overlook the medical causes for combativeness, such as
hypoxia, hypoglycemia, stroke, hyperthermia, hypothermia, or drug
ingestion.

The decision to restrain a patient must be weighed against the
potential harm it may cause. Example: tying an agitated patient to a
backboard for C-spine protection; the patient struggling could cause
or exacerbate a spinal injury. Sometimes it is better care to not
restrain an agitated patient.

The use of restraints is controversial and is a significant exposure to
liability. Make sure that any run where restraint is employed is well
documented as per #10 above.

Though law enforcement personnel may have already checked the
patient for weapons, your head-to-toe survey is an excellent
opportunity to make sure.
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SpCO Monitor

Indications

Signs and symptoms or environmental conditions consistent with
possible CO exposure. Note: Must have a State waiver to use on
patients other than FD personnel.

Precautions
1. Remove patient to a safe area prior to assessing SpCO.

2. Normal SpCO readings don't rule out CO exposure. If a patient has
symptoms consistent with CO exposure, treat them for CO exposure.

Technique

1. Perform normal patient assessment first and initiate critical
interventions if needed.

2. Activate the monitor and check to make sure adequate battery power
remains.

3. Place sensor on a finger and wait for the calibration to finish. This
may take 20 or more seconds, particularly if the patient moves.

4. Once calibration is complete, the monitor will display SpO, and pulse
rate.

5. Press the “SpCO” button. The SpCO will read in the top window,
and the bottom window will display “CO”.

6. Follow the treatment algorithm on the next page.

Notes

1. The vertical LED bar on the right of the lower window is the
Perfusion Index. The higher it is, the more reliable the SpCO
reading will be. Cold fingers, tight clothing or rings, and medical
conditions (diabetes) can cause low perfusion states.

2. Some patients (mostly smokers) will have normally elevated CO
levels. If they are asymptomatic, they probably don’t require
treatment.

SpCO Monitor
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Measure SpCO
|

Loss of consciousness or
No further medical naurological
impairmentation for
5pC0 > 25%

evaluation of SpCO needed.

Transport on 100% oxygen

for ED evaluation. Consider

transport to hospital with
hyperbaric chamber.

SpC0 > 12% 800 < 12%

Trangport on 100% oxygen

for ED evaluation, Symptoms of 00 exposure?

No
No further evaluation of SpCO
Tmnsf;p:r:nu:vlﬂg?;xygnn needed. Determine source
' of CO if nonsmaker.
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Spinal Immobilization Algorhythm

Mechanism of
injury or Do Not
concurrent injuries - 5 Immobilize
consistent with Spine
spine injury No
Accurate orientation
to time, person,
Yes/ Uncertain place and event.
Responds
appropriately to
guestions and
Mentla_\l Slta’t)us N commands. Not
Reliable’ distracted by other
No pain. No drug or
alcohol impairment.
Yes
Spontaneous
Localized pan,
<« . » | tenderness on
Pain? palpation
Yes '
No l
Numbness,
Neurologic tingling, motor
Deficit? > weakness,
sensory or motor
Yes deficit
No l
: : Patient denies
No pain on passive pain with self-
ROM, aX|.aI > movement, or
. compression when gently
Pain :
pressing down on
top of head.
No Pain

Immobilize Spine Do Not Immobilize
Document Well
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Suctioning

Indications:
1. Removal of vomitus, blood, secretions and other foreign matter from
the airway.
Technique:
1. Upper Airway Suctioning.
a. Turn patient on side, if possible, to facilitate clearance.
b. Confirm patient is well oxygenated.
c. Use Yankaur tip.
d. Sweep upper airway under direct vision.
e. Continue intermittent suctioning, as needed, interspersed with

active oxygenation. Use BVM ventilation as indicated.

2. Lower Airway Suctioning.

a.

Notes

Confirm patient is well oxygenated. Consider gentle
hyperventilation (4-5 breaths over 20 seconds) prior to tracheal
suctioning.

Use appropriate size suction catheter for ET tube in place.

Gently insert catheter into tube as far as possible without
suction.

Apply suction and withdraw slowly.
Re-oxygenate patient after 15 seconds.

If suction catheter cannot reach the end of the endotracheal
tube, consider a distal tube obstruction that may necessitate an
ET tube “exchange”.

1. Hypoxia due to excessive suctioning time without adequate
ventilation/oxygenation must be avoided.

2. Complications may be caused both by inadequate and excessive
suctioning because of either poor technique or poor choice of
equipment. Choose equipment with enough power to suction large
amounts of debris rapidly.
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Therapeutic Hypothermia

Therapeutic induced hypothermia (TIH) is a procedure where a patient’s
body temperature is intentionally lowered to protect them from injury after
certain events, most often cardiac arrest.

Indications:

1.

Return of spontaneous circulation after non-traumatic cardiac arrest.
The patient must fulfill the following criteria:

a. Age>18

b. Unconscious

c. Initial temperature > 34C (93F)
d. ET or King tube in place

e. Patient is not pregnant

Procedure:

1.

Patient should have 2 1V lines placed, preferably large bore and
proximal (AC or EJ). Due to their distal nature an difficulty flowing
large volumes, 10s should only be used as a last resort.

2. Remove clothing.

Apply cold packs to axilla and groin.

4. Infuse a cold saline (not lower than 4C/39F) bolus of 40ml/kg,
maximum of 2 liters.

5. Medications:

a. If the patient is shivering, diazepam 0.2mg/kg up to 10mg
b. For systolic blood pressure of less than 100, administer
dopamine infusion to maintain a pressure of 100 to 150 systolic.

Notes:

1. Cold fluids can cause hypotension and bradycardia. Be ready to use
dopamine for hypotension, but do not use atropine to treat
bradycardia.

2. If the patient re-arrests, discontinue cooling and follow the Cardiac
Arrest protocol.

3. If cold saline is unavailable, TIH can be started using cold packs at

the axilla and groin.
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Transcutaneous Pacing

Use cardiac pacing only when there is insufficient cardiac rate to
maintain adequate perfusion, and rate is unaffected by atropine (when
indicated) and adequate oxygen and ventilation.

Indications
1. Symptomatic bradyarrhythmia (includes A-V block).

2. Patients with witnessed degeneration from a perfusing rhythm into
asystole.

Precautions

1. Capture can be difficult in some patients.

2. Patient may experience discomfort; consider sedation.
3. Use the same precautions as with defibrillation.
4

Patients in atrial fibrillation may require higher energy settings for
capture than others.

5. Pacing is indicated without Atropine in patients with high degree
blocks.

Technique

1. Apply electrodes as per manufacturer specifications: (-) left anterior,
(+) left posterior.

2. Turn pacer unit on and select pacing rate at 60-80 beats per minute
(BPM).

Consider sedation as necessary.

4. Confirm that pacer senses intrinsic cardiac activity by adjusting ECG
size. If not, pacer may discharge on an existing complex.

5. Setinitial current to 40 mAmps.

6. Increase current 20 mAmps until capture then decrease by 5 mAmps
till capture is lost the increase until consistent capture.

7. Check for pulses with capture.

If there are no pulses with capture, consider a fluid challenge or
vVasopressors.

9. If no capture occurs with maximum output, discontinue pacing and
resume ACLS.

Transcutaneous Pacing
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Notes:

1. V-fib and V-tach are rare complications; follow appropriate protocols
if either occurs.

2. Pacing is rarely indicated in patients under the age of 12 years.

3. Muscle tremors may complicate evaluation of pulses. SPO2 pulse
with a good waveform is a good sign of success.

4. Pacing may cause diaphragmatic stimulation.
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Transport Ventilator

Transport Ventilator

Indications

Intubated patient requiring consistent ventilations during transport,
rescue, or extrication. The transport ventilator allows care of the patient
to continue while caregivers remain restrained in the ambulance, or in
situations where manual ventilation is not feasible do to lack of resources
or challenges in patient access.

Precautions

Use of the transport ventilator is not a substitute for hands-on patient
care. The patient still needs to be closely monitored for developing
issues and complications. In situation where the ventilator will be used
away from the ambulance, make sure you have an adequate supply of
oxygen.

Technique

1. Patient must be intubated or have a King tube placed, and must
have no intact respiratory drive. The patient must also be
adequately sedated.

2. Manually ventilate the patient with a BVM until the ventilator is ready
to use.

3. Select the ventilator setting that most closely matches that patient’s
ventilatory needs. The settings are indicated by a tidal volume in
liters and a ventilation rate. A good starting point is to select a tidal
volume that is close to 8cc/kg.

4, Attach the ventilator circuit to the ventilator.

Using the press-fit connector, connect the clear hose of the ventilator
to the short green hose on the oxygen bottle regulator, or to one of
the oxygen port in the ambulance. Fully open the bottle valve. The
ventilator will begin delivering the specified tidal volume and rate.

6. If you have not already done so, set up the ETCO2 monitor and
attach the adapter. ETCO2 measurement is an essential part of
using an automatic ventilator.

7. Using the ventilator circuit, attach the ventilator to the patient’s ET or
King tube. Be careful not to dislodge the tube. Confirm that the
ventilator is delivering proper ventilations, and that the tube is still in
place.

8. Secure the ventilator to avoid dislodging it. A 90 degree adapter
may facilitate placement of the ventilator while avoiding kinking of the
tube.

9. Continue to carefully monitor the patient. The ventilator setting may
be adjusted up or down, depending on the patient response. The
goal is to maintain adequate oxygenation (SPO2 > 95), and proper
CO2 balance (ETCO2 between 35 and 45).

Notes

1. The transport ventilator is a relatively dumb device. It has no
sensors and minimal safety devices to prevent patient harm.
Therefore, YOU have to be smart and prevent patient harm.

2. The ventilator is powered by oxygen. If you run out of oxygen, it will
cease to function.

3. Keep a BVM close by the patient at all times. If at any time you
suspect a problem with the ventilator, switch to the BVM
immediately. If you can ventilate with the BVM, do so and have
someone attempt to diagnose the problem with the ventilator. If you
cannot ventilate using the BVM, use the DOPE acronym
(Displacement of the tube, Obstruction, Pneumothorax, Equipment
failure) to diagnose the problem.

4. Patients who are paralyzed and sedated with usually have lower
metabolic demands than normal. You will often find that they can be
adequately ventilated using surprisingly low tidal volumes and rates.
As long as adequate oxygenation and CO2 balance are maintained,
the patient should be ventilated using the lowest tidal volume and
rate possible.
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Trauma Alert/Activation

Trauma Alert/Activation

Trauma alert or activation is at the discretion of the ER doctor. Giving a
concise, precise report will enable the physician to make a decision that
is appropriate for the patient and the system. It is important to verbally
paint a picture for the physician of what you see. Include mechanism,
physiological and anatomical markers.

Indications (any one indicates need to consider Alert)

1. Respiratory:

a. Unable to adequately ventilate.
2. Physiologic:

a. Children (Age 0-12 or < 5’ in height)
i. Intubated
ii. Respiratory distress
iii. Respiration rate < 10 or > 29 with distress
iv. Glasgow motor score <5

b. Adult

i. Intubated
i.  Systolic BP <90
iii. Respiration rate < 10 or > 29 with distress

iv. Glasgow motor score <5

3. Anatomic

Q
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Penetrating injuries to the head, neck, torso, or pelvis
Flail chest

Bilateral femur fracture

Unstable pelvis or suspected significant pelvic fracture
Evidence of spinal cord injury

Amputation above the wrist or ankle

Significant burns

Unreactive or unequal pupils.

4. Mechanism

a.

Ejection from vehicle

o
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k.

Fall > 15’ for adults or > 2x the height of a child

Pedestrian, motorcyclist or bicyclist thrown > 15’ or run over
Significant crush injury

High energy dissipation (i.e. high speed collision)

Extrication >20 min with an injury

Unrestrained passenger in a rollover

Death of another passenger in the same vehicle

Significant assault

Blast or explosion injuries

Intrusion of > 12" into the passenger compartment of a vehicle

Suspected non-accidental trauma

5. Co-morbid considerations (increase index of suspicion for severe
injury)

a.
b.

C.

d.

e.

f.

Notes

Extemes of age (< 5 or > 55)
Extreme heat or cold

Significant medical conditions (i.e. diabetes, heart failure, renal
failure, COPD, etc.0

Presence of intoxicants
Pregnancy

EMT clinical suspicion of occult injury

Call with information as early as possible. Update with significant
changes or to give a more complete report.
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Vacuum Mattress

The Vacuum Mattress is primarily a full spine / body immobilization
transportation device for multi-trauma patients with suspected spinal
injuries, but is also excellent as a transportation splinting device for
patients with pelvic or hip injuries, extremity fractures, and for the
intubated patient to prevent airway movement.

Indications:

1.

Patients who are suspected, due either to mechanism of injury or
clinical assessment, to have a spinal injury.

Patients, such as pelvic fractures, who will benefit from full-body
immobilization

Precautions:

1.

While a vacuum mattress gives excellent lateral body immobilization,
a vacuum mattress does not provide the same longitudinal
immobilization that is found with a Long Spine Board or a Scoop
Stretcher. It is therefore required for any patient who is suspected to
have a spinal injury and who is to be moved or carried any great
distance in a vacuum mattress, that the vacuum mattress must be
secured on a Long Spine Board or Scoop Stretcher.

Technique:

1.

Place the Vacuum Mattress on the ambulance stretcher or on flat
surface. If placing on the ground, be sure to protect the mattress
from potential punctures by placing a blanket under it. Unclip the
buckles on one side of the mattress and lay off to the side. Ensure
the internal beads are spread out evenly throughout the mattress.

Place a blanket or sheet down the full length of the vacuum mattress.
This will ease removing the patient off the vacuum mattress in the
ED, and helps prevent sweating and heat loss when lying on the
mattress.

Place the patient onto the mattress using a Long Spine Board or
Scoop Stretcher. With adequate personnel (3), the patient can also
be log rolled onto the mattress. Position the patient ensuring that the
top of the patient’s shoulders are level with the shoulder line
marking. Once the shoulders are correctly positioned, remove the
Long Spine Board or Scoop Stretcher. In a suspected spinal injury,
one person should also continue holding the head to maintain proper
head alignment (with a C-Collar in place) until the head is
immobilized in the mattress (see below).

Vacuum Mattress
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In adults, place adequate padding under the head section of the
mattress to maintain the head in the neutral in-line position. Firm
padding using a Folded Towel or similar is generally required under
the head section of the mattress in an adult to prevent
hyperextension of the cervical spine.

Gently attach and snug up the straps. The straps should be
tightened with a ‘feed and pull’ method to prevent twisting of the
patient. While tightening straps, have a rescuer gently push laterally
inwards on the sides of the mattress. This will assist in tightening the
straps.

Once the patient’s body is secured properly to the mattress, only
then is the patient’s head secured to the mattress. Ensure the correct
amount of firm padding remains is under the head section of the
mattress to maintain the patient’s spine in the neutral in-line position.
If indicated, towel rolls or similar can be used to provide lateral
stability to head. Gently wrap the head section of the mattress
around the patient’s temporal region. Place a strip of tape across the
forehead and secure to mattress. Continue to hold this section firmly
against the lateral support (towel rolls or similar) or the head until air
is evacuated out of the mattress (Step 7).

Ensure all strapping is complete and snug. Attach the hand pump to
either the foot end or head end port. Maintaining gentle lateral
pressure to head, pelvic, and lower extremity sections of mattress,
evacuate all the air out of the mattress until it feels solid. Re-adjust
straps following evacuation of the air.

On arrival at the ED, ask the staff whether they wish the vacuum
mattress removed from the patient. If they do (and time permits),
assist them in transferring the patient onto a bed or another
immobilization device.

Notes

1.

A Vacuum Mattress is of most benefit where the patient will require
immobilization for greater than 15 minutes, and/or where the patient
cannot lay flat on a Long Spine Board or Scoop Stretcher.

Positioning the mattress can sometimes be made easier by partially
evacuating the air out of the device to provide rigidity. Once the
patient is on the mattress, the air can be let back in to allow the bead
to redistribute themselves prior to full evacuation.
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Venous Access

Venous Access

Indications:
1. Any patient who has indications for rapidly administered medications.

2. Any patient who requires fluid resuscitation.

Precautions

1. Do not attempt to gain venous access distal to a fracture or through
skin damaged with more than erythema or superficial abrasion.

2. All Vs started in the field are considered contaminated and will be
changed within 24 hours of insertion by the receiving hospital.

3. Intraosseous access is an acceptable alternative when no vascular
access is possible.

Technique (Extremity):

Assemble necessary equipment.
Prepare solution and drip set or IV cap.
Observe universal precautions.

Apply tourniquet.

Locate suitable vein.

Cleanse venipuncture site.

Perform venipuncture.
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If blood draw is indicated, use a 20cc syringe to draw the blood, then
us a Blood Transfer Device to fill blood tubes.

9. Connect IV tubing or attach cap.

10. Flush IV and watch for extravasation.
11. Secure in place.

12. Adjust flow rate.

13. Dispose of needle properly
Technique (External Jugular):

1. Assemble necessary equipment.

2. Prepare solution and drip set or IV cap.

3. Observe universal precautions.

4. Place patient supine and elevate legs. Locate external jugular vein.
If unable to locate, stop. Do not blindly puncture neck.

5. Cleanse venipuncture site.

6. Pull tension on vein just above angle of jaw and perform
venipuncture.

7. Use extreme care not to allow air to enter catheter.

If blood draw is indicated, use a 20cc syringe to draw the blood, then
us a Blood Transfer Device to fill blood tubes.

9. Connect IV tubing or attach cap.
10. Flush IV and watch for extravasation.

11. Secure in place.

Notes

1. Local complications are hematoma formation, infection, thrombosis,
phlebitis, and skin necrosis from extravasation.

2. Systemic complications are sepsis, air embolus, catheter fragment
embolus, and fiber embolus from solution in V.

The incidence of phlebitis is particularly high in the leg.

4. Anticubital veins are good for patients in shock, cardiac arrest, in
need of adenosine, or in need of a pulmonary embolism chest CT-
scan. When a pt is hypotensive, the anticubital veins may be the
easiest to find.
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Syncope

Information Needed

1. History: presyncopal events, warning signs vs. no warning, onset,
duration, seizure activity, patient position prior to syncope,
pregnancy, injury from collapse, past medical history, medications,
drug or alcohol abuse, environmental factors.

2. Physical findings: neurologic status (postictal?); signs of trauma,
blood loss, anemia, sepsis, or dehydration (see shock); abnormal
pulse, heart murmur, edema.

3. Associated symptoms: vertigo, nausea, vomiting, chest/abdominal
pain, palpitations, trauma, vaginal bleeding, headache.

Treatment

1. Protect airway, suction and assist ventilation as needed.

2. Administer O, moderate to high flow.

3. Immobilize spine if traumatic injury suspected.

4. Determine vital signs (pulse, blood pressure, respirations, SPO2).
Obtain orthostatic vital signs.

5. Monitor ECG.

Perform patient assessment.

7. Establish venous access, draw blood, determine BGL. Consider
fluid bolus.

8. If patient is refusing transport, consult medical control.

Notes

1. Syncope while lying down is almost always cardiac.

2. Syncope in middle aged and elderly patients is often cardiac.

3. Occult bleeds can cause syncope. This is very hard to exclude in
the field. Recommend to all syncope patients that they be evaluated
in the hospital.

4. Syncope is a transient loss of consciousness from which the patient

has recovered. Vasovagal syncope is a diagnosis of exclusion after
a workup has been performed.
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Vaginal Bleeding

Information Needed

1. History: Type of pain, amount of blood loss, clots or tissue in blood,
duration, last menstrual period, birth control, tampon or pad use,
possibility of pregnancy. If pregnant, due date. If postpartum, time
and place of delivery; past medical history, medications.

2. Physical findings: pelvic tenderness, weakness, dizziness,
orthostatic changes, evidence of blood loss, pelvic enlargement.
Never attempt a pelvic exam if in the third trimester and do not apply
any pressure to the fundus.

Treatment

1. Protect airway and assist ventilation as needed.

2. Administer O, moderate to high flow as needed.

3. Determine vital signs (pulse, blood pressure, respirations, SPO2). If
appropriate, listen for fetal heart tones.

4. Monitor ECG.

Perform patient assessment.

6. Establish venous access, draw blood. Give fluid bolus if needed.
Consider second IV.

7. |If patient is within 24 hrs. post-partum, massage uterus and have
infant nurse.

8. Consult medical control for additional fluid boluses.

Notes

1. Always consider pregnancy as cause of vaginal bleeding.

2. Hypovolemic shock from vaginal bleeding can be associated with
paradoxical bradycardia.

Vaginal exam by field personnel is rarely indicated.

4. Midwives are frequently attending bleeding peri-partum patients. Use
their expertise.

5. Ectopic pregnancies can be life threatening. If itis located in the

fallopian tubes, rupture will usually occur 3 — 8 weeks after
conception.
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Venomous Bites/Stings

Information Needed

1. History: Accurate description of snake or insect. (Bring bite source
in for positive identification in a closed solid container only when safe
to do so. Avoid snake fangs because they are capable of
envenomation even when snake is dead. If the snake is alive, do not
attempt to capture.) Note time of bite or sting, time pain started and
rate of pain, spreading numbness or tingling from the site, complaint
of metallic taste in mouth. Note signs/symptoms of anaphylaxis such
as lightheadedness, shortness of breath, apprehension.

2. Physical Findings: Local tenderness and swelling at site. Note fang
marks or stinger left at site. Note uncontrolled bleeding at site and/or
spreading erythema and edema.

Treatment

1. Keep patient calm, quiet and still.

2. 0O,, cardiac monitor and IV.

3. Control any bleeding.

4. Treat anaphylaxis per protocol

5. If extremity is site of bhite or sting, immobilize and /or elevate.
Remove any restrictive clothing or jewelry.

6. With a pen outline the extent of redness and swelling. Do not use
ice or tourniquets. Do not excise.

7. Treat pain, nausea and muscle spasms with appropriate medications
per protocol.

8. Treat hypotension with fluids first, then consider vasopressors if
necessary.

Notes

1. Tourniquets and excisions are used when there is no likelihood of
getting to the hospital in four hours or greater.

2. lIceis never to be used as it causes more tissue damage.

3. Exotic poisonous snakes such as those in zoos or pet stores have

different signs and symptoms than those of the pit vipers native to
this area. Zoos and legal exotic snake collectors are required to have
a starter supply of antivenin on hand for each type of snake. Bring
the antivenin with the patient to the hospital.

Venomous Bites/Stings
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Bites from coral snakes and snakes related to cobras usually do not
have any early symptoms, thus all their bites are considered
envenomated.

Attempt to correct hypotension before giving narcotic pain
medication. Consider fentanyl before morphine if the patient is
borderline hypotensive.

If respiratory depression is caused by or accelerated by narcotics,
reverse them with narcan.
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Violent Patients

Information Needed

1. Suspected cause of agitated behavior.

2. If unknown, see altered mental status protocol for type of history and
exam needed.

3. Methods used on patient by law enforcement, such as pepper spray,
bean bag rounds, or taser.

Safety

1. Any potentially violent situation should have law enforcement on
hand.

2. In any situation in which the patient becomes violent or potentially
violent and resistant to talk-down efforts without law enforcement
present, EMS personnel should retreat to a safe location and contact
law enforcement for assistance.

Treatment

1. Assess scene for personnel safety. Law enforcement should be
notified and present prior to EMS intervention.

2. Assess scene for information as to cause of agitation.

Approach patient without blocking exits or appearing threatening.
Obtain vital signs. If patient refuses to cooperate, consider additional
assistance, such as family, friends or law enforcement.

5. At no time should EMS personnel attempt to physically restrain the
patient without law enforcement actively involved.

6. Cooperative Patient:

a. Obtain temperature and SpO, with vital signs.

b. Get IV access and check glucose.

c. Consider cardiac monitor for overdoses or heart disease.

d. Begin transport. Consider taking a family member or a law
officer with patient, if appropriate.

e. Consider Haldol or Ativan for any escalation of agitation. Apply
cardiac monitor if Haldol is given.

7. Uncooperative Patient:

Violent Patients
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a. Forceful restraint and transport are only to be used in limited
circumstances. See Restraint Protocol for conditions allowing
such action.

b. Law enforcement must be called to help restrain the patient for
transport.

c. Be certain there are sufficient personnel for take-down and
application of restraints.

d. Early chemical restraint is encouraged to facilitate a safer
environment for both patient and EMS personnel. Haldol may be
given with or without Ativan and may be mixed in the same
syringe and given IM in a large muscle, preferably the Gluteus
maximus.

e. Monitor vital signs and apply oxygen.

-

Cardiac monitor, watch for any prolongation of the QT interval.

IV access obtained and check glucose

s Q@

Transport with law officer in ambulance

Once pt is calm, restraints may be loosened, but not removed.

j-  Further doses of Haldol and Ativan can only be done in
consultation with medical control.

Notes:

1.

Patients under the influence of psychotropic drugs can suffer cardiac
arrest during violent struggling. Chemical restraints can decrease
this risk. Physical restraints and procedures that escalate struggling
increase this risk.

Elderly patients with paranoid dementia can be very violent. Reduce
doses of Haldol and Ativan by 50% and titrate to effectiveness.

Avoid Haldol in patients with signs of infection-induced delirium as in
meningitis, encephalitis or sepsis. Ativan may be given.

Hypoglycemia and hypoxia are common causes of agitation.

If drug overdose, consider the risk of seizures and arrhythmias with
multiple drugs. Consult Medical control.

While no definitive proof of a link has been shown, some studies
seem to indicate that patients who have been tased have a higher
risk for sudden death due to arrhythmia. When possible, these
patients should have continuous cardiac monitoring.
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Vomiting/Diarrhea

Information Needed

1. Onset, number of episodes, color of emesis and stool.

2. Associated vertigo, dizziness, fever, dehydration.

3. Past history of bowel disease, liver disease, gallbladder disease,
pancreas disease, abdominal surgery, recent new medications,
exposures to similar illness.

4. History of travel or consumption of suspect food or water.

Other associated symptoms such as headache, abdominal pain,
flank/back pain, chest pain, shortness of breath, urinary tract
symptoms and missed menses may lead you to other protocols.

Treatment

1. Vital signs (including blood glucose).

2. High flow oxygen if Gl bleed suspected.

3. Cardiac monitor.

4. IV access with NS—Fluid bolus if hypotensive or toxic appearing.

5. Ondansetron or Phenergan for nausea/vomiting.

6. Pain treatment only in consultation with medical control.

Notes

1. Nausea and vomiting without significant diarrhea is part of many
disease processes and may be any level of significance.

2. When there are significant episodes of watery diarrhea, the disease
process is much more likely to be an intestinal infection as viral
gastroenteritis or an intestinal toxin as in food poisoning.

3. Nausea and vomiting may be the only symptoms of an MI. 12 lead
EKG is indicated if the patient’s history suggests potential cardiac
problems.

4. Sustained vomiting and/or diarrhea can cause serious electrolyte

imbalances. Continuous ECG and 12 lead EKG should be used.
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Automatic CPR Device (Autopulse)

Automatic CPR Device (Autopulse)

In victims of cardiac arrest, automatic CPR devices deliver improved
blood flow without interruptions of fatigue and provides caregivers better
access to the patient resulting in the possibility of improved survival.

Indications

For use with patients in non-traumatic cardiac arrest who are 18 years of
age or older

Precautions

1. Be sure the patient is without a pulse.

2. DO NOT DELAY CPR!!! Begin CPR manually, then deploy the
device when it can be done efficiently and with minimal disruption of
compressions.

Technique

1. After ascertaining that the patient is unresponsive and pulseless,

begin CPR, attach monitor/defibrillator and establish and IV.

After 2 minutes of manual compressions, or as soon as reasonable
after that, employ the AutoPulse.

a. Place the patient in a seated, upright position
b. Cut clothing down the back and remove from the front.

c. Place the AutoPulse behind the patient’s back while still in a
seated, upright position.

d. Lay the patient down on the AutoPulse, making sure the patient
is positioned correctly with at the line on the board just above the
patient’s armpits. (Alternately, the patient may be log rolled onto
the board).

e. Turn the AutoPulse on (switch at top middle of the board, above
the patient’'s head).

f.  Connect the chest/Life Band across the chest of the patient
Lift the band straight up to ensure it is free of twists.

With no one touching the band, push the GREEN button once to
start sizing.

i. Pushthe GREEN button a second time to start compression
cycle.

j-  Stabilize the patient’s head and continue ventilating at 30:2 or
every 6 seconds if an advanced airway is in place.

k. With ROSC or to check for a pulse, press the ORANGE button to
pause compressions

I.  Continue with the AutoPulse until the code is called, ROSC, or
the patient is transferred to the ER.

Notes:

1. If disruption or malfunction in the AutoPulse occurs, REVERT BACK
TO MANUAL CPR.

2. The compression strap and battery should be replaced after each
use of the AutoPulse and the board cleaned and disinfected.

3. A Zoll AutoPulse Evaluation form shall be completed after each use.
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Automatic External Defibrillator (AED)

Indications

Patients in cardiac arrest: will only shock VF/VT.

Precautions

1. Do not delay CPR waiting for defibrillator.

2. Dispatch ALS if not already enroute.

Technique

1. Activate the EMS system (call 911) if not already activated.

2. Establish unresponsiveness by initiating chest compressions.

3. Place defibrillation pads (Note if the patient has an implanted
pacemaker, place the pads several inches from the pacing
generator.) Do not interrupt chest compressions to place the pads.

4. Follow the prompts given by the AED. Only stop CPR when advised
and are ready to shock. Depending on its programming, it may
deliver stacks of 3 shocks every minute, or 1 shock every 2 minutes.
Resume CPR immediately after shock

5. Do not stop compressions unless the patient shows signs of
responsiveness.

Notes

1. Monitor patient carefully if pulses obtained after shocks. Patients
frequently re-arrest.

2. Following the use of the AED, contact Heart Safe La Plata to pick up

the AED so that the recorded information can be down loaded for
local and state mandated records.
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Blood Draw

Indications and Administration:

1. Patients who have a need for IV access and may benefit from
prompt blood work on arrival at the hospital.

2. Patients who have a rapidly changing condition where serial blood
samples may be important to diagnosis or management

Procedure:

1. Blood draw is initiated during IV access. See the Venous Access
Protocol for details

2. Attach a 20cc syringe to the IV catheter or to an IV cap and then to
the catheter.

3. Gently pull back the plunger to fill the syringe with blood. Pulling too
hard may cause the blood the hemolyze, which renders it useless for
most tests.

4. Detach the syringe from the cap or catheter and attach it to a Blood
Transfer Device. DO NOT USE A NEEDLE TO FILL BLOOD
TUBES.

5. Holding the syringe with the BTD pointing down, insert each blood
tube into the BTD and hold it there until filled. Occasionally, the
tubes may not fill completely. Do not press down on the plunger to
fill the tubes, as this may result in leakage.

6. Blood tubes each have a specific purpose and should be filled in a
particular order:

i. Chest Pain
a. Order: Green, Purple, Blue, Red
b. Tests conducted: Troponin, CPK, blood count, coagulation
studies, drug levels (digoxin)
ii. Abdominal Pain
a. Order: Purple, Green, Blue, Red
b. Tests conducted: Chemistries, blood count
iii. Neuro/Seizures
a. Order: Green, Purple, Red, Blue
b. Tests conducted: Chemistries, blood count, drug levels (anti-
seizure meds)
iv. Trauma
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Blood Draw

a. Order: Purple, Green, Blue, Red

b. Tests conducted: Blood count, chemistries, coagulation
studies

7. Afteritis full and removed from the BTD, each tube should be
inverted a few time to mix the blood with the additive. DO NOT
SHAKE.

8. Each blood tube should have the patients first and last name, date
and time drawn, and initials of the person who drew the blood written
onitin pen.

9. On arrival at the hospital, the blood tube should be placed in the
appropriate slot in the rack on the counter. Notify the RN taking
report from you that you have drawn blood and placed it in the rack.
Do not use the hospitals labels on the blood tubes.

Notes:

1. Blood draws are not needed on every patient. Consider the benefit
before starting the procedure.

2. Most blood tubes have an additive. Filling in the proper order,
keeping the tubes vertical and not inverting them until after they have
been removed from the BTD will help prevent cross-contamination of
the additives.

3. The blue tubes must be full to the mark, or they are useless. If you
have less than a full 20cc of blood available and the blue tube needs
to be filled, fill it first.
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Continuous Positive Airway Pressure (CPAP)

Indications

Ventilatory assistance for moderate to severe respiratory distress
secondary to cardio-pulmonary disease; consider for those patients with
high risk for respiratory failure.

1.

Diseases with high risk:

a. COPD

b. Asthma/Reactive airways
Near drowning

CHF

Pulmonary edema

-~ o o 0

Pneumonia

Signs of high risk:

a. Sa02 < 90% despite standard O2 and nebs.

b. ETCO2 > 50 mmHg despite standard O2 and nebs.

c. Accessory muscle use and retractions.

d. Wheezes, rales, or rhonchi despite standard O2 and Nebs.
e

Respiratory fatigue.

Precautions/Contraindications

1.

Patient must have an adequate respiration rate. Do not use when
patient has agonal respirations, is comatose or is in respiratory
arrest.

Patient must understand what you want he/she to do when CPAP is
applied. Altered mental status, dementia, and other mental
disabilities are a relative contraindication.

The patient must be able to maintain a patent airway. Trouble with
secretions, blood, and vomit or any airway distortions are
contraindications. Upper Gl bleed would be a contraindication. Not
able to sit upright would be a contraindication.

CPAP is not to be used for respiratory distress caused by trauma. It
is not to be used if pneumothorax is suspected whether spontaneous
or traumatic.

La Plata County EMS Protocols
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Continuous Positive Airway Pressure (CPAP)

5. Hypotension is a relative contraindication. CPAP may worsen
hypotension since it increases intrathoracic pressure and thereby
decreases cardiac output.

6. CPAP is not to be used in children < 12. But it can be used in
teenagers such as those with severe asthma.

Technique

1. Determine whether patient would benefit and is eligible for CPAP.

2. Use all monitoring devices available: Cardiac monitor, SaO2,
ETCO2, BP monitor.

Document breath sounds and that pneumothorax is not suspected.

4. Document BP is > 90 mmHg
Sit pt upright and explain what you are going to do and what you
want the patient to do.

Put on head strap.

7. Hold delivery device to patient’'s mouth and nose and attach the
straps loosely.

8. Gradually tighten the straps as patient tolerates the delivery device
until there are no air leaks.

9. Gradually increase the pressure of O, delivery to a maximum of 10
cm H,0.

10. Attach in line neb for albuterol/atrovent if that is part of the ongoing
treatment.

11. Check delivery system, patient’s mentation and lungs, vitals at least
every five mins.

Notes

1. Patient may not tolerate CPAP despite your best coaching. If so,

discontinue the device. Never use physical or chemical restraints to
force a patient to accepatient CPAP.

If patient deteriorates despite CPAP, switch to assisted BVM and
prepare for endotracheal intubation or King Tube placement.

Discontinue use if hypotension develops or a pneumothorax is
suspected. CPAP may cause an existing pneumothorax to become a
tension pneumothorax or it may cause a pneumothorax in a patient
with brittle lung tissue that can progress to a tension pneumothorax.
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Continuous Positive Airway Pressure (CPAP)

4. Be vigilant about nausea. Vomiting into the CPAP mask creates a
high risk for aspiration. CPAP can cause gastric distention that can
induce vomiting.

In unusual circumstances, comatose patients with adequate
respiratory rates can benefit from CPAP as an alternative to intubation.
Monitor these patients very carefully to prevent aspiration.

Explaining the procedure to the patient:

a. You are going to feel some pressure from the mask but this will
help you breath easier.

b. Place delivery device over mouth and nose.

c. | want you to breath in through your nose slowly and exhale
through your mouth as long as possible.

d. 1 will count out loud to four to help you breath in slowly. Once |
reach four then you can exhale through your mouth.
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Capnography (ETCO2)

Capnography (ETCO2)

Capnography is the measurement of exhaled carbon dioxide. It gives us
a way to accurately measure and assess both the ventilatory and
respiratory status of a patient.

Indications:
1. In-line adapter.

a. Confirming ET or King Tube placement.

b. Evaluating effectiveness of assisted ventilations.
2. Nasal cannula.

a. Assessing respiratory status in spontaneously breathing
patients.

Technique:
1. ET tube or King Tube.
a. Place the adaptor between the tube and the BVM or ventilator.

b. GENTLY press the orange connector into the port on the
Lifepack 12 and twist. The screen should show the ETCO2 in
the lower left corner on the screen.

2. Cannula.

a. Place the cannula on the patient’s face in the same manner as a
normal oxygen cannula

b. GENTLY press the orange connector into the port on the
Lifepack 12 and twist. The screen should show the ETCO2 in
the lower left corner on the screen.

c. The other tube of the cannula can be connected to oxygen.

Notes:

1. Normal ETCO2 readings should be between 35-45. Below 35
indicates respiratory alkalosis/over-ventilation. Readings above 45
indicate respiratory acidosis/under ventilation

2. Whenever possible, one of the tracings on the screen should be
switched to display the ETCO2 waveform.

3. Readings above 10, with a waveform, indicate successful airway
placement.

In the setting of cardiac arrest, with an independently confirmed tube

placement, a persistent reading of below 10 usually indicates an

unsalvageable patient.

circulation in cardiac arrest.

Readings may spike to well over 45 with return of spontaneous
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Cardiac Activation

Background:

1.

Time from onset of chest pain in the presence of a STEMI (ST
segment elevation myocardial infarction) to reperfusion is critical to
good patient outcome. We can lessen this time by performing field
EKGs, interpreting them to the ED by phone or transmitting them to
the ED by LifePak, and asking the ED to call a Cardiac Activation.

MRMC has 24/7 cardiac catheterization capability. A Cardiac
Activation means the cardiologist will be in the ED promptly, usually
before arrival of the patient; and the cath team will be in house or on
the way to expedite angioplasty and stent placement.

During cardiac catheterization the team can also decide to prepare
the pt for a flight to another hospital for open heart surgery and can
place the pt on a cardiac balloon pump if necessary.

Indications:

1.

Symptoms suggestive of cardiac ischemia, such as: chest pain,
shortness of breath, abdominal pain, shoulder pain, arm or neck
pain, nausea, dizziness, general malaise.

History of cardiac problems or predisposing conditions (diabetes,
hypertension, stimulant abuse).

12 lead EKG with 1mm or greater ST elevation in 2 or more
contiguous leads.

Precautions:

1. Inour protocol Left BBB does not mean one box elevations in two
contiguous leads should be ignored. If the ED determines that the
Left BBB is old, the ED can decide to step down the call for a
Cardiac Activation. New Left BBB with chest pain = ischemia.

2. ST segment elevation in all or most leads with no reciprocal
depressions can mean pericarditis. The ED can make this
determination and decide to step down a Cardiac Activation.

3. ST segment elevation can be seen in aortic dissection. The ED can
make this determination and decide to step down a Cardiac
Activation.

Technique:

1. Place ptin POC.

2. Treat patient’s signs and symptoms per chest pain protocol.
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Cardiac Activation

Attempt to obtain 12 lead ECG within 5 minutes of arrival at patient.

4. If 12 Lead ECG is obtained for chest pain that is believed as cardiac
in origin, transmit 12 lead ECG to MMC ED. If Inferior M.1.
suspected, check for right side involvement. 12 Lead ECG should
be transmitted with or without positive findings.

5. Establish 2 peripheral IV’s if possible.

6. Contact ED; request a “Cardiac Activation”, advise the ED physician
of transmitted 12 Lead and advise of patient’s presentation.

7. Treat patient per protocols throughout transport along with any direct
orders per physician.

8. It will be the ED physician’s decision if the Cath Lab team should be
activated.

9. Upon arrival at the ED, ED staff may assume patient care or the
patient may be directly admitted to the Cardiac Cath Lab.

Notes:

1. Clear communication is vital. If possible, speak to the ED physician.
Clearly and directly state that you have a “Cardiac Activation”.

2. Transmission of the EKG is not required for a Cardiac Activation. If
you are unable to transmit, but see a STEMI on the 12 lead, continue
with the Activation.

3. The potential problems of an improper Activation are far outweighed
by the potential benefits to patients. Do not hesitate to call an
Activation if you believe it is indicated.

4. A negative 12 lead does not rule out cardiac chest pain.

Do not delay transport to obtain EKG or to transmit; there is usually
time to obtain it while arranging transport into the ambulance.

6. Printout reports are available from the Lifepak Receiving Station,

including LP 12 docking.
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Cardioversion

Indications and Administration:

Tachycardias not of sinus origin, usually with a ventricular rate >150
beats/min with serious signs and symptoms related to the tachycardia.
These include chest pain, dyspnea, decreased level of consciousness,
hypotension, and pulmonary edema

Precautions:
1. Always “clear” the patient before administering a shock.

2. A patient who is talking to you is probably perfusing adequately but
may be relatively unstable depending on the degree of chest pain or
shortness of breath.

3. Lifepack 12 defibrillators can be configured to remain in SYNC mode
or to return to asynchronous mode after discharge. It is important
that you know how your defibrillator is configured. On other
defibrillators, reactivation of the sync mode is often required after
each attempt at cardioversion. Know your equipment.

4. Defibrillate immediately if patient goes into VF.

Synchronized cardioversion cannot be performed unless the patient
is connected to the ECG cable and the ECG electrodes. Select lead
Il or lead with greatest QRS complex amplitude (positive or
negative).

6. If the defibrillator does not discharge on synch with ventricular
tachycardia, try increasing the amplitude. The waves may not have
enough amplitude to trigger the synch mechanism.

7. If sinus rhythm is achieved only transiently with cardioversion,
subsequent cardioversion at a higher energy setting is of no value.
Leave energy setting the same and consider alteration of other
variables.

8. Patients with rapid atrial fibrillation who are unstable may need more
joules to cardiovert, especially if they have chronic or paroxsymal
atrial fibrillation.

9. Sinus tachycardia greater than 150 can be seen. Sinus tachycardia
can be seen in the very sick pts. However, do not cardiovert sinus
tachycardia.

Technique:

1. Pre-medicate with a benzodiazepine whenever possible.

Cardioversion
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Place hands-off pads on patient’s chest and connect to monitor.
Attach limb leads.

Push Synchronize button and look for markers on the R wave.
Energy sequence:

a. 100J, 200J, 300J, 360J for VT and atrial fibrillation

b. 50J, 100J, 200, 300J, 360J for PSVT and atrial flutter
Charge defibrillator.

Clear patient and press shock.

If defibrillator doesn't fire, adjust amplitude and try again, or turn off
sync and manually defibrillate.

If patient goes into VF, turn off sync, set energy to 200J and
defibrillate immediately.

Notes:

Erythema or skin irritation may occur if skin contact is inadequate.

Children with structural congenital heart disease are at greater risk
for VT. What looks like SVT could be VT, unless the child has a
know history of SVT. Sometimes congenital heart disease remains
undiagnosed until it shows up during athletic exertion later in life.

VF and asystole are rarely a complication of cardioversion and
usually occur in the setting of digitalis toxicity.
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Chest Decompression

Indications
Patients with clinical signs and symptoms of tension pneumothorax.
Precautions:

1. Tension pneumothorax is a rare condition, but can occur
traumatically or spontaneously. It can be rapidly fatal if left
untreated.

2. Early signs of tension pneumothorax in a spontaneously breathing
patient include difficulty breathing with tachypnea and decreasing
SPO2. In an intubated patient, poor bag compliance and decreasing
SPQO2 are signs to watch for.

3. Tracheal deviation is a very late sign. Don’t count on it as an
assessment tool.

Technique:

1. Expose the chest and determine which side is more likely to have the
injury.

2. Clean the chest wall with alcohol, betadine or chlorhexadine if time
permits.

3. Two locations may be considered. The preferred location is the 2"
intercostal space on the mid-clavicular line. The 4™ intercostal space
on the mid-axillary line may also be used but is more difficult to
locate and access.

4. Insert the catheter just above the rib. Be sure to avoid the area
beneath the rib, as this location contains important nervous and
circulatory structures. The insertion may require a surprising amount
of force and will be painful to the patient.

5. Remove the needle. A rush of air may or may not be heard.
Success can be determined by improvement in the patient’s
condition.

6. Leave the catheter open and secure with tape.
Notes:

1. Complications include: creation or a pneumothorax if none previously
existed, laceration of lung, laceration of blood vessels, and severe
pain. The potential benefits of decompression usually far outweigh
the risks.
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Chest Decompression

2. Tension pneumothorax can be precipitated by complete occlusion of
an open chest wound.

3. The catheter may clot off and allow the tension pneumothorax to re-
form. Chest decompression can be performed several times if
necessary.

4. Bilateral chest decompression should be restricted to patients in
extremis, in cardiac arrest or who are already intubated.
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Cricothyrotomy

Cricothyrotomy

Surgical technique, including cricothyrotomy, requires waiver from
Colorado Board of Medical Examiners

Indications:

1.

Cricothyrotomy is to be used as a last resort in treating the failed
airway. Itis an aggressive procedure for airway access in patients
with severely compromising upper airway obstruction due to medical,
traumatic or foreign body causes.

Precautions:

1.

Cricothyrotomy is contraindicated in children less than 8 years of age
due to difficulty in establishing landmarks. A needle cricothyrotomy
may be used instead.

Bleeding is rare if you stick with a vertical incision over the
cricothyroid membrane, however, the cricothyroid artery may be
lacerated during the procedure. Insertion and inflation of ET tube
through the cricothyrotomy will protect the patient from blood
draining into the airway. Afterwards, direct pressure can be applied.

Vertical incision over the cricothyroid membrane should be done
deeply enough to cut skin, soft tissues, and membrane to reach the
trachea in one cut without dissection. You are unlikely to cut or
puncture too deeply to go out the back of the trachea.

The primary problem with needle cricothyrotomy is poor gas
exchange. It is hard to force adequate volume through a relatively
tiny catheter and the patient cannot exhale through the catheter.
There is also no balloon seal of the airway from blood, secretions, or
emesis. However the procedure may ensure enough time to rapidly
transport a pediatric patient to the ED without severe anoxic injury.

Technique:

1.
2.

Expose the neck.

Identify the cricothyroid membrane area. Feel the “V” of the top of
larynx or “Adam’s apple”. Approximately one finger width below the
prominence of the “apple” is the membrane.

Stabilize the skin and trachea by stretching the area horizontally with
the thumb and index finger of left hand.

Make a deep puncture-like incision vertically over the cricothyroid
membrane, cutting skin, soft tissues, and membrane in one cut,
using your right hand.

5. Keep blade in the incision and insert the tracheal hook. Remove the
blade. With the left hand pull the hook down to the bottom of the
incision and this will stabilize the trachea.

6. With your right hand, insert an endotracheal tube into the incision.
Begin bagging the patient with 100% O2.

7. If the air is going into the neck tissues laterally, you are not in the
trachea and need to check the incision and ET tube placement.

8. Inflate cuff balloon. Auscultate over stomach and both lungs. If you
hear breath sounds on only one side, too much of the ET tube has
been inserted. Deflate cuff balloon and reposition ET tube. Much
less of the ET tube is inserted in the cric intubation than in the oral
intubation. An end tidal CO, monitor should be attached, when
available.

9. Secure the tube and control any bleeding by direct pressure.

Needle Technique (for children under 8 years of age)
1. Expose neck and identify cricothyroid space.
2. Attach syringe to large IV catheter.

3. Puncture skin and advance catheter at 45° angle caudally while
withdrawing with syringe. When catheter “pops” into trachea and air
is freely drawn into syringe, advance catheter off stylette.

4. Use 3.0 ET adapter to connect catheter to bag-valve.

Auscultate lungs for air movement and secure catheter in place.
This airway is neither definitive nor protective. The ED will need to
upgrade the airway.
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Manual Defibrillation with Monitor

Indications

Ventricular Fibrillation or pulseless ventricular tachycardia

Precautions

1. Always clear the patient before delivering a defibrillation shock. Do
not delay defibrillation for VF/VT.

2. Asystole should not be shocked.

3. Treat VF/VT in hypothermic patient as follows:

a. Core temp > 86 - Treat normally

b. Core temp < 86 — Give one shock. If rhythm doesn’t convert,
withhold further shocks until temperature increases above
86.

4. |If patient in VF/VT has an automatic implantable cardioverter/
defibrillator (AICD), perform external defibrillation as usual. If AICD
is delivering shocks, wait 30-60 sec. for completion of its cycle.

5. If patient has implanted pacemaker, place paddles several
centimeters from the pacing generator.

Technique

1. Establish unresponsiveness and pulselessness.

2. Start CPR unless defibrillator is immediately available.

3. Place hands off defibrillation pads.

4. Use quick look to determine rhythm. Document rhythm with paper
recording if possible.

5. Charge defibrillator, clear patient and deliver shock.

a. Adult — one shock, 200J for biphasic, 360J for monophasic
b. Pediatric - 2J/kg. for first shock, 4J/kg. subsequent shocks.

6. If these shocks fail to convert VF/VT, continue shocks at 2 min
intervals. If repeated defibrillation attempts are unsuccessful, higher
energy defibrillation may be tried.

7. If VFIVT recurs, shock again at the last successful energy level.
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EMS Transfer of Care

Indications
1. Arrival at destination facility.
2. Scene transfer from first response to transporting response.

3. Rendezvous with and transfer of patient to another agency.

Precautions
1. Hard copy of information is the best form of information transfer.

2. Do not expect receiving agency to get all the information correct from
a second hand party. Take the initiative to give information first
hand.

3. When you see information being written on bed sheets, gloves,
arms, anticipate that the information will be lost or misinterpreted
later.

Technique

1. Use transfer of care sheet and give original to next agency or
hospital.

2. Give a verbal report that covers age, mechanism/history, pertinent
health issues, vital signs, assessment and treatment. Ask for
guestions.

3. Call hospital with your agency'’s report covering the same verbal
information as above.

4. Make suggestions about calling trauma activation, having a
respiratory therapist available in the ED, clearing an ED critical care
space.

5. Once in quarters fax your initial report and when completed fax your
final report to the hospital.

Notes

1. Always try to write an initial assessment note. If you do not, correct
this lapse as soon as possible. Give a telephone report to hospital
and then send a fax report to the hospital.

2. Insure you get a final report to the hospital before patientt is
transferred out. Make yourself available so that ED doc can ask you
information he/she needs to put in the transfer note for the next

hospital.

3. Trauma activation criteria:

EMS Transfer of Care
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Unable to adequately ventilate.

Intubated patient (from trauma).

Systolic BP < 90 (adults), or cap refill > 2 secs (peds).
GCS < 5.

Resp rate < 10 or > 29 (adults).

Penetrating injuries to head, torso, or pelvic region.
Flail chest.

Bilateral femur fractures.

Unstable pelvis or suspected significant pelvic fracture.
Paralysis or evidence of spinal cord injury.
Amputation above the wrist or ankle.

Significant burns.

Unreactive or unequal pupils.

4. Mechanisms that suggest need for trauma alert, even if the above
are not observed:

a
b
C.
d
e
f.
g.
h
i.

J-
k.

Ejection from a motor vehicle.

Falls of > 15 feet (adults), or 2x height (peds).

Pedestrian, bicyclist, or motorcyclist thrown 15 feet or run over.
Significant crush injury.

High energy dissipation.

Extrication time > 20 minutes with an injury.

Unrestrained vehicle occupant in a rollover.

Death of another occupant of the same vehicle.

Significant assault.

Intrusion of > 12 inches into passenger compartment of vehicle.

Suspected non-accidental trauma.

5. Co-morbid factors to consider:

a. Extremes of age young/old.
b. Extreme temperatures
c. Significant medical problems (diabetes, COPD, etc.)
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EMS Transfer of Care

d. Presence of intoxicants.

e. Pregnancy.
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Immobilization

Indications

Pain, edema or deformity in extremity or spine. All cases of significant
head trauma and all unconscious trauma patients. Follow spinal
immobilization algorithm.

Precautions

1.

All patients with impaired mental status or altered level of
consciousness must be examined thoroughly and treated very
conservatively because these patients may not be aware of pain
from a serious injury.

Note circulation and neurologic exam distal to suspected injury prior
to and after immobilizing and moving the patient.

Make sure the obvious injury is the only injury. It is particularly easy
to miss fractures proximal to the obvious one.

Do not move or transport a patient with suspected spine or long
bone fracture/dislocations until immobilization is completed, unless
the risks of scene and patient condition outweigh the benefits of
taking the time to achieve immobilization. .

Once immobilized a patient must not be left unattended.
Immobilized patients no longer have the ability to maintain their
airways should they vomit or become obstructed.

Once patient is immobilized, all efforts should be directed toward
maintaining that immobilization until a physician clears the patient
and removes the immobilizing devices. Giving medications to
relieve pain and spasm will help ensure a cooperative patient.

Technique - Cervical/spinal Immobilization:

1.

Apply following primary assessment if indicated. Document LOC
and sensation and movement of all extremities prior to
immobilization.

Advise patient of procedure and purpose before and during
immobilization.

Use at least three people to immobilize.

Gently straighten and support head in neutral position. Do not use
force to straighten or attempt to move or straighten if patient
experiences any increase in pain. Do not use traction in any
manner while straightening or supporting.

Immobilization

La Plata County EMS Protocols
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10.

11.

Obtain secure immobilization by choice of equipment. Stiff-neck or
other firm collar may be used but is not mandatory. Patient must be
immobilized on board, scoop, Vacuum mattress, KED, etc. that
extends from at least the patients occiput to the sacrum. The
patient must be secured by straps, kling, etc., such that the patient
may be turned as a unit (log rolled) in the event of vomiting or
airway distress. The head and neck must be further secured by a
head bed, towel rolls, blankets, foam rolls, etc. and tape.

Due to its comfort and superior lateral support, a vacuum mattress
is the preferred device for spinal immobilization. To place a patient
on the device, first smooth the mattress and remove most of air to
make the mattress semi-rigid. Log-rolling is an acceptable method
of moving the patient to the mattress; however, due to its greater
width, it is essential to further move the patient in order to make
sure they are centered. This can be accomplished either by using a
sheet lift or by using sideways zig-zag movements along the long
axis of the mattress. Once the patient is centered, let air back into
the mattress to insure effective distribution of padding. Secure the
straps, starting with the torso and moving to the feet. Once the
straps are secured, remove the air until the mattress is fully rigid.
Some manual support may be needed along the sides of the
mattress prior to deflation to make sure it conforms to the patient. If
the patient is to be moved a significant distance prior to being
secured on the gurney, the vacuum mattress may be supplemented
by a long spine board for additional longitudinal support.

Patients should have a pad inserted behind the occiput for comfort
and to aid in securing the patients head in a neutral position. The
thickness of the pad will vary depending on what height neither
flexes nor extends the neck.

Manual support of the head and neck is an acceptable alternative to
a collar if sufficient personnel are available. The patient must still
be secured to a LSB.

An immobilized patient’s airway is of critical importance, therefore
monitoring of the airway and immobilization should be assigned to a
trained, experienced and reliable person.

Patients with injuries to the lower spine will be secured to a board,
scoop, etc. However if the patient has no complaint of neck pain
and no mechanism for cervical injury, the immobilization of the head
and neck can be omitted.

Don't forget to document how much sensation and function the
patient has during the transport.
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Immobilization

Immobilization

Technique - Extremity Immobilization

1.

10.

Check pulse movement and sensation distally prior to splinting. If
you find pulselessness or significant neuro deficits, consult medical
control prior to splinting. They may advise manipulation to restore
circulation.

Identify and dress open wounds prior to immobilization.

Severely angulated mid-shaft fractures may be straightened by
gentle, continuous traction if necessary for immobilization, extrication
or transport.

Joint injuries should be immobilized in position as found.

With open fractures, retraction of bone ends is not desired, but may
be required for secure immobilization.

Maintain gentle, continuous longitudinal traction and support during
immobilization.

Pad splint to prevent pressure points.
Immobilize joints above and below a possible fracture.

Immobilization should not compromise circulation but should be
secure enough to prevent movement during transportation.

Check pulse and sensation following immobilization and during
transport.

Technique - Traction Splinting (Sager Splint)

1.

Use only on mid-shaft femur fractures without fracture to pelvis or
lower leg. Do not delay transport for the application of a traction
splint if there are other significant injuries.

Expose fracture site. Check distal pulse, movement and sensation.
Dress wounds prior to immobilization.

Position appropriately. Laterally is usually most comfortable for
men.

Apply manual traction and secure groin strap.
Apply and adjust ankle hitch.

Extend splint to apply traction. Extend enough to achieve maximum
increase in patient comfort.

Position and secure straps on leg.

8. Check pulses, circulation and sensation after application and during
transport.

9. Recheck traction periodically during transport.

Notes

1. Any patient with a suspected cervical/spinal injury must be
immobilized completely. It is inappropriate to apply a cervical collar
and walk the patient or transport in a sitting position.

2. Traction splints should be used only on easily straightened mid-
shaft femur fractures. They should not be used on angulated injuries
near the knee.

PASG can be used effectively on leg fracture and pelvic fractures.

4. Aligning body parts together can be a very effective way of

immobilizing: Arm to trunk or leg to leg. Padding will increase
comfort; this method can be very useful in children when traction
devices and pre-made splints do not fit.
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Impedance Threshold Device (Res-Q-Pod)

Impedance Threshold Device (Res-Q-Pod)

Effective CPR is now recognized as the single most important action in
successful resuscitation of cardiac arrest victims. The Res-Q-Pod
creates a slight negative pressure in the thoracic cavity during exhalation
that encourages blood return to the heart and increases circulation
during CPR.

Indications

1. Use only in confirmed cardiac arrest rhythms.
a. Asystole
b. Ventricular tachycardia
c. Ventricular fibrillation

d. Pulseless electrical activity

Precautions
1. The Res-Q-Pod is contraindicated in the following cases:
Dilated cardiomyopathy

Congestive heart failure

a
b
c. Pulmonary hypertension
d. Flail chest

e. Chest pain

f.  Shortness of breath

2. Avoid hyperventilation and deliver ventilations over one second.

Technique
1. The Res-Q-Pod may be used with a variety of ventilation devices:
a. Demand valve resuscitator
b. Bag valve mask
c. Automatic ventilator
d. Mouth-to-mask
2. The Res-Q-Pod can be used with a variety of adjucts:
a. Face mask
b. Endotracheal tube

c. Kingtube

3. Touse:

a. Place the Res-Q-Pod between the ventilation device and the
airway adjunct.

b. Provide ventilations at an appropriate rate (30:2 for BVM and
mouth to mask, 10-12 per minute with an ET or King tube in
place).

c. If ETCO2 monitoring is used, place the CO2 pickup between the
ventilation device and the Res-Q-Pod.
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Intraosseous Access

Indications

A route to administer fluids for volume expansion and for drug
administration when IV access is not available.

Precautions

1.

Unless there is no alternative, do not use in a leg that has fractures
of the tibia or femur.

The actual insertion of an 10 is a relatively low pain procedure.
However, infusion of fluid into the bone stimulates pressure
receptors and can be extremely painful. Consider premedication
with Lidocaine (0.5mg/kg, max 50mg) prior to infusion of fluids in any
patient capable of feeling pain.

Fluids will not typically drip into the intraosseous space at a
significant rate. Use a pressure bag or IV pump to infuse fluids.

Do not attach a syringe directly to an 1O. It creates too much
leverage and could dislodge it. Always use an IV extension set pre-
flushed with Normal Saline.

Manual 10 Technique

1.
2.
3.

10.

Assemble equipment.
Observe universal precautions.

Locate the anteromedial aspect of the proximal tibia approximately 1-
3 cm below the tibial tuberosity.

Cleanse the puncture site.

Using a twisting motion, insert |. O. or bone marrow biopsy needle
with twisting motion 90° to long axis of tibia.

Remove the stylette.
Attach syringe and aspirate bone marrow to verify needle location.

If the patient is capable of feeling pain, administer Lidocaine as
above, otherwise inject 5-10 ml Normal Saline to clear the lumen of
the needle.

Attach I. V. tubing and adjust flow rate. Secure needle.

Following administration of medication, flush with Normal Saline to
expedite absorption into circulatory system.

EZ 10 Technique

Intraosseous Access
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1. Determine needle length. 15mm for peds, 25mm for adults without
excess adipose tissue, 45mm for large adults or those with
significant adipose tissue.

2. Assemble needle and drill.

3. Locate 10 site:

a. Adults - 1 finger width medial to the tibial tuberosity
b. Children — 2 finger widths below the patella, as far medially as
necessary to be on the flat part of the upper tibia.

4. Clean site.

Drill needle through skin until the needle hits bone. Make sure the
5mm mark on the needle is visible.

6. Drill straight in. The drill requires very little downward force.

7. Pull out drill and remove stylette.

8. Attach IV extension tubing provided in EZ-10 kit pre-flushed with
Normal Saline and attempt to aspirate.

9. If the patient is capable of feeling pain, administer Lidocaine as
above, otherwise attach IV set and flush.

10. The EZ 10 is low-profile and usually very secure. However it is wise
to protect the site to insure that it does not become dislodged.

Notes

1. Inthe adult an alternative to the proximal tibia is to use the proximal
humerus.

2. Any medication given by IV (including RSI drugs) can be given by 10.
However due to its distal nature, some medications (such as
adenosine) may not be as effective at normal doses.

3. Intraosseous fluid bolus may improve the search for venous access.
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Laryngeal Tube (King Tube)

Indications

1. Failure to place endotracheal tube after two tries.

2. Assessment shows intubation to be risky or problematic.
3. BVM does not provide adequate ventilation.

4. Airway protection from aspiration is not optimal with BVM.

Precautions

1. Insertion should be performed carefully, with head and neck
stabilized, when there is a risk for c-spine injuries.

2. Practice in positioning yourself and patient’s head. Frequent practice
using a mannequin will help with laryngeal tube insertion.

3. There are five sizes of laryngeal tubes, each with a different colored
connector, based on patient height:

a. Size 5 (Purple), over 6 feet
b. Size 4 (Red), 5-6 feet

c. Size 3 (Yellow) 4-5 feet

d. Size 2.5 (Orange) 3'7"to 4’3"
e. Size 2 (Green) 2'11"to 3'9”

4. The size 2 and 2.5 tubes are single lumen and have no way to
evacuate gastric contents. These airways should only be used by
advanced providers

Technique

1. BVM the patient to the highest SpO2 possible and check the cuff
inflation system on the laryngeal tube for any air leak.

2. Prepare the airway using suction, removing loose dentures, etc, if
necessary.

3. Premedicate the patient with lidocaine or fentanyl if head injury is
present.

4. Apply chin lift and introduce laryngeal tube into corner of mouth,
protecting the c-spine if necessary.

5. Advance the tip of the laryngeal tube under the base of the tongue
while rotating the tube toward the midline.

6. Continue to advance to tube until the connector (yellow, red, or

purple) is at the teeth and then inflate the cuff system.
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Laryngeal Tube (King Tube)

10.

11.

12.

13.

14.

15.

16.

Each size King Airway must be inflated with a different amount of air:
a. Size 5 (Purple), 70-90ml
b. Size 4 (Red), 60-80ml
c. Size 3 (Yellow) 45-60ml
d. Size 2.5 (Orange) 30-40ml
e. Size 2 (Green) 25-35ml

Ventilate over the tube and adjust height of connector and air in cuff
system based on chest rise and air leak out the mouth.

Confirm tube placement by the primary survey: no breath sounds
over stomach, good breath sounds over lungs.

Place an end tidal CO2 detector between the tube and the
resuscitator bag.

Confirm tube placement by the secondary survey: ETCO2 should
read in the 30 to 40 range with ventilatory support (bagging). If
ETCO2 is remains high, the laryngeal tube is not directing O2 to the
trachea and needs repositioning (deflate cuff system and reseat
tube). If ETCO2 is very low, either the laryngeal tube is in the
trachea and must be removed immediately (deflate cuff system and
pull out) or the patient has been in cardiac arrest for a prolonged
period of time and termination of resuscitative efforts should be
considered.

Secure tube placement with tape system. Consider using head/neck
immobilization techniques to keep laryngeal tube in place during
transport.

For size 3, 4, and 5: If you are an EMT-B place your thumb over the
gastric (stomach) port so that any emesis doesn’t get shot out at you.
If you are an EMT-I thread a suction catheter into the esophagus
through the stomach port and attach it to suction. If you are an EMT-
P do the above or intubate the stomach with a gastric tube.

If you are an EMT-I or EMT-P you can connect the laryngeal tube to
the automatic ventilator.

Whenever patient is moved and periodically during transport,
reassess tube placement.

If ventilating or bagging the patient becomes difficult, check for
causes: pneumothorax that is developing into a tension, trachea
obstruction from blood or food, tube displacement so air flow is not
aligned with the trachea.
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Laryngeal Tube (King Tube)

Notes

1.

The laryngeal tube is much easier to place than a combitube or a
laryngeal mask airway (LMA). There is only one port for inflation and
assessment of proper placement is not complicated. There is little
trauma to the epiglottis and cords so that endotracheal intubation in
the hospital is not made more difficult.

There is no report of the King LT-D being placed into the trachea.
However, with any “blind” passage of a tube behind the tongue,
tracheal placement is theoretically possible. Hence the dual lumen
King Tube which allows for stomach suction could instead act as a
ventilation port should the tube ever go into the trachea.

To achieve the best laryngeal position the proper amount of air must
be used to inflate the cuff system. Improper pressures may make
tube displacement easier. If there is a slow leak in the cuff inflation
system, extra amounts of air may be needed. A pressure detector
gauge can be used so that the cuff system pressure can be
monitored for the optimal pressure of 60 cm H20.

The most common miss-positioning of the laryngeal tube is not
advancing it far enough so that the base of connector is at the teeth.
The laryngeal tube may just need a little further advancement in
order to improve ventilation into the trachea.
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		Failure to place endotracheal tube after two tries.

		Assessment shows intubation to be risky or problematic.

		BVM does not provide adequate ventilation.

		Airway protection from aspiration is not optimal with BVM.

		Insertion should be performed carefully, with head and neck stabilized, when there is a risk for c-spine injuries.

		Practice in positioning yourself and patient’s head. Frequent practice using a mannequin will help with laryngeal tube insertion.

		There are five sizes of laryngeal tubes, each with a different colored connector, based on patient height:




Medication Administration

Indications

To treat an illness or injury in which medication may improve patient’s
condition or outcome

Precautions

1. Certain medications can be given by only one route, others by
several. If you are uncertain about the drug you are giving - check
with Medical Control. For example, atrovent is only given in a neb.

2. Make certain that the medication you want to give is the one in your
hand. Always double check medication before administration.

3. The IM route is unpredictable: Medications are absorbed erratically
via these routes and may not be absorbed at all if the patient is
seriously ill or injured and is therefore vasoconstricted. IV route
should be used almost exclusively in the field. If an IV cannot be
started, the intraosseous is a route that is more reliable than IM.
The IM route may be considered as a last resort. Intra-nasal
administration of Naloxone for drug OD and Midazolam for seizures
may also be considered.

Technique - Injection Preparation
Confirm drug order, route and amount.
Explain the procedure and reconfirm patient is not allergic to drug.
Check drug name, coloration and expiration.

1
2
3
4. Calculate and draw up desired volume of medication into syringe.
5. Eject air from syringe.

6

All medications given L.V. may be given |.O. at the same dose.

Technique - IV and |0 Bolus.
1. Clean injection port with alcohol.

2. Connect to needle-less port or insert needle into injection port, and
pinch off IV tubing above injection port.

3. Inject medication at recommended rate.
4. Un-pinch tubing and flush tubing with fluid.

5. Properly dispose of syringe and medication container.

Technique - IV and IO Infusion

Medication Administration

La Plata County EMS Protocols Version 2010.1.0

1. Select correct IV solution and size bag to dilute medication if not
premixed.

Inject medication into port of IV bag and gently shake to mix.
Label bag with name, amount and time medication added.

Attach administration set and needle and purge air.

a > wDn

Clean injection port and connect needle-less port or insert needle
from infusion.

6. Calculate flow rate and start infusion. An IV pump should be used.
Technique — Mucosal Atomization

1. Draw up the appropriate volume for the weight of medication to be
given.

Attach syringe to the end of the mucosal atomization device (MAD).

3. Choose the nostril with greater patency. Place device at nostril and
slowly depress the syringe plunger

4. See Mucosal Atomization Device protocol for more details on
medication doses and technique.

Technique - Intramuscular injection.
1. Use a21-22 ga. needle 1-1.5 inches long.
2. ldentify appropriate injection site and clean with alcohol.

3. Stretch or flatten skin over site with your fingers and tell patient to
prepare for a “stick”.

4. Insert needle at 90° angle into muscle. Aspirate syringe for blood or
air and slowly inject medication.

5. Withdraw needle and apply pressure to site.
6. Properly dispose of syringe and medication container.
Technique - Nebulized Inhalation

1. Establish baseline lung sounds and give patient instructions.
Position patient with head elevated at least 45°.

2. Assemble equipment. Place medication in well of nebulizer. Dilute
with respiratory saline to 2.5-3 ml total volume.

3. Connect nebulizer to oxygen source set at 6lpm.
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Medication Administration

4. Encourage patient to inhale normally and to take a deep breath
every 3-5 inhalations.

5. Discontinue treatment when nebulizer empty and re-evaluate lung
sounds.

6. Use mask instead of mouth piece if patient cannot hold mouth
piece.

7. Nebulizer can be connected between bag and mask, ET tube, King
tube, or inline with CPAP when assisting ventilation.

Notes

1. Extravasation of a drug during IV administration, particularly calcium
or dextrose, may cause tissue necrosis. Watch carefully and be
ready to stop administration immediately.

2. Allergic and anaphylactic reactions occur more rapidly with 1V
injections, but may occur with medication administration by any
route.

3. Several medications are carried in different concentrations in an
emergency medical kit. Be sure you are using the correct
concentration.

4. Seeindividual medication protocols for documentation

requirements
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Mucosal Atomization

Indications

An IV access is not available or can’t be obtained
Need for rapid medication administration:

a. Reversal of opiate sedation

b. Need for rapid cessation of seizure

c. Need for sedation

d. Need for pain relief

Precautions

1.

Know the adverse reaction profile of the drugs that are approved for
atomization.

Drugs approved for atomization:

a. Naloxone (Narcan)

b. Midazolam (Versed)

c. Fentanyl (Sublimaze)

d. Glucagon

Know what medication allergies the patient has.

Understand that this method of drug administration is more effective
in pediatric patients than in adult patients.

Technique

1.

4,

Draw up the appropriate volume for the weight of medication to be
given.

Pediatric (12 y. o. or younger) dosing

a. naloxone 0.01 - 0.02 mg/kg

b. midazolam 0.1 — 0.2 mg/kg

c. fentanyl 2 — 10 mcg/kg

d. glucagon 1 mg

Adult dosing has only been studied for glucagon.
a. glucagon 2 mg atomized

b. for the other meds use their standard IV doses

Attach syringe to the end of the mucosal atomization device (MAD).
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Mucosal Atomization

5. Place device at nostril and slowly depress the syringe plunger.

6. If possible, the dose should be divided between the two nostrils. No
more than 0.5ml should be given in one nostril at a time.

Notes

1. You may be unable to deliver the medication due to injury or
malformation of the nostril. Try the other one.

2. Depressing syringe too rapidly can cause problems with
administration. A smooth, moderate speed push works best.

Repeat doses should alternate nostrils to allow for better absorption.

4. May cause epistaxis (nose bleed).
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Abdominal Injury

Information Needed:

1. History: mechanism and estimated force involved, restraints, weapon
involved.

2. Physical findings: distension, bruising, entrance/exit wounds,
tenderness, guarding, pelvic instability to lateral and suprapubic
compression.

Treatment:

1. Protect airway and assist ventilation as needed.

2. Administer O, moderate to high flow.

3. Obtain vital signs (pulse, blood pressure, respirations, SPO2, ECG,
GCS)

4. Assess abdomen by visualizing and palpating.

Establish venous access, draw blood and give fluid bolus if needed.

6. Cover wounds and eviscerations with saline moistened dressings.
Do not remove impaled objects or attempt to replace eviscerations.

7. Repeat vital signs frequently, looking for changes.

8. Consult medical control for additional fluid boluses, pain medication,
and antiemetics if needed.

9. Consider establishing a second IV if the patient shows signs of
significant bleeding or shock.

Notes:

1. Abdominal injuries are complex and the extent of injury is difficult to
assess.

2. Children can suffer significant abdominal injury without any external
signs of injury.

3. Blunt objects may cause occult abdominal trauma which does not
become apparent for several hours.

4. Infemale patients, determine if they are (or could be) pregnant.
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Abdominal Pain Abdominal Pain

: 2. Ischemic cardiac pain can present as abdominal pain, especially in
Information Needed: older patients. P P P pecialy

1. Pain: onset, provocation, quality, duration, radiation, intensity (0-10
scale).

2. Associated symptoms: nausea, vomiting, diarrhea, constipation,
melena, maroon or bright red blood per rectum, urinary difficulties,
fever, back pain.

3. History: previous trauma, abnormal ingestion, known diseases,
surgery, possibility of pregnancy, menstrual history.

4. Physical findings: abdominal tenderness, guarding, rebound
tenderness, rigidity, distension.

Treatment:

Position of comfort.

Nothing by mouth.

Vital Signs (pulse, blood pressure, respirations, SPO2, ECG).
Abdominal exam.

If time allows, perform 12 lead ECG.

o g A~ w N PE

If stable:
a. Administer O, moderate flow.
b. Establish venous access and draw blood.
c. Consider pain control and antiemetic.
d. Consider orthostatic vital signs.
7. If unstable:
a. Administer O, high flow.

b. Establish venous access, draw blood and give fluid
bolus(es).

c. Consider pain control and antiemetic.

d. Consult medical control for additional fluid boluses

Notes:

1. Abdominal pain may be the first warning of catastrophic internal
bleeding.
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Altered Level of Consciousness

Information Needed:

1.

History: when last well, onset, progression to present state,
headaches, seizures, hypoglycemia, hyperglycemia, dementia,
confusion, head trauma, previous medical or psychiatric problems,
infection/ fever (sepsis), stroke, medication use such as
anticoagulants and antidepressants, excessive use of prescription
drugs, recreational drug and alcohol use, environmental exposures
such as hypothermia, heat stroke and recent assent to high
elevation.

Physical findings: confusion, level of consciousness, pill bottles,
syringes, needle tracks signs of head trauma, medical alert tags,
pupil size, eye color, breath odor, skin temperature, shakes.

Treatment:

© © N o g kM~ whNh e

Airway: protect as needed. (Immobilize spine if indicated).

Oxygen: moderate to high flow, assist ventilation as needed.
Determine vital signs (including temperature and blood glucose).
Perform head to toe physical exam with special attention to the skin.
12 lead EKG as indicated.

If blood sugar <70 give Dextrose 50%.

Consider Naloxone.

Restrain physically or chemically if necessary.

Maintain normal body temperature and warm or cool as needed.

Notes:

Be particularly attentive breathing and body temperature.
Determine and document GCS.

HACE (high altitude cerebral edema) is rare when the sleeping
elevation is less than 12,000 feet.

Diabetic patients whose blood sugar is poorly controlled may exhibit
signs and symptoms of hypoglycemia at higher than normal blood
glucose levels. As long as the BGL is not overly high (100+) a trial of
D50 may be indicated. Consult medical control when in doubt.
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Anaphylaxis

Anaphylaxis

Information Needed:

1. History: current sequence of events, exposure to allergens (bee
stings, drugs, nuts, seafood most common), prior allergic reactions
and treatments.

2. Current symptoms, which may include: redness, itching, wheezing,
respiratory distress, nausea, weakness, rash, anxiety, swelling,
difficulty swallowing.

Medications, past medical history.
4. Specific objective findings
a. Vital signs, level of consciousness.
b. Respirations: wheezing, upper airway noise, effort.
c. Mouth: tongue and airway swelling.

Treatment:

1. Ensure airway. Suction and administer O, as indicated. Prepare to
assist ventilations.

2. Early intubation may be advisable for impending respiratory failure or
before swelling becomes severe.

3. Position of comfort (upright if respiratory distress predominates;
supine if shock prominent).

4. Consider IM epinephrine and/or nebulized Albuterol/Atrovent early;
may be given prior to or while gaining IV access.

Establish venous access with NS. Fluid bolus as necessary.
6. Monitor cardiac rhythm.
For objective findings of respiratory distress such as stridor,
wheezing, hypoxia, tachypnea or angioedema, epinephrine 1:1000
IM and diphenhydramine 25-50mg IV or IM are indicated.
8. Contact Medical Control for additional orders. Anticipate
a. Epinephrine 1:10,000 IVP.
b. Epinephrine infusion.
Notes:
1. The worst allergens known are nuts, stings, and medications.

Pollens, dander, grasses, hairs, fruits are much less serious.

2. Allergic reactions can take multiple forms. Early consult with Medical

Control is encouraged.

3. Often both respiratory and cardiovascular collapse are happening
simultaneously, thus, both issues must be addressed at the same

time.
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Behavioral Emergencies

Information Needed:

1. History: recent crisis, emaotional trauma, bizarre or abrupt changes in
behavior, suicidal ideas, drug/alcohol intoxication, toxic exposure.
See altered level of consciousness protocol.

2. Physical findings: mental status, medical alert tags. See altered
level of consciousness protocol.

Treatment:

1. Attempt to establish rapport with the patient.

2. Assure airway.

3. Determine vital signs (pulse, blood pressure, respirations, SPO2,
ECG)

4. Restrain physically and/or chemically as needed.

5. Perform physical exam (as indicated).

6. Establish IV access and draw bloods.

7. Treat altered level of consciousness.

Notes:

1. Patient may have an organic basis for behavioral disorder: head
injury, hypoxia, hypoglycemia.

2. If emergency treatment is unnecessary, try not to violate the patient’s
personal space.

3. If the situation appears threatening, law enforcement officers should
take control of the situation.

4. Law enforcement officers should restrain and accompany violent
patients. Handcuffed patients must be accompanied by an officer.

5. If a patient becomes violent during transport, restrain or retreat as

needed to protect yourself. Call law enforcement officers to control
situation.
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Burns

Information Needed:

1.

History: cause of burn (thermal, chemical, electrical), time burn
occurred, closed space with steam or smoke, loss of consciousness,
accompanying explosion, toxic fumes, prior cardiac or pulmonary
disease, or other types of injury.

Physical findings: extent and depth of burns, soot in mouth or nares,
redness or blisters around mouth or nose, singed or missing nasal
hair, cough, hoarseness, respiratory distress, wheezing, associated
trauma.

Treatment:
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Use water to stop burning if flames or smoldering is present.
Remove clothing not stuck to patient.

Remove all jewelry, especially rings.

Protect airway and assist ventilation as needed.

Administer high flow O2.

Determine vital signs (pulse, blood pressure, respirations, SPO2).
Assess patient and estimate % body surface and degree of burn.
Cover burns with sterile dressings or wrap patient in sterile sheets.

Dressings may be soaked with sterile saline or water if burn covers
<20% of the total body surface. Avoid chilling the patient.

10. Establish venous access and give fluid boluses if needed.

11. Consider pain control and antiemetics.

12. Prevent unnecessary cooling and control heat loss.

Notes:

1. Treat electrical burns symptomatically.

2. Brush off any dry chemical residue then flush copiously with water.

3. Cool tar with water. Do not attempt to remove.

4. Leave unbroken blisters intact.

5. Suspect airway burns if burns received in closed space or if facial
burns.

6. Burns by themselves do not typically cause loss of consciousness. If

a burn patient is unconscious, be alert for other injuries or illnesses.

Burns

La Plata County EMS Protocols
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Consider carbon monoxide and cyanide poisoning with all closed
space burns, myocardial infarction in burned firefighters and child
abuse with pediatric burns.

Follow the rule of “Nines” when estimating burn surface area (BSA).

Critical burn = 2nd degree burn > 20% BSA, 3rd degree > 10% BSA,
respiratory injury, involvement of face, hands, genitalia,
circumferential burns, associated injuries, electrical or chemical
burns, underlying medical history (cardiac, diabetes), age < 10 or >
50.
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Chest Injuries

Chest Injuries

Chest Injuries
Information Needed

1. History/mechanism: blunt or penetrating, estimated force involved,
instrument causing the injury.

2. Physical findings: compromised chest wall movement, obvious
wounds, subcutaneous emphysema, crepitus, jugular venous
distention, respiratory distress, hypoxia, unequal breath sounds,
hemoptysis, increased resistance to bagging, muffled or distant
heart sounds, tracheal deviation, decreasing LOC.

Treatment

1. Protect airway and assist ventilation as needed (immobilize spine as
needed).

2. Administer high flow O,.

Determine vital signs (pulse, blood pressure, respirations, SpO,)

4. Perform physical exam. (Remember a penetrating chest injury may
involve the abdomen. A stab wound or bullet wound may pass
through the soft tissues and muscles of the chest and cross the
peritoneum entering the abdominal cavity without ever causing
injury to the lungs or diaphragm.)

5. Cover open chest wounds with Vaseline gauze (Occlusive dressing
secured on 3 sides).

6. Stabilize impaled objects.

7. Decompress chest if tension pneumothorax is likely causing
respiratory distress. Remember asymmetric breath sounds by
themselves are not enough to establish a tension pneumothorax.
Needling a pneumothorax may make it larger.

8. Stabilize flail segment with gentle pressure.

9. Establish venous access (large bore) and give fluid boluses if
needed.

10. Monitor cardiac rhythm.

11. Repeat vital signs and lung sounds. If there are asymmetric breath
sounds be vigilant for signs of a developing tension pneumothorax.

12. Consult medical control for additional fluids.

13. Consider pain medication and antiemetic.

Notes

1. Stabilize impaled objects in place, do not try to remove.

2.  Rapid evaluation and transport are needed with significant injury.

3. Never assume that a puncture-like wound is superficial.
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Drowning

Information Needed:

1.

2.

History: how long submerged, loss of consciousness, diving
accident, temperature of water.

Physical findings: respiratory distress, pulmonary edema,
hypothermia, trauma.

Treatment:
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Protect airway, suction and assist ventilation as needed.
Administer high flow O,

Determine vital signs (pulse, blood pressure, respirations, SpO,)
Perform physical exam.

Immobilize neck and back as needed.

Establish venous access.

Monitor cardiac rhythm.

Prevent hypothermia — remove wet clothing and dry patient.

Notes

Be prepared for vomiting.

All drowning victims should be transported. Patients that initially
appear fine can rapidly deteriorate.

There is no evidence abdominal thrusts help drowning victims

Water rescue should be performed by trained rescuers only.
Maintain a safe rescue area. Use safe procedures if the victim is still
in the water.
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Extremity Injuries Extremity Injuries

3. Document circulation, movement, and sensation of splinted limbs
before splinting, after splinting, and after any movement or

1. History: Mechanism of injury, medications (anti-coagulants) or manipulation of the limb.

medical problems (diabetes) that might affect the severity of an
injury.

Information Needed

2. Physical findings: amputation, active or controlled bleeding;
lacerations and abrasions; localized pain, tenderness, swelling,
discoloration; angulation, exposed bone, and crepitus; decreased
distal circulation, sensation or movement.

Treatment
1. Treat airway, breathing and hypotension as first priority.

2. Control bleeding. If you are unable to control bleeding with direct
pressure, apply a tourniquet.

3. Determine vital signs (pulse, blood pressure, respirations, SPO2,
ECG).

4. Perform physical exam and check distal circulation, sensation and
movement.

5. Dress and bandage abrasions and lacerations. Apply sterile
bandage to open fractures.

6. Immobilize as appropriate and, afterwards, re-check distal
circulation, sensation and movement.

7. Elevate and apply cold to injury.

8. Locate and preserve amputated tissue in sterile gauze moistened
with sterile saline. Keep cool but do not let the tissue freeze or
become soaked in fluid.

9. Establish venous access and draw blood tubes. Consider fluid bolus
if indicated.

10. Consider pain control and antiemetic.

11. Monitor circulation, sensation and motor function distal to the site of
the injury during transport.

Notes

1. Extremity injuries are low priority in multiple trauma patients except
when bleeding extensively or showing signs of limb ischemia.

2. If the extremity distal to a fracture/dislocation is cyanotic and numb,
call medical control for guidance in reduction techniques.
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Frostbite

Information Needed:

1. History: length of exposure, did injured body part thaw and refreeze,
loss of sensation, environmental temperature; past medical hx,
medications, drug or alcohol use.

2. Physical findings: evidence of local injury, skin appearance (red,
white, waxy, hard to touch, blisters).

Treatment:

1. Treat airway, breathing and circulation as first priority.

2. Determine vital signs (pulse, blood pressure, respirations, SPO2,
ECQG).

3. Perform physical exam and check distal circulation, sensation and
movement.

4. Remove wet, constricting clothing. Keep skin dry and protected from
wind.

5. Do not allow the body part to thaw if there is a chance the body part
may refreeze.

6. Rewarm minor “frostnip” by placing in axilla or against trunk inside
clothing.

Do not allow the patient to use limb once it has started to thaw.

8. Dress injured area lightly in clean cloth to protect from pressure, and
friction. Remove jewelry from injured areas. Do not rub injury or
break blisters.

9. Maintain core temperature.

Notes

1. Thawing and rewarming should be done under controlled conditions.

2. Thawing and rewarming are rarely necessary in the field.

3. Patients with frostbite will often be hypothermic. Don't let the

frostbite take your attention away from full pt assessment.
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Hazardous Materials Exposure

Information Needed:

1. Type and route of exposure.

2. Length of time and concentration or dose of exposure.
3. Possible risks to responders.

4. Protection needed for responders.

Treatment:
1. Access Hazmat team or knowledge base.

2. After precautions against contamination spread and secondary
victims taken, take vital signs and apply O2 at least 2 I/min flow.

Consider Albuterol/Atrovent neb for wheezing or respiratory difficulty.
Cardiac monitor.

Treat any unstable arrhythmia.
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IV access and give antidote if indicated. If altered mental status
check glucose.

7. Call ED to prepare decontamination room.
Notes

1. If a hazardous material is suspected but type cannot be identified,
take full body exposure precautions.

2. Iffirst responder(s) become symptomatic, try to determine the route
of exposure.

3. Personal safety is paramount. The victim is not helped if YOU
become a victim.
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Head Injury

Head Injury

Information Needed:

1.

History: mechanism of injury, estimated force, helmet or restraint
use, distance of ejection, damage to vehicle, windshield status, loss
of consciousness, changes in consciousness since injury, seizure
activity, memory loss, headache, nausea and vomiting, vision
difficulty, neck pain; past medical hx; medications, drug or alcohol
use.

Physical findings: neurologic status, orientation, confusion,
perseveration and echolalia, loss sensation and movement in
extremities, drainage from ears or nose, contusions and lacerations
to head and face, unequal and poorly reactive pupils.

Treatment:
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8.
9.

Manually stabilize head and neck.

Protect airway and assist ventilation as needed.

Administer moderate to high flow O, as needed.

Determine vital signs (pulse, blood pressure, respirations, SPO2).
Apply cardiac monitor.

Perform patient assessment, including GCS and neurologic
examination.

Control hemorrhage with direct pressure.
Apply cervical/spinal immobilization. Elevate head if possible.

Establish venous access, draw blood tubes, determine BGL.

10. IfGCS <8

a. Assist ventilations.

b. Intubate via RSI protocol using drugs to blunt intracranial
pressure (ICP) rise.

c. Ventilate at adequate rate to maintain ETCO2 at targeted 35,
unless pupils are unequal or dilated. Then use 30 as target.

d. Consider further sedation, paralysis.

11. IfGCS > or =8:

a. Assist ventilations and assess for need for intubation.

b. If pupils are unequal of dilated with GCS between 8 and 10
consider intubation.

c. If pupil vitals are good and respiratory drive present,
transport without intubation.

d. Be ready for vomiting, changes in breathing, changes in
pupils.
e. Consider chemical restraint.

Notes

1. Assume cervical/spinal injury with significant head injury, especially
with altered LOC.

2. Head injury does not cause shock, look elsewhere for the cause.
Restlessness can be a sign of hypoxia.

4. Current guidelines for traumatic brain injury recommend:

a. Control patients airway and ventilation if GCS = 8. The
patients ETCO, should be targeted to 35. If signs of
herniation are present, and then use 30 as the target for
ETCO,.

b. Patients with an SPO2 drop below 90 at any time seem to
have a poor outcome.

c. Adults patients with systolic blood pressure drops below 90
do poorly. The ideal systolic BP is unknown, however
hypovolemia and hypotension must be treated.

5. Before using sedation and paralytics, establish the patient's GCS

and neurological status. This is important for continued patient care
at the hospital.
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Hypertension Hypertension

3. Some symptoms such as chest pain or shortness of breath may

There are two form of hypertension in which the blood pressure is need treatment; see protocol related to that symptom.

treated independently of other conditions:

1. Hypertensive encephalopathy is severely elevated blood pressure
associated with altered mental status and confusion, nausea and
vomiting, neck and head pain. These same findings can also be
associated with stroke, cerebral aneurysm, subarachnoid
hemorrhage, and other intracranial bleed or mass.

2. Malignant hypertension is severely elevated blood pressure
associated with chest pain, shortness of breath, abdominal or flank
pain, back pain, leg pain, cool distal extremities with poor pulses.
These same findings can also be associated with aortic dissection,
abdominal aortic aneurysm (not ruptured), cardiomyopathy, heart
failure, and renal failure.

Information Needed

1. Prior diagnosis, medication for its treatment, compliant or
noncompliant, sinus medication use, recent seizure, drug abuse
especially methamphetamine and cocaine, alcohol withdrawal, and
associated symptoms and signs that make the hypertension
dangerous.

Treatment
1. Vital signs and apply O,.
Cardiac monitor.

Altered mental status? Check glucose.

IV access.
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If systolic BP > 250 or diastolic BP > 120, consult medical control for
any interventions.

6. Treatment of a specific cause or a specific symptom may reduce the
blood pressure. For example phenergan for nausea/vomiting or
haldol/ativan for drug agitation.

Notes
1. Elevated blood pressure seldom needs prehospital treatment.

2. Try to determine the cause of the elevated blood pressure. That
cause may be amenable to pre-hospital treatment; see protocol
related to that cause.
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Hyperthermia

Information Needed

1. History: sudden collapse or gradual development, humid or confined
environment, hot day, exercise induced, shortness of breath,
dizziness, nausea, muscle cramps, pain or discomfort.

2. Physical findings: temperature >104° F., skin hot and usually dry,
acute psychosis or seizures.

Treatment

1. Protect airway and assist ventilation as needed.

2. Administer moderate to high flow O, as needed.

3. Determine vital signs (pulse, blood pressure, respirations, SPO2).

4. Perform patient assessment.

5. Remove clothes and cool with wet sheets. Avoid shivering. Cold
packs may be applied to neck, axilla or groin.

6. Establish venous access. Give fluid challenge or bolus as needed.

7. Monitor cardiac rhythm.

Notes

1. Heat stroke most often presents with dry, hot, flushed skin in
association with delirium and is a major medical emergency.

2. Heat exhaustion is more likely to have muscle cramps in association
with lots of sweating causing electrolyte loss.

Wet sheets need good air flow to decrease body temperature.

4. Do not delay transport to cool the patient.

Awake, alert patients with mild heat related illness can be
encouraged to drink fluids.
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Hypoglycemia (Insulin Shock)

Information Needed

1. History: diabetic, sudden or gradual onset, recent stress, illness or
fever, last meal, last insulin administration; past medical hx;
medications; drug or alcohol use.

2. Physical findings: BGL < 70, altered mental status, cool and clammy
skin, dehydration, tachycardia, tremors or seizures, medical alert tag.

Treatment

Protect airway and assist ventilation as needed.

Administer O, moderate to high flow as needed.

Determine vital signs (pulse, blood pressure, respirations, SPO2).
Perform patient assessment.

Establish venous or IO access and draw blood.

Determine blood sugar.
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If blood sugar <70 and patient has altered level of consciousness,
give glucose in one of the following manners:

a. Fluid with sugar or instant glucose orally, if pt can protect his
airway and swallow.

b. Dextrose 50% intravenously if question that the patient can't
protect airway.

c. Glucagon IM or MAD (2mg), if IV or 10 access not readily
available.

8. Reassess patient including blood sugar.

Notes

1. Hypoglycemia can present as seizures, coma, behavioral problems,
intoxication, confusion, or focal deficits.

2. Elderly patients and patients who have experienced prolonged
hypoglycemia may be slow to awaken.

3. Transport may be unnecessary if patient awakens, is on medication
for diabetes and has his own physician. Consult medical control.

4. Some patients whose BGL usually runs high may experience
symptoms of hypoglycemia at BGLs higher than 70.

5. Patient’s family or friends are a valuable resource for information.
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Hypothermia

Hypothermia

Information Needed

1. History: length of exposure, type of exposure (snow, water, wind,
sheltered), loss of consciousness, injury; past medical and
psychiatric hx; medications; drug or alcohol use.

2. Physical findings: mental status, rectal temperature (<95 degrees F.
significant), shivering, environmental temperature, evidence of
trauma, Osborne wave or "j" deflection between QRS and ST
segments on EKG.

Treatment

1. All patients

a. Remove wet clothing.

b. Protect against further heat loss and wind chill.

c. Maintain horizontal position.

d. Avoid rough movement and excessive activity.

e. Obtain a core temperature.

f.  Protect airway and assist ventilation as needed.

g. Oxygen, if possible heated and humidified: moderate to high

flow.

h. Determine vital signs (pulse, blood pressure, respirations,
SPO2)

i. Perform patient assessment.
j-  Establish venous access, draw blood tubes.

k. Monitor cardiac rhythm.

2. Pulse and breathing absent.

a. Start CPR.
b. Defibrillate VF/VT with one shock.

c. If core temperature >86°F give medications at longer than
standard intervals. Otherwise treat per cardiac arrest protocol.

d. If core temperature <86° F continue CPR, withhold medication
and limit shocks to one until re-warming has been performed.

3. Limit active re-warming to warm normal saline and heated O, if

available.

4. Consult medical control early for guidance.

Notes

1. Heart rate can be very slow with hypothermia, allow 1-2 minutes for
pulse check. Do not give Atropine for bradycardia in severe
hypothermia (see above).

2. Patients have been successfully resuscitated from a core
temperature of 63 degrees F.
Hypothermia may be a sign of hypoglycemia.

4. The elderly may become hypothermic in their homes.

Classifications of hypothermia:
a. Mild Hypothermia: 92 - 96 degrees F.
b. Moderate Hypothermia: 86 — 92 degrees F.

c. Severe Hypothermia: < 86 degrees F.
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Pandemic lliness

Overview

1.

The presence of Pandemic lliness (including Swine Flu, SARS, etc.
and hereafter referred to as PI) should be considered for all patients
presenting with fever, cough, sore throat, body aches, headache,
chills fatigue, or unknown illness. Vomiting and diarrhea have also
been reported with some PI’s.

If a patient presents with any of the above symptoms, investigate the
presence of further risk factors for PI:

a. Recent travel to an area with documented cases of PI.

b. Close contact with persons with confirmed cases of, or
exhibiting significant symptoms of possible PI.

c. Recent exposure to non-human reservoirs of Pl, such as
livestock.

Information Needed

1.

History: sudden or gradual onset, cough, fever, sore throat,
hoarseness, past medical history, medications.

Physical findings: LOC, air movement, lung sounds, respiratory rate
and effort, retractions, use of accessory muscles, stridor, cough,
wheezing, crackles, leaning forward or drooling, skin color and
temperature.

Responder Safety:

Pandemic lliness

1. Request more information from dispatchers when sent to respiratory,
sick person and fever related calls if limited initial information is
provided upon dispatch.

2. Always use standard personal protective equipment precautions
(PPE).

3. Initial interrogation of the patient from at least 2 meters (6.5 feet)
away to determine if additional PPE are necessary.

4. Recommended PPE for taking care of ill/potentially infected patients
includes:

a. Gloves.
b. Goggles or face shields.
c. NO95 or better respiratory protection.
d. Disposable gowns.
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5. PPE should be donned and doffed according to standard guidelines
to prevent cross contamination, including eye and gown protection
when splash or airborne contamination is possible.

6. Place a surgical or other droplet-preventing mask on all patients with
suspected symptoms. Do not apply an N95 with exhalation valve
to the patient. Use non-rebreather masks when oxygen is required.

7. Droplet producing procedures should be avoided whenever possible
including nebulizers, bag-valve-mask, suctioning or intubation.

8. Alert receiving hospital personnel of the possibility of an infectious
patient as soon as possible and hold suspected infectious patients in
the ambulance until their destination in the hospital is known, rather
than immediately moving them into the emergency room.

9. Perform cleaning and disinfecting of the ambulance, stretcher and all
equipment in accordance with the appropriate standard operating
procedure.

10. Disposable equipment used on the patient should be discarded as
infectious waste.

Notes

1. Your first responsibility in a Pl case is to recognize the possibility and
act to restrict the spread of the illness.

2. Exceptin severe cases, pre-hospital treatment of the patient will be
supportive. Weigh the benefit of a therapy to the patient (such as
IV’s) against the potential danger of contamination.
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Poisoning or Overdose

Poisoning or Overdose

Information Needed

1. History: type of exposure (contact, inhalation, ingestion, injection),
what, when and how much was taken, accidental or intentional,
subsequent symptoms, past medical history and medications.

2. Physical findings: current neurological and mental status, skin color
and lesions, coughing, choking, nauseated, vomiting, lightheaded
and dizzy, can't stand up.

Treatment

1. External contamination:

a. Protect medical personnel. Consult with hazmat technicians
if possible.

b. Remove contaminated clothing.

c. Flush contaminated skin and eyes with copious amounts of
water.

2. Inhalation poisoning:

a. Protect medical personnel. Consult with hazmat technicians
if possible. Only rescuers with appropriate protective
devices and clothing should enter enclosed areas.

b. Protect airway and assist ventilation as needed.

c. Administer high flow O, as needed. Particularly useful to
reduce half-life of carbon monoxide.

d. Determine vital signs (pulse, blood pressure, respirations,
SPO2).

e. Perform patient assessment.

f. Establish venous access and draw blood. Determine BGL if
mental status altered.

g. Monitor cardiac rhythm.

h. Consult with medical control early for available specific
treatment.

3. Ingestion or injection:

a. Protect airway and assist ventilation as needed.

b. Administer O, moderate to high flow as needed.

c. Determine vital signs (pulse, blood pressure, respirations,
SPO2).

d. Perform patient assessment.
e. Establish venous access, draw blood, determine BGL.
f.  Monitor cardiac rhythm.

g. Consider Naloxone if respiratory depression not easily
managed.

h. Consult with medical control early for specific management:
Oxygen, Ipecac, Activated Charcoal, Sodium Bicarbonate,
Calcium, Glucagon, Atropine.

Notes
1. Bring container with patient if not hazardous itself.
2. Check any emesis at scene for pill fragments.

3. Management of some poisoning and overdoses is complex. Consult
early and often with medical control. Seizure risks require IV access.
Cardiovascular risks require cardiac monitor.

4. Naloxone (Narcan) can produce a withdrawal state in those pts who
are chronically on narcotic pain medication. In the narcotic overdose
a large dose of Narcan can produce violent awakening with projectile
vomiting and agitation.

5. SPO2 readings are not reliable with CO poisoning, do not withhold
02 if CO exposure is possible.

6. For more information:
a. Rocky Mountain Poison Center: 1-800-332-3073 (statewide)
b. Nationwide Poison Control Access: 1-800-222-1222
c. Poison Control Phone for Hearing-Impaired: 303-739-1127
d. CHEMTREC: 1-800-424-9300
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Respiratory Distress - Pediatric

Information Needed

1. History: sudden or gradual onset, cough, fever, sore throat,
hoarseness, past medical history, medications.

2. Physical findings: LOC, air movement, lung sounds, respiratory rate
and effort, retractions, use of accessory muscles, stridor, cough,
wheezing, crackles, leaning forward or drooling, skin color and
temperature.

Treatment

1. Aslong as the child is adequately ventilating and mentating, avoid
agitating patient in any way.

2. Allow child to assume position of comfort and supplement blow-by
O, if child will accept it.

3. If child is not ventilating adequately:

a. Assist ventilation with BVM with 100% O2.

b. If and only if patient cannot be ventilated with BVM:
i. Visualize airway and remove foreign body with Magill forceps.
ii. If nothing is seen intubate the patient.

4. If you suspect croup or epiglottitis:
a. Begin by nebulizing normal saline
b. If symptoms do not improve, consider an epinephrine or racemic
epinepherine neb.

5. If reactive airway disease is present, administer albuterol neb(s).

Notes

1. Pediatric respiratory distress is a critical situation that can be made
worse by prolonged scene time.

2. Respiratory arrest is usually due to exhaustion. Most children can be

ventilated with a BVM.
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Spinal Injury

Spinal Injury

Information Needed

1.

History: mechanism of injury and forces involved, restraints if any,
location of pain, any tingling or numbness, loss of sensation or
function, unable to urinate or move bowels, past medical history,
medications, drug abuse or alcohol.

Physical findings: neurologic status, point tenderness or step off on
spine, decrease movement of extremities, lack of awareness when
touching extremity, priapism.

Treatment

N o o~ w DR

©

10.

Manually immobilize head, neck and back.

Protect airway and assist ventilation as needed.

Administer O, moderate to high flow.

Determine vital signs (pulse, blood pressure, respirations, SPO2)
Perform patient assessment, including neurological exam.

Apply cervical/spinal immobilization.

Reassess local pain or tenderness, sensation and movement of
extremities, abnormal sensations, level of deficit.

Establish venous access and draw blood. Give fluid bolus if needed.
Consider giving antiemetics, muscle relaxants, and pain medication.

Consult medical control for doses higher than those in standing
orders.

Notes

1.

In most cases, the preferred method of spinal immobilization is to
use a vacuum mattress. If the patient is to be moved a significant
distance before being secured to the gurney, the vacuum mattress
must be supplemented with a long spine board for longitudinal
support.

Be prepared to turn patient with entire immobilization apparatus to
the side if patient vomits.

Patients with penetrating trauma and a neurological deficit or an
impaled foreign body should be immaobilized to protect the spine.

Follow the spinal clearance algorithm rigorously if patient with a
mechanism for spine injury is not going to be immobilized.

5. Neurogenic shock is likely with significant spinal cord injury, such as

para- or quadra-plegia.
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Stroke

Stroke

Information Needed

When was Pt. last observed symptom-free (document as accurately as
possible the time of onset of symptoms), change in facial appearance,
change in speech, change in strength (one sided weakness), other
possible neurological symptoms such as change in eyesight, hearing,
swallowing, feeling, balance, gait or coordination. Past history of HTN,
cardiac arrhythmia, heart murmur, liver disease or stroke/TIA. Drugs and
medications that might cause increased risk of bleeding such as
coumadin and Gingko biloba or cause decreased cerebral blood flow
such as nicotine or anti-migraine medications. Any history of recent head
trauma.

Treatment

Patient needs a CT-scan of the head as soon as possible to determine
any intervention beyond maximizing O2 and blood flow to the brain.

1. Determine vitals and apply O2 at the rate of at least 2 I/min.
2. Complete a “Cincinnati” stroke exam.

3. Get IV access and check blood glucose.
4

Advise ED that you are transporting a possible stroke patient with
time of onset of symptoms.

5. For blood pressure with systolic > 250 or diastolic > 120, consult
medical control for possible intervention and have pt sitting up.

6. For blood pressure with systolic < 100, consult medical control for
possible intervention and consider Trendelenberg position for
transport.

7. Treat nausea and vomiting with phenergan per protocol.

8. Consult medical control for treatment of headache.

Notes:

1. Vague symptoms of numbness and tingling are not likely to be
stroke.

2. When someone awakens with stroke-like symptoms, it is hard to
know the exact time of onset.

3. Hypertension may be beneficial in the setting of stroke; the body
must overcome increased intracranial pressure to perfuse the brain.

Hypotension is detrimental to the brain as is hypoxia and
hypoglycemia.

Mercy Medical Center does not consider itself to be a stroke center.
If thrombolytics are given for stroke in the ED the patient will be
flown to a stroke center.

Cincinnati Stroke Scale:
a. Facial droop.
b. Arm drift.

c. Clarity of speech.
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Ipratropium Bromide (Atrovent)

Ipratropium is an anti-cholinergic inhalation medication primarily used for
the long term treatment of COPD. Given in nebulized form, it acts
directly on the smooth muscle of the bronchial tree by inhibiting
acetylcholine at receptor sites. This parasympathetic block allows the
bronchial smooth muscles to relax and the mucous cells to quit
secreting. It also abolishes any vagally mediated reflex bronchospasm
caused by inhaled irritants such as smoke, dust, cold air, and a range of
inflammatory mediators (e.g. that provoke histamine release).

Indications and Administration
1. Bronchospasm/wheezing associated with COPD/asthma.

a. Adults — 0.5mg mixed with 2.5ml| NS or use 0.02% pillow
pack. Administer in nebulizer with albuterol.

b. Pediatric — not commonly used.

Notes

1. Usually one mixes a prefilled dose of ipratropium and one prefilled
dose of albuterol into one neb treatment.

2. Increased dosage and frequency is not effective. Therefore it does
not need to be repeated with subsequent albuterol doses, unless the
first neb was NOT adequately inhaled.

3. Do not give to patients hypersensitive to ipratropium, lomaotil or
atropine.

4. May cause thickened secretions, dry mouth, and bitter taste.

Usually considered a maintenance drug but is effective acutely
especially when used with albuterol. Ipratropium and albuterol
produce a greater and more prolonged response than either agent
used alone.
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Lidocaine

In the past, Lidocaine has been the most commonly used drug to treat
life threatening ventricular arrhythmias. It is a class Ib (sodium channel
blocker) anti-arrhythmic, and treats arrhythmia by suppressing
automaticity and elevating the electrical stimulation threshold of the
ventricles. However, its use as an anti-arrhythmias largely been
supplanted by amiodarone. Lidocaine is also used as an anesthetic and
to prevent nerve stimulation during certain procedures.

Indications and Administration
1. For pain relief prior to infusion of medications or fluids into an 10.

a. Adult and Pediatric — 0.5 mg/kg (max 50 mg) slow push IO.
Wait 20 seconds, then infuse fluids or medications as needed.

b. Use with caution in children with a history of seizures.

2. Prior to intubation during RSI, for the purpose of limiting increases in
intercranial pressure. (Fentanyl is preferred due to faster onset)

a. Adult-1to 1.5 mg/kg IV or 10.
b. Pediatric —1 mg IV orIO.
3. For treatment of cardiac arrhythmias if amiodarone is unavailable.

a. Cardiac arrest due to ventricular fibrillation (VF) or ventricular
tachycardia (VT)

i. Adult—1to 1.5 mg/kg IV or 10. Repeat every 3-5 minutes
up to a maximum total dose of 3 mg/kg.

ii. Pediatric —1 mg/kg IV or IO. Repeat every 10 minutes to
a maximum total dose of 3 mg/kg

b. Following successful conversion of VF or VT

i. Adult — If not given prior to conversion, bolus as above.
Then begin a maintenance infusion of 2-4 mg/min.

ii. Pediatric - f not given prior to conversion, bolus as above.
Then begin a maintenance infusion of 20-50 mcg/kg/min.

c. Stable, wide complex tachycardia.

i. Adult—1to 1.5 mg/kg IV or 10 slow push. Repeat with %2
the original dose every 5-10 minutes until rhythm converts.
Maximum total dose 3 mg/kg.

ii. Pediatric —1 mg/kg. Repeat every 10 minutes until rhythm
converts. Maximum total dose 3 mg/kg.
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Lidocaine

d. Control of PVCs in suspected myocardial infarction, when the
PVCs are greater than 6/minute, multifocal, runs (2 or more in a
row), or close coupled (potential for R on T).

i. Adult—1to 1.5 mg IV or IO slow push. Repeat with % the
original dose every 5-10 minutes until PVCs resolve.
Maximum total dose 3 mg/kg.

Notes

1. Use with extreme caution in the presence of high degrees of block
(2”d and 3" degree), or in cases of multiple blocks (example: RBBB
coupled with a hemi block).

2. May cause CNS disturbances, sleepiness, dizziness, disorientation,
confusion, or seizures.

3. Patients with hepatic disease with process the drug more slowly.
Reduce follow up doses and drip rates of infusions.

4. If atachycardia becomes unstable or pulseless during treatment, use
electrical therapy immediately.
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Magnesium Sulfate

Magnesium is an endogenous electrolyte essential to the sodium-
potassium pump. It acts as a physiological calcium channel blocker,
blocking neuromuscular transmission. When given parenterally, it acts
as a CNS depressant and also a depressant of smooth, skeletal and
cardiac muscle function.

Indications and Administration

1. Ventricular fibrillation and ventricular tachycardia refractory to
lidocaine if the ventricular arrhythmia is thought to be magnesium
deficiency. Treatment of choice for Torsades de Pointes.

a. Adult - 1-2 gram diluted in 10 cc NS IV over 1 - 2 minutes for
cardiac arrest and Torsades.

b. Pediatric - not used.
2. Seizures or impending seizures due to eclampsia

a. Adult - Mix 4 grams in 250 ml NS and give over 10 minutes
(1500ml/hr).

b. Pediatric - not used.
3. Severe asthma, refractory to initial treatments

a. Adult — Mix 2 grams in 100 ml NS and give over 2 min.

Notes

1. In pregnant or postpartum patients who are actively seizing,
benzodiazepines should be given prior to magnesium sulfate.

2. May cause drowsiness, depressed reflexes, flaccid paralysis,
circulatory collapse, depressed cardiac function, depressed
respiration.

3. Severe hypermagnesemia like severe hyperkalemia is treated with
calcium.

4. Administer slowly to minimize side effects.

Magnesium sulfate has been used in severe asthma refractory to
initial treatments. Call medical control for use of magnesium sulfate
in severe asthma if initial treatments are ineffective.
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		Ventricular fibrillation and ventricular tachycardia refractory to lidocaine if the ventricular arrhythmia is thought to be magnesium deficiency.  Treatment of choice for Torsades de Pointes.

		Adult - 1-2 gram diluted in 10 cc NS IV over 1 - 2 minutes for cardiac arrest and Torsades.

		Pediatric - not used.

		Seizures or impending seizures due to eclampsia

		Adult - Mix 4 grams in 250 ml NS and give over 10 minutes (1500ml/hr).

		Pediatric - not used.



		In pregnant or postpartum patients who are actively seizing, benzodiazepines should be given prior to magnesium sulfate.

		May cause drowsiness, depressed reflexes, flaccid paralysis, circulatory collapse, depressed cardiac function, depressed respiration.

		Severe hypermagnesemia like severe hyperkalemia is treated with calcium.




Ondansetron (Zofran)

Ondansetron is a selective serotonin 5-HT3 receptor antagonist or
blocker. It may be act both centrally (brain) and peripherally (vagus
nerve) to relieve nausea.

Indications:

1. Severe nausea.

2. To prevent nausea.
3. To control vomiting.
Administration:

1. Adult:

a. 4-8mg IV or IO over 1-2 minutes. For additional doses, medical
control must be consulted.

b. 4-8 mg IM. For additional doses, medical control must be
consulted.

c. 4-8 mg ODT (carefully remove from wrapper and immediately
place on or under tongue). For additional doses, medical control
must be consulted.

2. Pediatric (under 40 kg and > 4 years):
a. 0.1 mg/kg IV or 1O over 1-2 minutes, max 4mg.

b. 4 mg ODT (ODT doses cannot be divided, expect some
sedation).

Notes:

1. The safety of Zofran in pregnancy has not been established,
therefore consult with medical control before giving to women who
are pregnant or suspected to be pregnant.

2. May cause headache and dizziness.

3. May not stop severe vomiting. Phenergan may be tried when Zofran
has failed, but be cautious of the sedating effects of Phenergan.

4. Patients on certain medications, such as apomorphine may develop
hypertension when given Zofran.
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Racemic Epinepherine

Racemic Epinepherine is a mixture of the L and R isomers of
Epinepherine. It is thought to more specifically target the tissues of the
upper airway, and thus is used as a treatment for the inflammation
associated with croup in pediatric patients.

Indications and Administration:
1. Pediatric patient with signs and symptoms of croup.
a. 11.25mg in 3ml, nebulized.

b. Patients who receive racemic epi must be transported due to the
danger of rebound inflammation.

Notes:

1. Racemic epinephrine is less stable than epinephrine. If the solution
is pink or more than slightly yellow, do not use.

2. Epinepherine may be substituted for racemic epinephrine. See the
epinephrine protocol.
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Sodium Bicarbonate

Sodium bicarbonate is used to treat an acidotic state. It can reduce
stomach acid when taken orally. It can increase the pH in metabolic
acidosis. It can enhance metabolism of acidic drugs. This effect plays
an important role in some drug overdoses, such as tricyclic
antidepressants, because it speeds up the elimination of the drug from
the body.

Indications and Administration

1. Tricyclic overdose with tachydysrhythmias, ectopy or QRS duration >
0.12 seconds.

a. Adult - 1 mEg/kg IV push. Give % initial dose every 10-15 min.
The ED may decide to make a bicarb drip.

b. Pediatric - 0.5-1.0 mEg/kg IV or 10. Give ¥ initial dose every
10-15 min. May dilute in equal parts normal saline for very small
infants.

2. Acidotic states, such as in prolonged cardiac arrest or severe DKA.

a. Adult —1 mEg/kg IV push x one. Further doses need guidance
from a blood gas (ABG).

b. Pediatric — 0.5 mEg/kg IV or 10 push x one. Many pediatricians
do not recommend this treatment.

3. Moderate to severe hyperkalemia usually seen in renal failure pts.
a. Adult — 1 mEg/kg or 50 mEq IV over 2 mins.

Notes

1. The value of sodium bicarbonate in cardiac arrest is questionable. It
is not recommended for the routine cardiac arrest sequence.
Bicarbonate should be used, if at all, only after defibrillation,
intubation, epinephrine and anti-dysrhythmics. Bicarbonate is not
even considered appropriate initial therapy for the unwitnessed
cardiac arrest. However, when the cardiac arrest of a renal failure pt
who may have hyperkalemia as the cause of the arrest, bicarb
probably has its greatest possible utility.

2. Bicarb can inactivate catecholamines and precipitate with calcium
solutions. So always flush the IV line before and after bicarb
administration.

3. Ensuring adequate alveolar ventilation is the mainstay of the control
of acid-base balance. The use of bicarb to raise an acidotic pH is
discouraged except when the pH is very low e.g. 6.90 to 7.00.
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Adenosine (Adenocard)

Adenosine is an endogenous nucleoside with antiarrhythmic activity.
Because of its short plasma half-life, the clinical effects occur rapidly and
are very brief. It produces a transient depression of the SA node and AV
node activity.

Indications and Administration:

1.

Stable, narrow complex, regular tachycardia.

a. Adult - 6 mg rapid 1V push followed immediately by 10-20 ml
rapid saline flush. If the tachycardia persists 12 mg may be given
after 1-2 min. Total dose not to exceed 30 mg.

b. Pediatric - 0.1 - 0.2 mg/kg not to exceed 6 mg rapid IV push
followed immediately by 5-20 ml rapid saline flush. If the
tachycardia persists the initial dose may be doubled, not to
exceed 12 mg, and given after 1-2 min. Total dose not to
exceed 2.5 times the initial dose.

Unstable, narrow complex, regular tachycardia, while cardioversion
is being prepared.

a. Same dosing as above.
Stable, regular, monomorphic, wide complex tachycardia.

a. Same dosing as above.

Notes:

1.

Adverse effects include flushing, dyspnea, chest pain and
hemodynamic disturbances, all of short duration. Warn patients to
expect a brief sensation of chest discomfort.

Establish an anticubital V. The dose of adenosine has been
calculated for this location.

If the patient initially converts with adenosine then reverts to the
original dysrhythmia, additional doses are indicated.

Caffeine and theophylline antagonize adenosine’s effects. Larger
doses may be required.

Tegretol (Carbamazepine) can prolong the depression of nodal
activity caused by adenosine.

Hemodynamically stable wide complex tachycardia is more likely to
be ventricular tachycardia than SVT with aberrancy.
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Amiodarone

Amiodarone is a complex drug with multiple effects, making it hard to
predict exactly how a person will respond to receiving it IV. It has
blocking effects of the sodium, potassium and calcium channels as well
as the alpha and beta adrenergic receptors. Itis a class lIb for the
treatment of stable VT, whether it be polymorphic, wide complex or
narrow complex. Itis used to treat cardiac arrhythmias and to prevent
recurrence after successful conversion.

Indications and Administration

1. Treatment for stable, narrow complex tachycardias, including atrial
fibrillation and pre-excitation atrial tachycardia. Treatment for stable,
monomorphic ventricular tachycardia and polymorphic ventricular
tachycardia with a normal QT.

a. Adult — Bolus 150 mg in 100mI D5W, IV or IO over 10 mins.
Repeat bolus every 10 mins if needed. If unstable VT occurs,
cardiovert and repeat bolus. Defibrillate if VF occurs, then
repeat the bolus.

b. Pediatric — Bolus 5 mg/kg of 150 mg in 100 ml D5W, IV or 1O
over 10 - 20 mins. If needed repeat bolus after 20 mins.

2. Treatment of pulseless VF and VT.

a. Adult — Initial dose:300 mg IV or 10. Second dose 150 mg IV or
0.

b. Pediatric —Initial dose 5 mg/kg IV or I0. May repeat 2 times up
to a total of 15 mg/kg. Do not exceed 300 mg/kg in any single
dose.

3. Prevention of recurrent VF and VT once defibrillation, electrical
cardioversion or chemical cardioversion is successful.

a. Adult —Bolus 150 mg in 100 ml D5W, IV or 1O over 10 mins.
Repeat bolus every 10 mins if needed. If unstable VT recurs,
cardiovert and repeat bolus. Defibrillate if VF recurs and then
repeat the bolus.

b. Pediatric — Bolus 5 mg/kg of 150 mg in 100 ml D5W, IV or 10
over 20 mins. If needed repeat bolus after 20 mins.

Notes

La Plata County EMS Protocols Version 2010.1.0





Amiodarone

1. The most common adverse side affect is hypotension and
bradycardia and these can be mitigated by slowing the rate of
administration. Amiodarone should be administered as slowly as the
patient’s condition will allow. Sometimes fluids and pressors are
needed.

2. Amiodarone is more effective at faster heart rates so that wide
complex VT may not convert readily.

3. Amiodarone has been used to convert PSVT, SVT, and WPW.
However, as with other antiarrhythmics, paradoxical rate acceleration
can occur. Cardioversion then should be considered.

4. Amiodarone prolongs the QRS duration and the QT interval and
therefore can be pro- arrhythmic. If Torsades de Pointes develops
treat with magnesium or defibrillation.
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Atropine

Atropine is a cholinergic blocking (anti-cholinergic) agent that inhibits the
effects of the parasympathetic nervous system. It increases heart rate
by blocking vagal influences and increases conduction through the A-V
node (i.e., increased ventricular sensitivity to atrial impulses). It dilates
the pupils, reduces GI motility, dries mucosal membranes and reduces
secretions in the bronchioles. If there is little parasympathetic stimulation
to block, the effects will be minimal.

Indications and Administration
1. Symptomatic bradycardias.

a. Adult-0.5mg!V push every 3-5 min to a maximum of 3 mg.
Titrate to a stable blood pressure.

b. Pediatric - 0.02 mg/kg IV/10 push every 3-5 min to a maximum
of 0.04 mg/kg. Minimum dose is 0.1 mg, maximum single dose
is 0.5 mg.

2. Organophosphate and carbamate insecticide poisoning.
a. Adult-2.0-5.0mglV push every 15-30 min.
b. Pediatric - 0.05 mg/kg | V push.

3. Premedication for rapid sequence intubation if patient < 10 y/o or
heart rate < 60.

a. Adult —0.5mg IV push.

b. Pediatric —0.02 mg/kg IV push. Minimum 0.1mg and maximum
0.5mg.

Notes

1. Contraindicated in atrial fibrillation and atrial flutter because
increased conduction may speed ventricular rate excessively.

2. Treat bradycardias only if there are signs of poor perfusion (altered
LOC, chest pain, shortness of breath, hypotension). In setting of
myocardial infarction, bradycardia can be cardio-protective as it
lessens the heart's need for oxygen.

3. Small doses may cause a paradoxical bradycardia, especially in
children.

4. Side effects include tremor, urinary retention, dry mouth, blurred
vision, ileus and headache.
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Dextrose 50%

Glucose is the body’s basic carbohydrate fuel and is required for cellular
metabolism. It produces most of the body’s quick energy. Its storage
and release is regulated by insulin, which stimulates glucose entry into
cells from the bloodstream, and glucagon, which mobilizes stored
glucose back into the blood stream.

Indications and Administration
1. Measured blood sugar <70 with altered mental status.

a. Adult - 0.5g/kg IV in a secure vein. May give PO if patient
awake and able to swallow.

b. Pediatric — 0.5g/kg IV in a secure vein. If patient <8, dilute Dsq
with equivalent volume NS to make Ds. For patients <1, dilute
Dso with 4 volumes of NS to make D,o. May give PO if patient
awake and able to swallow.

Notes
1. Therapy with Dy, is based on in-field rapid glucose determination.

2. Dsg can be very irritating to intravascular tissue. If there are no
contraindications to doing so, give Ds, with plenty of fluid to reduce
the possibility of causing vasculitis.

3. Extravasation of dextrose can cause necrosis of tissue. IV should be
secure and free return of blood into the syringe or tubing should be
checked 2-3 times during administration. If extravasation does
occur, elevate extremity and report infiltration to the receiving
physician.

4. 50% Dextrose had been thought to be relatively free of side effects.
Studies have shown glucose administration may worsen neurologic
outcome in patients at risk for cerebral ischemia, such as those with
stroke, impending arrest, hypotension or head trauma. Dsy should
be reserved for those patients in whom hypoglycemia is determined.

5. One bolus should be sufficient to raise the blood sugar 50-100 mg/dL
and will be adequate for prehospital care.

6. Effect can be delayed in elderly people with poor circulation, CHF
and a-fib.

La Plata County EMS Protocols Version 2011.1.0





Dextrose 50%

7. Occasionally, patients who have normally elevated blood sugar will
present with hypoglycemia symptoms when their blood sugar is at
near normal levels. If a patient has a history and symptoms
suggestive of hypoglycemia, don't withhold D5y because their BGL
isn't below 70. However, symptoms of hypoglycemia with BGL over
100 is extremely unlikely.
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Dopamine (Intropin)

Dopamine is an endogenous neurotransmitter and a chemical precursor
of epinephrine. It has dopaminergic, alpha, and beta receptor stimulating
actions. Its actions differ with the dosage given:

1.

2-5 mcg/kg/min — dopaminergic effects on renal arteries and
mesenteric blood vessels causing vasodilation (no effect on heart
rate or blood pressure). This drip is no longer used to treat oliguria.

5-10 mcg/kg/min - beta effects on heart that usually increase cardiac
output and blood pressure. This dosage has less effect on heart
rate.

10-20 mcg/kg/min - alpha peripheral effects cause peripheral
vasoconstriction, increased blood pressure, and increase heart rate.

Indications and Administration

1.

2.

Shock not responsive to IV fluid resuscitation or where 1V fluid is
contraindicated.

a. Adult - Start infusion at 5 mcg/kg/min. Gradually increase to
obtain desired effect. Use IV pump if possible. Do not exceed
20 mcg/kg/min.

b. Pediatric - Start infusion at 5 mcg/kg/min. Gradually increase to
obtain desired effect. IV pump is mandatory.

Symptomatic bradycardia not improved by atropine.

a. Adult — 2-10 mcg/kg/min. Titrate to patient response.

Notes

Try IV fluids before administration of dopamine. Dopamine is not
indicated if shock is reversed with fluids. However, if fluids are
contraindicated, as in pulmonary edema, then begin dopamine
infusion.

The most common side effects include ectopic beats, nausea and
vomiting. Angina has been reported following treatment.
Tachycardia and dysrhythmias are less likely than with other
catecholamines.

Do not mix in same line as with sodium bicarbonate.

Certain antidepressants (monoamine oxidase inhibitors) potentiate
the effects of this drug. Check for psychiatric medications and get
advice from medical control.
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Dopamine (Intropin)

Dopamine Drip Rate Chart: Premix =400 mg in 250 ml for a
concentration of 1600 mcg/cc and run at (ml/hr):

mcg/kg/min 20 30 40 50 60 70 80 « 90 100
kg kg kg kg kg kg kg kg kg

2mcg 15 2 3 4 5 5 6 7 8
5mcg 4 6 8 9 11 13 15 17 19
10 mcg 8 11 15 19 23 26 30 34 38
15 mcg 11 17 23 28 34 39 45 51 56
20 mcg 15 @ 23 30 38 45 53 60 68 75
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Epinepherine (Adrenaline)

Epinephrine is an endogenous catecholamine secreted by the adrenal
glands that will have potent Alpha and Beta effects. In general, the
following cardiovascular responses can be expected:

1. Increased heart rate.
Increased myocardial contractile force.

Increased systemic vascular resistance.

2
3
4. Increased arterial blood pressure.
5. Increased myocardial O, consumption.
6. Increased automaticity.

7

Bronchodilation.
Indications and Administration:

1. Ventricular fibrillation and pulseless ventricular tachycardia
unresponsive to defibrillation.

a. Adult - 1 mg IV push every 3-5 min. until rhythm converted and
pulses obtained.

b. Pediatric - Initial dose 0.01 mg/kg (1:10,000) IV/IO. Subsequent
doses 0.1 mg/kg (1:1000) IV/IO.

2. Asystole and pulseless electrical activity.

a. Adult - 1 mg IV push every 3-5 min. until rhythm converted and
pulses obtained.

b. Pediatric - 0.01 mg/kg (1:10,000) IV/IO. Repeat every 3-5
minutes.

3. Symptomatic bradycardia, hypotension not due to hypovolemia.
a. Adult — 2-10 mcg/kg/min. Titrate to patient response.

b. Pediatric - 0.01 mg/kg (1:10,000) IV/IO. Repeat every 3-5
minutes.

4. Systemic allergic reactions.

Use with caution in patients over 50 yrs old, in woman who are
possibly pregnant, and in pts with coronary artery disease. In
these circumstances call medical control for advice.

a. Epi-pen
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Epinepherine (Adrenaline)

i. Adult - To use the epi-pen place the adult dosed pen on the
anterior thigh and press hard until you feel or hear the pen
discharge. Always check the expiration date on the pen.
Expired pens may still be potent but likely less so than a
current pen. Always consider the pt's age and sex and ask
about heart disease and pregnancy before applying the epi-
pen. Consult medical control when risks are present. Give
when the benefits outweigh the risks.

ii. Peds - To use the epi-pen make sure it is a pediatric dosed
pen and place it on the anterior thigh, pressing hard until you
feel or hear the pen discharge. Never use an adult epi-pen
unless the pt is rapidly deteriorating and back up is delayed.
Always check the expiration date on the pen. An expired
pen may mean the pt will need another dose of epi.

o

Epinephrine 1:1000 ampules

i. Adult-0.1-0.3mg(1:1000) IM. If the patient is in severe
distress give 0.1 - 0.3 mg (1:10,000 diluted by a factor of 10)
IV push followed by a drip.

ii. Pediatric - 0.01 mg/kg (1:1000) IM not to exceed 0.3 mg. If the
patient is in severe distress give 0.01 mg/kg (1:10,000
diluted by a factor of 10) IV push, not to exceed 0.3 mg,
followed by a drip.

5.  Croup, epiglottitis, pediatric impending respiratory failure.
a. IM: For pediatric patients follow the mg/kg dosing above.
b. Nebulized: 0.5mg/kg, max dose 5mg. If the total volume is less
than 3ml (3mg dose), dilute to 3ml.

Notes:

1. Anxiety, tremor, palpitations, tachycardia and headache are common
side effects.

2. Epinephrine can cause anginal chest pain in patients with coronary
artery disease. Use with caution and avoid in patients greater than
50 years old unless the benefits outweigh the risks.

3. Due to vasoconstriction, epinephrine should be used with caution in
patients with poor blood flow in legs and feet and in women who may
possibly be or are pregnant.

4. Relatively contraindicated in patients with hypertension,

hyperthyroidism, ischemic heart disease or cerebrovascular
insufficiency, unless the benefits outweigh the risks.
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Epinepherine (Adrenaline)

5. Should not be given immediately after bicarbonate injection until the
IV line is flushed.

6. Some newer Epi-Pens may be capable of giving more than one
dose.

Epinephrine Drip Rate Chart: Mix 1 mg in 250 ml D5W or Normal Saline

for a concentration of 4 mcg/ml and run at (ml/hr):

mcg/min 2 3 4 5 6 7 8 9 10

ml/hr 30 45 60 775 90 105 120 @ 135 150
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		Increased heart rate.

		Increased myocardial contractile force.

		Increased systemic vascular resistance.

		Increased arterial blood pressure.

		Increased myocardial O2 consumption.

		Increased automaticity.

		Anxiety, tremor, palpitations, tachycardia and headache are common side effects.




Glucagon

Glucagon is a hormone secreted by the pancreas. It causes stored
glycogen to be released into the bloodstream as glucose. It also inhibits
the synthesis of glycogen from glucose so the glucose stays available in
the bloodstream. Both of these actions increase the availability of
glucose to the cells needing an energy boost. Since it is given
intramuscularly, it is a useful drug in hypoglycemia when IV access is
difficult or unsuccessful, as in a renal dialysis patient.

Indications and Administration:

1. Measured blood sugar <70 with altered mental status and 1V/IO not
obtainable.

a. Adult —1.0 mg or 1.0 unit IM or SQ or 2 mg atomized.

b. Pediatric - 0.1 mg/kg to maximum of 1.0 mg IM or SQ or 1 mg
atomized.

2. To reverse the effects of beta-blocker overdose.

a. Adult or Pediatric — 2mg IV. If more glucagon becomes
available, consult medical control for additional doses.

Notes:

1. While return to consciousness is relatively quick with IV Dextrose,
the return to consciousness following Glucagon administration
usually takes 5-20 minutes.

2. Although rare, may cause generalized allergic hives.

3. Glucagon will not be effective if liver glycogen is depleted so liver
disease and malnourished pts may not respond to glucagon.

4. May cause nausea and/or vomiting.

As soon as patient arouses, recheck BGL and give oral glucose if
needed.
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		Measured blood sugar <70 with altered mental status and IV/IO not obtainable.

		Adult – 1.0 mg or 1.0 unit IM or SQ or 2 mg atomized.

		Pediatric - 0.1 mg/kg to maximum of 1.0 mg IM or SQ or 1 mg atomized.

		To reverse the effects of beta-blocker overdose.



		While return to consciousness is relatively quick with IV Dextrose, the return to consciousness following Glucagon administration usually takes 5-20 minutes.

		Although rare, may cause generalized allergic hives.

		Glucagon will not be effective if liver glycogen is depleted so liver disease and malnourished pts may not respond to glucagon.

		May cause nausea and/or vomiting.




Rapid Sequence Intubation

Requires Waiver from Colorado Board of Medical Examiners

Indications:

1. Inability to maintain adequate ventilation using BVM.

2. Glasgow Coma Score of 8 or less.

3. Face and/or neck burns associated with inhalation injuries where
swelling may obstruct the airway.

4. Face and/or neck edema associated with anaphylaxis where swelling
may obstruct the airway.

5. Multiple system trauma where there is high risk for respiratory failure
during transport.

6. Deterioration head injury patients at risk for intractable vomiting.

7. Presence of trismus.

Age greater than 12. RSl is not allowed for children under the age of
12 unless a licensed medical practitioner is present to administer the
RSI medications.

Precautions:

1. Paralytics cause all respiratory efforts to cease; therefore the patient
must be manually ventilated until successful intubation and
application of an automatic ventilator, or (if intubation is
unsuccessful) until the paralytic wears off and the patient resumes
spontaneous ventilations.

2. BVM ventilation should be done while maintaining cricoid pressure to
lessen the risk of aspiration. Consider an orogastric tube as well.

3. See precautions under the specific drugs used in RSI.

Technique:

1. Perform a pre-intubation evaluation. Risks for difficult intubation may

include:
a. A short neck or receding chin.

b. An immobile mandible with the inability to open the mouth
more than 3cm. RSI will not improve mandibular arthritis but
will stop trismus or other muscle problems.

c. Loose teeth, dentures, or swollen tongue.
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10.
11.

12.

13.

14.

d. Severe injuries or bleeding that may conceal or alter visual
landmarks.

Find your landmarks for doing a cricothyrotomy during your pre-
intubation evaluation.

Assemble required equipment (BVM, Yankauer suction,
laryngoscope, stylette, ET-tubes, syringe, laryngeal mask airway,
medications, and cric kit). Make sure the equipment works!

Pre-oxygenate with 100% 02 either by face mask or BVM, depending
on the quality of the pt's own ventilatory effort. Use cricoid pressure
with BVM.

During pre-oxygenation, elevate pt's head or shoulders at least 10cm
off the bed if no risk for c-spine injury. Head elevation is more often
used in adults and shoulder elevation in children, but the location of
the elevation absolutely dictated by age.

Give Atropine 0.02 mg/kg. 1.V. to children < 10 yrs old unless HR >
180. Minimum dose 0.1mg. maximum 0.5mg.

Fentanyl is the preferred drug when a head injury is suspected;
Lidocaine is considered 2™ line. Give Fentanyl 1 mcg/kg, maximum
100mcg. Allow to circulate for 1 minute. This is done during the pre-
oxygenation period.

Lidocaine is a 2™ line drug when head injury is suspected but also
may be used to decrease ICP with intubation. Give Lidocaine 1.5
mg. /kg. I.V. up to 100mg. Allow to circulate for 1 minute. This is
done during the pre-oxygenation period.

Sedate patient using Etomidate 0.3mg/kg IV. This is also done
during the pre-oxygenation period.

Allow drugs to circulate and then give Succinylcholine 1.5mg/kg IV.

Wait 30 seconds for relaxation to occur. Fasciculations may or may
not occur.

Orally intubate the patient or place a King tube. You have three
attempts spaced apart over five minutes with BVM support in-
between. Inflate the cuff and release cricoid pressure.

Note tube position and confirm placement. Readjust tube by
deflating and re-inflating the cuff. Secure tube.

Etomidate is a very short acting medication, and you will need to re-
sedate the patient using Midazolam 0.1mg/kg before it wears off.
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15. For transports greater than 20 minutes consider the need for further
paralysis and use Vecuronium 0.1 mg/kg IV.

Notes

1. After the administration of succinylcholine, spontaneous respirations
may return in 5 to 10 minutes. Be prepared to adjust ventilatory
support and if the pt is combative, re-sedate and re-paralyze.

2. If the pt needs intubation during transport make the environment best
for success. Stop the ambulance if necessary.

If intubation is unsuccessful, BVM may be all that is necessary.

4. If you are unable to place an ET tube, King tube, or ventilate with
BVM, perform a cricothyrotomy.

5. If there are relative contraindications to succinylcholine, medical
control can be consulted for vecuronium use. Remember that
vecuronium will add a few minutes to the RSI as it takes longer to get
ready and to start working than does succinylcholine. It also lasts
much longer, so if you are unsuccessful in establishing an airway,
you will have to ventilate with BVM for a significant period of time.
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12 Lead ECG

Indications

Chest pain in patient with cardiac history or of possible cardiac origin.
Shortness of breath, abdominal pain, shoulder pain, arm or neck pain in
diabetics or recreational stimulant users and patients over 50 years old.

Precautions

DO NOT DELAY DEFIBRILLATION IN V-FIB OR PULSELESS V-TACH
TO OBTAIN 12 LEAD!

DO NOT DELAY CARDIOVERSION WITH UNSTABLE
TACHYCARDIAS SUCH AS PSVT AND ATRIAL FLUTTER!

AVOID UNNECCESSARY DELAYS IN TRANSPORT FOR THE
PURPOSE OF 12-LEAD EKG

Technique

1. Expose patient’s chest and shave V-lead locations if hair present.

2. Attach limb leads to limbs. White lead to right arm, black lead to left
arm, red lead to left leg and green lead to right leg.

3. Attach precordial leads:
e Vi-fourth intercostal space to the right of the sternum.
e V2-Fourth intercostal space to the left of the sternum.
e V3-between V2 and V4.
e V4-fifth intercostal space, left mid clavicular line.
o V5-fifth intercostal space, between V4 and V6.

o V6-fifth intercostal space, left mid axillary line.
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4. Push the 12-lead button; this will prompt you to enter the patient’s
age with the selector knob. 12-lead will print if tracing is clear. If
tracing is not clear, check all leads and have patient lay still and have
everyone else move back. Push the 12-lead button once more, the
12 lead will record and print.

5. After recording and printing EKG, determine course of action and
treatment, including timely transport. Some history or EKG findings
may warrant the use of alternate lead placements, i.e. V4r, posterior
leads, etc.

6. Provide ED charge nurse a patient report and obtain necessary
medication orders from the doctor.

Notes
1. Anegative 12 lead does not rule out Ml or other cardiac problems.

2. Do not delay transport to obtain EKG; however, there is usually time
to obtain it while arranging transport into the ambulance.

3. Serial 12 leads can be valuable to show the evolution of pathology or
the effect of treatments such as NTG.
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4. NTG can substantially alter or eliminate ischemia patterns on EKG.
When possible, obtain EKG’s before treatment, as this information
can be crucial to further treatment at the hospital.

5. Some monitors will display an interpretation on the printout. These
are doubtful at best, and frequently completely wrong. Rely on your
knowledge or advice from medical control. If you treat based on an
interpretation that is different from that displayed on the printout,
document your rationale carefully.

6. Reversal of the limb leads can give false results. Here are some fast
ways to recognize a limb reversal:

a. Flatlinein any limb lead (I, II, lll, aVR, aVL, aVF)
b. aVR and V6 are not reciprocal

c. P wavein lis larger than Il, P wave in Il is inverted or
biphasic

7. Right ventricular Ml does not usually appear in any of the normal
leads. If a right ventricular Ml is suspected, you may attempt a V4.
Take the V4 lead and place it in the same location on the right side
of the chest. ST elevation in this lead may indicate a right ventricular
MI.

8. If you believe it is indicated and you are familiar with the landmarks,
placement of alternate leads (i.e. V8, V9) can provide a more
complete picture of an MI.
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Assisting Ventilations

Indications:

1.

Provide positive—pressure mechanical ventilation for patients who
are not breathing adequately due to respiratory depression, failure,
or arrest.

Precautions:

1. Two people are often required to obtain an adequate mask fit and
ventilate effectively.

2. Early intubation may be of benefit for patients who continue to bleed
or vomit.

Technique:

1. Check for pulse. If no pulse is detected within 10 seconds, begin
CPR.

2. If pulse is present, open the airway and check for ventilation.

If the patient is not breathing, or not breathing adequately, assist
ventilations with pocket mask or BVM and oxygen.

4. Watch chest for rise, and feel for air leak or resistance to air
passage. Adjust mask fit as needed.

5. If patient resumes spontaneous respirations, continue to administer
supplemental oxygen. Intermittent assistance with ventilation may
still be needed.

6. Use oral or nasal airway to assist airway patency as indicated.

Notes:

1. Suction prior to ventilation if blood, emesis or other debris present in
upper airway.

2. Ventilate GENTLY to reduce the risk of gastric distention and
creating a pneumothorax. Ventilation should cause the chest to just
begin rising, not fully inflate.

3. If a pneumothorax is present, assisted ventilation can make it worse
or convert to a tension pneumothorax. Be observant and prepared.

4. Assess effectiveness of ventilations with continuous ETCO2

monitoring and pulse oximetry.
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Acts Allowed

Procedure

EMT-B

EMT-I

EMT-P

\Vital Signs (Pulse, Resp, B/P, SPO,, Temp)

X

x

X

CPR

IAutomatic CPR Device

Bleeding Control and Bandaging

Cervical/Spinal Immobilization

Extremity Immobilization

Pelvic compression device

Child Birth Care

ECG Monitoring

X| X[ X[ X[ X]| X| X| X

ETCO, Monitoring

[SPCO Monitoring

X1 X[ XX X X[ X X X| X

12 Lead ECG Application/Monitoring

x
*

12 Lead Interpretation

X
£

XX X[ X| X X X[ X[ X]| X| X| X

Airway

Manual Airway Management

Obstructed Airway

Obstructed Airway with Laryngoscopy

IAssist Ventilations

X X[ X[ X

[Transport Ventilator

Respiratory Impedance Device (Res-Q-Pod)

X*

C-PAP

Nasal Airway

Oral Airway

Laryngeal Tube (King Tube)

X*

X1 X[ X[ X]| X

Nasal ET Tube

Oral ET Tube

x

Cricothyrotomy (With Waiver)

Rapid Sequence Induction (With Waiver)

Pharyngeal Suction

[Tracheal Suction

(Chest Decompression

XX X[ X X X X[ X X X XX X X X X[ X

Venous Access/Medication Admin

Peripheral IV, NS

Peripheral IV, Capped

External Jugular IV

Intraosseous

X X| X[ X

La Plata County EMS Protocols

Version 2011.1.0






Acts Allowed

Blood Draw/Transfer \% X X
Intramuscular Injection X* X X
Mucosal Atomization X X
Electrical Therapy

Semi-Automatic Defibrillator X X X
Defibrillation X X
Cardioversion X
[Transcutaneous Pacing X X
Medications

IAcetamenophen X* X X
IAcetylsalicylic Acid X X X
IActivated Charcoal DO DO DO
IAdenosine DO X
IAlbuterol-Metered Dose Inhaler ADO | DO X
IAlbuterol-Nebulizer DO* DO X
IAmiodarone DO X
IAtropine-bradycardia Do~ X
IAtropine-organophosphate poisoning DO DO
IAtropine-rapid sequence intubation X
Calcium Chloride/Gluconate X
Dextrose 50% IV DO X X
Diazepam DI04 X
Diphenhydramine DO X
Dopamine DO
Epinephrine-allergic reaction-can obtain permission from X X X

medical director to allow standing order for EMT-B for
IAuto-injector, with additional training

Epinephrine-VF/VT, asystole, PEA Do~ X
Epinephrine infusion DO DO
Epinepherine or Racemic Epinepherine Nebulized DO X
Etomidate X
Fentanyl DO X
Glucagon X X
Haloperidol Do~ X
Instant Glucose X* X X
Ipratropium DO X
IV Normal Saline \% X X
IV Dextrose 5% X
Lidocaine-control of PVC's (When amiodarone is DO DO
unavailable)

La Plata County EMS Protocols Version 2011.1.0





Acts Allowed

Lidocaine-VF/VT, post arrest (When amiodarone is Do~ X
unavailable)

Lidocaine- Closed Head Injury X
Lidocaine — Premedication for 10 X
Lorazepam DO X
Magnesium Sulfate DO
Midazolam DO X
Morphine - orthopedic injury DO X
Morphine - other DO X
Naloxone \ X X
Nitroglycerine SL ADO | DO X
(Ondansetron (IV or ODT) DO X
Oxygen X X X
Promethazine DO X
Sodium Bicarbonate DI04 X
Succinylcholine X
\Vecuronium X
X Standing order

DO Direct order. Requires verbal order from medical control

A DO EMT-B may assist patient with prescribed medication.
Requires verbal order from medical control

IV DO EMT-B with IV certification may give Dextrose IV.
Requires verbal order from medical control

vV Standing order for EMT-IV

* Available to personnel who have received special

additional training

A Medications that may be given by EMT-I’s without
orders (See Patient in Extremis protocol)
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DFRA Protocols Revision History

1) 2010.1.1

2)

a)
b)

d)

Table of contents updated

Acts allowed 2010.1.1

i) Corrected footer

i) Removed SQ administration route

iii) Added Blood Draw/Transfer to Procedures

iv) Changed 12 lead monitoring to application/monitoring

v) Added asterisks to 12 lead for Bs and Is

Medications

i) Fentanyl: Changed “naloxone does not reverse chest wall rigidity”.

i) Haldol: Added a cautionary statement about usage in excited delirium and
heat stroke.

iii) Lorazepam: Clarified dosages, added dilution guidelines for MAD.

iv) Naloxone: Changed “naloxone does not reverse chest wall rigidity”, added
cautionary statement about pulmonary edema.

v) Oxygen: Corrected oxygen flow and delivery percentages.

Presentations

i) Cardiac Arrest: Corrected defibrillation dosages to comply with AHA
guidelines.

Procedures

i) Blood Draw: New protocol.

i) Capnography: Added indications for ETCO2 cannula.

iii) Defibrillation: Corrected defibrillation dosages to comply with AHA
guidelines.

iv) Immobilization: Removed requirement for reinforcement of the mattress with
a long spine board.

v) Obstructed Airway: Corrected header.

vi) Patient Assessment: Corrected header.

vii) Spinal Immobilization Algorithm: Corrected header and removed ROM
assessment.

viii) Suctioning: Corrected entire protocol; previously contained the
Transcutaneous Pacing protocol.

iX) Vacuum Mattress: Removed requirement for reinforcement of the mattress
with a long spine board.

Special Circumstances

i)  Medical Helicopters: Clarified off-scene activation guidelines.

i) Multiple Agency Response: Changed “higher level EMS provider” language.

iii) Refusal of Care: Updated with new guidelines and definitions.

2010.1.2

a)
b)

Acts Allowed

i) Removed Diltiazem

Medications

1) Fentanyl: Changed dose for RSI to match RSI protocol.
i) Lorazepam: Removed MAD administration.





3)

4)

d)

€)

iii) Midazolam: Added indications for seizures, clarified ped dose, changed RSI
dose to match RSI protocol.

iv) Ondansetron: Changed initial dose to 4-8mg.

Presentations

i) Cardiac Dysrhythmias: Removed mention of diltiazem.

i) Chest pain: Changed STEMI criteria from 2mm elevation to 1mm elevation,
added mention of the Cardiac Activation protocol.

iii) Seizures: Added midazolam MAD for status seizure when IV or 10 is
unavailable. Changed language on ECG: “if appropriate”, instead of required.
Changed language on Note 2 (First time seizures) to “should be evaluated”
rather than “must be transported”.

Procedures

i) Blood Draw: Removed Note 3.

i) Cardiac Alert: Changed name to Cardiac Activation, changed Indications,
added statement about the specific language “Cardiac Activation”, added
notes and background.

iii) Chest Decompression: Added a note about bilateral decompression.

iv) MAD: Added a statement about alternating nostrils for additional doses.

v) RSI: Clarified dosages of fentanyl and Midazolam.

vi) Therapeutic Hypothermia: New procedure.

Special Circumstances

i) Changed Do Not Resuscitate order to comply with new Colorado law.

2010.1.3

a)
b)

c)

d)

Acts Allowed

i) Added Midazolam and Lorazepam for EMT-I’s

Medications

i) Epinepherine: Added dosing for nebulized epi

i) Racemic Epinepherine added to protocols

Presentations

i) Respiratory Distress Pediatric: Added statement about treatment of Croup
with nebulized saline and epinepherine

Procedures

i) RSI: Added statement that RSI is not allowed for children under the age of
12.

i) Laryngeal Tube: Added sizing information for the new pediatric sizes

2011.1.0

a)
b)

Forward: Added a new Forward

Acts Allowed

i) Removed Cricoid Pressure

i) Remove Asystole and PEA indications for Atropine

iii) Added the language “if amiodarone is unavailable” to Lidocaine for arrest
and arrhythmias

iv) Added Lidocaine for 10

Medications

i) Adenosine: Expanded indications (any regular tachycardia)





d)

i) Amiodarone: Now the preferred anti-arrythmic, and expanded indications for
tachycardia

iii) Atropine: Removed indications for asystole and PEA

iv) Dextrose 50%: Clarified dosing in grams/kg

v) Dopamine: Added indication for bradycardia

vi) Epinepherine: Added indication for bradycardia, reduced follow up doses in
pediatric arrest, clarified dosing in anaphylaxis

vii) Glucagon: Clarified dosing for beta blocker overdose

viii) Ipratroprium: Added side effect of dried secretions

ix) Lidocaine: Established as 2™ line anti-arrhythmic

X) Magnesium: Added a note about benzodiazepines for eclamptic seizures

xi) Ondansetron: Added indication for control of active vomiting

xii) Racemic epinephrine: Corrected dosing

xiii) Sodium Bicarb: Changed dosing time to 2 minutes for hyperkalemia

Presentations

i)  Cardiac Arrest: Primary anti-arrhythmic now amiodarone, removed atropine
from arrest rhythms, removed pacing from asystole

i) Cardiac Dysrrhythmia: Changed oxygen guidelines, changed tachycardia to
reflect new adenosine and amiodarone guidelines, added epi and dopamine
drips to Bradycardia

iii) Chest Pain: Changed guidelines for oxygen use

iv) Childbirth: Added instructions for umbilical vein 1V, changed guidelines on
suctioning newborns

v) Eclampsia: Added not about benzodiazepines for seizures

vi) Hyperkalemia: Removed mention of insulin, changed the order of calcium
and bicarb administration

vii) Respiratory Distress: Removed mention of nitro drip

viii) Seizures: Added not about benzodiazepines in eclampsia

iX) Shock: Removed epinephrine SQ

Procedures

i) 12 lead ECG: Removed transmission of ecg, added a statement about the use
of V8 and V9

i) Assisting Ventilations: Rearranged procedure to comply with AHA CAB
guidelines

iii) RSI: Removed mention of vecuronium not being used as a primary paralytic






Forward

As part of the La Plata County EMS Council’s continuing
commitment to quality care, the Protocol Committee
oversees the La Plata County EMS protocols and meets on
a quarterly basis to review and revise the protocols. These
revisions have been carefully researched and reviewed to
insure that they comply with local, state, and national
guidelines, as well as with the wishes of the Physician
Advisors of La Plata County. However, EMS is a fluid
environment that is subject to rapid change. It is your
responsibility to be familiar with your scope of practice and to
be proficient in those skills, medications, and procedures you
are allowed to use. If you are at all unsure, consult your
EMS Supervisor or Physician Advisor.

These protocols are designed to be used as a guide, not as
set of absolute directives. Our primary goal is effective,
compassionate, efficient patient care. You may occasionally
find a particular situational where one of the protocols comes
into conflict with that goal. Use your best judgment, and
communicate with your physician advisor and Protocol
Committee representative. With feedback from these
situations, we can continue to improve the usability of these
protocols.

Finally, the Council would like to thank you for your
continued service to your community. EMS forms a critical
link in the chain of patient care. Without the efforts of people
like yourselves, patient outcomes would suffer considerably
and lives would be lost.
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Cardiac Arrest

Information Needed

1.

History: Time of onset, bystander CPR, and first responder AED
use; preceding symptoms, recent iliness, cardiac, pulmonary, and
renal diseases, presence/absence of DNR, evidence of drug
ingestion, medications, and toxic exposures/inhalations.

Physical findings: no pulse, no respiration, no movement, cyanosis,
trauma, cool skin temperature, dusky color.

Treatment

1.

Start CPR immediately if no signs of obvious death and no DNR
documented.

Call for back-up if needed.
Attach monitor/defibrillator or AED and determine cardiac rhythm.

CPR Guidelines: Chest compressions should be given at a rate of at
least 100/minute with a ratio of 30:2 compressions to breaths. CPR
should not be interrupted for longer than 10 seconds for any reason
except to shock.

Once BVM, ET, or King Tube is in use, attach a respiratory
impedance device (Res-Q-Pod). Once CPR is discontinued, the
device should be removed.

Ventricular Fibrillation/Pulseless Ventricular Tachycardia

1.
2.
3.

6.
7.
8.

Defibrillate at 360J monophasic or 200J biphasic.
Immediately resume CPR.

After 2 minutes, assess. If no pulse, shock again (360J monophasic
or 200J biphasic), then continue CPR regardless of rhythm
displayed. Assess and shock if needed every 2 minutes, until patient
has a palpable pulse or shows signs of responsiveness.

Establish IV or IO access and give epinephrine. Repeat every 3 min.
for duration of arrest.

If possible without interrupting compressions, establish a definitive
airway.

Give amiodarone. If amiodarone is unavailable, use lidocaine
Re-assess after each treatment.

Consult medical control for further antiarrythmics.

Asystole/Agonal Rhythm
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Cardiac Arrest

w
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Continue CPR.
Establish 1V or IO access.

If possible without interrupting compressions, establish a definitive
airway.

Confirm asystole in more than one lead.
Give epinephrine every 3 min.
Give fluid bolus.

Consult medical control for further treatment or termination of
resuscitation.

Pulseless Electrical Activity

1.
2.
3.

6.

7.

Continue CPR.
Establish 1V or IO access.

If possible without interrupting compressions, establish a definitive
airway

Give epinephrine every 3 minutes.
Consider possible causes and their treatments:
a. Hypovolemia - fluid bolus.
b. Hypoxia - ventilate.
c. Tension pneumothorax - decompress chest.
d

Cardiac tamponade - fluid bolus to temporarily override

tamponade.
e. Calcium channel blocker overdose - calcium.
f. Beta blocker overdose — glucagons.
g. Narcotic overdose - naloxone.
h. Tricyclic overdose - sodium bicarbonate.

Pulmonary embolus - fluid bolus and CPR

j-  Hypothermia — CPR, ventilation, re-warming (if possible),
rapid transport.

Do not interrupt CPR to check for a pulse but evaluate for any
responsiveness during CPR especially after a treatment is given.

Consult medical control for advice and further orders.
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Cardiac Arrest

After return of spontaneous circulation

1.

3.
4.

Post VF/VT give lidocaine or amiodarone bolus if not already given.
If lidocaine has been given, start lidocaine infusion. If amiodarone
has been used given a second bolus of 150 mg.

Treat bradycardia if rate not increasing due to medications already
given.

If hypotensive and no crackles (rales), give fluid challenge.

Consult medical control for further fluids or vasopressors.

Trauma Arrest

1.
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The chance of resuscitation is very poor if arrested prior to arrival of
EMS or from blunt trauma. Arrests from penetrating trauma can
sometimes be salvaged with rapid transport and treatment.

Start CPR, secure airway, rapidly immobilize, and transport.
Decompress chest if needed.
Establish IV or 10 access, draw blood and give fluid bolus.

Consult medical control if resuscitation effort not warranted or to
terminate effort.

For penetrating trauma arrest always consider tension
pneumothorax, cardiac tamponade, and exsanguinating
hemorrhage. See PEA for treatment.

Pediatric Arrest

1. Usually due to external cause (suffocation, drowning) or catastrophic
congenital anomaly.
Cardiac arrest almost always secondary to respiratory arrest.
Start CPR.
If possible without interrupting compressions, establish a definitive
airway. Remember that peds can often be ventilated quite well using
only good BVM technique.

5. Establish venous access and draw blood.

6. Treat dysrhythmia per protocol. Use adult sequence with pediatric
dosage.

Notes

1. Signs of obvious death: dependent lividity, rigor mortis,

decomposition of body or decapitation.
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Cardiac Arrest

2. 10 access should be considered in arrest situations where there is a
significant chance of resuscitation. It is often quicker than an IV.

3. Pediatric patients can be defibrillated using adult patches placed on
the front and back of chest.

4. In cases where you believe the patient to be viable, transport should
be considered as early as possible, as long as adequate care and
the safety of responders can be ensured en route.

5. In cases where repeated defibrillation attempts have been
unsuccessful, higher energy defibrillation may be tried.
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Cardiac Dysrhythmia

Information Needed

1.

History: altered LOC, chest pain, shortness of breath, dizziness,
syncope, sudden or gradual onset, previous episodes, diseases
(cardiac, pulmonary, renal), medications, toxic exposures, overdose.

Physical findings: Heart rate too fast or too slow, pale, cool, clammy
skin, hypotension, crackles (rales), peripheral edema, dialysis shunt.

General Treatment
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Protect airway and assist ventilation as needed.

Administer O, if the patient is having difficulty breathing or has an
SPO2 below 94%.

Determine vital signs (pulse, blood pressure, respirations, SPO2)
Apply monitor and determine rhythm.

Establish venous access and draw blood.

Perform physical exam.

Determine if patient is stable versus unstable.

If possible without delaying transport or vital care, obtain a 12 lead
ECG.

Tachycardia

1.

If unstable and not sinus tachycardia, cardiovert. If it will not delay
cardioversion and the tachycardia is regular, a trial of adenosine may
be attempted.

Sinus tachycardia-treat with fluid challenge or fluid bolus if no
crackles (rales) are found.

Stable, symptomatic, regular tachycardias can be treated with vagal
manuevers or adenosine. If these are ineffective, amiodarone can
be used.

Irregular tachycardias, or tachycardia unresponsive to adenosine
may be treated with amiodarone.

Patients with a history of WPW should be cardioverted if they are
unstable. If they are stable, give supportive care and transport.

Multifocal VT (Torsades) should be treated with magnesium, but may
also require cardioversion or defibrillation.

Bradycardia
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Cardiac Dysrhythmia

1.
2.

If unstable or symptomatic, give atropine.

If atropine is ineffective, transcutaneous pacing or andrenergic
infusion (epinepherine or dopamine) can be used.

Premature Ventricular Complexes

1.
2.

Not normally treated in field.

Symptomatic PVC'’s (>6 per minute, multifocal, couples or runs) can
be treated with Lidocaine. Consult medical control.

Premature Atrial Complexes

1. Usually not severely symptomatic except in multifocal atrial
tachycardia.

2. Treat multifocal atrial tachycardia with oxygen.

Notes

1. Any dysrhythmia is potentially unstable. Consider the placement of
defibrillation patches early in treatment.

2. Paroxsysmal atrial tachycardia may be treated at the option of
medical control even if the patient is not seriously compromised.
Sinus bradycardia is protective in acute MI.

4. Treat the patient, not the monitor. If the patient is not compromised
they do not need field treatment.

5. Consider the use of sedation in transcutanous pacing and

cardioversion.
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Chest Pain

Information Needed:

1. Pain: nature, location, onset, intensity (1-10 scale), duration,
radiation, aggravation, alleviation.

2. Associated symptoms: dizziness and lightheadedness, nausea and
vomiting, diaphoresis, shortness of breath and difficulty breathing.

3. Previous History: any heart or lung problems, medications including
birth control pills and sexual enhancement drugs such as Viagra,
drug allergies, pregnancy hx, cancer hx, bleeding or clotting
disorders, lllegal drug use or ephedra compounds.

4. Physical findings: general appearance, skin color, crackles in lungs,
heart murmur, peripheral edema, leg swelling or tenderness, chest
wall tenderness, abdominal tenderness, JVD, decreased peripheral
pulses.

Treatment:
1. Place patient in POC.

2. If the patient is dyspneic or has an SPO, less than 94%, administer
0,.

Determine vital signs (pulse, blood pressure, respirations, SPO2)
Perform physical exam.

Perform 12 lead EKG and keep patient on cardiac monitor.
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If it is in your scope, interpret EKG. If there is 1mm or greater ST
elevation in two contiguous leads, suspect STEMI (ST-segment
elevation MI) and call medical control for a Cardiac Activation.

7. Establish venous access and draw blood.
8. If history suggests cardiac chest pain:
a. Give ASA, if there is no allergy or contraindication.

b. If BP >100 systolic and there is no history of recent use of
sexual enhancement drugs such as Viagra, give nitro 0.4mg
sublingual one spray or tablet every five minutes until pain is
minimal or systolic blood pressure falls below 100.

c. If BP <100 systolic, give fluid boluses and consider
dopamine. Consult medical control.

d. Where three doses of nitro at five minute intervals has not
reduced pain or has caused hypotension, consider fentanyl
or morphine for pain reduction.
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Chest Pain

e. Repeat 12 lead EKG after nitro therapy.

Notes

1. Suspicion of acute Ml is often based entirely on history. Normal
monitor strips and normal 12-lead do not exclude M.

2. Constant observation is essential. V.Fib and V.Tach frequently
occur without any warning. Shock can occur with tension
pneumothorax, constrictive pericarditis, cardiac tamponade, Ml,
valve rupture, aneurysm, embolus, and septic pneumonia.

3. Evenif STEMI is not present, but the patient has symptoms of
cardiac chest pain and an abnormal EKG, give medical control a
“heads up”.

4. Nitro is the first line drug for cardiac chest pain. It should be used to

the maximum extent the pt's blood pressure will allow. Fentanyl or
morphine are second line for pain and should only be used once
nitro has been shown to be insufficient for pain control. Fentanyl is
preferred over morphine.
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Child Birth

Information Needed:

1. History of pregnancy: due date, vaginal bleeding, broken water,
meconium staining, previous pregnancies (gravida), complications of
current and past pregnancies, prenatal care, number of abortions
(spontaneous which is also called miscarriage and therapeutic), live
births (para) and general health.

2. Pain: location, frequency, severity, duration, and urge to push.

3. Medical history: medications, past medical problems, and patient’s

age.

4. Physical findings: Swelling of face and extremities, duration and
frequency of contractions, vaginal discharge, crowning, abnormal
presentation.

Treatment:

1. Labor (delivery not imminent)

a.
b.

C.

d.

e.

Position left lateral recumbent.
Administer O, moderate to high flow as needed.

Determine vital signs (pulse, blood pressure, respirations,
SPQO2)

Establish venous access and draw blood.

If heavy bleeding prior to delivery give fluid boluses.

2. Imminent delivery. Follow the above and in addition prepare for
delivery.

a.
b.

C.

Use sterile technique, drape patient.
Guide and control infant. Do not pull.

Suction neonate's mouth and nose with bulb syringe only if
the infant has an obvious obstruction to spontaneous
breathing. Deep tracheal suctioning is only done when
meconium-stained amniotic fluid is seen or was reported in
broken waters and the neonate is not vigorous. (See
meconium). If there is or has been meconium staining but
the neonate is vigorous, do not do tracheal suctioning.
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Child Birth

Dry infant, wrap in clean dry blanket, keep warm.
Use tactile stimulation if needed to initiate respirations.

Observe neonate and determine APGAR score at 1 minutes
and 5 minutes.

Clamp cord in two places 8-10 inches from infant. Cut cord
between clamps.

Give infant to mother to nurse.If placenta delivers, place in
bag and bring with patient. Do not attempt to deliver the
placenta; however, if patient is having heavy vaginal
bleeding, consult medical control for possible instructions on
removing the placenta.

Massage uterus and encourage mother to attempt breast
feeding her newborn to stimulate the uterus to contract and
reduce post-partum bleeding.

Consult medical control for postpartum bleeding that is not
controlled by the above techniques. You may be given
instructions for placenta removal

3. Meconium

a.

Attempts should be made to keep the neonate from
aspirating meconium. Suction mouth repeatedly to remove.
A vigorous neonate will not need deep suction and will assist
in protecting his/her own airway.

A listless neonate with meconium staining needs to have
airway visualize and deep suctioning done with a Delee.
The neonate can also be orally intubated with an
endotracheal tube and then that tube can be used as a
suction catheter. You may need to intubate multiple times
until airway is clear, using a clean tube each time. If you are
to ventilate via the endotracheal tube is should be clear of
meconium.

4. Infant Resusitation

a.

If neonate does not breathe after stimulation or heart rate <
100, ventilate with BVM.

If no pulse or pulse < 80 despite assisting ventilations, do
chest compressions. The best way is too grasp the neonate
in both hands, fingers around back and thumbs on chest,
and then compress chest with both thumbs.
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Child Birth

c. If noresponse to treatment, intubate and establish venous
access via the cut umbilical cord. Use either artery or vein,
whichever is easier to cannulate. Cannulate using an
angiocath without the needle. Do not insert the catherter
any farther than the abdominal wall. Secure by wrapping
umbilical tape around the outside of the cord, blocking off the
vessels not being used. Treat any dysrhythmia.

5. Cord around neck

a. Cord can usually be slipped over head as it presents. If

wrapped too tightly, clamp, cut and unwrap.
6. Prolapsed Cord

a. Dire emergency for the infant.

b. Place mother in knee-chest position. If infant is crowning
push head up and off of cord. Do not attempt to replace
cord.

c. Notify hospital early to prepare for “Code Red” c-section.

7. Abnormal Presentation

a. Place mother in knee-chest position and transport.

b. Breech (buttocks) presentation may deliver. If arms and legs
follow, head may lodge in birth canal. If this occurs, may be
able to ease head out gently or push vaginal wall away from
face to create airway.

c. Arm or single foot presentation will require a c-section.

Notes

1. Ask patient if she is delivering, most will know. Usually the more
times a patient has delivered, the faster the delivery will progress.
However, it is better to avoid delivery in the ambulance if mother can
hold off pushing.

2. If no vaginal bleeding, you can check vagina for degree of dilation
and presenting body part.

3. Infants have poor temperature regulation, dry them well, bundle and
protect from heat loss.

4. Infants are slippery.

APGAR Scale:
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Child Birth

a. *Infants with scores of 7-10 usually require supportive care only
** A score 4 — 6 indicates moderate depression
*** |nfants with score of 3 or less require aggressive

resuscitation.

0 Points 1 Point 2 Points
Heart Rate Absent <100 >100
Respiratory Effort | Absent Slow, irregular Strong cry
Muscle Tone Flaccid Some flexion Active motion
Irritability No response | Some Vigorous
Color Blue, pale Body pink, Fully Pink

Extremities blue
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Eclampsia

Presentation:

Third trimester pregnancy in which the patient has tremor, hyperreflexia,
elevated blood pressure and seizure. May have past history of
pregnancy-induced hypertension either with the current pregnancy or
prior pregnancy. Associated symptoms of vaginal bleeding, premature
labor, or ruptured membranes.

Treatment:

1. Vital signs and O, at least at 2 I/min flow.

2. Cardiac monitor, watch for prolonged QT interval.
3. IV access.

4. Contact Medical Control

a. Anticipate orders for Magnesium sulfate - Mix 4 grams in 250
ml DsW and give over 10 minutes (1500ml/hr) for either
seizure or signs of severe eclampsia.

b. Request that labor and delivery be notified.

5. If the patient is actively seizing, administer benzodiazepines per the
Seizure protocol.

Notes
1. Eclampsia is detrimental to the fetus.

2. Eclampsia may be a marker for other pregnancy complications such
as placental bleeding.
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Hyperkalemia

Information Needed:

1.

History: renal failure, diuretic use especially potassium sparing
diuretics like spironolactone, special diets, use of potassium pills or
salt substitutes, muscle or other cell breakdown from severe crush
injury or chemotherapy.

Physical findings: lethargy, weakness, near syncope, irregular pulse,
EKG changes of peaked T-waves, blocks, and idioventricular rhythm.
Can be the cause of cardiac arrest especially in a renal failure
patient.

Treatment:

9.
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Protect airway and assist ventilation as needed.

Administer O, moderate to high flow as needed.

Determine vital signs (pulse, blood pressure, respirations, SPO2).
Perform patient assessment.

Cardiac monitor as soon as possible.

Begin nebulized albuterol.

Obtain IV access.

For severe toxicity with toxic EKG changes (idioventricular rhythm)
begin with:

a. Sodium Bicarbonate 50 mEq IV over 2 mins.
b. Follow with Calcium Chloride 5 — 10 ml IV over 2 — 5 mins.
For less severe toxicity (peaked T-waves only):

a. Sodium Bicarbonate 50 mEq IV over 2 mins.

Notes

1.

Albuterol can be started as soon as there is a suspicion of
hyperkalemia.

Sodium Bicarbonate becomes a first line drug in the renal failure
patient in refractory ventricular fibrillation. It may decrease the
potassium level and thus make the fibrillating heart more responsive
to defibrillation. Bicarb does not appear to make the asystole heart
more responsive to epinephrine.
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Respiratory Distress - Adult

Information Needed

1. History: Acute or slow onset, chronic lung or heart problems,
medications, home O,, past allergic reactions, recent surgery.

2. Physical findings: Decreased level of consciousness, chest pain,
lung sounds, cyanosis, airway edema, trauma.

General Treatment
1. Identify and treat upper airway obstruction.
2. Protect airway and assist ventilation as needed.

3. Position patient properly to facilitate patients’ own ventilatory
effort and decrease work of breathing.

Administer O,.
Consider CPAP.

Perform 12-lead ECG and continuous cardiac monitoring.
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Perform physical exam (including lung sounds).

8. Establish venous access.

Wheezing — Possible reactive airway disease, asthma,
allergic reaction:

1. Administer albuterol via nebulizer. Continuous nebs may be
indicated. Nebulized medications can be given through CPAP.

2.  Nebs may not be effective if patient is not moving enough air to
transfer medication to lungs. Consider SQ Epinephrine 0.3mg
(1:1,000) and prepare for possible intubation if patient does not
improve.

3. CPAP may deliver inhaled meds deeper in the airway.

Possible Acute Pulmonary Edema/ Congestive Heart
Failure:

1. Additional information needed: History: shortness of breath
at rest, at night, with exertion; sleeping in chair or with several
pillows, chest pain, nausea and vomiting, weakness, ankle or
leg swelling, weight gain, past medical history of CHF.

2. Additional physical findings: crackles (rales) or wheezing
(cardiac asthma), pink frothy sputum, JVD, decreased oxygen
saturation, peripheral pitting edema.
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Respiratory Distress - Adult

3.

4.

Treatment:

a. Administer CPAP

b. If BP>100:
e Nitroglycerine 0.4 mg SL and repeat as BP will tolerate.
e Contact medical control for a direct order for any fluid

boluses or vasopressors.

c. If BP <100:
e Contact medical control for fluid and pressor orders.

d. Consider intubation in those patients who have altered

mental status, are losing consciousness, or are comatose.

Additional Notes:

a.

d.

IV fluid bolus/ challenge should be discussed with medical
control as patients with acute pulmonary edema and CHF
can be made better or worse with additional fluid. The
alternative to fluid is dopamine.

Patients with chronic CHF are probably on many
medications specific to their illness. Noncompliance may be
the cause of worsening CHF.

Patients presenting in CHF or pulmonary edema can have
cardiac complaints and may be having an MI. Obtain 12-lead
ECG ASAP. Fluids and/or dopamine may be necessary
before administering NTG. Aspirin should be given per
chest pain protocol. Morphine should be used only for chest
pain per the chest pain protocol.

Consult medical control for the use of either ativan or valium.

Possible Acute Pulmonary Edema: High Elevation
related

1.

Additional History: Recent ascent to high elevation, shortness
of breath with any exertion or while trying to sleep at night,
insomnia, chest pain, nausea, headache, coughing and
wheezing.

Additional Physical findings: respiratory distress, crackles
(rales) or wheezing, pink frothy sputum, JVD, decreased oxygen
saturation and cyanosis.

Treatment:
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Respiratory Distress - Adult

Administer CPAP

Begin transport to lower elevation.

If BP > 100:

e NTG 0.4 mg SL and repeat as BP will tolerate.

e Contact medical control for a direct order for any fluid,
for a NTG drip, or for vasopressors.

If BP < 100:

e Contact medical control for fluid, NTG, and pressor
orders.

Give Albuterol/Atrovent neb treatment for any wheezing.

Consider intubation in those patients who have altered
mental status, are losing consciousness, or are comatose.
High altitude cerebral edema can be seen with HAPE.

4. Additional Notes:

a.

IV fluid bolus/ challenge should be discussed with medical
control as patients with acute pulmonary edema can be
made worse by fluid overload. However, the patient may be
volume depleted and dehydration is common in HAPE. The
alternative to fluid is dopamine.

Patients presenting with HAPE can have cardiac complaints
and may be having an MI. Obtain 12-lead ECG ASAP.
Aspirin and NTG should be given per chest pain protocol.

Applying O2 and getting the patient to lower elevation may
be all the treatment necessary to clear symptoms.

Possible COPD exacerbation:

1.

Administer CPAP if patient will tolerate it. Use NRB mask @ 15

Ipm if patient can’t tolerate CPAP. Consider inline nebulizer
treatment with either CPAP or NRB.

Administer O2 realizing that some patients will never reach an

SAQ?2 greater than 92% and tolerate a lower SAO2 because of
their chronic hypoxia.

Give Ipratropium with albuterol in the first neb.
Additional Notes:
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Respiratory Distress - Adult

a.

If diagnosis is not clear, stick with good BLS care. Place the
patient in position of comfort, administer O2, monitor cardiac
rhythm, and transport.

COPD patients should never have O2 withheld. Titrate the
02 delivery and try to reach an SAO2 > 90%.

Prepare to assist ventilations if patient fatigues or develops
altered mentation, or if respiratory arrest occurs.

Possible Pneumonia:

1.

Additional Physical findings:

a. Fever, decreased or abnormal lungs sounds isolated to one
side or one lobe, history recent upper respiratory infection.

Treatment:

a. Follow general treatment guidelines above.

Additional Notes:

a.

Fever is your best clue that the patient has an infectious
source for respiratory distress, but some patients do not run
fevers with pneumonia.

Be alert for signs of sepsis.

Use precautions to avoid contamination of yourself and your
equipment to prevent cross-infection to other patients.
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Seizures

Information Needed

1.

History: onset, duration, previous seizures, description from
witnesses, events preceding seizure, tonic/clonic activity, loss of
continence, tongue biting, head trauma, neck pain, headaches; past
medical history of seizures, diabetes, heart disease, pregnancy;
medications; drug and alcohol use.

Physical findings: postictal state, bleeding from mouth, wet pelvic
area, medical alert bracelet.

Treatment
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8.

Protect airway, suction and assist ventilation as needed.
Administer O, moderate to high flow.

Immobilize spine if traumatic injury suspected.

Determine vital signs (pulse, blood pressure, respirations, SPO2).
Perform patient assessment.

Obtain ECG if appropriate.

If patient not showing improving LOC following seizure or has had
multiple seizures:

a. Establish venous access and draw blood.
b. Determine blood sugar.

c. If blood sugar <70 give Dextrose 50%.

d. If narcotic suspected give Naloxone.

e. If the seizure is prolonged (greater than 5 minutes) or
multiple seizures occur without a lucid interval between
(status epilepticus), administer lorazepam IV or 10. If IV or
IO access is impractical, administer midazolam MAD.

Many patients with chronic seizure disorder will not want transport to
hospital. Consult medical control for appropriate disposition

Notes

1.

Protect the patient, move hazardous objects away from patient.
Restrain only if necessary to protect patient. Be prepared for
another seizure.

First time seizures are a significant medical event and should be
evaluated by a physician.
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Seizures
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Seizures in patients over 50 are frequently due to dysrhythmias.
Pediatric patients frequently have febrile seizures.
Patients withdrawing from alcohol frequently have seizures.

Seizures in pregnant or postpartum females should be given
benzodiazepines first, then consider magnesium sulfate. The first
priority is to stop the seizure activity, subsequent application of
magnesium sulfate can prevent further seizures in the setting of
ecclampsia.

Status epilepticus is a condition which the patient has prolonged or
repeated seizures without a return to consciousness. If you arrive on
scene and the patient is still seizing, they can be assumed to be in
status epilepticus. This is a true medical emergency which carries a
high morbidity rate.
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Shock

Information Needed

1. Onset: sudden or gradual, precipitating cause or event.

2. History: trauma, bloody emesis or stool, thirst, weakness, dizziness,
chest pain, trouble breathing, abdominal pain, itching, hives, medical
diseases.

3. Physical findings: apathy, confusion, restlessness, delirium,
orthostatic changes, skin color and temperature, mechanism of
injury, lung sounds, JVD, rales, peripheral edema, fever, tachycardia
(>120), tachypnea.

Treatment

1. Protect airway and assist ventilation as needed.

2. Administer O, high flow.

3. Determine vital signs (pulse, blood pressure, respirations, SPO2).

4. Perform patient assessment.

5. Establish venous access, draw blood.

6. Monitor ECG.

Hypovolemic Shock.

1.

Give fluid boluses for hypovolemia in blunt trauma. Titrate fluid to a
BP of 100 systolic or a pulse of 100. Massive amounts of fluids are
not beneficial in hemorrhagic shock especially in penetrating trauma.
Use tourniquet to control extremity bleeding if necessary. Make sure
scalp wounds are properly tamponaded.

Give careful fluid challenges to elderly patients, patients in poor
general health, and patients with cardiac, liver, or kidney problems.

Assess response to fluids including lung sounds.

Consult medical control early on for shock in penetrating trauma, for
large amounts of IV fluid, or for vasopressors.

Cardiogenic Shock.

1.

Consult medical control for fluid challenge or vasopressors.
Carefully monitor fluid status, i.e. lung sounds and peripheral edema.
Fluid overload in cardiogenic shock is difficult to reverse and results
in very poor outcomes.
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Shock

Anaphylactic Shock

1.
2.

Administer the appropriate type/dose of Epinephrine IM or V.

Administer Albuterol neb. Will not be effective if patient is not moving
enough air to transport medication to lungs.

Give fluid boluses or fluid challenge.
Administer diphenhydramine 1V, 10, or IM.

Consult medical control for addition fluids and vasopressors.

Septic Shock

1.

Suspect in patients with a recent history of iliness such as respiratory
infection, urine infection, intestinal infection, skin infection.

Patients may or may not have a fever. Pt may complain of a shaking
chill.

Treat with fluid boluses and consult with medical control for
Vasopressors.

Neurogenic Shock

1.

Suspect in patients with significant spinal injuries, such as para- or
guadra-plegia.

Patients will typically be hypotensive, but may or may not be
tachycardic.

Treat with fluid boluses. If no evidence of significant bleeding,
consult with medical control. A BP of 90/60 may be acceptable.

Notes about shock

1.

Rapid fluid administration can convert a volume problem to a pump
problem in patients with a compromised heart.

Patients taking beta-blockers cannot raise their heart rate, and thus
will not show tachycardia in response to shock.
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