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Introduction

This document is the Emergency Medical Services Profoc&laramedics and
Emergency Medical Technicians working in prehospitalrggtin Brevard County.

It is a collaborative document shared by all EMS providenege within the county. It
includes shared Standing Medical Orders (Standing Ordees)ch of all of the Medical
Directors in the County.

These standing orders are instructions for patient mechecal The intent of this protocol
and the included standing orders is to serve as a standardyall EMS provider
agencies to improve continuity of patient care.

Purpose and Rationale

This Protocol is guideline for patient care. It gives authorization to provide approved
treatments under the license of each Medical Direlttaall guide patient care for
common conditions and serve as a framework for discretionaigiale making for
uncommon conditions.

Treatment may need to be modified based on assessment.odification by pre-
hospital providers should be guided by the most current Deparoh@&ransportation
(DOT) EMT or EMT-P curricula, American Heart Assomat(AHA), Advanced
Cardiac Life Support (ACLS), Pediatric Advanced Life Supf®ALS), Basic Trauma
Life Support (BTLS), Prehospital Trauma Life Support (PHY lZd Basic Life Support
(BLS) curricula. Any deviation from the protocol must béhim the provider's scope of
practice and must be justified by the provider. Providersidhanen possible, contact
the Emergency Department physician to resolve any guesibout patient care.
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Approval

These Protocols are approved by the EMS Medical DirectorseobBl County and are
effective as of June 1, 2010:

1
¥
i __-.‘
¥ r I. l".f-l
A | i’
N 5 F
/ - o
J
i ﬁ{’ﬁ/ & _'_,.'-""'}
o 2l o

L ;:_1-"-CI = r'_";‘g:fix-r
i y

/i I' | X
| [ .."'1'_

h‘.‘» I e
1

.t
i

({:j: DOr. Jobin McPharon

D%, LeeArm®dartn-Lae

i A A

i e (FaTa ™ S g T L
b g 1 4 e R iy

"D, Daved W dbums

Space Coast Regional Emergency Medical Services

Introduction

June 1, 2010



Document Structure

Areas are alphabetically arranged by medical condition. Abpes are provided for
reference. Each condition contains 5 areas with an op{jasaleededarea,
“Notes”, as follows:

Rationale: Brief overview of the subject
Assessment Checklist:  Suggests potential conditions, which should be evaluated.

Level I: Basic Life Support Care: This section outlines the approaeel for
First Responders, Emergency Medical Technicians, araihfealics.

Level I1: Advanced Life Support Care: This section outlines the apdroaee
for Paramedics.

Level I11: Physician Orders: This section outlines care that meistpproved by
direct Physician Contact. Physicians include the Médaactors
and Emergency Department Physicians.

Note: Additional comments, cautions, and information.
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Document Maintenance

These protocols were approved by the EMS Medical Direct@seivard County and are
effective as of June 1, 2010. Updates or revisions are reciortezl Appendix. This
document is maintained by the EMS Subcommittee, as assignthe Space Coast Fire
Chiefs Association and is reviewed biennially. The mexiew date is June of 2012.
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Adult Cardiac Care
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Standard Cardiac Arrest Procedures

Rationale:

It is essential for victims of cardiac arrest toeige rapid care. The rescuer must anticipate cervigaly, assess the scene
for hazards, and note the patient’s environment.

Assessment Checklist

e Myocardial infarction

e Hemodynamically significant dysrhythmia
e Cardiac Tamponade

e Exsanguination

e Angina pectoris

e Syncope

Level I:

* Note patient’s environment.

e Wear appropriate Personal Protective Equipment YPPE
e Perform primary assessment and emergency treatment.
e Assess for Death Scene Criteria

e Determine pulselessness and apnea.

e Perform CPR with appropriate airway device.

e AED as indicated.

e Perform a secondary assessment.

e Check a blood glucose level.

Level II:

e Determine cardiac rhythm and follow treatmentshim appropriate protocol.

e Establish an airway.

e Establish IV/1O.

e Administer 1 mEqg/kg sodium bicarbonate 1V and aaitichloride 1 gm 1V in all arrested dialysis
patients if available.

e Administer 2 mg Narcan if indicated and repeatesded.

e Administer 25 gm D50W (if glucose is < 60 mg / dl).

» Establish second IV.

e Transport or terminate code per protocol.

Note:

Comply with Do Not Resuscitate (DNR) orders per departmental pdoces.
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Acute Myocardial Infarction

Rationale:

Patients with acute myocardial infarction are raciggi@ast time to stop the evolving infarction. Treatmient
directed to rapidly identifying the infarction, providingieased oxygenation, early notification to the Emergdapartment
physician, and rapid transport.

Assessment Checklist

e Dysrhythmia

e Pulmonary embolism

*  Pneumonia

» Dissecting aortic aneurysm

* Costochondritis

* Pericarditis

»  Chronic Obstructive Pulmonary Disease

Level 1:

* Administer oxygen by appropriate device.

* Place the hypotensive patient in Trendelenburg position.

* An EMT may assist a patient with self administratiémprescribed nitroglycerin after ruling out the use of
Viagra within 24 hours and Viagra like products withinhdirs.

Level II:

* Administer baby aspirin (81mg) x 4 PO (contraindicated ifvkmbiypersensitivity or hemophylia).

* Blood draw if time permits.

* Obtain 12-lead ECG (consider right side 12 lead).

»  After ruling out the use of Viagra within 24 hours and 48 héur¥iagra like medications , administer 0.4
mg nitroglycerin SL 3 to 5 minutes (SBP > 100 mm/Hg).

* Administer anti-dysrhythmia medications as necessary.

* Administer morphine sulfate 2 mg IV PRN. Repeat at 5 mimiggvals to a total of 10mg for the
normotensive patient.

* Issue a STEMI Alert and give early report to the Emecg@epartment.

* Administer Lopressor 5 mg IVP, repeat dose once if indéitéf available, HR > 60, and SBP > 120 mm/Hg).

Level Il

« None
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Asystole

Rationale:

Many victims of cardiac arrest will present with aystole rhythm by the time rescuers arrive. Congddssible causes of
asystole and confirm asystole in two contiguous leads.

Assessment Checklist

e Cardiac arrest with asystole

» Cardiac arrest with fine ventricular fibrillation
» Pericardial Tamponade

* Pulseless electrical activity

CPR 2 Minutes
Check Pulse

*Utilize automatic compression device if available

Consider immediate transcutaneou:
pacing in cardiac drug overdose only

v

IV/IO ACCESS
Epinephrine 1 mg IV oR 40 units Vasopressin IV may be
Repeat every 3 minutes substituted for 1% or 2" dose of epi

v

ET Tube or Bilumin if difficult airway

*Utilize impedance threshold device if available

v

Consider Sodium Bicarbonate
1/mEg/kg for long down time (> 10 min)

v

Consider termination of efforts
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Atrial Fibrillation/Atrial Flutter Rapid Ventricula r Rate

Rationale:

Atrial fibrillation/Atrial flutter is the most commuocardiac arrhythmia requiring emergent/urgent treatriviarty patients live
with A-fib/A-flutter on anti-coagulation therapy to dimsh the risk of thromboembolic Cerebral Vascularident and on
various antiarrhythmic medications as well. A-fibMtfer can produce a rapid ventricular rate, which may rdagitreated in
the pre-hospital setting. New onset A-fib/A-fluttersde¢han 48 hrs) may be associated with chest painktuteng-standing
A-fib/A-flutter should be treated with anticoagulatiorethpy to prevent thromboembolic CVAs. Hemodynamiaatistable
A-fib/A-flutter with RVR > 150/min should be treated wighectrical cardioversion. Minor onset complaints witfib RVR
such as palpitation and weakness may be treated withz8ardir supportive care. Suspect long-standing A-fib/Adftutthe
patient is on digoxin therapy. Cardizem should not be uspdtiants with A-fib/A-flutter RVR and hypotensive/CHF.
Consider electrical cardioversion in these patients

Assessment Checklist

* Cardiac ischemia

* Hypoxia

* Hypotension

» Congestive Heart Failure

Level I

* Assess patient’s temperature.

* Administer oxygen by appropriate device.
» Place patient in upright position.

* Cardiac monitor.

Level II:

* |V established.

* Pulse oximetry.

* Cardizem 0.25 mg/kg IV bolus to a maximum of 25 mg.

« Cardioversion Atrial Fib 200 joules escalating to 300 jotiles 360 joules as needed, if the patient is hypotensive, has
severe chest pain (AMI), or severe dyspnea.

« Cardioversion Atrial Flutter 50 to 100 joules escalatin®(® joules, 300 joules then 360 jodless needed, if the patient
is hypotensive, has severe chest pain (AMI), or seslgspnea.

* Versed 1-2 mg IV or Valium 2-5 mg IV or Etomidate 5-10 mg IV pt®electrical cardioversion if time allows.

Level llI;

 None

*Follow manufacturers recommendations
*Reference AHA procedures page for manufacturers recommended Jositting
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Bradycardia

Rationale:

Some patients are normally bradycardic. Bradycardig#ted only if the patient is medically unstable. Signs
and symptoms of instability include ongoing chest paiortsless of breath, acute altered level of consciogsnes
SBP < 90 mm/Hg, and/or pulmonary edema.

Bradycardia < 60 BPM

v

Serious signs and symptoms

v v

NO YES

* Second degree A.V. block Type I * Atropine
* Third degree A.V. block * Dopamine 5-10 mcg/kg/min

¢ ¢ *Transcutaneous pacing

NO YES ¢

¢ ¢ If serious signs and symptoms develop
Observe * Observe ¢

* Prepare for pacing * Observe
* Prepare for pacing
Notes:

Do not delay transcutaneous pacing while waiting for IV accesdaratropine to take affect. Repeat 0.5 mg doses of
atropine at 3 to 5 minute intervals to a maximum of 3 mg ( 6 mg Ebr)the hemodynamically symptomatic patient.

Consider shorter intervals in severe clinical conditionstrdpine has been shown to be ineffective in patients who have
undergone cardiac transplantation as well as patients presenting Witpe 1l second degree and third degree A.V. blocks.

Administer 5 to 10 mg Valium IV or Versed 1 to 2 mg IV for sedatamtime permits. Be prepared to assist the patient with
breathing. Use pacing only for heart rate control in the peit with AMI.
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Cardiogenic Shock

Rationale:

Cardiogenic shock is a severe life threatening conditiahrequires rapid intervention. If lung sounds asm consider a fluid
challenge before using medications to correct sympterhghotension.

Assessment Checklist

* Myocardial infarction

* Syncope

* Consider other causes of shock
e Pulmonary edema

* Cardiac arrhythmias

* Angina pectoris

Level I:

* Administer oxygen by appropriate device.
» Assess signs of shock and cardiac events.
» Place the patient in Trendelenburg position if hypotenaivd lung sounds clear.

Level II:

* Establish IV.

* Obtain 12 lead ECG.

* Iflung sounds are clear, consider a fluid challenge (250 tor8Pfbr symptomatic hypotension.

» Consider second IV for dysrhythmia control.

* Administer dopamine by IV infusion at 5 to 20 mcg/kg/mintgpotension not corrected by fluid
challenge.
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Chest Pain

Rationale:

Many patients complain of “chest pain”. Age and patiepbrts may be poor predictors of significant illn&¥sen

in doubt, treat the patient as if the pain is cardiac imature. If the patient is hemodynamically unstable, has

ST depressions or T wave inversions but no ST elevatis the patient may have an acute coronary syndrome (ACS)
receiving immediate attention by the emergency departmenthis should be called a Cardiac Alert, replacing Ch&t Pain
Red to the emergency department.

Assessment Checklist

* Myocardial infarction

* Significant dysrhythmia

e Pulmonary embolism

*  Pneumonia

» Dissecting aortic aneurysm

* Costochondritis

* Pericarditis

»  Chronic Obstructive Pulmonary Disease

Level I

* Administer oxygen by appropriate device.

» Evaluate cardiac risk factors, quality of the pain, agdsbf cardiac related origin.

* Inquire about the (male or female) patient’s use of \&agrthe last 24 hours and 48 hours for other Viagra like
medications (NTG is contraindicated).

* Place the hypotensive patient in Trendelenburg position.

* An EMT may assist a patient with self-administratdprescribed nitroglycerin after ruling out the use @i within
24 hours and 48 hours for other Viagra like medications.

Level II:

* Administer baby aspirin (81 mg) x 4 PO (contraindicated dvkm hypersensitivity or hemophilia).

» Establish IV.

e Obtain 12-lead ECG (consider right-side 12- lead).

» After ruling out the use of Viagra within 24 hours or Vialike medications within 48 hours administer 0.4 mg
nitroglycerin SL 3 to 5 minutes PRN, keeping SBP > 10diHy.

» Treat with appropriate dysrhythmia protocol.

* Administer morphine sulfate 2 mg IV PRN (if availablRgepeat at 5-minute intervals to a total of 10 mg.

* Issue cardiac Alert and give report to the Emergency Dapat for patients with ACS.

Level llI;

* None

Note: If ST elevation in 2 or more contiguous leadssue STEMI Alert to dispatch and transmit 12lead
ECG to nearest receiving facility and trapsrt to hospital of patient’s choice.
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Mild Induced Hypothermia

Rationale:

Early and fast induced mild hypothermia 34-32 degrees C, (93.5-d8§rees F), has recently been shown to improve alurviv
rates and neurological outcomes in cardiac arrest pserat is now becoming the standard of care in EMS.tNamnatic
adult cardiac arrest patients with VF, VT, asystol&BA as the presenting rhythm should receive inducedispoia as per
protocol once return of spontaneous circulation is éstedal (ROSC).

Criteria:
* ROSC after cardiac arrest not related to trauma oohérage.
* Age greater than 16.
» If female, without obviously gravid uterus.
* Initial temperature > 34C.
* Patient has an ET Tube or approved airway placed andnemainatose (no purposeful response
to pain).

Perform Neuro Exam
GCS <8

v

Sedative and agent to blunt
shivering response as per
medical direction.

v

Cold Saline Bolus 30 mL/kg t
maximum 2 liters

v

Dopamine 10-20 mcg/kg/min to
keep systolic BP above 140 or
MAP 80-90

v

Repeat temperature at arrival to
ED
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Pulmonary Edema / Congestive Heart Failure

Rationale:

Most cases of CHF and pulmonary edema will respond tb@spial care. This will convert an acute crisis tmatrolled
illness. Rule out respiratory infection.

Assessment Checklist

»  Chronic Obstructive Pulmonary Disease
» Congestive Heart Failure
* Pneumonia

Level I

* Assess patient’s temperature.
* Administer oxygen by appropriate device.
» Place patient in upright position

Level II:

» Establish IV.

* Obtain 12-lead ECG (consider right-side 12-lead).

* Consider C-PAP.

* Morphine 2 mg to 4 mg IV if patient not tolerating C-PABIw

* Administer 0.4 mg nitroglycerin SL every 3 min (if SBALB0 mm/Hg).

* Lasix 40 mg IV if patient is not taking lasix and not impraywith Nitro.

» Lasix two times the usual daily dose if patient takes¥_aBumex (Note: maximum dose of Lasix 80 mg)
(40 mg Lasix equals 1 mg Bumex). Lasix is contraindicated irmp@atiwith history of respiratory infections.

» Patients with bronchial spasms — wheezing should beettedth bronchodialators (cardiac asthma).

Level I

 None
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Pulseless Electrical Activity

Rationale:

Pulseless electrical activity (PEA) describes angtatmal cardiac activity that is not pulse producing. Ray be
the result of an underlying treatable condition. A vaasnmon cause of transient PEA is post defibrillatidR.| Do
not treat pulseless ventricular tachycardia with thatqmol.

Assessment Checklist

« AMI
* Hypovolemia
* Hypoxia

* Hyperkalemia

* Hypothermia

* Acidosis

e Tension pneumothorax

e Pulmonary embolism

* Overdose (including calcium channel blockers, beta blscKaicyclic anti-depressants, and Digoxin)
* Cardiac tamponade

CPR 2 minutes
Check Pulse

*Utilize automatic compression device if available

v

Obtain IV/IO Access

v v

Epinephrine 1 mg
Repeat every 3 minutes

v v

Fluid challenge 500ml

v

ET Tube or Bilumin if difficult airway

OR Vasopressin 40 units IV single doseg

*Utilize impedance threshold device if availabl

Consider Sodiiim Ricarhonate 1 m/Fa/ka I\

Note:
» Treat tension pneumothorax with needle decompression.
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Supraventricular Tachycardia (non-Atrial Fibrillati on)

Rationale:

Supraventricular tachycardia (SVT) describes several conditions. Determining the underlying rhythm and cause may be
essential for care. Suspect hypovolemia or cardiogenic shock as causes of hypotension. Rapid intervention is required in the
ungtable patient. Ungtable is defined as any of the following: severe chest pain, dyspnea, hypotension, acute CHF, or acute
myocardial infarction.

Assessment Checklist

e Dysrhythmia
* Myocardial infarction

Unstable Stable
Select PRN with Valium 5- 10 mg max dose 10m Vagal Maneuvers
or Versed 1 — 2 mg max dose 5 mg, or Etomidate
5-10 mg max dose 10 n ¢
¢ Adenosine 12 mg rapid IVP
Svnchronized Cardinversion 100 Followed by 20 ml saline flush

v v

Svnchronized Cardioversion 200

Adenosine 12 mg rapid IVP
¢ Followed by 20 ml saline flush

Svnechronized Cardinoversion 200.1

v v

Svnchronized Cardioversion 360.1

v

Ohserve

Obhserve

Note:

* Adenosine may be harmful when used if WPW or other accessory pathway tachyarythmias are present.
Transport and observe these patients.

* Adenosineisineffective for sowing the rate of Atrial fibrillation/flutter other than momentarily but this
dowed rate may allow for the definitive diagnosis of Atrial fibrillation/flutter as opposed to PSVT.

*|f defibrillator allows for higher energy delivery
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Ventricular Ectopy

Rationale:

Ventricular ectopy is common. It is important to idgntihe cause especially when faced with bradycardiatrigear ectopy
is treated if the patient has chest pain, or if tleeeemore than 6 ectopics/min, or if there are mubifectopic beats.

Assessment Checklist

* Myocardial infarction
e Dysrhythmia

* Medication toxicity

* Hypoxemia

* Hypovolemia

Assess need for acute
Suppressive therapy

v

Oxygen

v

Lidocaine 1 mg/kg IV

v

Repeat Lidocaine 0.5 mg/kg IV
as needed every 10 minutes
Maximum dose 3 mg/kg

v

Follow bolus therapy with maintenance
infusion of 2 — 4 mg/min

Note:

» Treat a bradycardia rate first if the patient is hemodynamicallystable.
* PVC’sin an otherwise slow heart rate represent ventrenuéscape beats, and if eliminated with Lidocaine, may lead
to asystole.
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Ventricular Fibrillation & Pulseless Ventricular Ta chycardia

Rationale:

Ventricular fibrillation and pulseless ventricular tachgdia require immediate treatment. Attempt to also ifjghe cause of
dysrhythmia and correct it. Chest compressions and dagfiiorillation are a priority. The affect of medicatitherapy on
survival rates is unproven and should not delay good cbesgiressions and defibrillation. If withessed cardiaesirand an
AED is available do not delay immediate defibrillation.

CPR 2 minutes (5 cycles of 30:2)
Defibrillate 200 J (360 J monophasic)

v

*Uilize Automatic Compression Device If Available

*Utilize Impedance Threshold Device If Available

v

CPR far 2 min = 200 comnressior

v

Defihrillate 200 .1 *
v v

Epinephrine 1 mg IV Vasopressin 40 units IV may be
Repeat Every 3 minutes OR Substituted for 1% Or 2" dose of epi

v v

Defihrillate 200 .1 *

v v

Lidocaine 1.5 mg/kg IV Amiodarone 300 mg
Repeat once in 3 — 5 minutes OR IVP in 30 mlI N.S. over 30 seconds
Maximum dose 3 mg/kg Single dose
* See note below * See note below

v v

Magnesium Sulfate 2 gm IV

v

Consider Sodium Bicarbonate
1 mEqg/kg IV

*Follow manufacturers recommendations
*Reference AHA procedures page for manufacturers recommended Jositting

Note:

» If converted with Lidocaine, establish drip.

» If converted with Amiodarone and VF / Pulseless VT recuesnsider bolus of Amiodarone at 150 mg.
________________________________________________________________________________________________________________________________________|
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Ventricular Tachycardia

Rationale:
This life threatening condition is uncommon but respamebto emergency cardiac treatment. Rapid intervergicequired in

the unstable patient. Unstable is defined as any dbtlosving: requires more than one antidysrhythmic to convert, chest
pain, dyspnea, decreased level of consciousness, hypotensionppatgncongestion, CHF, or acute myocardial infarction

Unstable Stable

Immediate synchronized Cardioversion 100 J e ———
Increase energy by 100 J * for successive shocK hvth I d ORS
Ventricular rate must be > 150 BPM AT S Pl an_ Q
(Start at 200 J * for Polymorphic V-Tach) monomorphic

' !

If conversion occurs, follow the stable algorithr
If cardioversion is unsuccessful,
Add antidysrythmia agents in conjunction with

n

Lidocaine 1.5 mg/kg IV
Repeat Lidocaine 0.75 mg/kg

Cardioversion. Sedation as time permits. Valium Every 5 minutes as needed to
5 — 10 mg max dose 10 mg or Versed 2 sng max Maximum of 3 mg/kg
dose 5 mg. Do not delay cardioversion to achievel

IV access. OR

Amiodarone 150 mg in
100 ml D5W over 10 — 15
minutes.

*Follow manufacturers recommendations
* Reference AHA procedures page for manufacturers recommendedeksetting

Note:

» If converted with Lidocaine, establish drip.

________________________________________________________________________________________________________________________________________|
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Adult Medical Care

________________________________________________________________________________________________________________________________________|
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Standard Medical Care Procedures

Rationale:

The majority of requests for Emergency Medical Servégesnonemergent illness or injuries. The paramedicamasider
many of these incidentsutine. The citizens who request our service will not feel tiaeseoutine. Remember many patierdse
not good medical historians and may not be able to teleyaatly what is wrong. Good listening skills are esakntthe patient
interview. Expect the unexpected.

Basic Life Support procedures include a primary survey winicludes assessment of immediate life threatening dondit
mental status, vital signs (including palpable body tempezatand maintenance of a patent airway.

Advanced Life Support procedures include establishing amtubation, administering medications, and monitoring th®@ EC
when indicated.

Good patient care includes exercising social skills (a g§eddide manner). Personnel are expected to exercisettact
patients, to focus their attention on the patient,tanaalk quickly (but not run) when responding to incidentanylpatients
(and peers) interpret a relaxed, slow approach to themmescaring attitude.

General Adult Care

Levd I:

* Assess the scene for hazards.

* Note the patient’s environment.

»  Wear appropriate Personal Protective Equipment (PPE).

* Provide BLS support (including cervical stabilization asded).
» Perform a primary survey and provide emergency treatment.
» Perform a secondary survey, treat, and transport.

* Administer oxygen by appropriate device.

* Monitor oxygen saturation if indicated

Leve II:
» Check a glucose reading if indicated.

» Provide ALS support (ECG, IV, Advance airway, including Gagraphy if indicated).
* Administer medication therapy as needed.
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Abdominal Pain/Gl Bleed

Rationale:

A differential diagnosis of abdominal pain can be comgPerlonged evaluation in the field is not appropriatespect a severe
underlying problem. Prompt and gentle transport is required.

Assessment Checklist

* Abdominal aneurysm

» Ectopic preghancy in a female of child bearing age
e Trauma

* Internal hemorrhage (ulcers, etc)

* Peritonitis

» Referred cardiac pain

* Acute appendicitis

Adult Care
Levd I:

» Examine for distended abdomen, bowel sounds, referred pain.

* Examine for hemorrhage (unexplained tachycardia, emésts] btools, and rigidity).
» Test for orthostatic hypotension.

* Administer oxygen by appropriate device.

» Use Trendelenburg position if patient is hypotensive.

» Assess history of gastrointensinal problems.

Levd I1:

» Establish an IV, large bore if hemorrhage is suspected.

* Obtain 12-lead ECH cardiac etiology suspected.

» Evaluate the need for advanced airway.

* NS fluid bolus 250mL if hypotensive

* Administer fluid with caution and establish second I'daftic aneurysm is suspected.

» Aggressive fluid resuscitation if Gl bleeding and hypotessiv

» If actively vomiting, Zofran 4mg/IV/IO/IM or Oral Disdving Troche (ODT) 4mg. Max dose of 4mg.

Leve I11I:

e None
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Agitated Patients

Rationale

Patients with agitated delirium are very difidcoltnanage: High risk patients with risk manageroamterns can often lead to
injury of EMS personnel if patients are not manggegerly. Signs and symptoms include anxietyatgn, confusion, affect change
hallucinations, delusional thoughts, bizarre bemagombative/violent, and expression of suicidafittidal thoughts.

Assessnent Checklis

*  See Altered Mental Status Assessment Checklist
*  Hypoxia

*  Alcohal Intoxication

*  Medication Effect/Overdose

e Withdrawl Symptoms

*  Depression

*  Bipolar (manic depressive)

»  Schizophrenia anxiety disorders

Levd 1:

*  Evaluate need for law enforcement

* Remove patient from stressful environment

»  Administer oxygen by appropriate device

»  Verbal techniques (reassurance, calm, establipontap

*  Contact Poison Control at 1-800-282-3171 or 1-8B1222 if indicated

»  Patients who must be restrained should not bedgtsioae on the stretcher, and a person must lEatdstio monitor the patient's
airway

Levd I1:

» Ketamine 2 mg/kg IM. Maximum per dose 200 mg or 2 mL. May rejieas one if uncontrolled combative agitated
delirium persists.

» Consider Versed — 4 mg IM. May repeat times one in 15 nsrititaxcontrolled combative agitated delirium persists.
« DO NOT ATTEMPT 1V in the combative patient with uncontrolled agitated detir

» Consider Versed — 2mg IV for patient restrained with cotigaal methods and IV access has been establishieduit
difficulty.

Leve I11:

+ Call medical control if uncontrolled combative agitatiedirium persists
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Airway M anagement

Rationale:

Endotracheal intubation is the preferred method tolstalzn airway. Secure a patent airway in all patierits a decreased
level of consciousness.

Assessment Checklist

* Hyperventilation

» Airway obstruction
* Cervical trauma
* Airway trauma

e Pulmonary edema
* Overdose

* Anaphylaxis

» Epiglottitis

Adult Care
Levd I:

» Assess respiratory effort for rate and quality.

* Open airway (use jaw thrust if suspect cervical injury).

» Place appropriate airway device (oral, nasal, bilumie,tob subglottic device).
* Monitor oxygen saturation.

* Administer oxygen by appropriate device.

e Suction airway if indicated.

Levd I1:

* Establish IV.

*  Monitor ECG.

* Administer a nebulizer treatment if indicated.

* Perform Rapid Sequential Induction (RSI) of anesthesiafabation if indicated (if available) .

* Intubate if indicated, oral or nasal.

* Use a bilumin tube or subglottic device if standard endbgal intubation is unsuccessful after two
attempts.

» Use Magill forceps to remove a foreign body.

» Perform a cricothyrotomy if all other measures arseugnessful.

* Use ET CO2 and one other airway confirmation device

Leve 111

e None
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Allergic Reactions

Rationale:

This condition is more common than the serious anaptiglreaction. Allergic reactions may be treatedrpd rapid transport.

Assessment Checklist

e Cardiac dysrhythmia

» Upper airway obstruction

* Lower airway constriction

* Rash, Hives, Edema, Itching
* Hypotension< 90 systolic

Adult Care

Levd |

» Apply the anaphylaxis protocol if respiratory obstructiorhypotension is present.
* Administer oxygen by appropriate device.

» Place the patient in a sitting position if not hypoteas

* Attempt to determine the source of the allergic reactio

* Poison Control #1-800-222-1222 or 1-800-282-3171.

Levd I1:

* Establish 1V/10.

* Monitor ECG.

» Evaluate the need for advanced airway.

* Administer Benadryl 0.5 mg/kg IV or IM (max 50mg).

* Administer Albuterol as indicated.

*  Observe for the development of anaphylaxis and gysria

Leve 111I:

* None
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Altered Mental Status

Rationale:

Assessment of the patient’'s mental status is a compaohée primary survey. An altered mental status cbeldaused by a
variety of reasons and should be noted using GCS and AVPU.

Assessment Checklist

e Seizure

* Hypovolemia

* Hypoxia

* Hypoglycemia or hyperglycemia

e Trauma

* Overdose

« CVAoOrTIA

* Dysrhythmia

* Delerium Tremens

» Emotional disorder or pseudosynocopal episode

Adult Care

Levd I:

* Evaluate need for law enforcement.

* Administer oxygen by appropriate device.

* Contact Poison Control at 1-800-282-3171 or 1-800-222-1222 if indicated.

» Patients who must be restrained should be placed SURINtecstretcher, and a person must be dedicated to ntheitor
patient’s airway.

Levd I1:

» Check a blood glucose level.

* Establish IV.

* Monitor ECG.

* Obtain 12 lead ECG

» Evaluate the need for advanced airway.

» If glucose level is <60 mg/dl, follow Hypoglycemia Protocol

* Administer Narcan 2 mg IV in increments of 0.5mgy Nasal Atomized if no IV access as needed for
respiratory depression.

* Repeat as needed.

Leve I11I:

* None
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Anaphylaxis

Rationale:

Anaphylaxis is rare and life threatening. It may betakisn for cardiac arrest by the time the EMS providéres. Anaphylaxis
carries a high mortality rate and may become redistamanagement if treatment is delayed. Exerciseotatgiavoid
confusing anaphylaxis and an allergic reaction.

Assessment Checklist

e Dysrhythmia

* Hypoxia

* Hypotension

» Airway obstruction secondary to edema

Adult Care

Levd I:

+ Assess oxygen saturation.

» Assess for airway edema, stridor, and wheezing.
* Administer oxygen by appropriate device.

» Assist with administration of Epi-Pen if available

Levd I1:

* Establish IV.

* Monitor ECG.

» Evaluate the need for advanced airway.

* Administer albuterol via nebulizer mask 2.5 mg for mild reéiss.

* Administer epinephrine 1:1,000 0.3 ml SQ for moderate respyratmpromise.

* Administer a fluid challenge 250-500mL NS if patient is hypsien

* Administer epinephrine 0 .1 mg 1:10,000 1V, repeat as needech&xianum of 0.5 mg for extreme
respiratory compromise (complete or almost completeagiobstruction), or profound hypotension.

* Administer Benadryl 0.5 mg/kg IV or IM (50 mg max).
* Administer Solu-medrol 125 mg IVP (if available).
» See cardiogenic shock protocol.

Leve I11I:

» Additional Epinephrine IV as ordered.
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Asthma

Rationale:

Asthma is a common disease that may rapidly becomthliéatening. Most asthma patients treat themsdduesccasionally
require EMS intervention. Asthmatic patients usuallytwatil their self-treatments fail before making an Ekquest. This
increases their chance of presenting in acute distrestatus asthmaticus. Rapid recognition and promptrtegsiscrucial.

Assessment Checklist

» Allergic reaction

» Congestive heart failure

» Foreign body obstruction

» Exposure to respiratory irritants
* Pneumonia

Adult Care

Levd I:

+ Assess oxygen saturation.
» Assess for airway edema, stridor, and wheezing.

* Administer oxygen by appropriate device.

Levd I1:

* Establish IV.

* Monitor ECG.

» Evaluate the need for advanced airway.

* Administer Albuterol 2.5 mg and Atrovent 0.5 mg (if avaigbtombined in a nebulizer. This may be administered (
needed) before vascular access.

» Albuterol may be repeated as needed.

» Atrovent is a single dose only.

* Consider 0.1mg 1:10,000 Epinephrine IVP for extreme respiratonpiomise.

* Administer Solu-Medrol 125 mg IVP ( if available).

» Apply CPAP if patient’s respiratory status is not impnayi

Leve I11I:

» Additional Epinephrine as ordered.
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Carbon Monoxide Inhalation

Rationale:
Carbon monoxide poses a threat to the patient andsbeeare Use caution in assessing the CO inhalationnpakiermal

diagnostic methods such as SaO2 and capillary refill nggyadi false positives. This exposure interferes with axggehange
on the cellular level. Always consider this exposurarig kind of airway burn or smoke inhalation.

Assessment Checklist

*  Hypoxia of unknown cause
* CNS disorder

Adult Care
Level I:
* Remove patient from source of exposure. Take precautioirssagaic environment.
» Assess for signs including vomiting, altered mental staigure, flushing, cyanosis, or cherry red skin @aa).
» Assess for symptoms including headache and tinnitus
* Administer 100% oxygen by appropriate device

Keep patient quiet to minimize oxygen demand
Level II:

Establish IV

Monitor ECG

Evaluate the need for advanced airway

Draw blood. Cover blood tubes with a cold pack

If wheezing, administer Albuterol 2.5 mg via nebulizerisTinay be repeated as needed.
Transport to the closet emergency department

Level I11:

* None

NOTE: If smoke inhalation suspected consider use of Cyano Kit
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Cerebrovascular Event
(Stroke/ TIA)

Rationale:

Rapid identification of possible stroke victims is esstn“Time is brain tissue” applies to the stroke witin the same way
“time is muscle” applies to AMI patients. Rapid identifioa and transportation of the stroke victim is crudstifying the

emergency department of a “Stroke Alert” may speed patieatment upon arrival to the hospital.

Assessment Checklist

Hypoglycemia / Hyperglycemia
Chemical exposures

Head injuries

CNS disorders

Adult Care

Levd I:

Monitor oxygen saturation.

Provide oxygen by nasal cannula only if SaO2 < 95% ort gfaés, shortness of breath or tachypnea
Perform focused history and physical assessment includiagplogical assessment.

Establish onset of signs / symptoms.

Do not delay transport for detailed secondary assessment

If stroke is suspected, advise transport unit and / or fEBtmke Alert.”

Complete Cincinnati Stroke check list.

Elevate head of bed 30°.

Levd I1:

Check a blood glucose level.

Establish IV.

Monitor ECG.

Evaluate the need for advanced airway.

If glucose check shows <60mg/dl administer D50 25 Gm IV.
Transport to state approved stroke center.

Level I11:

None
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Childbirth Emergencies

Rationale:

Childbirth is a normal process. Abnormal presentatioayg require rapid intervention. Most serious hazardilofery are
treatable through prompt intervention.

Assessment Checklist

Be aware for the following complications: shock, abmak presentation — breech, limb, or prolapsed cord, plagevia,
abruptio placenta, spontaneous abortion (miscarriagejneteipture, and fetal distress related to drug or alctivsiea

Adult Care

Levd I:

Mother

» Administer oxygen by appropriate device.

» Be prepared to manage shock.

» ldentify gravida, para, contraction timing and durationnptal care or lack of it, past or known
complications, medication or drug use, and last meaigtauiod.

* Ifthe patient is hypotensive, consider placing the pate her left side.

» Deliver the baby as indicated (crowning present).

 Manage complications as needed.

* Administer uterine massage after delivery. Put babyedada.

Baby

e Suction and maintain a patent airway.
* Administer oxygen by appropriate device.
* Dry and keep the baby warm.

* Perform APGAR scoring at one minute and five minuterivels post delivery.
* Observe the airway for meconium and fluids

Levd I1:

e Glucose reading if APGAR <9

*  Meconium suctioning if indicated.

» Establish IV at T.K.O. rate. Fluid challenge if hypatem not corrected by BLS treatment
* Monitor ECG.

» Evaluate the need for advanced airway.

Levd I11:
» Contact Medical Control for any unusual complication presentations.
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Chronic Obstructive Pulmonary Disease

Rationale:

Patients frequently present with C.O.P.D. Proper maneagemay shorten the patient’s hospital stay and sistfeeatment is
directed at increasing oxygen delivery without decompergséti@ patient’s respiratory drive.

Assessment Checklist

e Pulmonary edema
e Pneumonia

e  Pneumothorax

e  Status Asthmaticus

Adult Care

Levd I:

» Assess respiratory status and effort.

* Administer oxygen by appropriate device.

* Interview patient regarding history of respiratory itil@e, productive cough, ventilator use, and
hospitalizations.

* Place the patient in a position of comfort

Levd I1:

* Establish IV.
* Monitor ECG.
» Evaluate the need for advanced airway.

* Administer Albuterol 2.5 mg and Atrovent 0.5 mg (if avaigbtombined in a nebulizer. You may administer nebulized

drugs prior to vascular access.
* Repeat Albuterol as needed.
» Atrovent is a single dose only.
* Administer Solu-Medrol 125 mg IVP (if available).
* Apply CPAP if the patient is not improving with Albutershd oxygen.

Leve I11I:

e None
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Diabetic Emergencies (Hyper glycemia)

Rationale:

The hyperglycemia patient may suffer from severe dehigaraind hyperosmolar coma. Hyperglycemic
emergencies have a slow onset of symptoms. The hygogiyand hyperglycemic patient may both suffer a
decreased level of consciousness. Both conditionshméie threatening.

Assessment Checklist

e Sepsis

* Hypoglycemia

» Cerebrovascular event
e CNS disorder

Adult Care

Levd I:

* Assess for Kussmaul respirations.
* Administer oxygen by appropriate device.
* Inquire of the conscious patient about polyuria, polydigsia, polyphagia.

Levd I1:

» Check a blood glucose level.

* Establish IV.

* Monitor ECG.

» Evaluate the need for advanced airway.

* IV Normal Saline rapid infusion if patient is dehydrat28@ ml. bolus followed by 1 liter/hour drip).

Leve 111I:

+ None
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Diabetic Emer gencies (Hypoglycemia)

Rationale:

Acute hypoglycemia (or insulin shock) may very quickly cadusen damage and must be rapidly treated. Patients
who are treated for insulin shock frequently recovaeiscmusness rapidly and refuse transportation. Do nof dela
treatment because of this possibility. Hypoglycemiemyancies have a rapid onset.

Corrective measures for hypoglycemia are highly suade§die patient's mental condition may deteriorate and
seizure activity or coma may develop. Some patientsnbe@gitated, develop psychotic behavior or
cerebrovascular event like symptoms such as hemiplegistpasia or cranial nerve palsy. Always suspect
hypoglycemia in any patient with an unexplained alteredtahetatus.

Assessment Checklist

» Overdose and substance abuse, including alcohol
* CNS disorder

* Hypothermia

e Cerebrovascular event

e Sepsis

Adult Care

Levd I:

» Assess for last insulin injection and food intake.
* Administer oxygen by appropriate device.
» Assist administering oral glucose, gel or paste if cansci

Levd I1:

» Check a blood glucose level.

* Establish IV.

* Monitor ECG.

* Administer D50 25 Gm IV if glucose is < 60 mg / dl. May repégtucose continues to be < 60 mg / dl and patient is
symptomatic.

» If unable to establish IV and glucose < 60 mg / dl, adméni&lucagon 1 mg IM or SQ( if available).

Leve 111

 None.
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Environmental Cold Emergencies

Rationale:

Cold related emergencies are possible. These situafitamsinvolve water. The wide range of temperaturesdx day and
night can cause problems for the unprepared. Use of dlandorarious drugs can affect how a patient reactsldo The
elderly and young are also particularly susceptible to hyootia

Assessment Checklist

» Overdose and substance abuse, including alcohol
* Hyperglycemia / hypoglycemia

 Head trauma

e« CNS disorder

e Cerebrovascular event

Adult Care

Levd I:

» Assess for shivering, lethargy, muscle stiffness, alestatus changes, discoloration of skin, and numbness.
* Remove wet clothing and protect patient against hestalod wind chill.

» Place patient in horizontal position avoiding rough mosetand excess activity.

» Completely dry patient and cover with insulated blankets.

* Administer oxygen by appropriate device.

Levd I1:

* Establish IV.

* Monitor ECG.

» Evaluate the need for advanced airway.
 Warm IV fluids with hot packs.

Leve I11I:

* None.
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Environmental Heat Emer gencies

Rationale:

Cooling the patient suffering a heat emergency protieetbady and CNS from possible permanent damage. Cavafuhtion
and a good history of the event are essential. Beeatlvat some people are more sensitive to heat thanspwith the elderly
and pediatric patient being the most. When evaluating thasents, assess the patient’s environmental conditions.

Assessment Checklist

» Heat cramps, heat exhaustion, heat stroke
* Hyperglycemia / hypoglycemia

* Head trauma

*» CNS disorder

* Cerebrovascular event

» Malignant hypothermia

Adult Care

Levd I:

* Move patient to cool environment and remove clothing.
» Place the heat exhaustion patient in a supine positibnfeet elevated.
» Place the heat stroke patient in semi-reclining paositiath head elevated 15-30 degrees if
normotensive).
*  Sponge with cool water or cover with a wet sheet andtlie patient.
* Apply cold packs to lateral chest wall, groin, axilla,atéf arteries, temples and behind knees if rapid cooliregjisred.
* Administer oxygen by appropriate device.

Levd I1:
 Establish IV.
* Monitor ECG.

» Evaluate the need for advanced airway.
» If systolic BP < 90 mm Hg, administer fluid boluses inrgments of 250 ml, to titrate systolic BP of > 90 mga H

Leve 111I:

e None
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Hypertensive Emer gencies

Rationale:

Hypertensive emergencies not treated can lead to s#ivere conditions including myocardial infarction, pulnmgna
edema, and inter-cranial hemorrhage. Aggressive treatmenworsen these conditions; as a result, aggreéssiment
should be initiated only in the Emergency Departmergh&spital treatment is directed to the underlying cande
symptoms, i.e. chest pain or shortness of bréitpertensive emer gencies occur when systolic pressure >220 mm / Hg
and / or adiastolic pressure >120 mm/ Hg with signs and symptoms of neurological compromise.

Assessment Checklist

Emotional stress
Cerebrovascular event

Pain

Drug overdose

Myocardial infarction or angina

Adult Care

Levd I:

Perform focused history and physical assessment includiagplogical assessment.
Administer oxygen by appropriate device.
Attempt to reduce patient anxiety.

Levd I1:

Establish IV.

Obtain 12-lead ECG.

Evaluate the need for advanced airway.

See Chest Pain protocol.

If neurological changes see Cerebrovascular protocol.

Leve I11I:

None.
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Overdose

Rationale:

Not all cases of poisoning or overdose are life tierdag when the Fire Rescue Team arrives. Use calm
management and be prepared for a violent interactidnttwe patient. Take protective measures and use lawamnfant to
assist as needed.

Assessment Checklist

e Seizure

* Hypoxia

* Hypoglycemia or hyperglycemia

« CVAOrTIA

e Dysrhythmia

* Delerium Tremens

» Emotional disorder or pseudosyncopal episode

Adult Care

Levd I:

» Secure all possible sources of the overdose and traribpartto the hospital with the patient.

* Remain particularly alert to early signs of airway poomise and hypoglycemia.

* Administer oxygen by appropriate device.

*  Monitor for rapid changes in condition and behavior.

» Patients who must be restrained should be placed SURINkecstretcher, and a person must be dedicated to ntheitor
patient’s airway.

* Contact Poison Control at 1-800-282-3171 or 1-800-222-1222.

Levd I1:

» Check a blood glucose level.

* Establish IV.

* Monitor ECG.

» If glucose is < 60 mg / dl, follow Hypoglycemia Protocol.

» If unresponsive and / or respirations are compromisedinggter Narcan 2 mg IV in increments of 0.5mg.

* Mayrepeat as needed for Methadone or Darvocet overiflosederately obtunded, incremental doses of 0.5 mg may b
prudent since immediate narcotic withdrawal syndromeshragyecipitated. Some agents such as Propoxyphene/ Darvon
may require higher doses of Narcan (up to 10 mg) to remnersetic effects.

» If IV access is not available and patient meets aboteria, administer Narcan 2mg via nasal atomizer.

Leve I11I:

e None
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Pain M anagement

Rationale:
Pain management is an important part of patient careepatients, either by a medical condition or traumafiiry, require

pre-hospital management of their pain to improve a mediradition and/or decrease anxiety. This protocol shbeldsed
with discretion or receiving physician direction.

Assessment Checklist
* Various causes of acute pain

Adult Care

Levd I:

* Immobilize, elevate, and apply ice to injured areas.

* Place the patient in a position of comfort.

* Administer oxygen by appropriate device.

* Evaluate the possible use of other medication and/ohal@uring the interview.

Levd I1:

* Establish IV.

* Monitor ECG.

* Administer morphine sulfate 5 mg IV or IM for burns thaget trauma alert criteria awd for isolated long bone
fractures. May repeat 5 mg one time

Leve I11I:

* Morphine, Toradol (if available) as directed by medazaitrol.

Note:

For Inter-facility transports only: May follow theders of the transferring physician by administeringgiked medications
given to you by the hospital during transport, i.e., Dain@nd/or Toradol. To obtain hospital medications (1pfothe
hospital sign out protocol, (2) acquire a copy of the pheysiorders pertaining to the administration of the drugs(8)
document on the patient care report all medicationslandrmount administered.
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Poisoning

Rationale:

Poisonings by substances other than medications caenpnsith a variety of symptoms. Sometimes themigtill present
with a different chief complaint and be unaware of ginisoned. The rescuer must perform a careful and cormmitrtgew.
Poisonings may include pesticides, petroleum, and cleaning solvents, either by ingestion, inhalation, or absor bed.

Therescuer must be alert to the possible need to manage the scene and the patient as a hazar dous materials exposure
and to prevent contamination of the rescuersand the appar atus.

Assessment Checklist

e Seizure

* Hypoxia

* Hypoglycemia or hyperglycemia

« CVAOrTIA

* Dysrhythmia

* Delerium Tremens

» Emotional disorder or pseudosyncopal episode

Adult Care

Levd I:

* Remove the victim from the source (rescuer should appropriate PPE).

» Decontaminate the victim as needed.

* Assess for SLUDGEM syndrome.

* Administer oxygen by appropriate device.

* Suction if indicated.

» Do not use a helicopter to transport any hazardous alstexposure patient.
* Contact Poison Control at 1-800-282-3171 or 1-800-222-1222.

Levd I1:
« Establish an IV of normal saline at a T.K.O. rate.

» For the organophosphate or carbamate poisoning viatimiréster Atropine 2 mg at 5 min. intervals until sympsare
controlled.

Leve I11I:

* Haz-Mat Protocols as ordered by Medical Control.
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Seizure Disorder

Rationale:

Termination of seizures protects patients from hypdxaa ¢an cause brain injury. Frequently the rescue teasr witnesses
the seizure activity. This makes careful informatiothgeing and observation important.

Assessment Checklist

» Drug ingestion or alcohol withdrawal
» Cerebrovascular event

* Hypoglycemia

* Febrile illness

» Eclamptic pregnancy

e Trauma

Adult Care

Levd I:

» Passively protect the patient from self-injury.
* Administer oxygen by appropriate device.
» If the patient was not protected from injury during thiévég, immobilize the patient’s spine.

Levd I1:

» Check a blood glucose level.

* Establish IV.

* Monitor ECG.

» If blood sugar is < 60 mg / dl, follow Hypoglycemia Protocol

» If actively seizing, consider nasal Versed 1-2mg (maximuse &ong.) while attempting IV access,
administer Valium IV in 5 mg increments. Maximum doBenig.

* Consider RSI for airway maintenance in status epileptic

Leve I11I:

* Additional Valium.
» If seizure is eclampsia related then administer magnesilfate 2 Gm IV (Use caution to dilute before admintisind
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Sickle Cdl Anemia

Rationale:

Sickle Cell Anemia interferes with the normal delivef oxygen at the cellular level and may require emengigervention.

Assessment Checklist

» History of Sickle Cell Anemia

* Priapism

* Acute myocardial infarction / angina
* Unexplained pain

Adult Care

Levd I:

» Assess the patient for large muscle mass pain, chestgrad severe dyspnea.
* Administer oxygen by appropriate device.
* Keep patient as quiet as possible to minimize oxygen demand.

Levd I1:

» Establish IV.

e Obtain 12-lead ECG.

* Administer a fluid bolus of 250 ml and continue 1V at a Tkade.

* Administer Albuterol 2.5 mg by nebulizer for the wheezpagient. Repeat as needed.

» Refer to the Chest Pain Protocol for any symptoimigf complaint, or 12-lead ECG evaluation that
suggests AML.

Leve I11I:

» Contact Medical Control for pain management.
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Syncope

Rationale:

Patient presentation with sign, symptoms, or histbynexplained and brief (seconds) loss of consciousnesh whes not
appear to be related to overdose, CVA or other causeb whght be treated under a specific protocol. Unexplasyadope
may be the first clue of a serious underlying conditespecially in instances of pulmonary embolism and dylsnmyas.
Syncope could be caused by a variety of reasons and dteakbessed using GCS and AVPU.

Assessment Checklist

e Dysrhythimias

* Gl Bleed

 Eptopic Pregnancy

* Hypoglycemia or hyperglycemia

e Trauma (if associated or questionable fall withcope)
e Hypotension

* Overdose

« CVAOrTIA

* Delerium Tremens

» Emotional disorder

Adult Care

Levd I:

» Spinal immobilization if associated or questionableviath syncope
* Administer oxygen by appropriate device.

* Vital Signs — Orthostatic BP

» Place Patient in Trendelenberg position

» If patient is pregnant place in left lateral recumbesitipn

Levd I1:

» Check a blood glucose level.

e Consider IV Normal Saline KVO or Saline Lock
e Monitor and obtain 12 Lead ECG

Levd I11:

None

NOTE: If patient presents or has S/S of blood glucose < 6@jataissues, stroke, seizures, hypotension,
nausea/vomiting, diarrhea or alteredtal status. Go to appropriate protocol.
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Vomiting

Rationale:

By disrupting the stimulus to vomit, and reducing nauseaawerake the patient more comfortable during transpsniel,
we can reduce the chance of aspiration due to excessniing, and increase the effectiveness of pain manamgem
medications administered pre-hospital.

Assessment Checklist
* Vomiting caused by chemotherapy, narcotic pain medicaitidectious disease, chest pain or other
etiologies.

* Be sure to treat the primary signs/symptoms such as phies hypotension, dyspnea, etc., prior
to treating emesis.

Adult Care
Levd I:

* Place the patient in a position of comfort.
* Administer oxygen by appropriate device.

Levd I1:
 Establish IV.

* Monitor ECG.
» Administer Ondansetron (Zofran) 4mg IV, may repeat x 1 @o2e5 minutes, if needed.

Leve I11I:

e None
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Adult Trauma Care
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Standard Trauma Care Procedures

Rationale:

Traumatic Injuries require prompt care and handling. Alvsagpect cervical injury. Note the mechanism of injuny ather
conditions that may affect patient caRemember the Golden Hour.

General Adult Trauma Care
Levd 1

» Give a size up of the scene and consider early ndidicaf the need for air transport or additional help.
* Assess the scene for hazards and mechanisms of jurie

* Wear appropriate Personal Protective Equipment (PPE).

* Provide Basic Life Support (including cervical immobilipa).

» Perform a primary survey and provide emergency treatment.

* Administer oxygen by appropriate device.

» Perform a secondary survey enroute.

* Inflate MAST for immobilizing lower extremity fractuse(i.e. bilateral femur and /or pelvis) if available.
* Monitor oxygen saturation if indicated.

» Initiate transport according to Trauma Transport Présogueferably within 10 minutes of extrication.
Leve 2

* Provide ALS support (ECG, IV, Advanced Airway).
» Initiate 2 large bore IV lines of normal saline iflinated. Use blood tubing if available.
» Control bleeding with tourniquet if indicated and available

Leve 3

* None
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Animal Bites and Stings

Rationale:

Treatment will depend on several factors including, ype bf animal involved, size of bite, number of bitgkether or not
envenomation occurred, possible patient sensitivity,tgpe of bite. The rescuer should note evidence of ikergg reaction.
Refer to the anaphylaxis protocol as needed. Gatheuels mformation on the animal as possible.

Assessment Checklist

* Animal bites

* Snake bites

o Jellyfish stings

* Insect bites or stings

* Dyspnea

« Edema in airway

* Muscle spasms or seizure
* Hypotension or shock

Adult Care
Levd 1

* lIrrigate and cleanse wound.

» Assess degree of bite / sting marks, outline edemataggkesratous, and ecchymotic areas with a pen, notingniee

* Administer oxygen by appropriate device.

* Immobilize and elevate any extremities bitten by aken

» Keep patient supine and calm.

* Remove stingers if present, taking care to avoid comipigetise site.

+ ldentify animal if possible. For marine stings, useegar to flush site if available. Saline if not avhiéa Execption-
Portuguese man--war stings should have ice applied to leipaaswelling and pain.

Levd 2
 Establish IV.

* Monitor ECG.
* Treat specific signs and symptoms as needed by applicabteqr

Leve 3

 None
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Burns

Rationale:

Burn management requires aggressive care for inhalaiionds or large area burns (> 15% of BSA). Prolongedthtesat in
the field is not justified.

Assessment Checklist

Thermal burns
Chemical Burns
Electrical burns
Airway burns
CO exposure

Adult Care

Levd 1

Extinguish active burning and move the victim to safaare
Suction airway as needed.
Monitor oxygen saturation.

Administer oxygen by appropriate device. 100% FM nonrebre#tl® toxicity suspected.

Cover with burn sheets and irrigate the skin with copstesle fluids unless BSA > 15%.
Take precautions to control hypothermia for victimexdensive burns.

Avoid the use of water on dry chemical burns, untilchemical is brushed off.

Flush chemical burns with copious amounts of water foirdmum of 15 minutes

Leve 2

Establish V.

If burns are > 15% &j or Srd degree) BSA begin fluid resuscitation at rate of 500mlhper. If transport times are

greater than two hours use the Parkland Formula.
Monitor ECG.

Evaluate the need for advanced airway.

For hypovolemia, follow the Traumatic Shock Protocol.

Administer 5mg morphine sulfate IV or IM for isolated bsithat meet Trauma Alert. May repeat times one if rieede

Criteria (é‘d ord d degree > 15% BSA).

Leve 3

None
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Chest Injury

Rationale:

Trauma to the chest is deceptive. Any chest wall irissgociated with breathing difficulty should be considseetbus. Chest

injury patients may deteriorate rapidly. Multiple physieshms are advised.

Assessment Checklist

*  Occult hemorrhage and Shock
* Flail chest

* Tension pneumothorax
* Hemothorax

* Sucking chest wounds
» Pericardial tamponade
* Myocardial contusion

Adult Care

Levd 1

* Monitor oxygen saturation.

* Administer oxygen by appropriate device.

» Seal sucking chest wounds on three sides.

» Stabilize flail segments utilizing bulky dressings.

Levd 2
+ Establish two 1V lines.
* Monitor ECG.

» Evaluate the need for advanced airway.
» Perform a pleural decompression as needed.

Leve 3

 None
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Dive Injuries / Barotrauma

Rationale:

Barotrauma is caused by changes in atmospheric pregsisremdst commonly associated with the use of SCUBAf{
Contained Underwater Breathing Apparatus). SCUBA emerggain occur at any depth. A patient who takes a boéath
compressed air 15 feet or deeper underwater may be a wichanotrauma.

Assessment Checklist

» Decompression sickness (“Bends”)

* Air embolism

* Pneumothorax

* Pneumomediastinum

*  Subcutaneous emphysema

* Air squeeze (unequal pressures in a body cavity area stk ear drum or sinuses).

Adult Care

Levd 1

e Administer 100% oxygen using NRB.
* Place the patient in a supine/left lateral Trandelenpaosition if possible.
» Have the legal authority in charge (police, Florida Fisd Wildlife, U.S. Coast Guard, etc.) secure all oflkBm’s

dive gear.

* Note time of the event, rate of descent and ascepih @ dive, and other information reported by the pate dive
partners.

Leve 2

* Establish IV.

* Monitor ECG.

» Perform pleural decompression as needed.

» Transport to the closest emergency department.

Leve 3

« None
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Fractures

Rationale:

Proper handling of open fractures reduces the risk aftinfe. Long bone fractures should be treated as majong. Be alert
to the mechanisms of injury to assist recognitiofratures.

Assessment Checklist

* Closed fracture
* Open fracture
» Dislocation

e Shock

e Embolism

* Hemorrhage

Adult Care

Levd 1

* Administer oxygen by appropriate device.

» Assess distal pulses.

* Align and immobilize. Make only one attempt at thigakcular compromise exists.

* Immobilize joint fractures in position found. Exceptianthis rule will be fracture or dislocation of the kileat has
diminished or absent distal pulses.

» Irrigate open fractures thoroughly with saline then covith dressing.

* Apply a traction splint to mid shaft femur fractures.

* Apply a cold pack or ice to the site.

* Inflate MAST for immobilizing lower extremity fractusei.e. bilateral femur and/or pelvis), if available.

Leve 2

» Establish IV for major fractures.
* Administer 5mg morphine sulfate IV or IM. May repeat dostiges one.

Leve 3

« None
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Head Injuries

Rationale:

Significant head injuries may be masked. Maintain a ghx of suspicion for head injury in patient with altereshtal status.

Assessment Checklist

* Altered or obtundant mental status

* Internal bleed or hematoma

* Inappropriate affect (abnormal behavior)

o Skull fracture (open or closed)

* Respiratory compromise or abnormal respiratory patterns
* Related cervical, facial, eye, and airway injuries

Adult Care

Levd 1

* Administer oxygen by appropriate device.

» Elevate the head of the backboard 15-30 degrees if SBP > $#@nm

* Evaluate need for law enforcement / restraints.

» Patients who must be restrained should be placed SURINtecstretcher, and a person must be dedicated to ntheitor
patient’s airway.

Leve 2
» Establish IV. Keep SPB .> 90.
* Monitor ECG.

» Evaluate the need for advanced airway. Keep oxygen satura®0%.
» Check blood glucose; if blood glucose level is < 60 mg /otibw Hypoglycemia Protocol.

Leve 3

e Administer Haldol (if available) 5 mg IM or IV as orddre
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Ophthalmic Injuries

Rationale:

Eye injuries have a high potential for permanent impairtminjuries to the eye may also cause a relatedyitguhe central
nervous system. Psychological support is essential efigeghen the eyes are covered. Always consideraz@rspine injuries
with any eye injury.

Assessment Checklist

* Impaled object

* Bleeding or loss of aqueous / vitreous humor

» Deformity of the orbital socket

* Visible objects in eye

* Chemical, thermal, or bright-light (such as welding) Isuimthe eye

Adult Care

Levd 1

*  Quickly assess gross visual acuity.

» Ifthe eye is chemically burned, thoroughly irrigate #iffected eye(s) as soon as possible with normalesali

» Ifthe eye is penetrated, do NOT remove impaled object.

» Protect injury by applying eye shield and bandage oveseggbiding pressure on the eye itself.

* Cover other eye to reduce eye movement in the unedfegte.

» Keep patient from bending or straining.

» If eye or orbit receives blunt trauma and blood is ehaeanterior chamber (hyphema), transport with heagbétd at
least 60 degrees if patient has no cervical spine injuries

* Dim interior lights during transport.

Leve 2

« Apply Tetracaine (if available) 2 drops to the affectgel fer pain control. If Tetracaine is administeredgratMUST
seek furthemedical attention.

Leve 3

 None
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Traumatic Shock

Rationale:

The patient’s “Golden Hour” begins at the time of injuriyis concept should guide rapid recognition, treatnaerd,
transportation to a trauma center.

Assessment Checklist

* Hemmorhage (including occult)

» Orthostatic hypotension

* Neurogenic shock

* Adult Care level Direct Pressure, Elevation, Pressaoiet®, Tourniquet (only as a last resort).
* Related trauma

» Ulcers or other internal bleeding

Adult Care

Levd 1

« Control bleeding if possible through Direct Pressureyd&ien, Pressure Points, and Tourniquet (only as lastt)e
* Administer oxygen by appropriate device.

* Monitor oxygen saturation.

* Vital signs every 5 minutes.

» If the patient is hypotensive, place in Trendelenburgtiposi

Leve 2

» Evaluate the need for advanced airway.

* Initiate 2 large bore IV’s of normal saline pressurfesed with blood tubing if available. Do not delay tramspo
establish IV lines.

* Repeat 250 ml boluses up to 2 liters as indicated to maiatsystolic BP > 90 mm / Hg.

* Monitor ECG.

Leve 3

* Administer a dopamine infusion if fluid boluses fail tointain adequate pressure
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Less — Than Lethal Weapons
(Pepper Spray & Tear Gas)

Rationale:

As Police agencies look for alternate methods of otiittg and placing people into their custody they have begiaig tLess —
Than Lethal” weapons to do so. It is only a mattdiroé before EMS Providers are asked to respond to #uetiisns. This
protocol will deal with the three (3) most common typekess — Than Lethal weapons that are currentlydrbys aw
enforcement personnel.

Pepper Spray & Tear Gas

Levd 1

» Ensureno cross contamination occurs to Rescuer or equipment.

* Ensure good ABC's.

* Assess for any underlying medical problems that can gzatgent to become irrational and follow
appropriate protocol if needed.

* Look for and treat any secondary trauma.

* Flush eyes and face to get rid of gross contaminatpediedly important with foam based sprays).

* Having patient place their face in front of an air aitioner, or fan vent on high will speed recovery tiasdong as no
underlying trauma would prevent this.

» Use of recovery wipes and neutralizing solutions amelll as long as you follow manufacturer’s
directions. These will cut recovery time down.

Leve 2

« None
Levd 3

* None
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Less — Than Lethal Weapons
(Taser & Bean Bag Related Injuries)

Taser — Related Injuries
Levd 1

* Ensure that the scene is safe and has been clealad égforcement.

» Assess for adequate ABC'’s.

» Consider oxygen administration and oxygen saturation levels

* Assess for any secondary trauma.

» Assess for underlying medical conditions that may haused patient to act irrational.

» Check blood glucose if Medical Director approved.

» If probes have not been removed prior to EMS arwdeaiot remove. Bandage in place as you would with any impaled
object. There may be some redness around the area pfdbe from a very mild burn.

» If law enforcement has removed probes ensure thatatteelyeated as a biohazard.

» Have officer eject cartridge from taser for transpfgptobes are still in place.

» These patients are to be transported per protocol togtuest appropriate receiving facility.

* These patients are considered incompetent to sign réfugehnsport.

Leve 2

» Establish IV access.

* Monitor ECG.

» If patient has seizure activity go directly to protdiolseizure disorder.

» If patient has chest pain or any arrhythmia’s go diyeotthe appropriate protocol.
» Check blood glucose and monitor.

Levd 3
« None

Note

The probes used by Tasers are straightened #8 fishing Atksare designed to penetrate only ¥ inch. The tasealso be
used at close range as a stun gun. If this is the casauthe protocol still applies.

Bean — Bag Injuries

Refer to Standard Trauma Care Protocol

________________________________________________________________________________________________________________________________________|
Space Coast Regional Emergency Medical Services June 1, 2010



Pediatric Cardiac Care
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Standard Cardiac Arrest Procedures

Rationale:

Cardiac arrest in children is often secondary to pir&®ry component. It is essential these patientvecapid, decisive care
in the pre-hospital setting. Primary treatment includegbation and epinephrine administration. The patient's@mvient may

provide clues as to the underlying cause.

Pediatric Care

Level |

* Note the patient’s environment.

* Wear appropriate Personal Protective Equipment (PPE).
» Perform a primary assessment and emergency treatment.
* Assess for Death Scene Criteria.

» Determine pulselessness and apnea.

» Perform CPR with appropriate airway device.

* AED as indicated (age > 1 years old).

» Perform a secondary assessment.

Level Il

* Check a blood glucose level.
» Determine cardiac rhythm and follow treatments inappropriate protocol.

» Establish an ALS airway if needed with ET tube (1 afteamly) or King Airway (>12kg or 25Ibs).

* Confirm airway placement with capnography and 2 other deotsd methods.
» Establish vascular access by IV or 1O.
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Asystole

CPR 2 minutes
Check Pulse

Resume CPR immediatel
Give epinephrine
e IV/IO: 0.01 mg/kg
(2:10,000: 0.1 mL/kg)
« If Endotracheal tube: 0.1 mg/kg
(2:1000: 0.1 mL/kg)
Repeat every 3 to 5 min.
CPR for 2 min. (intubate)

Check rhythmn
Shockable rhythm?

If no pulse and Asystole
Repeat epinephrine
e IV/IO: 0.01 mg/kg
(1:20,000: 0.1 mL/kg)
e Endotracheal tube: 0.1 mg/kg
(1:2000: 0.1 mL/kg)
Repeat as necessary

Note:
Identify and treat 6 H's and 5T’s

Hypoxia

Hydrogen lon (Acidosis)
Hypo/Hyperkalemia
Hypovolemia
Hypothermia
Hypo/Hyperglycemia
Toxins, Tablets
Tension Pneumothorax
Tamponade, cardiac
Trauma
Thrombosis-pulmonary, coronary
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Bradycardia

Less than 6 months: < 80 BPM
Older than 6 months: < 60 BPM

Severe Cardio-respiratory Compromise
Poor Perfusion

Respiratory Difficulty

No

Observe
Support ABC’s

Transport

Note:

Yes

Perform chest compressions if, after oxygenatic
and ventilation,
Heart Rate < 80 BPM in an infant

Heart Rate < 60 BPM in a child

Epinephrine
IV /10 0.01 mg / kg 1:10,000
or ET 0.1mg/kg 1:1000

May repeat every 3 — 5 minutes

Atropine
IV/1O/ET 0.02 mg / kg
Minimum dose of 0.1 mg
Maximum dose of 0.5 mg for a child and 1.0 mg
for and adolescent

May repeat same dose once

Consider Transcutaneous Pacing

other treatments are ineffective

Atropine should not be used on infants less than 30 dageof
Consider trancutaneous pacing if highly suspicious of Hetkér or calcium channel blocker.
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Pulseless Electrical Activity

CPR 2 minutes

Check Pulse

Resume CPR immediatel
Give epinephrine
e IV/IO: 0.01 mg/kg
(2:10,000: 0.1 mL/kg)
e Endotracheal tube: 0.1 mg/kg
(2:1000: 0.1 mL/kg)
Repeat every 3 to 5 min.
CPR for 2 min. (intubate)

Check rhythm
Shockable rhythm?

Note:

If no pulse and Asystole
Repeat epinephrine
e« IV/IO: 0.01 mg/kg
(1:20,000: 0.1 mL/kg)
e Endotracheal tube: 0.1 mg/kg
(1:2000: 0.1 mL/kg)
Repeat as necessary

Identify and treat 6 H's and 5T’s

Hypoxia
Hypo/Hyperkalemia
Hypovolemia
Hypothermia

Toxins, Tablets

Trauma

Hydrogen lon (Acidosis)

Hypo/Hyperglycemia

Tension Pneumothorax
Tamponade, cardiac

Thrombosis-pulmonary, coronary
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Supraventricular Tachycardia

Rationale:

Supraventricular tachycardia in the pediatric patient @®@ommon. Pediatric tachycardias are generally relatpdin, fever,
or shock and usually originates in the sinus area. Tmeaachycardia pediatric patient aggressively if thbyteardia is
other than a sinus origin or the patient is unstable.

SVT rates rule-of-thumb:

Infant rate > 220 bpm
Chile rate > 180 bpm

Normal heart rates in children

Age Heart rate range Mean

Neonatal to 3 mo 85-205 140

3moto2yr 100-190 130

2yrto 10 yr 60-140 80

>10 yr 60-100 75
Stable Unstable

Oxygen
ECG Monitoring

Oxygen
ECG Monitoring
IV Access

IV Access

Adenosine Sedate

0.1 mg / kg (max of 6 mg)
Followed by a NS bolus 20ml

Versed
¢ |V/IO/IM/Nasal0.05 mg / kg

Adenosine
0.2 mg / kg (max of 12 mg) Synchronized
Followed by a NS bolus 20ml Cardioversion
0.5J/kg
1J/kg
2J/kg
Call for further orders . 437kg

Note:
Do not delay cardioversion for IV Access
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Ventricular Ectopy

Note: PVC’s in children are rare and are often non-cardiac regat Direct physician contact should
be made before administration of medications.

Lidocaine 1 mg / kg IV I

Repeat Lidocaine 0.5 mg / kg IV
as needed every 10 minutes to a

maximum dose 3 mg / kg

Follow bolus therapy wit
maintenance infusion of]
20-50 mcg / kg / min

Note:

300 mg of Lidocaine into 250 ml of normal saline yields 1 micrdrop / kg / minute = 20 mcg / kg / min
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Ventricular Fibrillation / Pulseless Ventricular Tachycardia

CPR

Give 1 Shock

e Manual: 2 J/kg
* AED: > 1 year of age
Use pediatric system if available for 1 to
years of age
Resume CPR immediately

Give 5 cycles of CPR

Check rhythm
Shockable Rhythm? <
A
Continue CPR while defibrillator is
charging
Give 1 Shock
e Manual: 4 J/kg
* AED > 1 year of age
Epinephrine
IV /10 0.01 mg / kg 1:10,000
Or ET 0. mg/kg 1:000
Repeat Every 3-5 minutes
Give 5 cycles of CPR
Lidocaine 1 mg / kg IV/10 Amiodarone
Repeat Lidocaine 1 mg / kg every 3-5 5 mg / kg IV/IO in 30 ml N.S. over 30
min. to a maximum dose seconds
3 mg/kg Single Dose max 300 mg
Check rhythm
Shockable Rhythm? >
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Ventricular Tachycardia (Pulse Producing)

Unstable Stable
Sedate
Versed Consider Adenosine if
¢ IV/IO/IM/Nasal0.05 mg / kg rhythm regular and QRS

monomorphic

Ventricular Rate > 150
Immediate Synchronized Amiodarone

Cardioversion Lidocaine 5 mg / kg in D5W
0.5J/kg 1mg/kg IV m given over 20

1J/kg minutes max dost
2J/kg 300mg
47/ kg

Repeat Lidocaine
0.5 mg / kg IV

If conversion occurs,
administer Lidocaine 1 mg / k¢
and hang a Lidocaine drip

Every 10 minutes to a
maximum of 3 mg / kg

If cardioversion is unsuccessft

. . If conversion
utilize pharmacological agents

maintenance infusion

under the stable category alon 20 — 50 meg / kg / min

300 mg into 250 ml
1 micro-drop / kg / min
Equals
20 mcg / kg / min

with cardioversion

Note:
Do not delay cardioversion for IV Access
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Pediatric Medical Care
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Standard Medical Care Procedures

Rationale:

Pediatric emergencies make up a small percentage of buplemhe. Children very seldom suffer a life threatenmedical
emergency, but when it does occur, they generally des¢eiguickly. Calm action and speech will help decrdasehild’s
and family’s anxiety.

General Pediatric Care

Leve I:

* Assess the scene for hazards or abuse. 1-800-96 ABUSE

* Note the patient’s environment.

* Wear appropriate protective equipment (PPE).

* Provide standard BLS support (including cervical stabiliratis needed).
» Perform a primary survey and provide emergency treatment.

» Perform a secondary survey, treat, and transport.

* Administer oxygen by appropriate device.

* Monitor oxygen saturation if indicated.

Level I1:

* Check a glucose reading when indicated

* Provide ALS support (ECG, IV, Advanced airway).

» Establish an ALS airway if needed with ET tube (latteamby) or medical director approved dual lumen airway device
(>12kg or 25Ibs.)

* Confirm airway placement with capnography and 2 other deoted methods

* Administer medication therapy as needed.
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Abdominal Pain

Rationale:

A differential diagnosis of abdominal pain can be complerolonged evaluation in the field is not appropriatasp8ct a
severe underlying problem. Prompt and gentle transpuogtjisred.

Assessment Checklist

e Trauma

* Acute appendicitis

»  Peritonitis

» Constipation

» Viral or bacterial infection
* Internal hemorrhage

» Poisoning

e Overdose

e Child Abuse

Pediatric Care

Leve I:

» Examine for distended abdomen, bowel sounds, referred pain.

« Examine for hemorrhage (unexplained tachycardia, eméstxjybstools, or rigidity).
» Examine for palpable increased body temperature and diaghior@isating illness.
» Test for orthostatic hypotension.

* Administer oxygen by appropriate device.

» Use Trendelenburg position if patient is hypotensive.

Level II:

* Establish IV

» Evaluate the need for advanced airway with RSI if indt@ncluding Etomidate 1V 0.15-0.3 mg/kg,
Atropine IV 0.02 mg/kg (if under age 5), and Succinylcholine 12 mg/kg.

» Ifintubated, sedate with Versed IV 0.05mg/kg (max dose 2 mg)

»  Confirm airway placement with capnography and 2 other deotsa methods.

» Provide the shock patient a fluid challenge of 20 ml/kg. Bep®indicated.

» If actively vomiting, Zofran 0.15 mg/kg IV for 6 monthsader or Oral Dissolving Troche (ODT) 4mg for 4 yeand a
above. Max dose 4mg.

Level I11:

* None
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Airway M anagement

Rationale:

Many pediatric emergencies are related to airway comgenMaintenance of the airway takes an even greatmrtance
than in the adult patient. Cardiac arrest in the padip#itient is usually secondary to airway compromiseoich
endotracheal intubation in the patient with croup or eftitjs unless the patient has respiratory arrestinddm the infant or
small child’s airway with manual techniques such as tftihjaw thrust.

Assessment Checklist

* Asthma

 Trauma

» Cervical spine injury

» Foreign object obstruction or aspiration
*  Hyperventilation
 Croup

» Epiglottitis

*  Pneumonia

» Viral or bacterial infection
* Drowning

* Hypothermia

Pediatric Care

Leve I:

» Assess respiratory effort for rate and quality.

» Assess gag reflex.

* Open airway (use jaw thrust if suspect cervical injury).
» Place appropriate airway device (oral or nasal).

*  Monitor oxygen saturation.

* Administer oxygen by appropriate device.

» Suction airway if indicated.

Level II:

» Assess respiratory effort for rate and quality.

» Assess gag reflex.

» Establish an ALS airway if needed with ET tube (1 afteamly) or King Airway (>12kg or 25Ibs).

* RSl ifindicated including Etomidate 1V 0.15-0.3 mg/kg, Atropikell02 mg/kg (if under age 5), and
Succinyicholine IV 1-2 mg/kg.

» Ifintubated, sedate with Versed IV 0.05mg/kg (max dose 2 mg)

*  Confirm airway placement with capnography and 2 other deotsa methods.

Level I11:

* None
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Allergic Reactions

Rationale:

This is more common than the more serious anaphyliegction. This patient responds well to prehospiakient. Early
recognition and treatment are important to prevent reevere problems

Assessment Checklist

* Respiratory Arrest

» Airway obstruction

* Bronchospasm

* Rash, Hives, Edema, Itching

Pediatric Care

Leve I:

* Administer oxygen by appropriate device.
* Attempt to determine the source of the allergic reactio
* Poison Control # 1-800-222-1222 or 1-800-282-3171

Level II:

* Establish IV/IO

* Monitor ECG.

» Evaluate the need for advanced airway with RSI if indt@ncluding Etomidate 1V 0.15-0.3 mg/kg,
Atropine IV 0.02 mg/kg (if under age 5), and Succinylcholine 12 mg/kg.

* Ifintubated, sedate with Versed IV 0.05mg/kg (max dose 2 mg)

*  Confirm airway placement with capnography and 2 other deotsad methods.

* Administer Benadryl 0.5 mg / kg IV. Repeat the dose oné&eminutes (total maximum dose of 50 mg).

* Observe for the development of anaphylaxis and dysrhgthmi

* Consider Albuterol treatment PRN.

Level I11:

* None
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Altered Mental Status

Rationale:

It is uncommon to encounter pediatric patients with an altered mestdalis. It is important to attempt to determine thisea

Assessment Checklist

 Trauma

* Overdose

* Hypoglycemia

» Past medical history - Medical or Psychological
»  Seizures (postictal)

Pediatric Care

Leve I:

* Evaluate the need for law enforcement assistance.

* Administer oxygen by appropriate device.

» Contact Poison Control at 1-800-282-3171 if indicated.

» Patients who must be restrained should be placed SURiINIEecstretcher, and a person must dedicated to monéor t
patient’s airway.

Level II:

* Check a blood glucose level

* Establish IV/IO

* Monitor ECG.

» Evaluate the need for advanced airway with RSI if indt@ncluding Etomidate 1V 0.15-0.3 mg/kg,
Atropine IV 0.02 mg/kg (if under age 5), and Succinylcholine 12 mg/kg.

* Ifintubated, sedate with Versed IV 0.05mg/kg (max dose 2 mg)

*  Confirm airway placement with capnography and 2 other deoted methods

* If glucose < 60 mg / dI, follow Hypoglycemia Protocol.

* Administer Narcan 0.1 mg / kg, or nasal atomized in nadbess >12 years, as needed for respiratory depression.
Repeat as needed.

Level I11:

* None
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Anaphylaxis
Rationale:

Anaphylaxis may be mistaken for cardiac arrest by éseuer who does not witness its onset. It has arhagtality rate. It
can become resistant to medical management espetiadigtment is delayed. The rescuer must distinguisplayaxis
from the related but less severe allergic reaction.

Assessment Checklist

» Airway obstruction

* Shock / Poor perfusion
* Hives/Edema

* Bronchospasm

Pediatric Care

Leve I:

» Assess oxygen saturation.

» Assess for airway edema, stridor, and wheezing.
* Administer oxygen by appropriate device.

» Administer pediatric Epi-Pen if available.

Level II:

» Establish IV/IO.

* Monitor ECG.

» Evaluate the need for advanced airway with RSI if indt@ncluding Etomidate 1V 0.15-0.3 mg/kg,
Atropine 1V 0.02 mg/kg (if under age 5), and Succinylcholine 12 mg/kg.

* Ifintubated, sedate with Versed IV 0.05mg/kg (max dose 2 mg)

* Confirm airway placement with capnography and 2 other deotsa methods.

* Administer the hypotensive patient a fluid bolus of 20 kd./ Repeat as needed.

* Administer albuterol 2.5 mg by nebulizer mask for mild respry compromise.

* Administer epinephrine 0.01 mg / kg of 1:1,000 SQ for moderapéra¢sry compromise in the
normotensive patient.

* Administer epinephrine 0.01 mg / kg of 1:10,000 IV/1O for seve@paylaxis.

* Administer Benadryl 0.5 mg / kg IV. Repeat the dose ortee &fminutes as needed (total maximum of 50 mg).

Level I11:

* None
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Asthma/ Bronchitis

Rationale:

Asthma or Bronchitis emergencies can present witle lilistress at first onset but can deteriorate quickatch them
closely and treat the problem aggressively as nee@gahosisis a late indicator of hypoxia in children.

Assessment Checklist

» Airway obstruction

« Asthma
e Bronchitis
» Epiglottitis

» Status asthmaticus
* Anaphylaxis
 Overdose
Pneumonia

Pediatric Care

Leve I:

» Assess oxygen saturation.
» Assess for airway edema, stridor, and wheezing.
* Administer oxygen by appropriate device.

Level II:

» Establish IV/IO.

* Monitor ECG.

» Evaluate the need for advanced airway with RSI if indt@ncluding Etomidate 1V 0.15-0.3 mg/kg,
Atropine IV 0.02 mg/kg (if under age 5), and Succinylcholine 12 mg/kg.

* Ifintubated, sedate with Versed IV 0.05mg/kg (max dose 2 mg)

* Confirm airway placement with capnography and 2 other deotsa methods.

* Administer Albuterol 2.5 mg by nebulizer. This may be adstered (as needed) before vascular access
and repeated as needed.

* Administer epinephrine 0.01 mg / kg of 1:1,000 SQ for seveherashot improving with Albuterol.

Level I11:

* None
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Carbon Monoxide Inhalation

Rationale:

Carbon monoxide can pose a serious threat to the rezsuell as the patient. Use caution in assessinG@hpatient.
Some normal diagnostic methods such as SaO2 and capéféirgnay give false positives. This exposure intexgewith
oxygen exchange on the cellular level. Always constderany airway burn.

Assessment Checklist

* Hypoxia of unknown cause
* Smoke inhalation

» Poisoning

* Overdose

* Burns

Pediatric Care

Leve I:

* Remove the patient from source of exposure. Take prenaldagainst a possible toxic environment.

» Assess for signs including vomiting, altered mental stagigure, flushing, cyanosis, or cherry red skin @aja).
» Assess for symptoms including headache and tinnitus.

* Administer 100% oxygen by appropriate device.

» Keep patient calm to minimize oxygen demand.

Level II:

» Establish vascular access.

* Monitor ECG.

» Evaluate the need for advanced airway.

» Draw blood. Cover blood tubes with a cold pack.

* Administer Albuterol 2.5 mg by nebulizer for the wheezpagient. Repeat as needed.
» Transport to the closest emergency department.

Level I11:

* None
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Croup / Epiglottitis
Rationale:

This is a potentially disastrous emergency. Avoid unssarg treatment and handling of the patient unlessesesgpiratory
compromise has occurre®Rapid and gentle transport isindicated.

Assessment Checklist

* Viral infection

Pneumonia

* Bronchitis

 Asthma

» Foreign body airway obstruction

Pediatric Care

Leve I:

» Assess airway from a distance if possible.

* Administer oxygen by appropriate device. Have parent h@axygen near the child.
» Keep patient calm.

» Assess oxygen saturation.

Level II:

* Administer a saline mist treatment (if available) fioild croup.

* Refrain from intubation unless the patient is in respity arrest.

* Refrain from IV or 10 therapy unless the patient isespiratory arrest.

» Consider cricothyrotomy (or needle cricothyrotomle#s than 10 years of age) if unable to intubate.

Level I11:

* None
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Diabetic Emergencies
(Hyperglycemia)

Rationale:

Hyperglycemic patients may present with an altered rhetatus. The patient’s increased blood glucose may cawsee
diuresis. This can cause dehydration and hyperosmolaa. cétyperglycemic emergencies usually onset over sedayal

Assessment Checklist

» History of diabetes
* Hypoglycemia

» Dehydration

*  Hypotension

« Coma

» Psychosis

Pediatric Care

Leve I:

* Assess for Kussmaul respirations.
* Administer oxygen by appropriate device.

Level II:

* Check a blood glucose level.

» Establish IV/IO.

* Monitor ECG.

» Evaluate the need for advanced airway with RSI if indt@ncluding Etomidate 1V 0.15-0.3 mg/kg,
Atropine 1V 0.02 mg/kg (if under age 5), and Succinylcholinel+¥2 mg/kg.

» Ifintubated, sedate with Versed IV 0.05mg/kg (max dose 2 mg)

*  Confirm airway placement with capnography and 2 other deotsa methods.

*  Administer normal saline 20 ml / kg IV rapid infusion fohgdration as needed.

* Repeat the infusion for the shock patient.

* Continue with an infusion of 20 ml / kg / hour.

Level I11:

* None
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Diabetic Emergencies
(Hypoglycemia)

Rationale:

The hypoglycemic patient suddenly develops a hyper-adreatalest the body attempts to raise glucose levels.patment
may very quickly suffer brain damage. The patient’'s meauotadition deteriorates and seizure activity or conag aevelop.
Some patients become agitated, develop psychotic beloaviY A like symptoms such as hemiplegia, paresthesisaorial
nerve palsies. Always suspect hypoglycemia in mentaliynded patient. An imbalance of insulin may precipitate
hypoglycemia in the insulin dependent diabetic. Insulisatran also cause hypoglycemia.

Assessment Checklist

» History of diabetes (particularly with insulin use)
» Dehydration

* Hypotension

« Coma

» Psychosis

* Drug ingestion

* Assess for trauma

Pediatric Care

Leve I:

» Assess for last insulin injection and food intake.
* Administer oxygen by appropriate device.
* Administer oral glucose if the patient is conscious drld & maintain airway.

Level II:

» Check a blood glucose level

* Establish IV.

* Monitor ECG.

e Administer D25W 2 — 4 ml / kg IV (< 34 kg) if glucose < 60 mg / dl.

* Administer D50W 25 GM IV (> 34 kg) if glucose < 60 mg / dl.

* If unable to establish IV and glucose < 60 mg / dl, admeni&lucagon 0.5 mg IM or SQ (< 20 kg) or administer
Glucagon 1.0 mg IM or SQ (> 20 kg).

Level I11:

* None
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Environmental Cold Emergencies

Rationale:

Cold related emergencies are possible even in Flofitiase situations usually involve water immersion. Wi range of
temperatures between day and night can cause problethg fanprepared. The use of alcohol and various drugs @n als
effect how a patient reacts to cold. Drowning patishtsuld be managed for hypothermia.

Assessment Checklist

Frostbite
Coma

Cardiac Arrest
Drowning

Pediatric Care

Leve I:

Asses for shivering, lethargy, muscle stiffness, mestédus changes, discoloration of the skin, and numbness
Remove wet clothing and protect patient against contiheatiloss and wind chill.

Place patient in a horizontal position avoiding rough enoent and excess activity.

Completely dry patient and cover with insulated blankets.

Administer oxygen by appropriate device.

NPO

Level II:

Establish IV/IO.

Monitor ECG.

Evaluate the need for advance airway with RSI if indidancluding Etomidate 1V 0.15-0.3 mg/kg,
Atropine IV 0.02 mg/kg (if under age 5), and Succinylcholine 12 mg/kg.

If intubated, sedate with Versed 1V 0.05mg/kg (max dose 2 mg)

Confirm airway placement with capnography and 2 other deoted methods.

Warm the IV fluid with hot packs.

Level I11:

None
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Environmental Heat Emergencies

Rationale:

Cooling the heat emergency patient helps protect thedodlfCNS from permanent damage. A good history of thetés
essential. Some people, especially the elderly and pediatients, are more sensitive to heat than otha&ssess the
patient’s environment in the primary survey.

Assessment Checklist

* Heat stroke

* Heat exhaustion

e Heat cramps

* Hyperglycemia / hypoglycemia
* Seizures

Pediatric Care

Leve I:

* Move patient to cool environment and remove clothing.

» Place the heat exhaustion patient in a supine positibnfeet elevated.

» Place the heat stroke patient in semi-reclining positiath head elevated 15-30 degrees if normotensive).

* Sponge with cool water or cover with a wet sheet andtlie patient.

» Apply cold packs to the lateral chest wall, groin, axitlarotid arteries, temples and behind knees if rapidropddi
required.

* Administer oxygen by appropriate device.

Level I1:

* Establish IV/IO

* Monitor ECG.

» Evaluate the need for advanced airway with RSI if indt@ncluding Etomidate 1V 0.15-0.3 mg/kg,
Atropine 1V 0.02 mg/kg (if under age 5), and Succinylcholine 12 mg/kg.

» Ifintubated, sedate with Versed IV 0.05mg/kg (max dose 2 mg)

* Confirm airway placement with capnography and 2 other deotsad methods.

* Administer fluid boluses of 20 ml / kg titrate as needed amtain adequate blood pressure.

Level I11:

* None
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Overdose

Rationale:

Children who take unprescribed medication may not takgelquantities due to its unpleasant taste. Any pediatignpat
who has a potential overdose should receive prompt Enwyr@apartment evaluation. Suspect overdose in any patien
has a decreased level of consciousness. Considerds$ibifity that siblings or playmates have also takelication and
will not admit it. Call Poison Control.

Assessment Checklist

» Poisoning
* Hyperglycemia / hypoglycemia
» Seizures

Pediatric Care

Leve I:

» Secure all possible sources of the overdose and traribpartto the hospital with the patient.

* Administer oxygen by appropriate device.

*  Monitor for rapid changes in condition and behavior.

» Patients who must be restrained should be placed SURiNIEecstretcher, and a person must be dedicated to monito
the patient’s airway.

* Contact Poison Control 1-800-222-1222 or 1-800-282-3171

Level II:

* Check a blood glucose level.

* Establish IV/IO

* Monitor ECG.

» Obtain 12 lead ECG if high suspicion for Tricyclic anticegmant overdose.

» Evaluate the need for advanced airway with RSI if indt@ncluding Etomidate 1V 0.15-0.3 mg/kg,
Atropine 1V 0.02 mg/kg (if under age 5), and Succinylcholine 12 mg/kg.

» Ifintubated, sedate with Versed IV 0.05mg/kg (max dose 2 mg)

* Confirm airway placement with capnography and 2 other deotsad methods.

» If glucose < 60 mg / dI, follow Hypoglycemia Protocol.

* Administer Narcan 0.1 mg / kg, if no IV access and >12yeasal atomizer, as needed for respiratory

depression Repeat as needed.

Level I11:

* None
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Poisoning
Rationale:

The poisoning victim may present with an unrelated compénd not be aware of the poisoning. The rescuer susgiect
poisoning. Poisonings may include pesticides, petroleuth¢lganing solvents. They may occur by ingestion, lathom, or
absorption.

Assessment Checklist

* Overdose

* Hyperglycemia / hypoglycemia
* Respiratory arrest

* Hypotension

*  Dysrhythmia

Pediatric Care

Leve I:

* Remove the victim from the source (rescuers should &gaB.A. if required).
» Decontaminate the victim as needed.

* Assess for SLUDGEM syndrome.

* Administer oxygen by appropriate device.

» Suction if indicated.

» Do not use a helicopter to transport any hazardous ralstexposure patient.
* Contact Poison Control at 1-800-222-1222 or 1-800-282-3171

Level II:

» Establish IV/IO

* Monitor ECG.

» Evaluate the need for advanced airway with RSI if indt@ncluding Etomidate 1V 0.15-0.3 mg/kg,
Atropine IV 0.02 mg/kg (if under age 5), and Succinylcholine 12 mg/kg.

» Ifintubated, sedate with Versed IV 0.05mg/kg (max dose 2 mg)

» Confirm airway placement with capnography and 2 other deotsad methods.

« For the organophosphate or carbamate poisoning victimiréster atropine 0.05 mg / kg (0.1 mg is the
minimum dose) IV / ET / 10. Repeat atropine at 5 minntervals

* Contact Poison Control at 1-800-222-1222 or 1-800-282-3171.

Level I11:

» Perform Hazardous Materials protocols if approved by Mediontrol.
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Seizure Disor der

Rationale:

Most pediatric seizures are febrile and can be coddmteooling the patient. Careful history taking and olzgéon are
important to determining the cause and appropriate emergepeytment treatment.

Assessment Checklist

* Febrile iliness
* Overdose
» Poisoning
* Hypoglycemia

Pediatric Care

Leve I:

» Passively protect the patient from self-injury.

» Cool the febrile patient and remove excess clothing.

* Administer oxygen by appropriate device.

» If the patient was not protected from injury during theévég, immobilize the patient’s spine.

Level I1:

* Check a blood glucose level

* Establish IV/IO

* Monitor ECG

* If blood sugar is < 60mg/dI, follow Hypoglycemia Protocol

* Administer Versed 0.05 mg / kg IV/10, maximum single dose of fimag repeat one time (maximum combined dose of
2mg), IM or intranasal if no IV/IO access is avaiabl1mg/kg, repeat one time if seizures continue, max dos¢img
available).

» Evaluate the need for advanced airway with RSI if inéiténcluding Etomidate 1V 0.15 — 0.3 mg/kg, Atropine 1V 0.02
mg/kg (if under age 5), and Succinylcholine IV 1 —2 mg/kg

» Confirm airway placement with capography and 2 other dontadenethods

Level I11:

* Additional Versed
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Sickle Cell Anemia

Rationale:

Sickle Cell Anemia crisis interferes with the norrdalivery of oxygen at the cellular level and may be@rergency.

Assessment Checklist

» History of Sickle Cell Anemia

* Priapism

» Acute myocardial infarction / angina
* Unexplained pain

Pediatric Care

Leve I:

» Assess the patient for large muscle mass pain, chestgrad severe dyspnea.
* Administer oxygen by appropriate device.
* Keep patient as quiet as possible to minimize oxygen demand.

Level I1:

* Establish IV/IO

* Monitor ECG.

*  Draw blood.

* Administer a fluid bolus of 20 ml / kg and continue the NA&EKO rate.

* Administer Albuterol 2.5 mg by nebulizer for the wheeziagient. Repeat as needed.

» Refer to the Chest Pain Protocol for any symptoimigf complaint, or 12-lead ECG evaluation that suggests. AMI

Level I11:

» Contact Medical Control for pain management.

Space Coast Regional Emergency Medical Services Junel, 2010
Pediatric Medical Care



Vomiting

Rationale:

By disrupting the stimulus to vomit, and reducing nauseaawerake the patient more comfortable during transpsnivel,
we can reduce the chance of aspiration due to excessniing, and increase the effectiveness of pain manamgem
medications administered pre-hospital.

Assessment Checklist

* Vomiting caused by chemotherapy, narcotic pain medicaitidectious disease, chest pain or other
etiologies.

* Be sure to treat the primary signs/symptoms such as phies hypotension, dyspnea, etc., prior
to treating emesis

Pediatric Care
Levd I:

* Place the patient in a position of comfort.
* Administer oxygen by appropriate device.

Levd I1:

* Establish IV.
*  Monitor ECG.
* Administer Ondansetron (Zofran) 0.15 mg/kg max dose 4 mg \MQO! mg ODT (4 years and above).

Leve 111I:

e None
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Pediatric Trauma Care
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Standard Trauma Car e Procedures

Rationale:

Traumatic injuries require prompt care and transportatidways suspect cervical injury. Note the mechani$mjory and
any other condition that may affect patient carey &lmest, abdominal and all head injuries that reswdtéhange or loss of
consciousness should receive an emergency departmeamteval Remember the Goldélourideally scene time should
remain under 10 minutes.

Pediatric Care
Levd |

* Give a size up of the scene and consider early ndidicaf the need for air transport or additional help.
* Assess the scene for hazards and mechanisms of injury.

* Wear appropriate Personal Protective Equipment (PPE).

* Provide Basic Life Support (including cervical immobilipa).

» Perform a primary survey and provide emergency treatment.

* Administer oxygen by appropriate device.

» Perform a secondary survey enroute to the hospital.

» Inflate MAST for immobilizing lower extremity fractuse(i.e. bilateral femur and/or pelvis) if available.
* Monitor oxygen saturation if indicated.

» Initiate transport according to Trauma Transport Présogueferably within 10 minutes of extrication.

Leve |1

* Provide ALS support (ECG, IV, Advanced airway).

» Establish an ALS airway if needed with ET tube (1 afteamly) or King Airway (>12kg or 25Ibs).
» Confirm airway placement with capnography and 2 other deotsad methods.

» Initiate 2 large-bore 1V lines of normal saline iflinated and time available.
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Animal Bitesand Stings

Rationale:

Treatment of this injury will depend on the type of aaimOther factors may include site of bite, numbebitefs, possible
envenomation, patient sensitivity, and time of biédlergic reaction is an important consideration tcelbaluated. Refer to
the anaphylaxis protocol as needed. Gather as muclmiaion on the animal as possible.

Assessment Checklist

* Snake bite — poisonous or nonpoisonous
* Insect sting

» Jellyfish sting

* Dog or other animal bite

» Allergic reaction

* Anaphylactic shock

* Hypotension or shock

Pediatric Care

Levd |

* lIrrigate and cleanse wound.

» Assess degree of bite / sting marks, outline edemataggkesratous, and ecchymotic areas with a pen, notingniee

* Administer oxygen by appropriate device.

* Immobilize and elevate any extremities bitten by aken

» Keep patient supine and calm.

* Remove stingers if present, taking care to avoid comipigeise site.

* ldentify animal if possible.

» For marine stings, use vinegar to flush site. Exceptinly, Portuguese man-of-war stings should only be fluglited
fresh water or saline

» Do NOT apply ice or cold packs to snake bites or matings Exception, only Portuguese man-of-war stings should
have ice applied to help reduce swelling and pain

Leve |1

» Establish vascular access if indicated.

* Monitor ECG.

» Evaluate the need for advanced airway with RSI if indt@ncluding Etomidate 1V 0.15-0.3 mg/kg,
Atropine 1V 0.02 mg/kg (if under age 5), and Succinylcholine 12 mg/kg.

» Ifintubated, sedate with Versed IV 0.05mg/kg (max dose 2 mg)

*  Confirm airway placement with capnography and 2 other deotsa methods.

Leve 111

 None
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Burns

Rationale:

Major (or inhalation) burns require aggressive caramloRged treatment in the field is not justified.

Assessment Checklist

e Thermal burns
e Chemical burns
» Electrical burns
* Airway burns

Pediatric Care

Levd |

» Extinguish active burning and move the victim to safaare

e Suction airway as needed.

+ Assess oxygen saturation.

* Administer oxygen by appropriate device.

»  Cover with burn sheets and irrigate the skin with copstesie fluids unless BSA > 10%.
» Take precautions to control hypothermia for victimexiensive burns.

» Avoid the use of water on dry chemical burns, untilchemical is brushed off.

Leve II

* Establish 1V/10.

* Burns exceeding 10% ?9 or Srd degree) BSA begin fluid resuscitation: < 5 yrs. at 150 mhpar, 5 to 15 yrs. at 250 ml
per hour for the first two hours. If transport timéasger than two hour use the Parkland Formula.

* Monitor ECG.

* Evaluate the need for advanced airway (preferably ETdabsidering potential for sub-glottic swelling) with RSI
indicated including Etomidate IV 0.15-0.3 mg/kg, Atropine IV 0.02 mgikgnder age 5), and Succinylcholine IV 1-2
mg/kg.

* Ifintubated, sedate with Versed IV 0.05mg/kg (max dose 2 mg)

* Confirm airway placement with capnography and 2 other deotsa methods.

*  Flush chemical burns with copious amounts of water fanitutes.

* Morphine IV/IO 0.1 mg/kg (max dose 5 mg) for burns exceeding 1(51%0{23{d degree) BSA.

Leve 111

* Administer pain medications as ordered.
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Chest Injury

Rationale:

Thoracic trauma can be deceptive. Any thoracic trawitteassociated dyspnea should be considered serioust igjheg
patients may deteriorate rapidly. Frequent assessmengslased.

Assessment Checklist

* Respiratory arrest

* Rib Fracture

* Flail chest

* Tension pneumothorax

* Hemothorax

*  Open pneumothorax (sucking chest wound)
* Rapid respiratory decompensation
e Occult hemorrhage

* Exsanguination

* Related cervical or head injury

» Pericardial tamponade

e Subcutaneous emphysema

* Cardiac Contusion

Pediatric Care
Levd |

* Monitor oxygen saturation.

* Administer oxygen by appropriate device.

» Seal sucking chest wounds on three sides.

» Stabilize flail segments utilizing bulky dressings.

Leve |1

* Establish 1V/10.

* Monitor ECG.

» Evaluate the need for advanced airway with RSI if indt@ncluding Etomidate 1V 0.15-0.3 mg/kg,
Atropine 1V 0.02 mg/kg (if under age 5), and Succinylcholine 12 mg/kg.

* Ifintubated, sedate with Versed IV 0.05mg/kg (max dose 2 mg)

*  Confirm airway placement with capnography and 2 other deotsad methods.

» Perform a pleural decompression as needed.

Leve 111

 None
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Fractures

Rationale:

Treat small bone fractures as simple injuries. Longelimactures or multiple small bone fractures shoulddséd as major
trauma. Evaluate the mechanisms of injury to guide sissag of possible child abuse.

Assessment Checklist

* Closed fracture

* Open fracture

* Related head or spine injury
* Child abuse

* Internal injury or hemorrhage
» Seizure activity related to a fall

Pediatric Care

Levd |

* Administer oxygen by appropriate device.

» Assess distal pulses.

* Align and immobilize. Make only 1 attempt at this ibealar compromise exists.

* Immobilize joint fractures in position found. Exceptirthis rule will be fracture or dislocation of the &rbat has
diminished or absent distal pulses.

» Irrigate open fractures thoroughly with saline then covith dressing.

* Apply a traction splint to femur fractures.

* Apply a cold pack or ice to the site.

* Inflate MAST for immobilizing lower extremity fractuse(i.e. bilateral femur and/or pelvis), (if available)

Leve |1

« Establish IV/IO access if indicated
*  Morphine IV/IO 0.1 mg/kg (max 5mg).

Leve 111

* Administer pain medications as ordered.
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Head Injuries

Rationale:

Significant head injury may be difficult to assesds liest to treat for a head injury if at all suspectedaluate the patient for a
possible trauma alert based on related injuries. lépais hypotensive, look for injuries elsewhere.

Assessment Checklist

* Altered or obtunded mental status

* Internal bleed or hematoma

* Inappropriate affect (abnormal behavior)

e Skull fracture (open or closed)

* Respiratory compromise or abnormal respiratory patterns
* Related cervical, facial, eye, and airway injuries

Pediatric Care

Levd |

* Administer oxygen by appropriate device.

» Elevate the head of the backboard 15-30 degrees if norsiten

» Evaluate need for law enforcement / restraints.

* Patients who must be restrained should be placed SUBHNEe stretcher, and a person must dedicated to mdtimétor
patient’s airway.

* Check blood glucose.

Leve |1

« Establish IV/10.
* Monitor ECG.

» Evaluate the need for advanced airway with RSI if indt@ncluding Etomidate 1V 0.15-0.3 mg/kg,
Atropine 1V 0.02 mg/kg (if under age 5), and Succinylcholine 12 mg/kg.

* Ifintubated, sedate with Versed IV 0.05mg/kg (max dose 2 mg)

* Confirm airway placement with capnography and 2 other deotead methods.

* If glucose < 60 mg / dI, follow Hypoglycemia Protocol.

Leve 111

 None
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Ophthalmic Injuries

Rationale:

Eye injuries must be treated very seriously due to thenpiat for permanent impairment and the proximity todéetral
nervous system. Psychological support is essentialiap@then the eyes are to be covered. Always ct@rsiervical spine
injury related to an eye injury.

Assessment Checklist

* Impaled object

* Bleeding or loss of aqueous / vitreous humor

*  Deformity of the orbital socket

* Visible objects in eye

*  Chemical, thermal, or bright-light (such as welding) burnfi¢oetye

Pediatric Care

Levd |

*  Quickly assess gross visual acuity.

» Ifthe eye is chemically burned, thoroughly irrigatesetiéd eye(s) as soon as possible with normal saline.

» Ifthe eye is penetrated, do NOT remove impaled object.

» Protect injury by applying eye shield and bandage oveseggbiding pressure on the eye itself.

* Cover other eye to reduce eye movement in the unedfegte.

» Keep patient from bending or straining.

» If eye or orbit receives blunt trauma and blood is ehaeanterior chamber (hyphema), transport with heagbgtd at
least 60 degrees, only if no cervical spine injury.

* Dim interior lights during transport.

Leve II

* Administer 2 gtts Tetracaine (if available) per affdotge. If administered, patient MUST seek further medical
treatment.

Leve 111

 None
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Traumatic Shock

Rationale:

The patient’'s Golden Hour" begins at the time of injury. This concept should guégéd recognition, treatment, and
transportation to a trauma center.

Assessment Checklist

* Hemorrhage (including occult)

» Orthostatic hypotension

* Neurogenic shock

* Anaphylactic shock

* Related trauma

» Ulcers or other internal bleeding

Pediatric Care

Levd |

* Administer oxygen by appropriate device.

* Monitor oxygen saturation.

* Monitor vital signs every 5 minutes.

» If the patient is hypotensive, place in Trendelenburgtiposi
» Control the bleeding with direct pressure, elevation.

Leve II

« Establish IV/IO. Do not delay transport to establigHines.

* Monitor ECG.

» Evaluate the need for advance airway with RSI if ingidancluding Etomidate IV 0.15-0.3 mg/kg,
Atropine IV 0.02 mg/kg (if under age 5), and Succinylcholine 12 mg/kg.

* Ifintubated, sedate with Versed IV 0.05mg/kg (max dose 2 mg)

*  Confirm airway placement with capnography and 2 other deotsead methods.

+ If the patient is hypotensive, administer a fluid boltisarmal saline20 ml / kg.

* Repeat the saline bolus if signs of shock or hypoterstosist.

Leve 111

* Administer Dopamine 5-20 mcg / kg / min for neurogenic shétek golume replacement. Titrate
dopamine to maintain a systolic BP > 90 mm / Hg.
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Blood Pressure Screening

Rational:

Many agencies offer blood pressure screening to our comynuBlood pressure checks assist citizens to identify
hypertension or to monitoring their medical conditians the efficacy of their medications.

Assessment Checklist

*  This patient may have no medical problem

. Headache

*  CVA

. Hypertension

. Hypertensive crisis

. Communicable disease such as flu, cold, or tuberculosis

Level |
. Have customer sign in per departmental policy.
*  Assess the patient’s blood pressure.
. If the pressure is acutely abnormal, continue to apprappiatocol.
*  Obtain a refusal for treatment/transport if patierstdstely hypertensive with signs/symptoms or BP above
220/120 and patient is unwilling to be transported to a meficiky.
Leve II:
’ None
Levd I11:
’ None
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Rational

I nfluenza and Pneumococcal Disease Vaccination
(Flu and Pneumonia Vaccination)

Influenza and pneumococcal infections are seasonatioris that may be epidemic. Annual vaccinations can
reduce the incidence of infection and is prophylactidnesk care. EMS providers may be directed to administer
vaccinations as a public servi

Leve 111

Checklist

High risk group

Recent illness or fever

Past pneumonia vaccination (any customer who hassegcaipneumonia vaccination in the past must
contact their current physician for re-vaccination.)

Have the customer read vaccination information sheeétsign consent form (see appendices).
Assess vital signs including temperature. (A temperatureea99.0 precludes vaccination).

Verify the patient is over 18 years old, is not pregnlas, no recent flu-like iliness, is not allergic ggye
or egg products and has not had another pneumonia vaccindtdn the last year.

Prep patient for an intramuscular injection.

Administer 0.5 ml of influenza vaccine in the arm.

Administer 0.5 ml of pneumococcal vaccine in the opp@site.

Have the patient remain for 20 minutes and observenfpabergic reaction.
If an allergic reaction occurs then continue to thergic reaction protocol.

Past Pneumonia vaccination consults with physician.
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Baker Act

A psychiatric patient may be involuntarily hospitalizgdlaw enforcement under authority of the Baker Ache T
Baker act applies to persons who may suffer from negliglcout care or treatment or if the patient presents a
imminent threat of bodily harm to himself or anothdthis removes the patient’s right to refuse treatmén

provider who questions the patient’s ability to makerimied refusal should summon law enforcement to implement
the Baker Act. A physician may also initiate a Baket hospitalization.

All persons treated under the Baker Act will be transgabtd the nearest appropriate facility.
A. Law enforcement will search the patient whenrtteglical situation permits.

B. Restraints will be used only when the patientkislyi to harm himself or others. The restraints sthoul
secure all extremities, the torso and the pelvic reg@antinue restraining the patient throughout the
transport.

C. Ambulatory psychiatric patients shall be escortedtbigast two personnel, one on each side of the
patient. Each provider should keep one hand in contdettiaét patient. A provider should sit within
arm’s reach during transport.

D. Law enforcement will provide a completed Baker Aechfp(HRS-MH Form 3052A) to the EMS
provider. The original form will be taken by the provided be left with the patient at the receiving
facility. The crew shall inspect this form befonétiating transport. Do not transport the patienhé t
form is not completed with the name of receiving fagcipatients name, time and date, criteria
checked off, observations, and a signature.

E. A patient may voluntarily sign a Baker Act Form 4@a®lf committal to a mental facility. Once this
form is signed, the patient gives up legal rights and canvoeduntarily transported.

F. Voluntary patients should have prior authorizatiortfansport from the receiving facility. Notify law
enforcement immediately of any patients who are eattto themselves or others. Detain, if you can
do so safely without using force, the patient under thiecaitly of Florida Statute 401.445. Do not use
force to detain any patient.

G. Nonemergency substance abuse patients should havauhorization for transport from the
receiving facility.

H. Intoxicated patients may be involuntarily transporirder the authority of the Marchman Act. Law
enforcement personnel must authorize treatment ansipatation. The intoxicated patient who
refuses to be transported will be the responsibilitgafenforcement.

I.  Any patient requiring medical treatment shall be tatcetine nearest receiving facility.
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Critical Care Transports

Coastal Health Systems of Brevard Inc. will providetfacility transportation for Critical Care patient& critical
care transport team, trained and capable of transpquditients, will be available 24 hours per day for both aahuit
pediatric patients.

CHSB medics will understand the critical care emuiment to include patient types and technology involved.
CHSB medics will understand his or her role withicai care transports. To include both medical and isgaes.
CHSB medics will understand the equipment used by CHS8ifaal care transports.

CHSB medics will have the organizational skillsessary for transporting the critical care patient.

A. Formulating a transport plan.

B. Implementing the transport plan.

C. Evaluating the transport plan.

SN

Formulating the transport plan: The transport plan begithsunderstanding Intensive care and develops with the
patient’s caregivers. CHSB medics use a modular approaghaay and circulation monitoring and management,
medication administration, and general ICU monitoringjskiFocus on the patient first, and then the teamol
Don’t become technologically blinded, but allow teclogyito assist in meeting the patient’s needs.

Know what type of intensive care unit to which yoa inroute and gather appropriate equipment.
Cardiac surgical and medical

General surgical and medical

Neurological

Orthopedics

Pediatric

Burns

mmoow»rH

Prepare for transport
Assemble all equipment necessary for transport.
Have backup equipment ready.
Insure protocols and written orders are in place.
Obtain the telephone numbers of the receiving playsiand facility.
Familiarize yourself with the patient’s drainageaayss (chest tubes, Foley catheters, nasogastricanbes
surgical drains.
Double check infusion sites to assure patency (medipad central lines).
Obtain the patient’s records and review them wWithRN to fully understand the patient’s needs.

moow>»h

®m

Patient care enroute
Provide care and monitor patient based on protoablpatient class.
Insure crew members have the competencies tothegiatient’s specific needs.
Monitor patient care equipment to insure it is wagkproperly.
Establish radio and or cellular phone contacts asdeed
Document patient care needs , responses to tregtarehtshanges in condition.

moowp»w

Deliver the patient on arrival at the receiving haépit
Deliver the report and records with the patient.
Evaluate the transport.

W > H

Work with facility staff if they are required to acapany patient during transport.
An RN will assume all patient care and responsihilit
Respiratory Therapist will assume all patient airnaane and responsibility.
Physicians will assume all patient care and respititysi
The paramedic will assume patient care for cardigestor other acute conditions.

COmp
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Death Scene

1. Control of death scenes is the responsibility wféaforcement. As a general rule, law enforcement
officers voluntarily defer to the EMS provider for resitestion decisions. Ultimate responsibility for
control of death scenes rests with law enforceméra.law enforcement officer denies you access ¢o th
scene, he is acting within the law and assuming redpbtysi

2. This protocol is to assist the field EMS providemiaking resuscitation decisions. It applies to patients of
all ages including victims of SIDS. It cannot addrespadsible contingencies. The provider should,
when in doubt, attempt resuscitation. All resuscitatilhfollow Brevard Regional EMS Protocol unless
the Medical Director or his designated emergency roorsipiay gives orders otherwise.

3. Terminally ill patients present ethical and legal doastwhen making resuscitation decisions. Frequently,
surviving family members will direct that resuscitatsimould not be attempted. The questions associated
with the “Death with Dignity” issue are important, e@imaal, and beyond the ability of an EMS system to
address.

A. The State of Florida’s “Do Not Resuscitate Ord@®NRO) form will be honored as long as the form
is either an original or the form is a copy on yellpaper. The form must be complete and signed. If
there is doubt of the authenticity of the form or fihren is not a State of Florida DNRO form,
resuscitation will be performed on the patient unlessham section of this protocol applies.

B. If a patient does not have a DNRO, but is termynifi]ldecrepit, and in the end-stage of the disease
process, contact medical control for orders to ceamgscitation.

4. Unquestionable Death Criteria:
A. The patient is PULSELESS, APNEIC, UNRESPONSIVEJIAUNRESPONSIVE PUPILS.
B. In addition to the above, the patient should meetobige following criteria:

The patient has lividity (discoloration of dependentsafthe body)

The patient has clear signs of body decay or visilderdposition with odor

The patient has rigor mortis (rigidity)

The patient has an open cranium with exposed brainmatte
The patient is decapitated or has a severed trunk

GO wWNBE

C. Asystole must be confirmed in at least two contigueads for severe blunt traumatic injury.

5. Asystole Protocol:

The intent of the Brevard Regional EMS Protocol iprtavide to the employees and visitors of Brevard
County the most progressive and beneficial pre-hospiatgency care. Brevard Regional EMS Agencies
adopts the following protocol to allow “death with digfiand to decrease the emotional trauma on family
members. The patient must present and remain in Bsgstong resuscitation for this protocol to apply
providers will:

A. Comply with Cardiac Arrest Protocol;
B. Consider termination of resuscitation for refractory asyistplatients after the second dose of

epinephrine or single dose of vasopressin has been iathnead. Secure endotracheal tubes and IVs
in place.
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Death Scene Cont.
6. Control of Death Scenes:
When the Law Enforcement or EMS Provider has detezththe scene is a possible crime scene:

A. Avoid disturbing the patient’s position and the scenenach as possible. Observe the position of
anything relevant to the body (such as sheets, weaptm)ysand the position of the body. Make notes
(for law enforcement) about these and about anythirtigred as soon as possible.

B. TOUCH NOTHING:

Do not use the telephone.

Do not touch the medication (or other) containers.

Do not turn off anything (except obvious hazards).

Do not move anything.

Do not replace anything you moved to access the patient

Try to not leave anything on scene (such as electroalepers or needles).

Exit the scene and do not reenter and prohibit ciélfeom entering the scene, even if it's
their own home.

~NOoO O, WN P

C. If law enforcement is not present, notify them.
D. Notify your supervisor if law enforcement has noiveed within 15 minutes of notification.

E. Do not leave the scene until law enforcement asswontrol.
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Destination Decisions

Definitions:

State Approved Trauma Center(SATC, Level 1 or 2):
Those hospitals having the facilities and personnel apiatte for the care of the major trauma patient.

Basic Treatment Facility (BTF):
A hospital’'s emergency department that is capable ofgiraycare to most emergency patients, excluding
major trauma.

Patient Choice

The hospital chosen independently by the patient. défiaition specifically excludes a decision derived by
paramedic prompting or recommendation.

Patient Classifications & Destination Decision:

1. Class 1/Red Unstable

A. Medical- To closest appropriate hospital.

B. Trauma- Refer to Trauma Transport Protocols
2. Class 2/Yellow Stable, but at risk of deterioration

A. Medical

1. Hospital of patient’s choice within zone., unlessapaedic decides such a transport would be
detrimental to patient’s clinical condition, then tsport to closest appropriate hospital.
2. Unassigned: Closest hospital

B. Trauma- Refer to Trauma Transport Protocols
3. Class 3/Green Stable
A. Medical- Hospital of patient’s choice within the@hty including Sebastian Medical Center
(system status allowing)
B. Trauma- Refer to Trauma Transport Protocols
4. Class 4/Black Meets Death Scene Criteria. Notify Eaforcement & Do NOT Transport.

Use of Helicopter Ambulance Service:

1. Patients should be transported by ground ambulance exvept w
A. Patients meet the criteria for air transport urttlerTrauma Transport Protocol.
B. Road conditions will cause delays for patients reqgirapid transport.
C. There are multiple victims of a serious nature régglirapid transport.
2. Helicopters wilNOT be used for adult cardiac arrest patients unless ingsaiscitation measures have

been successful and rapid transport by ground is not akeailab
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EMT IV (Intravenous)

* Pursuant to the rules of the Florida Department of He@ltapter 64E-2.008, Florida Administrative Code, an
Emergency Medical Technician (EMT) who has successtoltypleted training equivalent to the 1999
U.S.D.O.T. EMT-Intermediate National Standard Curricuhehated to intravenous (IV) therapy shall be
allowed to initiate a non-medicated peripheral IV.

* An EMT shall only be allowed to initiate a non-medézhlV under the direct supervision of a Florida certified
Paramedic (of the same licensed agency) who has direti@ to do so.

« AllIV’'s initiated by an EMT shall follow the guideliseestablished in the Double Lumen Catheter Protocol as
outlined in the Procedures Manual of the Brevard Countp EBtanding Orders.

* No EMT shall be permitted to initiate an intraossdafission or access a patient’s external jugular vein.
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Incapacitation Patients

Florida Statute 401.445 provides authority for EMS Provideex&mine and treat patients who are incapacitated
and cannot make decisions for themselves.

Patients are incapacitated if they are unable to nd&emed consent for treatment due to intoxication by dougs
alcohol or by their medical emergency (such as dealeasatal status).

The provider has a legal ability to treat a patient égpeing a medical emergency. Make every attempt to get
consent from the patient. If the patient is incapaed, he may be treated and transported without hisr@onse

Request law enforcement to restrain any patient whaires it. Unreasonable force shall not be used.

A patient who has been treated as an incapacitatedpatiest be transported until a physician determinedhet
no longer incapacitated.

_______________________________________________________________________________________________________________________________________|
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Interfacility Transfer

A patient transported to the closest hospital or TraGerater may be transferred to another hospital iptiteent or
physician requests it or if the closest hospital islirrsion. Each hospital agrees to transfer (regardfess
financial status) any competent patient who requestBransfers will be arranged between physicians. Bemsay
and attending physicians are authorized to arrange transfe

Paramedics will prior to accepting a patient for transfeceive a summary of the patient’s condition, tiems
documents (summary, lab work, x-rays, etc.) currentrireat, treatment orders, possible complications, and
pertinent medical information. A paramedic who is askadansfer a patient with special needs that exceed his

scope of practice will not make the transfer withoumhdp@ccompanied in the unit by an appropriately trained
provider (RN, RT, MD, etc.).

Patients who receive emergency transfers must hdeasitone IV in place prior to transfer. OrderslYor
composition and rate should be provided.
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Multiple Agency Coordination

1. Transport of the patient should begin as soon asbfmssi
2. Always work together cooperativelylie best interest of the patient
3. Disagreements in patient care shalebelved by medical control
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On-Line Medical Control

The on-duty emergency department physicians serve &g theur on-line (by radio or phone) medical control
authority

The paramedic may contact medical control for consattats desired but must contact medical control for
authorization for level 11l orders, any deviation frgrotocol, when a patient refusal may endanger the patien
provider, when bystander physicians or other providgr®tparticipate in patient care, and any situation wher
there is conflict between providers, hospitals, oeotiealth care agencies.

Space Coast Regional Emergency Medical Services June 1, 2010



Patient Refusal or Non Transport

1. Any patient refusing needed treatments and/or transiportzquire the completion of a Patient Refusal
form. Patients who refuse part of the treatmentmesended (for example, a patient may allow transport
but refuse to have an 1V) must also sign the Patiefus&eform.

2. The provider will communicate directly with the patiemestablish his intent and inform the patient or

guardian of:

A. Their condition

B. The potential risks of refusal

C. Their assumption of all risks by refusal

3. The refusal form must include the patient’s chief caemmp] vital signs, consequences of the refusal, and
paramedic assessments. The patient’s signature showithbssed by family members, law enforcement
bystanders, or other crew members.

4. Complete the signature lines, for patients who refusegn, with “patient refuses to sign”, followed by
your signature and have family members, law enforcelngstanders, or other crew members witness and
sign the refusal.
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Physician On-Scene
Non-EMS System physicians may assume patient cate)if
1. Are at the scene,
2. AND identify them self (and show proof) as a Flodidansed M.D. or D.O.,
3. AND agree to assume care of the patient,
4. AND if transporting, agree to accompany the patietitéaeceiving facility OR declare the patient dead,

5. AND sign the Physician’s Section of the EMS Report.
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Respiratory Protection

The Center for Disease Control's (CDC) and the OctupadtSafety and Health Administration (OSHA)
recommend employees wear particulate respirators inmstances where providers will occupy the same space
with (such as in a closed vehicle during transport) dioparprocedures on individuals with suspected or confirmed
infectious mycobacterium tuberculosis (TB) disease.piRE®rs should meet or exceed standards of the National
Institute for Occupational Safety and Health (NIOSH)High efficiency particulate air (HEPA) respirators.

Procedure:
The following procedure complies with OSHA regulations.
1. Assignment of responsibility:

A. Each agency will delegate an Infection Control €ffiwho will be responsible for maintaining
infection control procedures, program training of persbriasting for disease, providing personal
protective equipment, and investigating employee exposuris. iffdividual will be appointed by the
agency's medical director and the State EMS office aidhawve expertise in issues relevant to
infection control including infectious diseases and occapat health.

B. The Infection Control Officer will provide the Hdacare worker a yearly respiratory protection
program based on current information from OSHA, CD@, MIOSH.

2. Standard operating procedures (SOPS):

A. The Infection Control Officer will update proceduresrew standards may be published. The
respiratory infection program will be modified to compligh new guidelines.

B. IMPORTANT SOP:A patient with suspected or confirmed TB should be transported in the rear of an
ambulance with the patient wearing a surgical mask over the mouth and nose (if possible) and the vent
fan on (negative air pressure). Ambulance personnel should wear respiratory protection when
transporting such patients. (CDC MMWR Vol.43 / RR-13, page 51)

3. Training program:

The respiratory protection program shall insure emplogesénformed of:

1 methods of TB transmission.

2 signs and symptoms of TB.

3 Diagnosing employee exposure, i.e. positive skin testtsedB infection indicators, and the
presence (if contacted) and treatment of the disease.

4  procedures that may protect the employee from exposure.

5 use of personal protective equipment, negative air pegssior

6 Respirator training, i.e. fit testing, use of, and h@wecognize a malfunctioning respirator.

4 Respirator inspection, cleaning, disinfection and gera
A. All surfaces exposed to potentially infectious matsr&hnall be wiped clean with a detergent and
appropriately disinfected immediately after patient canstrument and equipment cleaning shall be

done in an area separate from treatment areas. #aasport unit will be decontaminated at the end
of each shift.

B. Personal protective equipment shall be used wheniclpafhis equipment, disposable cleaning
materials, and the respirator, shall be disposed @&drbiohazard bags.

C. One HEPA respirator for each provider will be siopa each transport unit.
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Respiratory Protection Cont.

D. Three forms of disinfecting agents may be used by agency:

1 CGlutaraldehyde-based solutions may be used for steiolizat high level disinfection. All items
must be thoroughly cleaned and rinsed following useoid skin contact and vapors.

2 Sodium Hypochlorite (household bleach) in a 1:100 solufiGhqup to one gallon of water).
may be used for intermediate level disinfection on amtical surfaces and equipmeritritating
to skin and eyes.

3 Phenolics (0.5 ounce to one gallon of water) may be fasentermediate level disinfection.
After cleaning, spray on surfaces and let stand for 1@tesbefore wiping off Avoid skin or
mucus membrane contact.

E. Exposure to liquid chemical disinfectants:
1. Decontaminate the area with copious, tepid watea fainimum of 5 minutes. Wash the area
with soap and water.
2. Follow the appropriate protocol for chemical exposures.

5. Fit testing:

A. Fit testing requires testing the seal to insure pira®r fits the provider’s face with a leakage of <1086.
proper fit can usually be attained by using respiratoed three sizes.

B. Face-seal leakage compromises the ability of paatieukspirators to protect employees from airborne
materials. Air-born contaminants will take the patheast resistance into the respirator, bypassing the
filter if it seals poorly. A proper seal between tkspirator the face is essential. Face-seal leadaye
result from various factors:

Incorrect face piece size or shape

Incorrect or defective face piece sealing-lip

Beard growth

Perspiration or facial oils that can cause faceepsppage

Failure to use all the head straps

Incorrect positioning of the face piece on the face

Incorrect head strap tension or position

Improper respirator maintenance

Respirator damage.

©CoNoUA~AWNE

C. Fit testing is the responsibility of the Infecti@ontrol Officer and must be done before the providey ma
make patient contact. The proper fit is confirmed byypglnegative pressure in the respirator with no
leakage into it.

D. Reuse of a disposable respirator is permitted otiheifespirator maintains its structural and functional
integrity, the interior of the respirator is not caminated, and the initial user is the sole occupariteof t
respirator.

_______________________________________________________________________________________________________________________________________|
Space Coast Regional Emergency Medical Services June 1, 2010



Response to Violent or Potentially Violent Scenes

1. Units dispatched to scenes where persons are pdienitégnt will stage. They will remain there until
advised that law enforcement has secured the scene.

2. Units who are requested to stage by law enforcemiéinmespond to a staging area in the
Non-emergency mode. Units will change their respom$ied emergency mode after the scene is secured.

3. Units arriving in the staging area will avoid trawvetorridors that can be observed from the scene.

4, The company officer or senior paramedic must evathatsafety of the scene and withdraw if
necessary until the scene is secured.

5. Providers who are present during acts of violencheothreat of violence will leave the scene and
request Law Enforcement. Use clear text to describsitbation.

_______________________________________________________________________________________________________________________________________|
Space Coast Regional Emergency Medical Services June 1, 2010



Transport Destination (non-ALS )

For Patients in Long Term Nursing Facilities & Skilled Nursing Facilities

1. After a completed patient assessment, if it is detexdnthat the patient is stable, the Solo-Paramedic or
Lieutenant may elect to:

» Transport in a Brevard County Fire Rescue unit
* Release t@€Coastal Health System

2. Ifthe patient is to be transported by Coastal He®yistems, Brevard County Fire Rescue or the ALS first
response agency personnel may remain on scene untéll afrthe Coastal ambulance. A unit may clear
an incident if Coastal’s response time to the scaldeavextended or in the event that the unit must
respond to another incident. In either case, the-Batamedic or Lieutenant must determine and
document that the patient’s condition is stable atithe of release. In these situations, the hospiay c
of the report will be left with the patient or relagiand given to the Coastal ambulance upon their arrival

» If a patient consents to alternative means of tramapon, every effort will be made to ensure
that this transportation can be initiated while tlievArd County Fire-Rescue unit is on the
scene

3. Use the following guide to determine which patient tmayransferred to Coastal Health Systems or may
use another form of transportation:

BCFR must Transport (unless patient refuses) Patiers’ complaining of or presenting with the
following signs/symptoms:

* Chest Pain

* Cardiac Event

* Shortness of Breath

* Respiratory Event

* AMS (Non dementia)

* TIA or Stroke

*  Glucose < 60mg/dL

* Potassium > 6 mEqg/L

* Hemoglobin (<9 g/dL)

» Seizure

* Hypotension or Hypertension
» Bradycardia or Tachycardia
* Unstable Trauma

» Dialysis (Emergent)

* Abdominal Pain

» Fever, Possible sepsis

BCFR must transport any patient (unless patient refuses2xhibiting a medical condition manifesting itself by
acute symptoms of sufficient severity (including severgain) such that the absence of immediate medical
attention could reasonably be expected to result in: (I9lacing the health of the individual (or, with respecto
a preghant woman, the health of the woman or her unbornhild) in serious jeopardy; (2) serious impairment
to bodily functions, or (3) serious dysfunction of any bdily organ or part, or (4) with respect to a pregnant
woman who is having contractions -- that there is inadeaie time to effect a safe transfer to care to Coastal
Health Service before delivery, or that the transfer mayose a threat to the health or safety of the woman or
her unborn child.
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Transport Destination (non-ALS) Cont.

Transfer of Care to Coastal Health Services may occur itie following complaints or values are present:

Abnormal Lab Values (except for potassium > 6 mEg/L)
No Chest pain

No Cardiac Event

No Shortness of Breath

No Respiratory Event

Hx of Dementia (but not exhibiting signs of agitationjtecdistress or trauma)
No AMS

No Signs of TIA or Stroke

No seizures

No Signs of Hypo- or Hyperglycemia

Glucose > 60mg/dL

Hemoglobin (>9 g/dL)

No Neurological Event

Stable Vitals

Direct Admit (Non-Urgent Transport)

Follow up care management in the ED

Lab work request

NOTE: Itis imperative that a complete patient asessment is well
documented to support the decision to release a pat to either an
ambulance or alternate means of transportation.
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Treatment and Transport of Minors

1. Units responding to a scene involving minors wilifya parent if the patient’s condition allows the éim
2. Transport minors (under the age of eighteen) withigguo the appropriate facility.
3. EMS personnel do not need parental consent for tegdton transportation of a minor.

4. Some minors such as those who are married maydseogmated. Emancipated minors are treated as
adults for consent purposes.

5. Law enforcement may take a child into protectivearyst The officer should then sign the Patient Refusal
form.
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Unit Cancellations

1. Brevard Region Transport units may accept cancelafrom other agencies or units)ly under the
following circumstances:

A. The other unit is known to be manned by paramediopeasd, or
B. The other unit is manned by EMTs AND
1 The nature of the call is trauma AND

2 The patient voluntarily signs the refusal form thdidates paralysis and death as the risk
of their refusal, AND

3 The patient has no obvious injury AND
4 The patient’s mental status and vital signs are stableithin normal limits.
2. BLS units may not cancel ALS units responding to médailés unless the call is a false alarm.
3. First Response BLS units will, when they firstegritransmit to the responding ALS units an evaluatfon o

the scene and potential injuries. The ALS unit wilthe evaluation indicates a non emergency call,
downgrade their response from emergency to a less dangeoolesof driving. The ALS unit will
continue directly to the scene and evaluate all patients

4, Extenuating circumstances may include patient refusalsipte calls or rescue squads responding outside
their primary response area. The first response BlitShould transmit their evaluation to the squad via
the radio, such as “The patient refuses treatment andgortation.” The Rescue squad may, in
extenuating circumstances, cancel in order to remaserivice or to respond to another incident.
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Drug M anual

This manual contains basic pharmacological informatiothe medications listed throughout this Protocol Maritree dosages listed
in this section are the recommendations of the maturkers or the textbooks from which the informationsvgamthered. When
administering a medication, follow the recommended ddsedule as specified in the Protocol under which youwaremtly treating.

Space Coast Regional Emer gency Medical Services June 1, 2010
Drug Manual



Adenosine
(Adenocar d)

Therapeutic Effects:

» Converts PSVT to slower rate by slowing conductiomulgh the A-V node, also works when PSVT is caused by W-P-
Indications:

» Paroxysmal Supraventricular Tachycardia
Contraindications:

e 2nd and 3rd degree heart blocks

*  Sick Sinus Syndrome.

* Known hypersensitivity to Adenocard

WPW or accessory pathway cardiac condition conductioorafalities

Adverse Reactions:

* Facial Flushing
* Nausea

Administration and Dosage:

* Adults
0 6 mg very rapid IVP, followed without delay by a very rapdiml saline bolus.
0 A second dose of 12 mg very rapid IVP, followed without delag very rapid 20 ml saline bolus may be given.
Can repeat 12 mg dose once.

* Pediatric:
o 0.1 mg/kg (max 6mg) very rapid IVP, followed without delgyabvery rapid 5-10 ml saline bolus.
0 Second dose of 0.2 mg / kg (max 12mg) very rapid IVP, follow#towt delay by a very rapid 20ml saline bolus.

NOTE:
Adenosine should be given in the port closest tothe IV site. The syringe with the saline bolus should already be in the next
most distal port.
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Albuteral
(Proventil, Proventil Syrup, Ventolin)

Therapeutic Effects:
* Relaxes bronchial smooth muscle by acting on beta ady®receptors.
Indications:
* Bronchospasms, in patients with reversible obstructingay disease.
Contraindications:
e Use cautiously in patients with cardiovascular disordecs,ding coronary insufficiency and hypertension.
* Also use caution in patients with hyperthyroidism or diab mellitus.
*  Warn patient about the possibility of paradoxical brosplagm. If this occurs, the drug should be discontinued imatedd
Adverse Reactions:
* CNS: Tremor, nervousness, dizziness, insomnia, headach
» CV: Tachycardia, palpitations, hypertension
» EENT: Drying and irritation of nose and throat (witthaled form)
*  Gl: Heartburn, nausea, vomiting
e Other: Muscle cramping
Precautions:
» Propranolol and other beta-blockers block the broncatidd effect of albuterol. Monitor patient carefully.

Administration and Dosage:

* AEROSOL - Adults and pediatric: 2.5 mg in 3.0 ml of premixraividual protocol dictates.

NOTES:
Albuterol can be combined with Atrovent in the nebulizer. This may be administered (as needed) befor e vascular access.
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Amiodarone
(Cordarone)

Therapeutic Effects:

»  Suppresses ventricular dysrhythmia

Indications:

* Recurrent or persistent ventricular fibrillation
* Recurrent or persistent hemodynamically unstable \@nan tachycardia

Contraindications;

* Known hypersensitivity to Amiodarone
* Marked sinus bradycardia

. ondg gd degree AV block unless functional pacemaker is available
e Cardiogenic shock

Precautions:

* Rapid rate of infusion may lead to AV block, profound hypsien and bradycardia.
* Do not use in PVC IV tubing.
* Drug is motion sensitive and may foam if agitated.

Adverse Reactions:

* Hypotension

* ARDS (chronic use)

e Arrhythmias

» Electrolyte disturbances

* Pulmonary fibrosis (chronic use)

Administration and Dosage:

* Adults
0 VF/Pulseless VT: 300 mg in 30 ml normal saline IV push 8@eseconds. IV push rates under 30 seconds may lead
to irreversible brady-asystole.
0 VT (stable): 150 mg in 100 mL D5W over 10-15 minutes
0 A repeat dose of 150 mg over 30 seconds may be given foreatifr/Pulseless VT.

* Pediatrics:
0 VF/Pulseless VT: 5 mg/kg in 30 mL normal saline IV push @seconds. Single dose only.
0 VT (stable): 5mg/kg in D5W given over 20-60 minutes
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Aspirin

Therapeutic Effects:

» Inhibits platelet aggregation and thereby reduces throfobostion.
Indications:

» Acute chest pain related to myocardial ischemia
Contraindications:

* Hypersensitivity to Aspirin

* Current Gl Bleeding

e Multi-system Trauma

* Pregnancy

* Pt who has taken Aspirin within 4 hours
Adverse Reactions:

» Dyspepcia

* Rash

* Anaphylaxis
Administration and Dosage:

e Adult:
0 81mg x4 chewable tablets
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Atropine

Therapeutic Effects:

» Atropine sulfate is a parasympatholytic drug that enhabagssinus node automaticity and atrioventricular (AV)
» conduction via direct vagolytic action.

Indications:

*  Symptomatic bradycardia

* Bradycardic PEA

* Pediatric RSI

» Organophosphate exposure, Nerve Agent exposure

Contraindications;

* Atrial fibrillation

*  Atrial flutter

* Glaucoma

* Use with caution in the presence of myocardial ischgrmfarction

Adverse Reactions:

* Ventricular irritability, Tachycardia, Hypertensiddypotension, Angina
»  Atrial or ventricular fibrillation, Paradoxical bradycha

» Thickening of bronchial mucus

* Increased intra-ocular pressure

Administration and Dosage:

e Adults:
o For pulse producing symptomatic bradycardia, atropine is giemg IV every 3 - 5 minutes to a maximum of
3 mg.
0 Maximum dosage is 3 mg.
o For Organophosphate or Nerve Agent exposure, >10 yrs. 2 mMgitddnjector pen (green) x 1 for mild symptoms, x
2 pens for moderate symptoms, x 3 pens for severe symptoms.

* Pediatric:
0 Atropine dosage is given 0.02 mg/kg IV/IO/ET. May repeat amctd a maximum total dose of 0.04 mg / kg.
o For Organophosphate or Nerve Agent exposure, 4 to 10 yrs.viamgito Injector pen (dark red) x 1 for mild
symptoms, x 2 pens for moderate symptoms, x 3 pens foresguaptoms.
o For Organophosphate or Nerve Agent exposure, 6months $ @.rmg via Auto Injector pen (blue) x 1 for mild
symptoms, x 2 pens for moderate symptoms, x 3 pens foresgyaptoms.
0 Atropine is given 0.02 mg/kg IV/10 for rapid sequence intubatibpatients under 5 years of age.

NOTE:

Never administer lessthan 0.1 mg of Atropinefor any patient. Neonates and most children under 1 month of age would
receive < 0.1mg of Atropine and therefore should not receive Atraopine. Studies show that ET administration of medicationsis
generally ineffective in both adults and children but still remainsin the most recent PALS and ACL S manual
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Atrovent

Therapeutic Effects:

» Bronchodilation, works synergistically with Albuterol
Indications:

* Bronchospasms including asthma, and COPD
Contraindications:

* Known hypersensitivity to medication or soybeans hpés
Adverse Reactions:

* Drying of mucous membranes

» Decreased Gl motility
» Exacerbation of narrow angle glaucoma

Administration and Dosage:

* 0.5 mg nebulized single dose only.
* May be mixed with Albuterol.
* May administer one inhaled metered dose if the pati@stn atrovent inhaler and has not recently self-catet.
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Calcium Chloride

Therapeutic Effects:

* Increases myocardial contractile function.

Indications:

* Should only be used during resuscitation in the treatnfedute hyperkalemia (dialysis patients), hypocalcemmiaalkrium
channel blocker toxicity.

Contraindications;

» Ifthe heart is beating, rapid administration of calcican produce slowing of the cardiac rate.

» Calcium must be used cautiously in the digitalized patiecdus® it increases ventricular irritability and maycjpi¢ate
digitalis toxicity.

* In the presence of sodium bicarbonate, calcium salltprecipitate as carbonates. As a result, these drugsothe
administered together.

* Calcium may produce vasospasm in coronary and cerelbesikear

Adverse Reactions:
* May increase or decrease systemic vascular resistance

* The high level of calcium in the blood inducted by theguilstration of calcium salts may induce reperfusioarmnpnd may
adversely affect the neurologic outcome of the patient.

Administration and Dosage:

* A 10 ml pre-filled syringe or ampule of 10% solution of aateichloride contains 1 gram Calcium Chloride (100 mg = 1 ml).

e Adult
o 10ml = 1gram

* Pediatric
o 0.2 ml/kg = 20mg/kg
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Dextrose

Therapeutic Effects:
»  Will restore circulating blood sugar level to normaktates of hypoglycemia. Acts transiently as an asmatretic.
Indications:

» To treat coma caused by hypoglycemia.
» To treat symptomatic hypoglycemia or if glucose < 60 mgidyjlacometer.

Contraindications:
* Intracranial hemorrhage
Adver se Reactions:

* May precipitate severe neurologic symptoms in alcoholics
* Will cause tissue necrosis if it infiltrates; themrefpit should only be given through a good, rapidly flowixdihe.

How Supplied:

» Pre-filled syringes and vials containing 50 ml of 50% dextro25G of dextrose (D50W).
» For pediatrics dextrose is supplied in D25W or D50 should be difatlewing the directions below.

Administration and Dosage:
» If possible, draw blood for serum glucose determinati@fisré administering the dextrose.

e Adults:
o0 50 ml of 50% dextrose (25G) IVP. May repeat once if necgssa

* Pediatrics:
o (D25W can be made by emptying 25mL from the D50 pre-fillethggrand mixing in 25mL of NaCl)
0 Administer D25W 2-4 ml/kg IV (<34 kg) if glucose <mg/dl
0 Administer D50W 25gm IV (>34kg if glucose <60mh/dl)
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Diazepam
(Valium)

Therapeutic Effects:

» Through its depressant action on the CNS, it can tetaisome seizures, and it has a calming effect ontginxie

Indications:

» To treat status epilepticus.
* In selected circumstances, to relieve severe emotilisiaess.
» Given as a sedative prior to cardioversion or pacirgpirscious patients.

Contraindications;

* Should only be used for pregnant women experiencing seiandesot for other distresses because of the possiibesttect
it may have on the fetus.

* Should not be given to patients who have taken alcahath@r sedative drugs.

* Should not be given to patients with respiratory depredston any source.

» Should not be given to patients with hypotension.

Adverse Reactions:

» Possible hypotension

» Confusion, stupor.

* In some patients, especially the elderly, the verwiid those with pulmonary disease, may cause respit@st and / or
cardiac arrest.

How Supplied:

» Pre-filled syringes and ampules of 2 ml and in vials of 1Ldnra concentration of 5 mg / ml
Administration and Dosage:

e Adult:
o For seizure activity administer 5mg IV increments, maximdose 10 mg.
o For severe anxiety that must be treated in the fifle, eonsultation with medical control, administer
intramuscularly at 2-5 mg IM.
o For sedation prior to cardioversion or pacing administé® mg V.

* Pediatric:
0 Broselow Tape dosage may be used or 0.1 mg / kg IV /10

________________________________________________________________________________________________________________________________________________________|
Space Coast Regional Emer gency Medical Services June 1, 2010
Drug Manual



Diltiazem
(Cardizem)

Therapeutic Effects:

» Slows heart rate in tachyarrhythmia by blocking tleev€alcium channels in the myocardium.
Indications:

»  Symptomatic A-Fib or A-Flutter with a rapid ventriculate (150)
Contraindications:

* Known hypersensitivity

* Administration of IV beta-blockers within 30 minutes

»  Systolic blood pressure less than 90 mm / Hg

«  WPW or accessory pathway cardiac conduction abnoresliti

» Heart block and sick sinus syndrome
* Ventricular Tachycardia

Adverse Reactions:

* Hypotension
* Heart blocks

Administration and Dosage:

* 0.25mg/ kg IV slow IV push over 2 minutes up to a max. do2é ofig
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Diphenhydramine
(Benadryl)

Therapeutic Effects:

» Blocks histamine effects in allergic reactions.

* Sedative

* Reverses untoward effects of some phenothiazine traneysil
* Inhibits motion sickness (antiemetic).

Indications:

* As an adjunct to epinephrine in the treatment of anapgliglshock and severe allergic reactions.
» To treat extrapyramidal reactions caused by some antipsyenedications.

Contraindications;

* Narrow angle (acute) glaucoma
* Prostate enlargement
» Ulcer disease with symptoms of obstruction

Adverse Reactions:

» Drowsiness, confusion

*  Blurring of vision

« Difficulty in urination (especially older men)

*  Dry mouth

* Wheezing; thickening of bronchial secretions

How Supplied:

* Invials of 10 or 30 ml containing 10 mg/ml

e Invials of 10 ml containing 50 mg/ml

* In ampules of 1 ml containing 50 mg/ml

* In prefilled syringes containing 50 mg in 1 ml

Administration and Dosage:
» For most purposes, diphenhydramine can be given by intcatansnjection.

* Adults:
o 0.5mg/kg IV/IM, Maximum dose 50 mg

* Pediatric:
o 0.5 mg/kg IV/IM, Maximum dose 50 mg
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Dopamine

Therapeutic Effects:

» Stimulates the release of norepinephrine and increagasardial work without significantly increasing coropatood flow
in a compensatory manner.

Indications:

* Hemodynamically significant hypotension in the absesfde/povolemia

Contraindications;

» Dopamine will increase heart rate and may induce oreelate supraventricular and ventricular dysrhythmias and
myocardial ischemia..

Adverse Reactions:

* Nausea and vomiting
» Exacerbated myocardial ischemic

Administration and Dosage:

* Adults:
0 Is available for intravenous use only. The conteh&ampules (200 mg / ampule) should be mixed in 250 ml of

NS. This yields a concentration of 1,600 mcg / ml. infit&l rate of infusion is 5 mcg / kg / min (maximumeas
20mcg/kg/min). This rate may be increased until blood pressirine output, and other parameters of organ
perfusion improve. The lowest infusion rate that resolsatisfactory hemodynamic performance should be wsed t
minimize side effects. Monitoring central hemodynamscessential for proper use of Dopamine in patients wh
have ischemic heart disease or congestive heartdaihot should be instituted prior to or as soon as possibtehe
initiation of treatment.

0 ROSC after Cardiac Arrest: 10-20 mcg/kg/min to keep SBP >180A& 80-90.
o Cardiogenic Shock: 5-20 mcg/kg/min for hypotension not ctedely fluid challenge.
o0 Can be administered with physicians orders for Traungitack.
0 Symptomatic Bradycardia: 5-20 mcg/kg/min
* Pediatrics:

o Only with physicians orders. Administer dopamine 5-20 mcg/kgfor Neurogenic Shock after volume
replacement. Titrate dopamine to maintain a SBP >90.

* Streetrule
0 Take patient’s weight in pounds, drop last digit and subtraet &tarting the infusion at this drip rate adminissers
mcg/kg/min.
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Epinephrine

Therapeutic Effects:

* Increased systemic vascular resistance

* Increased arterial blood pressure

* Increased heart rate

* Increased coronary and cerebral blood blow
* Increased myocardial contraction

* Increased myocardial oxygen requirements
* Increase automaticity

» Decrease bronchospasm

Indications:

» Cardiopulmonary arrest, severe asthma, anaphylacttiors, and allergic reactions

Contraindications;

» Allergy to sulfites
* Minor allergic reactions (urticaria)
* In patients with coronary artery disease, angina, ipitptions

Precautions:

» In patients who are receiving digitalis, Epinephrine icetuce or exacerbate ventricular ectopy.
» Can produce hypertension in patients who are not raceg@PR

Administration and Dosage:

e Adult:
o Given IVP/IO/ET every 3-5 min.
0 SQdoseis 0.3 -0.5mg of 1:1,000 concentration
0 Anaphylaxis:
= 1:1,000 0.3 mg SQ for moderate respiratory compromise
= 1:1,000 0.3 mg SQ if no IV available. Repeat as needed txianoma of 0.5 mg for extreme respiratory
compromise (complete or almost complete airway obstmnicor profound hypotension
o Asthma
= Consider 1:10,000 0.1mg IVP for extreme respiratory compromise
= Additional Epinephrine doses IV only with physician ord@&ginephrine is 1:1,000 0.1 mg SQ for extreme
respiratory compromise.
o Cardiopulmonary Arrest
= 1:10,000 1mg IV. Repeat as needed every 5 minutes

* Pediatrics:
o Initial dose in the pulseless patient is 0.01 mg / kg 1:10,00@I1V/I
o For true anaphylaxis, 0.01 mg / kg (1:10,000) IV / IO
o0 Asthma 1:1,000 SQ 0.01 mg/kg for severe asthma not improvihgANsuterol
o Additional Epinephrine as needed per online medical control
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Etomidate

Therapeutic Effects:
» Etomidate is a hypnotic drug without analgesic activititravenous injection of Etomidate produces hypnosisathearized

by a rapid onset of action, usually within one minuDeiration of hypnosis is dose dependent but relatively, hrezially
three to five minutes when an average dose of 0.3 mgy ksed.

Indications:
* Etomidate is indicated by intravenous injection for Seda
* May be used as a sedative for cardioversion.

» Itis especially helpful as a sedative for RSI intubatiothe hemodynamically unstable patient in thatg minimal
cardiovascular effects.

Contraindications:
» Etomidate is contraindicated in patients who have shoypersensitivity to it.
Precautions:

* Do not administer unless solution is clear and contasnendamaged. Etomidate should be used during pregnancytbry i
potential benefit justifies the potential risk to tleeus. Use is not recommended in obstetrics.

Adverse Reactions:
* The most frequent adverse reaction is skeletal musatements. Most movements are bilateral. Hypervdidiia

hypoventilation, and apnea of short duration (5 to 90 skjonith spontaneous recovery can occur. Hypertension,
hypotension, tachycardia, bradycardia, and other amtigghhave occasionally been observed.

Overdosage:
» Overdose may occur from too rapid or repeated injectidndrop in blood pressure may follow too rapid injection.
Administration and Dosage:
e Adult
o Initial dose is 0.3 mg/kg injected over a period of 30 to 60rsmtx Max dosage 20 mg

o For sedation prior to cardioversion: 5-10mg 1V

* Pediatric
o Initial dose is 0.15-0.3 mg/kg injected over a period of 30 tee66rsls.
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Furosemide
(Lasix)

Therapeutic Effects:

» Acts as a potent, rapidly acting diuretic that inhib&sabsorption of sodium and chloride in the ascending lbbjewle.
Indications:

* Indicated for the emergency treatment of pulmonary caiogeassociated with left ventricular dysfunction.
Contraindications:

* In patients with acute myocardial infarction and otfisease states associated with abnormal left verdricoimpliance,
diuretics must be used cautiously since small changedumeanay induce large changes in left ventricular pres3imis.
may reduce cardiac coronary perfusion. Because theseffediuretics on preload are synergistic with thosaafphine and
nitrates, combination therapy should be used with caution

Adverse Reactions:

* Dehydration and hypotension can result.
* Hyperosmolarity and metabolic alkalosis can occur
* Furosemide is a sulfonamide derivative and may inducegallezactions in patients with sensitivity to sulfornden

Administration and Dosage:

e Adults:
0 Lasix 40 mg IV if patient is not taking lasix and not impraywith Nitro.
o Lasix two times the usual daily dose if patient takesX/Bsimex (40 mg Lasix equals 1 mg Bumex).
o It should be injected slowly over a period of at leatt 2 minutes

NOTE:

Not to be given to febrile patient with signsand symptoms such asrales and shortness of breath may also be present with
pneumonia. M aximum dose of Lasix 80 mg.
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Glucagon

Therapeutic Effects:

* Raises blood glucose levels by promoting catalytic depadization of hepatic glycogen to glucose.

Indications:

» Obduntation from insulin-shock when an IV cannot higated in order to give dextrose.

Contraindications;

* Unstable diabetics usually do not respond to glucagon. Ex&ose IV instead

» ltis vital to arouse the patient from coma as quicklypassible and to give additional carbohydrates oralydwent
secondary Hypoglycemic reactions

» For IV drip infusion, glucagon is compatible with Dextrgséution, but forms a precipitate in Chloride solutions

* Has a positive inotropic and chronotropic reactionfenheart. May be used to treat overdose of beta-adyerdockers.

Administration and Dosage:

e Adults:
0 1 mg SQ or IM, may repeat within 25 min, if necessafdhen patient responds, give additional carbohydrates as
soon as possible.
* Pediatrics:
0 0.5 mg SQ or IM for patients < 20 kg
0 1 mg SQ or IM for patients > 20 kg
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Ketamine
(Ketamine Hydrochloride, K etalar)

Therapeutic Effects:

* Ketamineisarapid-acting, general anesthetic producing an anesthetic state characterized by profound analgesia, normal
pharyngeallaryngeal reflexes, normal or dlightly enhanced skeletal muscle tone, and cardiovascular and respiratory
stimulation.

Indications:

*  Severdy agitated patient that poses an immediate threat to himself/herself or others and usual chemical or physical restraints
may not be appropriate or safely used.

Contraindications:

»  Combative patient with agitated delirium commonly will be tackycardic and hypertensive. However, it should be noted that
Ketamineis arelative contraindication in patients with any condition in which a significant elevation of blood pressure would
be hazardous such as:

0 severecardiovascular disease,

heart failure,

severe or poorly controlled hypertension,

recent myocardial infarction,

history of stroke,

cerebral trauma,

intracerebral mass or hemorrhage.

»  The benefit of administering Ketamine to the combative patient with agitated delirium generally outweighs the risks.
» Also contraindicated for hypersensivity to the drug.

(0]
(0]
(0]
(0]
(0]
(0]

Adverse Reactions:

» Psychological manifestations varying in severity between pleasant dream-like states, vivid imagery, hallucinations,
nightmares or illusions. Although delirium has been reported.

* Diplopia,

e Nystagmus,

» Blood pressure and pulse rate elevations,
* Local pain,

» Exanthema at the injection site.

Precautions:

» Usewith caution in the chronic alcoholic and the acutely alcohol intoxicated patient.

*  Theintravenous dose should be administered over a period of 60 seconds.

»  Resustitative equipment should be ready for use.

» Although respiratory depression is not a common concern with low dose Ketamine administered IM, aswith other sedatives,
resuscitative equipment should be ready for use.

Administration and Dosage:

Supplied in 10 mL vial containing 50 mg/mL.
Dosage: 2 mg/kg IM. Maximum per dose 200 mg or 2 mL. May repeat times one if uncontrollable agitation persists
DO NOT attempt to place an IV in a severely combative patient.
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Lidocaine

Therapeutic Effects:

»  Suppresses ventricular dysrhythmia
* Suppresses ventricular ectopy after acute myocardiaktidar

Indications:

» Suppression of ventricular ectopy, including ventriculahyaardia and ventricular fibrillation, as well as préuna
ventricular complexes in critically ill patients, esg@lgi those with acute ischemic heart disease.
* It can be given to the head injured patient that wileihee RSI.

Contraindications;

* Known allergy to Lidocaine
» Bradycardia with PVC’s

Precautions:

» Known or suspected Lidocaine toxicity
» Patients with recent cocaine abuse

» 70 years of age and older

* Hepatic dysfunction

Adverse Reactions:

» Clinical indicators of Lidocaine toxicity include drowsss, disorientation, decreased hearing ability, pargatrend muscle
twitching.

* Some patients may become very agitated.

* More serious toxic effects include focal and grand maluses.

Administration and Dosage:

e Adults:

o For VF/VT:1-1.5mg/ kg IV repeat in 3-5 minutes to tatase of 3 mg / kg

o For VT: 1.5mg/kg IV. Repeat 0.75mg/kg every 5 minutes as needeexionum of 3 mg/kg.

o For PVC treatment: 1 mg / kg IV, repeat at 0.5 mg / kg & ttdse of 3 mg / kg. Follow bolus therapy with
maintenance infusion of 2-4mg/min. (OTE: PVC'’s in ameoivise slow heart rate represent ventricular esoagus,b
and if eliminated with Lidocaine, may lead to asysjole.

0 Lidocaine drips should be initiated after treating theser@lly lethal arrhythmias at 2 to 4 mg / min.

* Pediatrics:
0o 1mg/kg IV. Repeat Lidocaine 1mg/kg IV as needed every 3-5 mitmtesnaximum dose 3mg/kg. Follow bolus
therapy with maintenance infusion of 20-50mcg/kg/min

NOTES:
300 mg of Lidocaine into 250ml of NS yields 1 micro-dr op/kg/minute = 20mcg/kg/min
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M agnesium Sulfate

Therapeutic Effects:

* Magnesium, the second most plentiful cation of the galialar fluids, has been linked to three important ¢&ffea heart
cells.
o First - magnesium increases the stability of cardéis.c
o Second - magnesium is directly related to the metabalfgotassium ions in the cardiac cells.
o Third - magnesium can act as a functional calcium cHaoeking agent. Magnesium is also a skeletal muscle and
CNS depressant.

Indications:

* Ventricular fibrillation and tachycardia refractoryltmlocaine and Amiodarone
* Torsades de Pointes
» Eclampsia and pre-eclampsia

Contraindications:
» Should not be administered parenterally in patients iégrt block.
Precautions:

* Magnesium may cause respiratory depression through itsdépt®&ssant effects.

* Magnesium can cause fetal harm when administered to pregoaen except in the cases of a toxic mother.

* Use caution if administering with other CNS depressagdications due to the additive effects they may have wit
magnesium.

» Use caution in patients with renal impairment as magness excreted primarily with the kidneys.

How Supplied:

* Magnesium Sulfate must be diluted before it is administéiied in the concentration is in a 50% solution (1giD to a
20% solution. A simple way to do this is to add 3 ml ofrgafor every 1g administered. For example, the firsé dpgen in
V-Fib is 2g. Draw up 6ml of saline, then add the contefgsvials, which will be 2 g/4 ml. There should be akaf 10 mi
in the syringe containing 2g of Magnesium Sulfate.

Administration and Dosage:

» For cardiac arrest with VF/VT refractory to Lidocagred Amiodarone 2g given very slow IVP (over 2-3 minutes).
*  For Eclamptic seizures: 2 g IV diluted in 20 ml NS given @@30 minutes (rapid infusion can lead to cardiac arre#t) wi
physician order only
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M etoprolol
(L opr essor)

Therapeutic Effects:

* In the setting of a myocardial infarction it blockst®é receptors on the myocardium slowing the heartaradedecreasing
myocardial oxygen demand.

Indications:

* Myocardial infarction evidenced by ECG changes indichie8T segment elevations in 2 contiguous leads with haget
greater than 60 BPM and systolic blood pressure greaterl@

Contraindications:
» Active Bronchospasm / wheezing

e Systolic blood pressure < 120 mmHg
e Concurrent calcium channel blocker use (not to be usedthin 30 minutes of each other)

Precautions:

* Use cautiously in patients with history of congestieart failure and asthma.

Adverse Reactions:

* Bronchospasm
*  Hypotension

* Bradycardia

* Heart block

Administration and Dosage:

e Adults:
o 5mgIVP.
0 Repeat dose once if indicated (HR >60 and SBP >120)
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M idazolam
(Versed)

Therapeutic Effects:

* Versed is a water-soluble, short acting, benzodiazegginial nervous system depressant. The CNS effectiepemdent on
the dose administered, the route of administration, laa@resence or absence of other premedication. Omeatftsedation
effects after IM administration is 15 minutes, with psa#fation occurring 30-60 minutes following injection. Sededifter
IV injection is achieved within 3 to 5 minutes. 40-82%pafients have no recollection of procedures during sedation
depending on route of administration and other medicagves.

Indications:

* An agent for conscious sedation during RSI.

» |V for induction of general anesthesia, before admiai&in of other anesthetic agents — seizure control.

*  With the use of narcotic pre-medication, induction afsthesia can be attained within a relatively naxdose range and in a
short time period — agitated delirium.

* When used IV, Versed is associated with a high incidefpartial or complete impairment of recollection foe next
several hours.

Contraindications:

» Patients with known hypersensitivity and acute narrogl@glaucoma should not receive Versed.
* May be used in open angle glaucoma if receiving approphateajy.

Precautions:

» Continuously monitor patient's respiratory status ane hesuscitative equipment immediately available.

« Patients with chronic renal failure and patients withgestive heart failure eliminate Midazolam more Bloiwherefore, a
reduced initial dosage is recommended.

* There is a potential hazard to the fetus when useckipribtgnant patient.

Administration and Dosage:

e Adult:
o 1-2mgIV. May be repeated as needed to maintain sedatsmaximum total dose of 15 mg.
0 If ROSC occurs with patients that receive cold fluidbnanister Versed for sedation 2-5mg IV if the patierias
hypotensive
o If actively seizing, consider IM/Nasal Versed 1-2mg (maximdose 5mg.) while attempting IV access.
o If agitated delirium consider IM/Nasal Versed 1 to 2 mg(maxmdose 5 mg) while attempting IV access.

» Pediatrics:
o 0.05 mg/kg IV/10, maximum single dose of 1mg may repeat one(tim&imum combined dose of 2mg).
o 0.1mg/kg IM/Nasal versed for seizure activities and repaeg &r recurrent seizures.
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M or phine

Therapeutic Effects:

* Increases venous capacitance and systemic vascuktanes, relieving pulmonary congestion. In doing sedtices
intramyocardial wall tension, which decreases myadeamkygen requirements.

Indications:

» Is the drug of choice for the treatment of pain and ayxiesociated with acute myocardial infarction.

Contraindications;

* ltis a respiratory depressant and can produce excesst@siza
» Should not be given to patients who are volume depletedtiopatients who are dependent on medications for the
maintenance of blood pressure.

Adverse Reactions:

* Narcosis

* Hypotension

* Inappropriate heart rate response
» Respiratory depression or arrest

Administration and Dosage:

* Adults

o IV in small incremental doses of 2-5 mg every 5 to 30 it total dose of 10 mg until the desired effect is
achieved.

o Administer Morphine 5mg IV or IM for burns that meetunaa alert criteria and for isolated long bone fractures.
May repeat 5mg one time.

o CP or AMI: 2mg IV PRN. Repeat at 5 minute intervals total of 10mg for the normotensive patient.

o CHF: 2 mgto 4 mg IV if patient not tolerating C-PAP well

o Morphine’s effects may be acutely reversed with Narcan

* Pediatrics
o0 Burns: Morphine IV/10 0.1 mg/kg (max dose 5 mg) for burns exceetid% (2nd or 3rd degree) BSA.
o Fractures: Morphine 1V/IO 0.1 mg/kg (max 5mg).
o0 May only be administered with physicians orders

Space Coast Regional Emer gency Medical Services June 1, 2010
Drug Manual



Naloxone
(Narcan)

Therapeutic Effects:

* Narcan is the specific antidote for narcotic agesverses the actions of all narcotic drugs, includingideMorphine,
Methadone, Codeine, Lomotil, Demerol, Dilaudid, Darv@aregoric and Percodan. Naloxone is effective in coactiag
the effects of overdose from any of these agentdoxidae will reverse stupor, coma, respiratory depresgim, WHEN
THESE ARE DUE TO NARCOTIC OVERDOSE. It is not effiwe in reversing coma from other causes.

Indications:

* Used for the treatment of narcotic overdose. Conaltered level of consciousness suspected to be duedaticaverdose
or of an unknown cause.

Contraindications;

* None

Adverse Reactions:

» Too rapid administration may precipitate projectile vamgitand ventricular dysrhythmia.

* Administration to people who are physically dependentameatics may cause an acute withdrawal syndrome. or th
reason, Naloxone should be given very slowly, using imgam@nt of respiratory status as an end point.

* In general, the duration of action of Naloxone is straftan that of the narcosis it is used to counter@lus, the patient
who has been successfully roused with Naloxone makpdak into stupor or comas as the Naloxone wears dfesd
patients must therefore be watched closely and theadddé@loxone should be repeated as necessary.

How Supplied:

* In concentrations of 0.4 mg/ml and 1 mg/ml
Administration and Dosage:

e Adults:

o In the field given by slow intravenous injection oisabatomized.

o If unresponsive and / or respirations are compromisedinggter Narcan 2 mg IV in increments of 0.5mg.

o OD: May repeat as needed for Methadone or Darvocetioser If moderately obtunded, incremental doses of 0.5
mg may be prudent since immediate narcotic withdrawalreynes may be precipitated. Some agents such as
Propoxyphene/ Darvon may require higher doses of Narcato (L(p mg) to reverse narcotic effects.

0 AMS: Administer Narcan 2 mg IV in increments of 0.5mg Nasal Atomized if no IV access as needed for
respiratory depression.

o0 Administer this solution very slowly IV while monitog the rate and depth of the patient's respirationssoés as
there is improvement in the respirations, stop givirgydiug.

o ltis preferable that the patient NOT wake up fully ia field, as these patients may be violent when brought
abruptly out of coma. USE RESPIRATIONS AS A GUIDE.

o Cardiac Arrest: 2mg if indicated.

0 Repeat as needed.

* Pediatrics:
0 0.1mg/kg or nasal atomized if no IV access >12 years,eeddor respiratory depression.
0 Repeat as needed
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Nitroglycerin
(Nitrostat)

Therapeutic Effects:

* Relaxes smooth muscle and the effects on the cardideasystem are chiefly due to relaxation of vasculasatmmuscle
(hence vasodilation). Nitroglycerin provides reliepain in angina, probably by dilating coronary artesied thereby
increasing blood flow through them as well as by deangasyocardial oxygen demand. Through its vasodilating mactio
peripheral vessels, Nitroglycerin promotes pooling oftffoed in the systemic circulation and decreases tistaace
against which the heart has to pump (the after loatesé effects may be useful in treating congestive lfaghnte.

Indications:

* Torelieve the pain of Angina
» Totreat selected cases of pulmonary edema due to &ftfadure with diastolic blood pressure greater than 160/rhg.
* To help reduce blood pressure in hypertensive crisis.

Contraindications;

* Increased intracranial pressure

* Glaucoma

* Hypotension

» Use of Viagra and Viagra like medications.

Adverse Reactions:

» Transient, throbbing headache (if headache does nat, ®espect that the nitroglycerin is outdated and no lgoafent).
* Hypotension
* Dizziness, weakness

How Supplied:

* Many forms, including ointment, tablets, sustained sdempsules. For use in the field, a spray of 0.4 mggstrén
preferred.

Administration and Dosage:

» Given sublingual (under the tongue).

* The patient should be semi sitting or recumbent.

* Administer 0.4 mg (one metered dose) sublingual.

* Repeat every 3-5 minutes PRN, keeping SBP > 100.

»  Caution with inferior myocardial infarction. Fluid shde given as a bolus of at least 500ml. Nitroglycerinbsagiven
after systolic blood pressure greater than 120.
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Oxygen

Therapeutic Effects:
» Elevates arterial oxygen tension and increases drtasigen content, thereby improving tissue oxygenation.
Indications:

* Acute chest pain that may be due to cardiac ischemia
* Suspected hypoxemia of any cause
e Cardiopulmonary arrest

Adverse Reactions:

»  Oxygen toxicity may occur after prolonged ventilatory suppdttt a high oxygen concentration; however, even

* 100% oxygen is not hazardous to the patient's lungs duringi#gieilme required for clinical resuscitatiohT SHOULD
NEVER BE WITHHELD OR DILUTED DURING RESUSCITATION because of the mistaken belief that it will be
harmful.

Administration and Dosage:

» Can be delivered by mask or nasal cannula for patidttisadequate spontaneous breathing.

» For patients who are not breathing spontaneously osevhentilation is inadequate, oxygen can be delivered fiynmo-
pressure ventilation devices (e.g. BVM, demand valve).

* Oxygen can be adequately delivered by volume-regulated vendikeven during resuscitation of intubated patients.
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Pralidoxime Chloride
(2 Pam Chloride)

Therapeutic Effects:
* Mark I kits contain two (2) medications, Atropine 2mg amdliBoxime Chloride 600mg and are used for the treatment of
persons recognized, and for treatment of nerve ageirmsamsticide intoxications. Pralidoxime Chloride shouldibed in

conjunction as an adjunct to Atropine in the treatneépbisoning by nerve agents having anticholinestemageities.
Pralidoxime relieves muscarinic signs and symptoms,atadiv, bronchospasms, etc...

Indications:

» Used in conjunction with Auto Injection of Atropine feigns and symptoms of nerve agents and insecticide ¢atoa.
Contraindications:

* Known hypersensitivity to Pralidoxime Chloride.
Adverse Reactions:

* Minor to moderate pain at injection site, may caugeretl vision, dizziness, headache, hyperventilation,esguachycardia,
increases in blood pressure, hyperventilation, and musa&ness.

Administration and Dosage:

* Always administer Atropine first then one Auto Injectd Pralidoxime Chloride 600 mg. intramuscular (minor expgsure
After monitoring patient for 10 — 15 minutes if no patienprovement administer another Mark | kit (moderate exgpgoor
severe exposures a total of three (3) Mark | kits casdbanistered for a total of 1800 mg of Pralidoxime Chlarid
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Sodium Bicarbonate

Therapeutic Effects:

* Sodium Bicarbonate reacts with hydrogen ions to fornemand carbon dioxide to buffer metabolic acidosis. Adstriation
of Sodium Bicarbonate does not facilitate ventriculdibd#ation or survival in cardiac arrest.

Indications:

* Should be used ONLY after application of more definitimd aubstantiated interventions, such as prompt defilboitiat
effective chest compression, endotracheal intubatichhgperventilation with 100% oxygen, and the use of finst second
line cardiac medications. These interventions vétlally take approximately 10 min., thereafter, Sodium Bmaate
therapy can be considered in specific clinical circun#a, such as documented preexisting metabolic acidoki®mwit
without hyperkalemia. Sodium Bicarbonate is also inditan tricyclic antidepressant overdoses under physicider

Contraindications;

» Congestive heart failure

* Known respiratory or metabolic alkalosis
* Liver cirrhosis

* Renal impairment

Adverse Reactions:

* Acid rebound

* Hypercalcemia

* Metabolic alkalosis
* Renal dysfunction

Administration and Dosage:

* 1 mEqg/kg for cardiac arrest with prolonged downtime (>10 muhiatubate)
* Should be administered to all arrested dialysis patients.
» Tricyclic Overdose: with physicians orders.
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Solu-M edr ol

Therapeutic Effects:

* Decreases the body’s inflammatory response as wsliggresses the body’'s immune system.
Indications:

* Used in the treatment of severe asthma, or COPD.
Contraindications:

» Do not administer to patients with a known hypersersitio adrenocorticoid preparations. Do not administguatients
with renal disease, diabetes, hypertension, seizur€b.

Adverse Reactions:
» Depression, euphoria, headaches, restlessness, CHRehgpm, nausea, vomiting
Administration and Dosage:

* Asingle dose of 125mg slow IVP. Solu-Medrol for EMS usé belstored in the “powder” form and mixed on site when
ready to use. It will most likely be stored and mixednraation type vial.
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Succinylcholine
(Anectine)

Therapeutic Effects:

* Anectine is an ultra short-acting depolarizing-type, skéhauscle relaxant for IV administration. Succinylche combines
with the cholinergic receptors of the motor end platproduce depolarization, which may be observed as tdatan.
Subsequent neuromuscular transmission is inhibited scalw@agequate concentration of succinylcholine remaitigeat
receptor site. Onset of flaccid paralysis is rapics(tean 1 minute after IV administration), and with setngtiministration,
lasts approximately 4 to 6 minutes. The paralysis folgv@administration of succinylcholine is selectivetially involving
consecutively the levator muscles of the face, musélgee glottis and finally the intercostals, the digggm, and all other
skeletal muscles.

Indications:

* Anectine is indicated to facilitate endotracheal intidoaand to provide skeletal muscle relaxation during meachbn
ventilation.

Contraindications;

* Succinylcholine is contraindicated for persons with gjeally determined disorders of plasma pseudocholinestgrassonal
or family history of malignant hyperthermia, myopathéssociated with elevated creatine phosphokinase (GHi8s,
known hypersensitivity to the drug, acute narrow angle glaac¢ and penetrating eye injuries.

Precautions:

* May cause malignant hyperthermia. Low levels or aabwariants of pseudocholinesterase may be assowidted
prolonged respiratory depression or apnea following thefusgccinylcholine. Low levels of pseudocholinesterasgy
occur in patients with the following conditions: buraeyere liver disease or cirrhosis, cancer, sevesmia, pregnancy,
malnutrition, severe dehydration, collagen disease, myxagdand abnormal body temperature. Also, exposure totogicro
insecticides, anti-malarial or anti-cancer drugs, monoa oxidase inhibitors, contraceptive pills, pancuronium,
chlorpromazine, echothiophate iodide, or neostigminenesuit in low levels of pseudocholinesterase. Aneciimould be
used with caution, if at all, in patients with glauconfde drug should be used with caution in patients withudrastor
muscle spasm because the initial fasciculation may @didonal trauma. Anectine may increase intragaptessure,
which could result in regurgitation and possible aspiratiagastric contents.

Adverse Reactions:

« Cardiac arrest, malignant hyperthermia, arrhythmiesdyrardia, tachycardia, hypertension, hypotension, kgjemia,
prolonged respiratory depression or apnea, increaseduta pressure, muscle fasciculation, rhabdomyolyskspassible
myoglobinuria acute renal failure, excessive salivatéorg rash.

Administration and Dosage:

e Adult:
o 1.5 mg/kg IVP

* Pediatric:
o 1to2mg/kgIVP

» DO NOT GIVE REPEAT DOSES OF ANECTINE
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Tetracaine Hydrochloride
Ophthalmic Solution 0.5%

Therapeutic Effects:

» Topical anesthetic stabilizes the neuonal membradeesvents the initiation and transmission of nervauises thereby
effecting local anesthesia. The onset of anesthissially begins within 30 seconds and lasts a relativelst gleriod of time.

Indications:

» For procedures in which a rapid and short acting topicahagric anesthetic is indicated.
Contraindications:

* Should not be used in patients with a known hypersengitivi
Precautions:

» Patient should be advised not to touch or rub theiridys.can cause corneal damage and allow the anegthepierties to
be worn off quickly.

Adverse Reactions:
* May cause a burning or stinging sensation and conjunctdaless.

Administration and Dosage:

* 2 gtts topically applied to each effected eye. Unused postionld be discarded.
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Vasopressin

Therapeutic Effects:
» Vasopressin acts by direct stimulation of smooth mugtleeceptors. The stimulation of the Veceptors causes intense

peripheral vasoconstriction with less constrictioncoronary and renal vessels. It also causes vastdmti the cerebral
vasculature. Vasopressin has a 10 — 20 minute half-ldegfibre, only one dose is required during cardiac arrest.

Indications:
» Can be used instead of epinephrine for the treatmepdtts in VF / pulseless VT refractory to defibrithat
Contraindications:
*  Only true contraindication during VF / pulseless VT is ligpasitivity to Vasopressin
Adverse Reactions:
» Has been shown to cause fewer side effects than epineph
Administration and Dosage:

e Adult:
0 40U IV. Single dose only; do not repeat. (Can be subsdtfor £ or 2 dose of Epi.)

* Pediatric:
o0 Not recommended for pediatric patients.
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Zofran

Therapeutic Effects:

» A selective agonist of a specific type of serotonteptor located in the CNS at the area postrema (cleeeator trigger zone)
and in the peripheral nervous system.

Indications:
* Prevention of nausea/vomiting
Contraindications:
* Hypersensitivity to Zofran
Adverse Reactions:
* Severe adverse reactions include syncope and visual @isterb

Administration and Dosage:

e Adult:
0 4mg IV/IO/IM. Max dose 4mg.
0 4mg ODT

* Pediatrics:

o 0.15mg/kg IV/IO/IM for 6 months or older. Max dose 4mg
0 4mg ODT (4years and above)
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Pr ocedur es M anual

The following procedures are taken out of the context iéiptacare. Each procedure is very specific. You may
have to blend several when you treat a patient. Yewgpected to have the judgement and familiarity with
protocol to select appropriate “sets” of proceduresdche@atient. For example, after the intubation procedvee,
do not instruct you to continue ventilating the apneigepaor to provide emergency transportation.

The purpose of this document is to provide a brief reafestandard procedures used to treat patients and is not to
be a training document. The Medical Directors know yeufamiliar with the skills and have not explained
everything in minute detail. For example IV cannulatiarects the provider to “cannulate the vein” without
explaining the detailed steps of the procedure. If you baestions in these areas please refer to your instructor
ALS text, or to your medical director. It is not praeti and likely not of interest to you, to include detaf every
procedure here.

Your assistance in identifying parts that are not abeathanges in accepted medical procedures is appreciated.
Please direct any corrections to your agency admitostoa medical director who will forward them to thmMB
Protocol group. Thank you.
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Auto I njector

Procedure:

Insure the auto-injector is correct medication farepd.

Check expiration date and for cloudiness or discoloration

Remove auto-injector safety cap.

Select appropriate injection site in the laterajlihor upper lateral buttocks.

Hold Auto Injector using thumb and forefinger (like a pgnc

Push auto-injector firmly against the skin until thiggtor activates, do not use a “stabbing” or “jabbing”
motion.

Hold it in place until medication is fully injected (atist10 seconds).

Record the time.

. Dispose of the injector in the biohazard container.

0. Reassess the patient.

ourwNE
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Automatic External Defibrillation

Procedure:

Completely dry the chest area of the wet patient.

Be sure patient is pulseless.

Turn on A.E.D. and connect electrodes.

Push the analyze button and do not touch patient durgngnialysis.

If shock is advised then insure all rescuers are ofghe patient and press the shock button.
Provide Basic Life Support to the point where ventifats completed.

Continue with chest compressions and follow the prsmfthe A.E.D. to repeat shocks.
Connect cardiac monitor to the patient.

Continue appropriate treatment protocols.

CoNOOA~WNE
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Autopulse Automated Circumferential CPR Device

The American Heart Association recognizes that sbaist and uninterrupted compressions that maintain agrona
perfusion pressures (CPP) during resuscitation effortsaobthe primary keys to surviving the event. The
Autopulse Circumferential CPR Device has been proverttafe in the pre-hospital clinical setting in providing
consistent compressions that maintain a high CPRauBeoof the emphasis placed upon providing effective
compressions during CPR the Autopulse should be deployedraaspossible during the resuscitation effort.

Procedure:

. Determine viability and potential of resuscitation.

. Position patient in location so as to allow propacement of the Autopulse

. Perform manual CPR while setting up Autopulse

. Position Autopulse board under patient using marks on lasagdideline

. Secure the velcro strap on the compression bangatient’s chest

. Turn Autopulse unit on

. Push adjust button — Lifeband will automatically adjushéosize of the patient

. Push the start button — Autopulse will begin providing cesgions at exactly the the prescribed rate of 100/min

cCoO~NO O WNBE

Precautions/Contraindications:
The AutopulseSHOULD NOT be used on pediatric or trauma patients
The Autopulse should be deployed with caution on any patigmtsuspected atraumatic hemorrhage

CompressionSHOULD NOT be interrupted unless absolutely necessary
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Blood Draw Procedure

Procedure
1. Obtain venous access using appropriate procedures
2. Prior to the administration of fluids or medicatiatsach department approves devices for the evacuation

of blood.

Evacuate a maximum of 10cc-12cc of blood.

Place blood in the blood tubes in the following order

Red Top

Purple Top

Blue Top (wrapped in cold pack)

Note: Gently invert each blood tube once to allowgi@per mixing of anti-coagulants.
8. Blood tubes must be properly labeled for hospital use:

9. Patients Name (last name first)

10. DOB

11. Date/time blood draw

12. Paramedic that had drawn the bloods initials

13. Blood specimen must be placed into a properly labeled bag.
14. Blood must be provided to patient care provider at loaspital.

No gk w
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Capnography

Purpose:

Today, tracheal tube positioning and confirmation isoagdished using nonphysical examination techniques
including the use of esophageal detector devices, qualitatidetidal CO2 indicators and capnographic or
capnometric devices. The American Heart AssociafiddA) recommends “secondary confirmation of proper
tracheal tube placement for patients with a perfusinthrhypy capnography or exhaled CO2 detection immediately
after intubation and during transport (Class 1l A).”

Capnography remains a non-invasive method of monitdhiedevel of carbon dioxide in exhaled breath (EtCO2) to
assess a patient’s ventilatory status. A true capnogpapdiuces and EtCO2 value as well as a waveform or
capnogram. Capnographs are useful for monitoring verntstatus, warning of airway leaks, and ventilator circui
disconnections, and ensuring proper endotracheal tube @ateGapnography may also be used to assist clinicians
in diagnosing and treating another medical conditionsudchef the efficacy of cardiac arrest efforts and in
predicting outcome.

Indications:

Capnography can rapidly identify a variety of subtle patdichl disturbances of metabolic, cerebral vasculat, an
respiratory systems making it truly thentilation vital sign. Capnography is useful in the following circumstances:

1) To verify and provide evidence of the correct@taent of the endotracheal tube. This is especially
helpful in a noisy environment.

2) To assure continual tracheal intubation placémhenng transport and transfer of the patient to the
emergency department staff.

3) To detect malignant hyperthermia in an intubatetldose patient ingesting hypermetabolic agents
such as cocaine, amphetamines, or ecstasy.

4) To assess the effectiveness of CardiopulmdResyscitation (CPR).

5) Monitor to provide adequate ventilation in theéased intubated patient.

6) Monitor ventilation of the intubated patient stifig from a closed head injury.

Procedures:

The procedures contained within this protocol identifyuasory application of the device and do not purport to
redefine or supplement the manufacture’s recommendatimV®ratechnical applications. Each clinician must
review and fully understand the manufacturer’'s handbookrdoedpplying the device in actually patient care
situations:

A. Capnography use for Sudden Cardiac Arrest:

1) Open the CO2 tubing connector door and connect the apiso@O2filterline tubing by turning
the tubing clockwise. The tubing should be attached tatiitdirst and then to the patient.

2) Press the “on” button and adjust the contrast ifsezng.

3) Verify that the ETCO2 monitor display is on.

4) The CO2 waveform will display in channel 2 or 3.

5) After auscultation and adequate chest rise, confirmub& placement using customary methods
including the tube check device. Once confirmed placertaeufacture’s ET tube adaptor in
place and deliver 3-6 ventilations. Levels of CO2 ingample gas. (Capnography may be used
with the Combi-tube.)

6) CO2 will not be detected if the esophagus has beeraietib
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7)

8)

9)

Confirmation of ET tube placement by Capnography ibdosupplemented with pulmonary
auscultation by stethoscope and the CO2 indicator oB\h&

Once Capnography has been started it is to remaiade until the patient is on the ED bed. This
will provide continuous monitoring of the endotrachealetwduring any patient movements,
loading, transport and unloading.

Initial CO2 levels in the cardiac arrest patient rhawery low due to a decrease in metabolism
and circulation. If CO2 levels do not increase during CPReassess for effective chest
compressions, proper ventilation rate and appropriateititaesals of epinephrine administration.

10) A sudden drop in End tidal CO2 levels during cardiac arcestl de caused by a dislodged or

kinked endotracheal tube, tension pneumothorax, inadequate admpressions or inadequate
ventilations.

11) In the event the patient has return of systemaulzition (ROSC) apply pulse oximety.
12) At the completion of the call a “Code Summary” remdrould be attached to the patient care

report for archival and quality assurance purposes.

B. Capnography use for intubated Medical and Trauma patients:
1) Follow the same procedures for device connection amé tonfirmation listed in 2.A.
“Capnography used for Sudden Cardiac Arrest.”
2) Use in combination with pulse oximetry to confirm aggprate ventilation and oxygenation.
3) The capnography can alert the clinician to critichinges in the medical/trauma patient’s
condition. These would include:

a) A rapid decrease in END tidal CO2 values could indidaeonset of cardiac arrest,
sudden hypotension, pulmonary embolus, kinking or dislodgenfetitecET tube,
tension pneumothorax, or inadequate ventilation.

b) An increase in CO2 production could indicate an overdafsénallucinogenic
amphetamines such as ecstasy or other hypermetapehitsasuch as cocaine. These
drugs may lead to increase in muscle metabolism, widiokes and increase in CO2
production and ultimately leading to a rise in body tempeeat- malignant
hyperthermia.

c) Tiring assessory respiratory muscles, changes &l t#vconsciousness or sedation
secondary to overdose or therapeutic treatment willultresn respiratory
depression/hypoventilation ultimately leading to an iasesin CO2 levels.

d) Can provide the clinician some indication if the eatrtreatment is effective by
showing if CO2 values are remaining in or returning towad ranges.

e) A decrease in CO2 readings can provide some indicaftiow cardiac output (CHF),
hypovolemia or pulmonary embolism because the delivey@®? to the alveoli and
measured on the capnograph depends on adequate blood flow tHreygiimonary
vasculature.

5) For the intubated head trauma patient that shows sfgrevere increase in intracranial pressure,

appropriate hyperventilation can be achieved through cappbgrwith a goal of 25-30 mmhg
(asymmetrical pupils, GCS dropping more that 5 points, esterslexor posturing).

A. When CO2 is not detected, three factors must be quickly evaluated by the field clinician for possible

causes.

1)
2)

3)

Loss of airway due to apnea or due to improper placeofi¢né endotracheal tube.

Loss of circulatory function as a result of cardiaest, exsanguination and/or massive pulmonary
embolism.

Equipment malfunction, extubation of the endotrachea tuliube obstruction.

B. FactorsAffecting Accuracy:

1)

2)

Moisture and secretions entering and clogging the breptlircuit can interrupt monitoring and
can cause inaccurate measurements.
The CO2 sensors are cross sensitive to anestjasts.
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3) The added weight of the adapter on the endotrachealcarbecause kinking and extended

extubation.
4) Sidestream capnographs are not accurate in neondtpkdratric patients because they compete

with the patient’s tidal volume.
5) Mainstream capnographs cannot accommodate non-intdybatients.

C. Three Common Causes Affecting CO2 Excretion:

1) Decreased metabolic rate (sedation, hypothermia,death) = decreased CO2 blood levels =
decreased ET CO2 readings.

2) Increased metabolic rate (exercise, fever, shigesgmpathomymetic drugs) = increased CO2
blood levels = increased ET CO2 readings.

3) Decreased blood flow (inadequate chest compressionsck,shhypovolemia, tension
pneumothorax, pulmonary embolism, cardiac arrest) = desle@O2 delivery to the lungs =
decreased ET CO2 readings.

. _____________________________________________________________________________________________________________________________________|
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Child Birth

Procedure:

Use sterile technique.

Guide and control the birth, but do not retard or hdetivery.

Check the neck for a circumferential umbilical cord@sn as the head delivers.
Suction the mouth and then the nose with a bulbggrin

Suction again after delivery.

Stimulate the neonate by drying it and provide supplerhexygen

Keep the neonate warm (98 degrees).

Perform an APGAR assessment.

If the APGAR < 7, begin neonatal resuscitation.

10. If the APGAR is 7-10, dry completely, wrap in sterileel@an blanket, and place on mother to conserve heat.
11. Clamp the cord in two places approximately 4-6 inches the infant.

12. Cut the cord between the two clamps.

13. If the mother has excessive postpartum bleeding, geagage the lower abdomen.
14. Do not delay transport for or attempt to deliver pisae

15. If placenta delivers spontaneously, take it to theiteds

CoNOORA~WNE

Complications:
Prolapsed Cord Presentation:

Place the mother in Trendelenburg position.

Insert your gloved hand to apply counter-pressure aghimstetad to allow blood flow through cord.
Elevate the mother’s buttocks to alleviate pressuare cord.

Provide emergency transportation to the nearest apiefacility.

PonE

Breach Presentation:

1. Ifthe presenting part of the fetus is not the heaeplhe patient in the Trendelenburg position.
2. Support presenting parts as they deliver, and coachdtienthrough a controlled delivery.
3. Provide emergency transportation to the nearest ajgpiefacility.

Circumferential (around the neck) Umbilical Cord:
1. Tryto slip the cord gently over the head.

2. If you are unable to slip the cord over the head, gl&ra inches apart then cut.
3. Provide emergency transportation to the nearest ajgiefacility.
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Combitube
(Dual Lumen Airway Device)

Procedure:

. Hyperoxygenate the patient with 100% oxygen.

. Prepare the combitube by lubricating distal end.

. Maintain neck in a neutral position.

. Perform a jaw lift and insert the combitube until granted marks are aligned with the teeth.

. Use caution if facial trauma has caused sharp, brokém deeentures.

. DO NOT FORCE THE COMBITUBE. If it does not advancsiBa redirect it or withdraw and reinsert.

. Inflate line 1, (to the pharyngeal balloon) with 100ml.

. Inflate line 2, (to the distal cuff) with approximately 155m

. Ventilate through the longer blue (esophageal) tube andilatsc

10. Confirm ventilation by the presence of breath soumdschest rise and the absence of abdominal air sounds.
11. Continue ventilating if pulmonary breath sounds are pteq@ime second tube may be used for gastric suction.)
12. Ventilate through the second (clear) tube if pulmonaeathr sounds are absent and reauscultate.

13. Confirm ventilation by the presence of breath sounksst rise, and the absence of abdominal sounds.

14. Continue ventilating with oxygen by a positive pressurgerydevice or bag valve device.

15. Monitor respiration.

O©CoOoO~NOUTA,WNPE

The patient may be intubated with the Combitube inedophagus. Deflate line 1 and move the tube to thefleft
the patient’s mouth and intubate. Reinflate line 1 asrdilate if necessary.
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Continuous Positive Airway Pressure
(C-PAP)

Procedure:

Apply C-PAP mask to face with head strap firmly in ple@secure a good seal

Attach C-PAP device to oxygen canister

Turn oxygen on to appropriate level

C-PAP device will be fixed at 7.5 cm of water oxygen sres

The C-PAP device needs to be opened up for oxygen fltve tmask

Reassess patient for mask seal, SAO2 saturationgnanalzement or deterioration.

If patient’s hypoxemia improves and respiratory rateedses then mask C-PAP is likely to be successful
If hypoxia persists or worsens and respiratory rateeases then oral tracheal intubation may be required.
Patients initially may not be comfortable withsk&-PAP but with assurance generally will allow al tria

of C-PAP.

CoNoOOA~WNE
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EZ-10 Insertion

Indication

The EZ-10 product system is approved for patients weighinkg4ihd greater using the EZ-IO AD and for patients
weighing between 3 and 39 kg using the EZ-10 PD. It is inéécahenever fluid or pharmacological therapy is critical
in the cardiac arrest patient, but traditional vascataess techniques are not possible or require too muehdi
achieve a successful insertion.

Equipment

e EZ-IO™ driver

e EZ-IO™ needle set

»  Alcohol or povidone-iodine swab
» Extension set or EZ-Connect

e 10 mL syringe

* Normal saline

e Tape or gauze

Procedure:

1. Locate proper site for EZ-1O insertion.

a.Adult tibial insertion: The first landmark is the patella or knee cap To loitateel the front
surface of the leg just below the femur or thigh bomeftloating” bony structure. The second
landmark is approximately 2 finger widths below the patélia.the tibial tuberosity, a round oval
elevation or “bump” on the front surface of the tibrdower leg. Now, 1 finger width medial
(toward the inside) of the tibial tuberosity is thedfi landmark. This is the insertion site for the EZ-
0.

b. Pediatrictibial insertion: If the tibial tuberosityCANNOT be palpated, the insertion site is two
finger widths below the patella and then medial alongl#iespect of the tibia. If the tibial
tuberosityCAN be palpated, the insertion site is one finger width bdh@rtuberosity and then
medial along the flat aspect of the tibia.

2. Clean the insertion site (use aseptic technique) pus/idone-iodine swab and/or alcohol to clean tlee sit
prior to powering the EZ-IO into position.

3. Prepare the EZ-IO driver and needle set:

a. Open the EZ-IO case.
b. Remove the driver and one EZ-10 cartridge.
c. Open the EZ-IO cartridge and attach the needle seetdriver (you should feel a

“snap” as the small magnet connects).
d. Remove the needle set from the cartridge.
e. Remove the safety cap from the needle set. On¢éovaynove the cap from the

needle set (with the needle facing you) is &sgthe cap tightly and rotate clockwise

to loosen and remove. Attempting to “pull” the canohy remove the entire needle

set from the driver — rotating counterclockwise wélise the catheter and stylet to separate

4. Begin insertion of the EZ-10 Needle Set
a. Holding the EZ-10 driver in one hand, stabilize ldgenear the insertion site with the

opposite hand. Make sure your hands and fingers are dis&fnce from the path ahsertion
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b. Position the driver at the insertion site witk treedle at a 90 degree angle to the
surface of the bone. Power the needle set thrdwggkkin at the insertion site until
you feel the needle set tip encounter the bonié itse

c. At this point if there is any doubt that the neesgieis not long enough, verify that you
can see the 5 mm marking on the catheter itsédf idlthe mark closest to the flange).
If this mark is not visible, you should abandon thecpdure as the needle set may not
be long enough to penetrate the 10 space.

5. Continue to insert the EZ-IO.
a. Apply firm and steady pressure on the driver and poweugh the cortex (hard, outer
surface) of the bone, ensuring the driver is maiethat a 90 degree angle at all times.
b. Stop when the needle flange touches the skin or a sdédepase in resistance is
felt. This indicates entry into the bone mar@awity (intramedullary space).

6. Remove driver from the needle set.
a. While supporting the needle set in one hand, gentlyspaight up on the driver and
lift away.
b. Return the driver to its case.

7. Remove the stylet from the catheter. While grasthedcub firmly with one hand, rotate the
stylet counter clockwise (unscrew the stylet ftbi catheter). Pull the stylet out of the
catheter and consider placing it into the empty cartridge, called the stylet shuttle. The
stylet shuttle must then be placed in an FDA-approddbard container as soon as
possible. Do not replace or attempt to “recap”stytet.

8. Confirm proper EZ-10 catheter tip position. Proper @taent of the IO catheter tip can be
confirmed through any of the following:

a. The 10 catheter stands straight up at a 90—degree anmgle famly seated in the
tibial bone.

b. Blood at tip of the stylet (sometimes visible).

c. Aspiration of a small amount of bone marrow witkyenge.
(Extravasation) underneath the skin.

9. Attach the primed EZ-Connect or any standard luerédabénsion set to the EZ-IO hub and
then SYRINGE FLUSH the 10 space with 10 mL of natsaline. Prior to any drug or fluid
administration be certain to flush the EZ-1O esth with 10 mL of fluid. A rapid syringe flush
will “clear the pathway” allowing for an acceptabiéusion rate.

10. Initiate the infusion. A pressure infuser may be s to maintain adequate flow rates.

11. Notify ED staff of the EZ-IO insertion, since &ty removal of trocar is important. The EZ-IO
catheter may be secured in place with a starniiesding.

Removal

1. The EZ-IO® catheter should be removed within 24 hours.

2. Either grasp the hub directly or attach a sterilsnggr The syringe will serve as a larger
handle for the catheter hub and is preferred. Sufippgatient’s extremity while rotating the
catheter clockwise and gently pulling. Rotating thle turing removal reduces catheter
to bone friction and will allow for an easienmoval process. Once the catheter has been
removed immediately place it in an approved biolthgharps container.

Note: Removal of the extension or fluid administration sethe@ut proper protection of the EZ-10
hub (in the form of a sterile cap, port or extensiet), £ould cause bleeding or infection.
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Note: Maintaining a 90 degree angle while rotating the cathveteimsure proper removal
without complications.

Note: Be certain that you DO NOT ROCK the catheter whéi@oving. Rocking or bending the
catheter with a syringe may cause the catheter toaepaom the hub.

Note: If hub-catheter separation occurs use an appropriate tenmgrasp and gently
remove the catheter in the same manner as suggestedl(ediating while gently pulling).
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Electrical Cardioversion

Procedure:

Sedate the conscious patient if time allows.

Reconfirm the dysrhythmia and clinical signs.

Position pads or paddles on patient.

Enable the synchronizer.

Confirm marks on the ECG at the R waves indicatymgtsronizer mode.
Set the energy level.

Insure everyone is “ALL CLEAR,” and cardiovert.

Reinterpret the rhythm and evaluate clinical signs.

Reset the synchronizer and repeat at a higher esettgyg PRN.

CoNoOGORA~WNE

Note:

If delays in synchronization occur, and clinical coiutis are critical, deliver an immediate unsynchronigeatck.
Infant paddles/pads are generally used for patieityear of age ox 15 kg.
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Electrical Defibrillation

Procedure:

Confirm the dysrhythmia and clinical signs.

Select energy level.

Temporarily stop CPR.

Position the pads or paddles on the patient.
Insure everyone is “ALL CLEAR,” and defibrillate.
Reinterpret the rhythm and evaluate clinical signs.
Repeat at a higher energy setting as needed.

Nogkrwdnr

Note:

Infant paddles/pads are generally used for patieityear of age ox 15 kg.
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Endotracheal I ntubation

Direct Visual I ntubation
Adult Care

Procedure:

Hyperoxygenate the apneic patient.

Do not interrupt ventilations for more than 30 seconds

Use ITLS / PHTLS techniques for trauma patients.

Assemble and test the laryngoscope.

Attach a syringe to balloon cuff.

Test the cuff with appropriate amount of air.

Deflate it, leaving the syringe attached.

Insert the stylette (if you choose to use onehattibe.

Prepare an agency approved securing devicgind@ator, and a suction device.

10. Remove any foreign objects in the patient’s airway.

11. Suction the airway PRN.

12. Grasp laryngoscope handle in left hand and engage yhgdacope blade.

13. Grasp endotracheal tube in right hand.

14. Stop CPR for NO MORE than 30 seconds.

15. Insert the laryngoscope blade into the right sideeofitouth without touching the teeth.

16. Sweep the tongue to the left and visualize the votdsc

17. Cricoid pressure may be applied during the insertion iomide aspiration.

18. Insert the tube until the cuff passes the vocal cords.

19. Remove the laryngoscope blade.

20. Inflate the endotracheal cuff with appropriate amotiatro

21. Ventilate the patient with a bag valve device.

22. Rule out abdominal air sounds, auscultate for bilabeeaith sounds, and observe chest rise.

23. If lung sounds are unequal, consider causes, deflate astticeptine tube, PRN.

24. If epigastric air sounds are present, extubate, hyperatggeand reintubate with a new tube.

25. Secure the endotracheal tube with a securing device.

26. Resume CPR, PRN.

27. Observe and record any £@adings including Capnography.

28. Observe and record the number on the tube in relatitre teeth.

29. Monitor the patient’s respiratory status with avaddandicators.

30. If unable to establish endotracheal intubation afbemore than two attempts utilize a bilumen or suliglott
airway device

31. Consider cervical collar placement to assist irs&during.

CoNOOA~WNE
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Direct Visual I ntubation
Pediatric Care

Procedure:

Determine the correct tube size using either theddow Tape or physical signs.

Have the next size tube larger and smaller availaliés is especially important in smaller children.
Avoid cricoid pressure.

Apply the adult intubation procedure.

All pediatric patients that are intubated should beicaity immobilized for tube security.

agpwNE
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Direct Visual I ntubation
With Suspected Spinal Injury

Procedure:

1. Initially ventilate the patient using the jaw lifiethod and an oral pharyngeal airway.
2. Intubation will proceed with a"%rescuer maintaining cervical alignment.

. _____________________________________________________________________________________________________________________________________|
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Digital I ntubation

Procedure:

1. Insert a stylet into a lubricated ETT and form titeetinto an “open J” form.

2. Kneel left of the patient’s head facing the feet.

3. Place a hite block or oropharyngeal airway betwierpatient’s molars to protect your fingers.
4. “Walk” your left index and middle finger down the midlinfetloe tongue, while pulling forward.
5. Palpate the epiglottis with your middle finger. (li$emuch like the lobe of the ear.)

6. Press anteriorly on the epiglottis.

7. Slip the tube into the mouth at the left corner.

8. Use your index finger to keep the tip against your middtgefi (that is pressing the epiglottis).
9. You can feel the end of the tube or the cuff to krfeevposition of the tip.

10. Guide the tube to the epiglottis using the middle and indggrk.

11. The epiglottis is in front and your fingers behindttie.

12. Advance the tube through the cords.

13. Press anteriorly with both left fingers to previtrat tube slipping into the esophagus.

14. Confirm tube placement and secure it.
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Nasotracheal | ntubation

Procedure:

BPOONOOA~AWNE

12.
13.
14.
15.

Spray neo-synephrine (if available) into patierd'sapharynx.

Spray Cetacaine (if available) into the patiemtplbarynx and nasopharynx.
Lubricate the cuff and distal end of a 7.0 or 7.5 mm ETth ldocaine gel (if available).
Insert the ETT with into the largest naris witle ttevel placed against the septum.

If you feel resistance, withdraw slightly and rotidie ETT to avoid the turbinate.
Reinsert the tube gently. DO NOT FORCE THE ETT.

Apply cricoid pressure and displace the mandible antgriorl

Advance the tube into the trachea during inhalation.

Watch the neck at the laryngeal prominence to evaplatement of the tube.

. Tenting of the skin on either side of the prominendiates the tube is lodged in the pyriform fossa. 8ligh

withdraw and rotate the ETT to the midline.

. Bulging and anterior displacement of the laryngeal prenua usually indicates that the ETT has been

correctly placed.

The patient will normally cough, strain, or both.

Hold the hand or ear over the tube to detect airflow.

Inflate cuff and ventilate while auscultating for t@tal breath sounds.
Confirm tube placement and secure as listed above.
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End-Tidal CO, Detector

Procedure:

Compare the initial color to the purple “CHECK?” cotwr the product. The color should be the same or darker.
Do not use a detector if its color is lighter thiaa theck color.

Firmly attach the detector between the inserteddunbethe ventilating device.

Ventilate the patient 6 times. Results with less1t6 moderate ventilations will be erroneous.

Compare the indicated color to the chart.

If the indicated color is tan, ventilate six morags and monitor for changes.

If patient is in respiratory arrest and color indicas purple, confirm correct intubation placement.

Nogkwdnr
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External Pacing

Procedure:

1. Switch the pacer off and set the energy level ofbdhe lowest possible setting.

2. Sedate the conscious patient PRN.

3. Set the mode to demand or fixed (asynchronous) rate.

4. Set the pacing rate (usually 70).

5. Attach the electrodes and cables.

6. Record the patient's initial rhythm.

7. Turn on the pacing switch and look for pacer spikes emtbnitor.

8. Treat failure to pace by checking the patient's ratedy be fast enough to inhibit pacing) and the equipment.
9. Increase the energy level until electrical captul@R& responds to a pacer spike) is observed.

. Check for a right side pulse. The pacer may cause musdidiees so left side pulses may be misleading.

. Treat failure to capture by checking the patient’smyand incrementally increasing the pacer's energy.

. Check for a pulse with each change.

. Treat failure to capture (at maximum) by checking thieipatelectrode placement, equipment and transporting
. Use the lowest energy setting that will produce a palsgnimize pain.

. Observe and record the patient’s paced BP.

. Treat hypotension by increasing the paced rate to BO PR

. Treat hypotension at a paced rate of 80 by giving adhédlenge and/or dopamine.

. Record the paced ECG.

. Transport and monitor the patient frequently.
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Handling Amputated Parts

Procedure:

Gently remove gross contaminants by irrigating amedtparts with sterile saline or a moist, sterile sponge
Do not attempt a thorough cleansing of the amputated part

Place moistened, sterile 4 x 4s into a waterproobooeit.

Wrap the amputated part with moist 4 x 4s and place ithetevaterproof container.

Place the sealed container into ice water or catdypa

Transport the amputated part with the patient but dinegbatient’s sight.

ourwNE
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Infusaport (Central Catheter)

Procedure:

Prepare infusion set.

Identify the Infusaport septum by palpating its outer petem

Wear sterile gloves.

Observing aseptic technique, use iodine swab sticksitdetit the skin in a circular fashion.
Attach a 10 ml syringe filled with 5 ml of saline aachon-coring@0 degree (Huber) needle.
Flush the needle to remove any air.

Insert the needle into the Infusaport septum at a paiqear angle.

Confirm needle placement by aspirating blood.

Inject the contents of the syringe to flush the pad catheter.

10. Draw back 8-10 ml of blood and discard the syringe.

11. Draw needed blood samples with a new syringe.

12. Discard needle, and connect infusion set.

13. Use an additional iodine swab to again disinfect arthuaéhjection site and needle.

14. Apply a bulky sterile dressing to stabilize the needtesecure it with adhesive tape.

15. Loop the infusion tubing and secure it to the chest anbther piece of tape.

CoNOO~WNE
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Interfacility Monitoring IV Pumps

Procedure:

The flow-rate will be ordered by the physician.

Request the facility to document the pump is leaving thighpatient.

Insure the pump will work on battery when unplugged.

If the battery will not run the pump, replace the punfprbdransporting.

Insure the medical facility staff has explained theamktrouble shooting of the pump.

Plug the pump into the vehicle AC outlet and with thgirenrunning, turn on the inverter.

The "battery in use" light on the pump should go out.

A yellow light in the center of the outlet will iradite the power is working properly.

An inverter that does not work, normally has augirbreaker in line or on the inverter that is off.
An audible alarm will sound if a problem occurs. Thbe fwill cease until the problem is corrected.
The following are common problems and solutions:

RRoooNogOrwNE

= o

* Airin the line (indicated on the screen):
a. Place the pump on "hold" by pressing the HOLD/STOP/@Fon.
b. Close the IV line and open the IV pump and look foirathe line.
c. Ifthe bubble is small, open the IV line and altin bubble to move beyond the pump.
d. Ifthe bubble is large, insert a syringe into a &ladng the IV line. Open the IV line and draw the
bubble into the syringe as it passes.
e. Close the pump door and press the START button.
f.  When all else fails, use a Dial-a-Flo® IV line exsion or manually adjust the drip rate.

* Line occlusion (indicated on the screen):
a. This normally indicates a pinched IV line betwdsa ItV bag and the pump.
b. Straighten the IV line and remove the occlusion.
c. The patient's IV site may have become interrupfgtempt to clear the line with a saline flush or
insert a new catheter into another vein.
d. Pressthe START button to resume flow.
e. When all else fails, use a Dial-a-Flo® 1V lineangion or manually adjust the drip rate.

* Low/dead battery (indicated on the screen):
a. Plug the pump's power cord into the vehicle outidttarn on the inverter.
b. Get the patient to his/her destination and plug thetiodo an AC outlet.
c. When all else fails, use a Dial-a-Flo® IV extensow manually adjust the drip rate.

12. Monitor and record the flow-rate of the IV pump on EMS report.

13. Do not change the flow rate setting on the pump witaqltysician's order.

14. Document any problems with the pump.

15. If the patient becomes unstable or shows signseofiose, request orders to change the infusion rate.

16. If the patient becomes unstable, Divert to theastappropriate facility.

17. Calculate, prior to transport, the drip rate equivatettie flow rate on the pump. If the pump fails, you can
quickly disconnect the pump and hang a normal bag drip.
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Interfacility Monitoring IV Pumps

Procedure: (Continued Page 2 of 2)

The following is a list of medications you may encoufteing transferred with the patient via an IV pump.

dilitiazem (cardizem) 15 mg/hour dopamine (intropin) 5 pg/kgit@n
Dobutamine HCI (dobutrex) 20 pg/kg/minute Lidocaine HCI 4 mgdtan
esmolol hydrochloride (brevibloc) 200 pg/kg/min magnesiunagailf 3 ml/minute
heparin 1600 units/hr ag\r/tzglrr]lgg)hrme bitartrate 4 pg/min
eptifibatide (integrillin) 2 pg/kg/min phenylephrine (nemsphrine)| 180 pg/min
Nitroglycerin (tridil)
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I nterfacility Monitoring of Non-Medicated Vs

Settingup an V:

1. Prepare an IV solution with tubing.
2. Assist the provider performing the venipuncture by giiag supplies such as dressing, tape, etc.

Monitoring of Non-Medicated | Vs.

1. The EMT will be responsible for monitoring drip rategquired to keep the vein from collapsing or clotting:
* Microdrips should be set to 30 gtts/min.
* Macrodrips should be set to 7-8 gtts/min.
» Dial-A-Flo® extension sets are preset and should nattbeed by the EMT.
* IV pumps are preset and should not be altered by the EMT.

2. An EMT transporting a patient who has an IV compiiratvill contact the emergency department, county
EMS, or Coastal Communications.

3. Blood transfusion is an advanced life support outsid®#namedic scope of practice. Paramedics will
transport patients receiving blood only when mandatea fiiyysician and instruction is given prior to
departure.

4. Potassium chloride (KCL) does not require cardiac tadng for concentrations < 30 mEqg/1000 ml IV bag (15
mMEQ/500 ml). Flow rates in excess of 30 mEqg/hour or coregons in excess of 30 mEg/1000 ml will
require cardiac monitoring and will be considered ALS| patients on KCL will be transported in an ALS
ambulance.
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| ntraosseous I nfusion (1 O)

Procedure:

=

Palpate the tibial tuberosity and move 2-3 finger widelevs, on the medial surfacéemur and humerus sites
may be used with EZ 10.

Prepare the area with antiseptic solution.

Use sterile technique.

Wrap the fingers and thumb around the knee to statilezproximal tibia.

Do not let any portion of your hand rest behind tiseition site.

Palpate the landmarks again to confirm insertion site

Insert the needle through the skin over the flatrantedial surface of the tibia.

Advance the needle through the bony cortex of the pedxibna, directing the needle perpendicular (90
degrees) to the long axis of the bone or slightly caudaiafd the toes) to avoid the epiphyseal plate, using
a gentle twisting or drilling motion.

9. Stop advancing the needle when you feel a sudden deinreasistance.

10. Remove the stylet and attach a syringe filled withr3l of N.S.

11. Infuse a small amount of normal saline then aspirate

12. Resistance or infiltration indicates improper placgna@d cannulation must be attempted in the other

extremity.

13. If the test injection is successful, remove syrimganect a three-way stopcock, and connect IV tubing.

14. Turn the needle guard clockwise until the flange conthetskin.

15. Anchor the needle with tape, and leave the sitbleith assess for infiltration.

16. Infuse fluid or medications under pressure.

17. Monitor the 1.O. drip rate.

ONOORrWDN
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|V Saline L ock

Procedure:

Flush a male IV adapter.

Attach the adapter to the catheter and flush the ioatidn.

Initiate and secure an IV access.

Flush the lock with at least 3 ml of Sodium Chloridimteand after administration of any medication.

The lock may be converted to a regular IV replacingtiepter with IV tubing or adding IV tubing with a
needle.

agpwNE
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King Airway
(Dual Lumen Airway Device)

Procedure:

1. Hold the KING LT(S)-D at the connector with domindr@ind. With non-dominant hand, hold mouth open
and apply chin lift, unless contraindicated by C-spinegreons or patient position. Using a lateral
approach, introduce tip into corner of mouth.

2. Advance the tip behind the base of the tongue whild¢ingtéube back to midline so that the blue
orientation line faces the chin of the patient.

3. Without exerting excessive force, advance tube until bisennector is aligned with teeth or gums.
4. Inflate cuffs to 60 cm H20 or to “just seal” volumepical inflation volumes are as follows:

KING LT-D: Size #2, 25-35 ml; Size #2.5, 30-40 ml; Size #3, 45-60 ml; Size #4, 60-8ze #5, 70-90
ml.

KING LTS-D: Size #3, 40-55 ml; Size #4, 50-70 ml; Size #5, 60-80 ml.

5. Attach the breathing circuit/resuscitator bag tokhi¢G LT(S)-D. While gently bagging the patient to
assess ventilation, withdraw the KING LT(S)-D untiilation is easy and free flowing
(large tidal volume with minimal airway pressure).

6. If necessary, add additional volume to cuffaéximize seal of the airway.

7. When utilizing the KING LTS-D’s gastric access lumenbticate

gastric tube (up to an 18 Fr) prior to inserting into KLTS@astric
access lumen.
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M echanical Ventilator

Procedure:

Intubate patient.

Verify tube placement.

Attach the ventilator to an oxygen source.

Occlude the opening of the patient connector to inber@op-off valve is working.

Set the ventilator to manufacturer’s recommendations

Attach the ventilator to the tube.

Auscultate for adequate breath sounds, and visualizedquate chest rise. If inadequate, adjust tidal volume.

Nogkwdnr

Use the trigger mechanism to hyperventilate or agsilstspontaneous respiration,. Use caution when
hyperventilating as this may cause gastric distention.
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Nasogastric Tube Insertion

Procedure:

1. Contact Medical Control for physician orders, exceptlie.c arrest

2. This procedure is contraindicated with frontal heafhdal trauma where the cribriform plate may be
fractured.

3. Ready the proper size tube (adult 16 french/pediatric ab@@&roselow Tape (6 - 16 french)), 60 ml syringe,
water soluble lubricant, and tape.

4. Measure the tube from the stomach to the ear anddhtbe nose. (Note the mark on the tube.)

5. Lubricate the end of the tube with lidocaine gel.

6. It may also be advisable to spray the mouth and (obslee conscious patient) with Cetacaine.

7. Insert the tube into the largest naris.

8. If resistance is felt, withdraw slightly and gentynsert using a twisting motion to avoid the turbinate.

9. Do NOT FORCE the NG tube.

10. Advance until the mark noted above is at the narisioge

11. The patient can assist by swallowing during insertion.

12. Verify tube placement by auscultating epigastric soundse wijecting 20-30ml's of air.

13. Tape the tube in place and note depth of tube on theport.

14. Aspirate stomach contents and irrigate concomitaaslprdered.
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Nasal Atomizers

Purpose:
For delivery of medications intranasally when 1V a&xcis not available.

Medications to be used with Atomizer:

« Narcan
 Versed
Procedure:

» Apply medication to atomizer devices.

» Place atomizer approx. 1.5 cm into nostril.

»  Briskly compress syringe to administer 2 of the totdime as atomized spray.

* Remove and repeat in the other nostril, so thatfaheomedication has been administered.
» Continue to attempt IV access for additional drug delivery.

Precautions:

» Damage to mucosa either from trauma or chronic coagseevill reduce effectiveness of drug delivery.
» Patients with active Upper Respiratory Infections theate large amounts of mucous secretions, a bloody
nose, or severe hypotension aoatraindicated for this route of medication administration.
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Nasopharyngeal Airway Insertion

Procedure:

Examine the nasal passages for obstruction.

Size the airway against the patient's face (ndstghrlobe).

Lubricate the device.

Insert the tip into the nostril and advance it vatiotating motion until the flange rests against theriio
Ventilate the patient with either a pocket face naask bag valve mask device.

arONE
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Nebulizer

Procedure:

1. Assemble a nebulizer, oxygen tubing, and mouthpiecagerrhask), mist chamber, and drug reservoir.

2. Add medicine to the reservoir and connect it withrttoeithpiece or face mask.

3. Connect the oxygen supply and the set flow at 6-8 Iiténsite.

4. Place the patient in a position of comfort and hiaeegpatient place the mouthpiece in their mouth.

5. Encourage the patient to breathe calmly, deeply amdyewetil no more mist is formed in the nebulizer.

6. You may need to slowly increase the flow to theutizér to insure all medication is nebulized.

7. The treatment will be finished in 5 to 15 minutes.

8. Reassess respiratory status.

9. Discontinue the treatment if there is any adveraetion such as light-headedness, a 20% increase irrdeart

extreme tremor, bronchospasm, or an increase in BV.C
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Needle Cricothyrotomy

Procedure:

Identify the cricothyroid membrane, located antéyjdretween the thyroid cartilage and cricoid cartilage.
Clean the area well with Betadine solution or a iplamne-iodine swab stick.
Attach appropriate size IV catheter-over-the needée8-12 ml syringe.
Insert IV catheter through the skin and cricothyroaimbrane into the trachea.
Direct the needle at a 45-degree angle caudal (towafdef)eintil a "pop" is felt.
Aspirate with the syringe. If air is easily retuinthe needle is in the trachea.
Withdraw the needle while gently advancing the cathdeienward into the position.
Attach the 15 mm adapter (from a 3.0 ET tube) to thdledwib.
Oxygenate the patient with 100% oxygen.
. Secure the apparatus to the patient’s neck.
. Transport in emergency status as soon as possitegjuate oxygenation can be maintained for 30-45 minutes.
Ventilation cannot be adequately accomplished.

RRoo~Nooo~wdE
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Neonatal Resuscitation

Procedure:

1. The APGAR score will be assessed at both 1 and 5 esidter birth.

2. Resuscitate any infant with an APGAR < 7.

3. Clear the airway. Gently suction the mouth, thenrtose with a bulb syringe.

4. If meconium is present, it should then be quickly asgiréy direct suctioning through an endotracheal tube.

Suction pressure should not exceed 100 mmHg.

Suctioning is rapidly repeated until no more meconiupndsent.

If the endotracheal tube was used for meconium suegjonéintubate with a new tube each time.

Do not ventilate the patient until all meconiumleaced.

The infant may then be ventilated with positive pues.

Initiate breathing if the infant is apneic or tlespiratory rate is slow and irregular.

0. Ventilate the infant with a bag valve mask using 100%e&xyt 40 breaths per minute with pressure applied to

gently move the chest wall.

11. In an infant who has not yet taken a breath, 40ezm HO pressure may be necessary to expand the lungs. In
mildly asphyxiated infants this may produce a prompt iner@aseart rate and the onset of regular,
respiration.

12. Intubate and assist respiration if the heart rader@spiration have not reached normal within 2 minutes.

13. Maintain body temperature.

BOX~NOO
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Oropharyngeal Airway Insertion

Adult Care

Procedure:

1. Measure the device against the patient's face (mowtr}.

2. Open the mouth with a chin lift or cross finger ta@ge.

3. Insert the airway upside-down and rotate the airwtey afpasses the tongue, or depress the tongue with a
tongue depressor or laryngoscope blade and insert theyaiithethe device directed downward and follow the
contour of the tongue.

4. Ventilate the patient.

Pediatric Care

Procedure:

1. Measure the device against the patient's face (mowtr}.

2. Depress the tongue with a tongue depressor or laryngdsleaise

3. Insert the airway with the device directed downwaid fatiow the contour of the tongue.
4. Ventilate the patient.
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Peak Flow M eter

Procedure:

Place a disposable mouthpiece on the meter.

Set the indicator to the bottom of the scale.

Have the patient hold the meter and inhale deeply.

Have the patient make a tight seal on the mouthpretélaw out as hard and fast as possible.
Document the peak flow indicated on the meter.

Provide any appropriate medical treatment.

Repeat the process and document any change.

NougkrwdE
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Pediatric Resuscitation Tapes

Procedure:

1. Place the patient in a supine position.

2. Remove tape from package and unfold.

3. Place tape (face up) next to patient.

4. Place end of tape at the top of the patient's head.

5. Place the edge of one hand on the end of the tape.

6. Run the edge of your free hand down the tape.

7. Stop when your free hand is even with the heelepdtient's foot.

8. If patient is longer than the tape, stop here andhikbar adult protocols.

9. Verbalize the color block (or letter) and weightgarmt which your hand has stopped.
10. If patient falls at a border, go to the greater marker
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Peripheral Venipuncture

Preparing the I V:

1. Prepare an IV solution, IV tubing, an appropriate sitleater, constricting band, disinfectant swab, gaunel ba
aid, tape or veniguard (optional), and arm board.

Open IV envelope at the edge where it is notched.

Check the IV bag for cloudiness and squeeze it for leaks.

Read the name of the solution.

Open IV tubing and connect all pieces of tubing.

Close control valve below the drip chamber.

Insert IV tubing into the IV solution bag portal.

Squeeze the drip chamber until it is half full of soluti

Uncap distal end of tubing and prevent contaminatidgheotap.

10 Open the IV tubing valve to allow the solution tawflthrough until all air bubbles are out of the tube.

11. Close the tubing valve and recap the distal end of tube.

©CoNOOA~WN

Inserting the 1 V:

Use personal protective equipment including gloves andeglésssface shield).

Carefully explain the procedure to the patient.

Locate a suitable venipuncture site.

Place the constricting band to halt venous retutihowt obstructing arterial flow.

Palpate the veins for resilience and select a site.

Cleanse the site with increasing concentric es.cl

Stabilize the vein distally with the rescuer's thumb

Cannulate the vein.

Remove the needle and dispose it properly while cosipgethe vein proximal to the tip of the catheter to
minimize bleeding.

10. Draw blood for the hospital.

11. Label the tubes appropriately.

12. Connect IV tubing to the catheter.

13. Remove the constricting band.

14. Open the IV clamp to assure free flow.

15. Set the IV drip rate for the medication or fluid use.

CoNOOA~WNE

Securing thelV:

1. Cover the insertion site.

2. Secure the IV catheter with a loop of tape or #r@guard.

3. Loop the tubing back and secure it with another pietae or strip from the veniguard package.
4. Do not cover IV portals.

5. Recheck IV drip rate to insure it is flowing at thereot rate.

Troubleshooting the IV (if the 1V isnot working well):

Make sure the constricting band is off.

Check the IV insertion site for swelling and infilfion.

Check the IV tubing clamp to make sure it is open.

Check the drip chamber to insure it is half full.

Lower the IV bag below IV site and look for bloodré&burn into the tubing.

arwNE
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Pleural Decompression

Procedure:

Assess the patient to insure the condition is ademmmeumothorax.
Continue to give the patient high-flow oxygen and vatuily assistance.
Identify the second intercostal space midclavicute. li

Quickly prepare the area with a providone-iodine swabsti

1
2
3
4.
5. Make a one-way valve on a 14 gauge 2 1/2 inch IV catda@mot delay the procedure for this step.
6. Insert the catheter into the skin over the thibdand direct it just over the top of the rib into theerspace.
7. Insert the catheter to the hub or until air escapes.
8. Remove the needle and leave the catheter in place.
9. Secure the catheter.
10. Reassess lung sounds and patient’s condition.
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Pneumatic Anti-Shock
Garment (PASG)

Procedure:

Remove patient’s clothing.

Assess and record distal pulses.

Assess respiratory status before, during and aftatiorl, and observe for respiratory distress.
To splint lower extremities, inflate the leg compaatts.

To splint the pelvis, inflate the leg compartmentst find the abdominal compartment next.
Reassess and record distal pulses.

oukhwnE
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Pulse Oximetery

Procedure:

1. The pulse oximeter is used by turning the unit on and aygplifie monitoring clip to the patient’s finger.

2. False readings may result if patients have carboroxmminhalation, false fingernails or are hypotensive.

3. The paramedic should assess the clinical condititimregbatient and correlate it with the pulse oximeter
readings.
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Rapid Sequence Induction (RSI) for Intubation

Procedure:

1. Prepare for intubation, suctioning, and emergencytbgioatomy.

2. Maintain cervical stabilization of the trauma patie

3. Connect the patient to the cardiac monitor and oximet

4. Oxygenate with high flow oxygen. Manual ventilationymause gastric distention, vomiting and aspiration.

5. Administer Versed, Etomidate, Succinylcholine, andpitre per drug manual.

6. Apply cricoid pressure.

7. Intubate the patient when the jaw becomes relaxed.

8. Stop intubation and ventilate by BVM if the intubatigffort requires more than 30 seconds.

9. Ventilate patient by BVM until spontaneous respiratieturns (usually 3 to 5 minutes) if unable to intubate.

10. Place bilumen or subglottic airway device if endoteatimtubation is unsuccessful and ventilation is
inadequate.

11. Perform a cricothyrotomy if bilumen or subglottiongy device is unsuccessful and ventilation remains
inadequate.

12. Treat bradycardia during intubation by temporarily hglthtubation and hyperventilating the patient.

13.
14.
15.

Apply the cervical collar and complete spinal precaatfontransport as needed.
Perform spinal immobilization on all pediatric patserequiring intubation (for tube security).
If Etomidate was used for intubation Versed should ke fosesedation.
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Res-Q-Pod Device

The Res-Q-Pod is a device designed to be inserted betiaemask and the bag or between the ET tube and the bag.
The concept of Res-Q-Pod is to decrease passive flaw stbm the mouth through the trachea to the lungat Th
occurs after a chest compression. By eliminatingphssive refilling of the lungs, negative intrathorgmiessure
develops improving filling of the heart with blood andréfere coronary perfusion pressure with each subsequent
chest compression. The American Heart Associatiarated this device as IA intervention, meaning prgbabl
helpful, benefits outweigh the risks. This device als® & flashing light once activated that reminds the
EMT/paramedic to compress the bag only every six seddfésinute).

Procedure:

=

Determine viability and potential of resuscitation.

Position the Res-Q-Pod between the mask and the bag.

3. Pull the adhesive off the red button at the top ®Rhs-Q-Pod and press the button to initiate thegiled li
that times ventilations

4. Detach the Res-Q-Pod once return of spontaneousatiocuhas been clearly re-established.

n

Precautions/Contraindications:

CompressionSHOULD NOT be interrupted unless absolutely necessary
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Spinal Immobilization

I mmobilization of the Supine/Prone Patient:

Procedure:
1. Begin with manual immobilization of the head in atna&, in-line position. Manual immobilization should b
provided without interruption until complete patient immuaition is accomplished.
2. Contraindications to placement in an in-line positio
a) Neck muscle spasm that prohibits neutral alignment
b) Increased pain
c) Onset of or increase of a neurological deficit sasimumbness, tingling, or loss of motor ability
d) Compromise of the airway or ventilation
e) Ifthe patient's injuries are so severe that gegllpresents with such misalignment that it no longeraappe
to extend from the midline of the shoulders
3. Size and apply the appropriate cervical collar. Tetie collar, measure the distance, using your fingers,
between the bottom of the jaw to the top of the zajgemuscle or according to manufacturer's
recommendations. In the rare instance an approprisigyg cervical collar is not available, maintainnual
immobilization and complete the immobilization procesthout a cervical collar.
4  While maintaining manual stabilization with a ceaicollar in place:
a) Position the backboard next to the patient so beahéad of the backboard is approximately 1-2 feet above
the patient's head.
b) Log roll the patient onto the backboard in a supinéipos
c) Reposition patient, in order to center on backbdardliding patient in an upward motion (axial) on the
board. Do not slide patient in a direct lateral posjtesthis may manipulate the spine.
5 Place cervical immobilization device in place.
6 Pad the space, as needed, between the back of thenlokeidne dackboard to prevent hyperextension of the

cervical vertebrae.

Secure the patient's body to the board with straps.

a) Immobilize the upper torso to prevent upward sliding tép#s body during movement and
transportation. This is accomplished by bringing stoyes the shoulders and across the chest to make an
X.

b) Additional straps must be placed to prevent side tons@ement of the body on the board. This can be
accomplished by placing straps across the iliac crasksmd-to-distal thigh or at the pelvis with groin
loops.

c) Arms should be placed at the patient's side to prenemément of the shoulder girdle.

d) Secure both feet together to prevent rotary movewfahe legs.

e) Apply 1 or 2 inch tape directly across the foreheadsandre the head while extending the tape under the
backboard. DO NOT apply tape directly under the chin igstlay create an airway obstruction. Tape
may be placed across the surface of the semi rigidoedallar.
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I mmobilization of the Standing Patient

Procedure:

1.

Initiate manual immobilization of the head in a m&Lin-line position. Approach the patient from thenfr to
eliminate lateral movements.

2. Apply the appropriate cervical collar.

3. Position backboard behind standing patient.

4. Have rescuer holding manual stabilization of the lemd the front of the patient pass off the stabtiato a
second rescuer that will hold manual stabilizatiorhefltead from behind the patient, with arms on eitider s
of the standing backboard. The third rescuer can holbabiéboard in place during this switch.

5. Have two rescuers face the patient on either sitteedfiackboard and grasp the board just under each of the
patient's arms.

6. With one rescuer at each side of the backboard arttitdeholding the head, slowly lay the board down. A
stop approximately half-way down will be needed to alloe/tescuer holding the head to reposition hands.

7. When the patient is supine on the backboard, follepssn previous section to secure patient to the baatkboar

Vest-type Extrication Device (KED)

Procedure:

1. Initiate manual in-line stabilization of the head.

2. Apply appropriate cervical collar.

3. Insert device behind the patient. Try to limit nmoeat while positioning the device.

4. Position the device so it fits securely under thesafithe patient. Open the side flaps and place theumdro
the patient's torso. Make sure the device is centereédeopatient.

5. Position, connect and adjust the torso straps. Libaveppermost strap loose until the head is immobilized.

6. Position and fasten each groin loop. Adjust one giddime to prevent excess movement of the patient.

7. Place the pad behind the patient's head, filling titbtegprevent hyperextension.

8. Position the head flaps. Fasten the forehead stchpply the chin strap over the cervical collar.

Caution: The handles of the KED should not be used to lift, carry or move the patient.
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Pediatric lmmobilizer

Procedure:

1.

Begin with manual immaobilization of the head in atn&, in-line position, unless contraindicated. Manual
immobilization should be provided without interruption ustimplete patient immobilization is accomplished.

2. Size and apply the appropriate cervical collar.
3.  While maintaining manual stabilization with a cealicollar in place:

a) Position the Pediatric immobilizer next to the @attiso that the head of the immobilizer is approxingatel
6-12 inches above the patient's head.

b) Log roll the patient onto the backboard in a supinéipos

c) Reposition patient, in order to center on immoeilidy sliding patient in an upward motion (axial) on the
immobilizer. Do not slide patient in a direct latgpakition, as this may manipulate the spine.

4. Pad the space, as needed, between the back of tharttetice immobilizer to prevent hyperextension of the
cervical vertebrae.
5 Secure the patient's body to the immobilizer withattached straps.

a) Immobilize the upper torso to prevent upward sliding tép#s body during movement and
transportation. This is accomplished by bringing strapes the shoulders and across the chest to make an
X. The cross straps velcro into the strap that eose abdomen.

b) Apply the attached straps across the chest, abdamddegs. Take care not to leave any space between the
straps and the sides of the patient. If the patiesd @mall that there is a space left between straghs an
sides of patient, take up space with pads (eg. blanket,, tetgél

c) Arms should be placed at the patient's side to prenemément of the shoulder girdle.

6 Place cervical immobilization device in place.

7 Adjust the head piece to snugly fit around the patienéid.hEasten the forehead strap and apply the chin strap
over the cervical collar.

Note:

If a pediatric immobilizer is not available, care ghiobe taken to fill all voids between the patient arelstiaps
with padding.
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Surgical Cricothyrotomy
(10 yearsor greater)

Procedure:

Hyperextend the patient's neck (unless cervical spjugyiis suspected).

Locate the cricothyroid membrane between theicri@od thyroid cartilage.

Clean the area well with betadine solution or aigame-iodine swabstick.

Using a scalpel, make a vertical incision throughsitie and expose the cricothyroid membrane.

Direct the scalpel posterior at a 90 degree angle terit@hyroid membrane.

Make a horizontal incision through the cricothyroidmbrane.

Careful hold the scalpel to limit the depth it can prerte to prevent esophageal perforation.

Insert a hemostat or a needle cap through the openimigdeén and maintain the pathway.

Do not remove the scalpel until another instrumeir the tract.

10. Itis important to not aim the knife cephalad (towtaelhead), since injury to the vocal cords may occur.
11. Insert an appropriate sized endotracheal tube throughcikmn.

12. Insert the tube not more than 1-2 cm past the sugmenider of the cuff to avoid right mainstem intubation.
13. Ventilate the patient with a bag valve device atilybest available oxygen concentration.

14. Inflate the properly placed tube cuff with the appropaateunt of air.

15. Ensure proper tube placement.

16. Secure the tube.

17. Evaluate the neck for complications.

©CoNoUA~AWNE
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Tourniquet

Use of a tourniquet is appropriate when upper or applying giressure to the site of bleeding cannot control lower
extremity hemorrhage. A tourniquet will be applied to afeythreatening extremity hemorrhage

Procedure:

1. Utilize a Medical-Director approved tourniquet device giegied for use in the management of
hemorrhage

2. Use Personal Protective Equipment (PPE) appropriapofential blood exposure

3. Visually inspect injured extremity and avoid placemera twiurniquet over joint, angulated or open
fracture, stab or gun shot wound sites

4. Assess and document circulation, motor and sensastal th injury site

5.  Apply approved tourniquet device proximal to wound (usually ZHdg)

6. Tighten tourniquet incrementally to the least amofipt@ssure required to stop bleeding

7. Cover wound with an appropriate sterile dressing andfoddge

8. Do not cover tourniquet (keep tourniquet visible)

9. Re-assess and document circulation, motor and sensétal to tourniquet

10. Ensure receiving facility staffs are aware of toguet placement and time tourniquet placed

13. Document Estimated blood loss and time tourniquet applied
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Twelve Lead E.C.G. Monitor

Placement of Electrodes:

1. RA-right arm, upper arm or upper chest near the shoulder

2 - left arm, upper arm or upper chest near the shoulder

3. RL -right leg or lower abdominal quadrant near the hip

4. LL - upper leg or lower abdominal quadrant near the hip

5. V1 - 4th intercostal space, immediately to the righhe sternum

6. V2 - 4th intercostal space, immediately to the lethe sternum

7. V4 - 5th intercostal space in the midclavicular liNeté: V4 must be placed prior to V3)
8. V3 - Placed between V2 and V4

9. V5 - 5th intercostal space in the anterior axillamg |

10. V6 - 5th intercostal space in the mid axillary line.
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Hazardous Materials
Exposure
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Hazardous Materials Incident

Rationale:

This protocol describes the procedures used by the Spaspbnse Team (SRT) when caring for chemically injpegnts.
The goal is to provide guidelines for the safest andfmsstible care for patients and rescuers.

Responsibilities:
SRT Members and EMS personnel will maintain a workingwadge of its content.

Procedure:

The team will set up controlled areas of relative exposiiihe areas will be a hot zone (in which exposungbeaxpected),
a warm zone (in which decontamination is begun), acmldaizone (in which patients and rescuers should bdrsafie
additional exposure).

Patients who are in contact with a contaminaniratke hot zone and will be removed to the warm zpnescuers who are
protected by appropriate personal protective equipment. triieaa for victims will begin in the warm zone by prdge
protected hazardous materials operations level persomhelDecontamination Team will initiate respiratoaye as soon as
decontamination has progressed to removal of the patteelf Contained Breathing Apparatus (SCBA). The tedfhihen
send patients to the Treatment/ Transport Area fanated exposure related problems or to the Medical AssasisArea for
post-entry assessment and rehydration as needed.

Patients who pose a threat of contaminating otheceslary contamination) will be treated in the treattrarea by properly
protected hazardous materials personnel. Rescue unitiousadsport contaminated patients will be protectethash as
possible against secondary contamination. Any remewuipment not required for patient care will be remdrad the
rescue unit before a patient is loaded. Patients requspegalized medications will be treated by paramedicshelve
received approved training in Hazardous Materials Toxicology

Patients who offer no risk of secondary contaminatdhbe transported by a rescue unit to an appropriaiétfa If the
patient meets criteria found in section 1l of the T TTP will dictate where the patient will be tsported.
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Hazardous Materials Treatment

Rationale:

Proper care of chemically exposed patients by the SRiragaire treatments which are not in the EMS
protocol. These treatments have been approved byeded Directors and may be used with approval of Medoaltrol at
a receiving hospital All treatments are level Il and require a physician’s oder.

Treatment:

«  Chemical exposure to the eyes, which require irrigatiorsicer:
Pontocaine eye drops, 1-2 gtts. per eye

e Chemically induced asthma consider:
Ventolin (Proventil) 2.5mg/3ml (1 unit does) aerosol
Solu-Cortef, 100 - 500mg, IV over 30 seconds

* Chlorine Gas inhalation with dyspnea and associatguragsry irritation consider:
Sodium Bicarbonate aerosol breathing treatment, 3mEq 8mPaf NS nebulized at 6 LPM.

*  Symptomatic Cyanide Poisoning consider:
Sodium Nitrite 3% solution, 300mg, given over 2.5 to 5 mindtdiewed by
Sodium Thiosulfate 25% solution, 12.5gm, given over 2.5 to 5 mesnuRepeat % dose in 20 m’

o

Initiate O2 immediately while preparing for intravenodsnénistration

Simultaneously with the oxygen, administer Amyl Nitditdalant for 15 to 30 seconds q 2
or 3 minutes

o Discontinue Amyl Nitrite and then inject adults with 30§ (A0 mL of a 3% solution) of
sodium nitrite intravenously at the rate of 2.5 to 5 mhirte. The recommended dose of
sodium nitrite for children is 6 to 8 mL/square meter (appnately 0.2 mL/kg of body
weight) but is not to exceed 10 mL.

Immediately thereafter, inject adults with 12.5 g (50 mh @5% solution) of sodium
thiosulfate. The dosage for children is 7 g/square métaydy surface area, but dosage
should not exceed 12.5 g. The same needle and vein maydbeubketh steps.

o If the poison was taken by mouth, gastric lavage shoufztbldermed as soon as possible, but

this should not delay the treatments outlined above.

o

o

* Hydrocarbon and Active Metal exposure consider:
Mineral oil topically
Epinephrine is contraindicated

» Hydrofluoric Acid exposure with muscle tetany, QT segmeakopigation, or cardiac arrest consider:
Calcium Gluconate 10% gel, mixed 1gm Calcium Gluconate with/gater-soluble lubricant,
applied topically over Hydrofluoric (HF) Acid burns.
Calcium Gluconate 10% solution, 1 gm IV

*  Symptomatic Hydrogen Sulfide poisoning consider:
Sodium Nitrite 3% solution, 300mg, given over 2.5 to 5 minutes

*  Symptomatic Methemoglobinemia consider:
Methylene Blue 1% solution (10mg/ml) 1-2mg/kg, over 10 minutes
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Haz Mat Treatment Cont.

*  Symptomatic Organophosphate or Carbamate poisoning canside
Atropine Sulfate, 2mg. Repeat doses every 3-5 minutes.
Consider Pralidoxime Chloride (2-PAM), 1gm, over 5-10 minufRepeat in 1 hour PRN.

* Phenol exposure consider:
Polyethylene Glycol (GUNK) topically
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Atropine Sulfate

CLASS:
ANS- Anti-Cholinergic, Parasympatholytic
MECHANISM OF ACTION

It is a competitive antagonist for muscarinic acetylcte at post-synaptic receptor sites and in the CNS.

HEART: It has positive chronotropic effects particwan the SA node, atrial and junctional tissues. Cardigput
increases due to increased heart rate. It increasgisic muscular consumption of oxygen (MVO2). It has p@siti
dromotropic effects through the entire conduction systecept the purkinje fibers. Ventricular bradydysrhythmasyioe
stabilized as a result of a increased cardiac rat&STEWIC: CNS stimulation particularly with toxic dosesyaecipitate
psychosis, restlessness, excitation, confusion, ha#tions, delirium. It may also cause mydriasis asaltref paralysis of
the ciliary muscle with resultant photophobia. It dnascous membranes of respiratory system and relaxestsmaoscles
of the airways. Decreased smooth muscle tone, decrsphincter tone, decreased pancreatic enzyme sedirtalin,
glucagon) may all result from its use.

INDICATIONS:
Cholinergic crisis due to organophosphate or carbamagerpogs.

CONTRAINDICATIONS :

* Glaucoma-(relative)- due to increased intraocular presstine iris is crowded against the back of
the anterior chamber and drainage of aqueous humor istethi There may be absence of
cholinergic effects, especially bronchorrhea.

» Organochlorine insecticides (aldrin, benzene hexadddBHC), HCH, hexachlor, hexachloran, chlordane,
chlordecone, DDT, Kepone, chlorobenzilate, dicofoltfne, dieldrin, dieldrite, dienochlor, pentac, endosu#adrin,
hexadrin, heptachlor, hexachlorobenzene, lindane, gantitadB HCH, Kwell, mehtoxychlor, Marlate, mirex, tergen
polychlorinates, strobane, toxaphene

» Nitrophenolic and Nitrocresolic Herbicides (dinitroakslinitrophenol, dessin, acrex, talan, dinocap, cratogh
karathane, dinopenton, dinoprop, dinosam, dinoseb, adrelekire, vertac CS (Tear gas) or CN (mace)

DRUG INTERACTIONS :

Increased effect of other anticholinergic (antimusuaajiagents.
Increased effect of sympathomimetic agents.
Concomitant use of Pralidoxime may potentiate antimusicatoxic effects.

DOSAGE:

Moderately severe poisoning (hypersecretion and otreeosgan manifestations without CNS depression)

e Adults & Children > 12 years: 2.0 — 4.0 mqg q 15 min.
Until pulmonary secretions are controlled, which maydeermpanied
by other signs of atropinization (flushing, dry mouthatail pupils, and
tachycardia > 140/min)

* Severe poison: may need two or more times the dose
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Atropine Sulfate Cont.
» Pediatric- 0.05 mg/kg every 3-5 minutes (minimum ddseng)
SUPPLIED:
8mg/20ml vials (0.4mg/ml)
ROUTES OF ADMINISTRATION :

IV, ET, 10

*Notes :

Do not administer atropine or pralidoxime prophyladically
Do not administer in fungicide poisoning (not a chimesterase inhibitor)
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Calcium Gluconate

CLASS:

Cation

ACTIONS:

Supplies calcium to tissues, and the calcium binds withiflado make calcium fluoride
INDICATIONS :

* Mild to moderate skin burns resulting from exposure to hjgoot acid
* Hydrofluoric Acid exposure with QT prolongation, tetanycardiac arrest

CONTRAINDICATIONS :

* Hypercalcemia

* Ventricular fibrillation

» Digitalized patients

CAUTION :

* Mild necrosis and abscess formation may occur withced@idministration.
* Rapid IV administration may cause vasodilatation, deeteB#P, cardiac arrhythmias, syncope, and cardiac arrest
» Use caution when administering to a pregnant woman.

DRUG INTERACTIONS :

Do not administer to digitalized patients.

DOSAGE:

Topical:

* Mix 1 gram 10% calcium gluconate with 5 oz. water solubleidalit (KY or Surgilube) and apply over painful areas.
Cover with sterile dressings

Intravenous:

e Adult: 1 gram over 5 minutes (10% solution )
» Pediatric: 0.5 gram over 5 minutes (10% solution)

SUPPLIED:
1 gram in 10ml's. Each gram includes 93 mg (4.65 mEq) calcium.

ROUTES OF ADMINISTRATION :

Topically, IV

________________________________________________________________________________________________________________________________________|
Space Coast Regional Emergency Medical Services June 1, 2010



Cyanokit Protocol

Rationale:

Cyanide poisoning may result from inhalation, ingest@mndermal exposure to various cyanide-containing compounds,
including smoke from closed-space fires. Sources of cyaudening include hydrogen cyanide and its salts, cyanogeni
plants, aliphatic nitriles, and prolonged exposure to soditmopnusside. The presence and extent of cyanide poisonéng a
often initially unknown. There is no widely availabtapid, confirmatory cyanide blood test. Treatment dmtssmust be
made on the basis of clinical history and signs ang&yms of cyanide intoxication. If clinical suspicionaygnide

poisoning is high, Cyanokit should be administered witholatyde

Assessment Checklist
= Evidence of trauma/burns- if so proceed to trauma prqtasel spinal immobilization as indicated
= Soot in nose/mouth/oropharynx
= Airway/breathing
= Circulation- BP/Perfusion
= LOC (Level of Consciousness) — GCS, pupil size/reagtivit

Smoke Inhalation — Adult

Exposure Level I:

(Mild — soot in nose/mouth/oropharynx)

Don appropriate PPE

Remove patient from source of smoke/inhalation
Administer 100% O2 via non-rebreather
Monitor pulse-oximetry

Monitor ECG, if indicated

Reassess frequently

Exposure Level II:
Moderate — soot in nose/mouth/oropharynx
- confusion, disorientation, altered LOC
- Hypotension
= Administer 100% O2, ventilate with BVM if needed
= Intubate/PEEP as indicated
= Collect blood sample via closed vacutainer technique®dstarting IV (purple top tube). Transport blood sample
with patient to receiving hospital.
= Initiate IV/NS @TKO
= Monitor ECG/Pulse oximetry if available (Note: pulsemziry monitors may give false readings in patients
exposed to CN/methemoglobin or CO).
= If hypotensive, consider fluid challenge and administear@kit 5 gm 1V pgb on scene or enroute (Contact Medical
Control as needed)
= Treat other presenting symptoms
= Transport to appropriate facility

Exposure Level llI:
Severe - soot in nose/mouth/oropharynx
- Coma, respiratory/cardiac arrest
- Hypotension

Administer 100% O2 with BVM or intubate/PEEP, as indicated

Collect blood sample via closed vacutainer techniqua®starting 1V (purple top tube).

Initiate IV/INS @TKO

Administer Cyanokit 5g IV pgb and monitor for clinical pesse/and need for second 5 g dose (Contact Medical
Control as indicated)

= If hypotensive, consider fluid challenge

= Monitor ECG/Pulse oximetry if available (Note: pulsemziry monitors may give false readings in patients
exposed to CN/methemoglobin or CO).
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Methylene Blue

CLASS:

Antidote

ACTIONS:

This compound has an oxidation/reduction action and a tstaireng property. It has two opposite actions on lytotm:
Low concentrations will reduce methemoglobin to hemoglobin

High concentrations oxidize iron in the ferrous state (fré@ferric iron (Fe3+) that results in the formatioin
methemoglobin. Only iron in the ferrous state cardhiith oxygen.SRT will be using the low concentration

INDICATIONS :

Chemically induced methemoglobinemia
CONTRAINDICATIONS :

History of glucose-6-phosphate dehydrogenase (G6PD) defjcienc

DRUG INTERACTIONS :

* Be cautious when using in the treatment of antidote irloegthemoglobinemia in cyanide poisoning. Too much
methylene blue may cause cyanide to be re-releasethmBystem.

* Rapid administration may produce increased methemoglobamnemi

* Observe for elevated B/P, nausea, and disorientation.

DOSAGE:

e Adult: 1-2mg/kg over 5-10 minutes. Repeat hourly PRN.
» Pediatric: Same as adults

SUPPLIED:
100 mg in 10 ml vials (10 mg/ml)
ROUTES OF ADMINISTRATION

IV only
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Pralidoxime Chloride
(Protopam Chloride, 2 Pam)

CLASS:

Cholinesterase reactivator

MECHANISM OF ACTION

Pralidoxime reactivates cholinesterase (mainly outisideCNS) inactivated by phosphorylation due to toxicjtab
organophosphate or related compound. Destruction of acaatialeetylcholine can then proceed, allowing neuromuscular
junctions to function normally. It also slows th@itag" of phosphorylated cholinesterase to a non-reaftive, and

detoxifies certain organophosphates by direct chemiaatiom. The drug’s most critical effect is relievirggpiratory

muscle paralysis.

INDICATIONS :

Antidote in poisoning due to organophosphate pesticides amlichls with anticholinesterase activity.

CONTRAINDICATIONS :

Known hypersensitivity

DRUG INTERACTIONS :
» When atropine and pralidoxime are used together, the sigiiopinization may occur earlier than expected.

» Barbiturates are potentiated.
* Itis not recommended in the treatment of carbamasopmgs.

DOSAGE:

e Adults: Give 1 gram IV, over 5-10 minutes. Repeat dose afteyur if muscle weakness is not relieved.
» Pediatrics: Give 20-40 mg/kg to a maximum dose of 1 gram.

* Do not administer prophylactically

SUPPLIED:

20 ml vial containing 1 gram of pralidoxime (powder) to beediwith a 20ml vial of sterile-water

ROUTES OF ADMINISTRATION :

IV, 10
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Sodium Bicarbonate Breathing Treatment

CLASS:

Alkaloid electrolyte

ACTIONS:

Relieves symptoms of chest burning, throat irritatenmd dyspnea due to chlorine gas inhalation
INDICATIONS :

Symptomatic Chlorine Gas inhalation

CONTRAINDICATIONS:

None

DRUG INTERACTIONS :

Do not mix with other drugs as it inactivates cateamatees

DOSAGE:

Mix 3 ml of 8.4% Sodium Bicarbonate with 2 ml NS. Givergpulizer at 6 [pm.
SUPPLIED:

50 mEq in a 50 ml prepackaged syringe

ROUTES OF ADMINISTRATION :

Inhalation
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SouiNitrite

CLASS:

Antidote

ACTIONS:

Reacts with hemoglobin to form methemoglobin (oxidieesous Fe ++ iron in normal hemoglobin to ferric
FE +++ iron, or methemoglobin). The latter remosgEnide ions from various tissues and couples with them
to become cyanmethemoglobin, which has relativelyttixicity. Chemical Reaction: NaNo2 + Hemoglobin

= Methemoglobin + Methemoglobin = Cyanmethemoglobin * Sodium Nitrite may induce a dangerous
methemoglobin level and may also cause hypotension.

INDICATIONS :

* Cyanide Poisoning
» Hydrogen Sulfide Poisoning

CONSTRAINDICATIONS :

*  Absence of symptoms
» History of glucose-6-phosphodehydrogenase (G6PD) deficiency

DRUG INTERACTION :

Must be followed by Sodium Thiosulfate in cyanide poisgrtmobtain maximum effect Methylene Blue may reverse
excessive methemoglobinemia, but it should be used caytemidl may release CN back into the system

DOSAGE:

e Adult: 300 mg over 2.5-5 min., repeat at 1/2 of initial dos2drminutes if symptoms persist;
» Pediatric: 0.2 ml/kg, not to exceed 300 mg, repeat at 1/2 @liditse in 20 min. if symptoms persist

SUPPLIED:
300 mg in 10 ml vial.
ROUTES OF ADMINISTRATION

IV, 10
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Sodium Thiosulfate

CLASS:

Antidote

ACTIONS:

The function of Sodium Thiosulfate is to convert cyatiramoglobin to thiocyanate, by the enzyme
rhodanese. The thiocyanate is excreted by the kidr@&yamical reaction: Na2S203 + cyanmethemoglobin
+ 02 = HXCN

INDICATIONS :

Cyanide poisoning

CONTRAINDICATIONS :

* Absence of indications
» History of glucose-6-phosphodehydrogenase (G6PD) deficiency

DRUG INTERACTIONS :

* Isto be given immediately after Sodium Nitrite in CNspning;
* Is not used in Hydrogen Sulfide poisoning;

» Methylene Blue may reverse excessive methemoglobindmiat should be used cautiously as it may release €K ba

into the system.
DOSAGE:

e Adult: Give 12.5 gm over 2.5-5 min., repeat at 1/2 initial dos20 minutes if symptoms persist.

» Pediatric: Give 1.65 ml/kg, not to exceed 12.5 gm, repeat ahiti@ idose in 20 min. if symptoms persist.

SUPPLIED:
12.5 gm in 50 ml vial
ROUTES OF ADMINISTRATION

IV, 10
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Solu-Cortef
(Hydrocortisone Sodium Succinate)

CLASS:
Steroidal anti-inflammatory
ACTIONS:

This medicine is an anti-inflammatory adrenocortitatoid. It is a highly water-soluble sodium succinatereof
hydrocortisone permitting IV administration. It is peutarly useful where high blood levels are required rapidly.

INDICATIONS :

Chemically induced asthma

CONTRAINDICATIONS :

*  Known hypersensitivity

* Not to be administered prematurely because the bermfiallcontained in the solution may be associated fatti "
gasping syndrome"

» Systemic fungal infections

CAUTION :

Average and large doses may cause elevation of B/P, sadidiwater retention, and increased excretion of potass

DOSAGE:

e Adult- Give 100 to 500 mg over 30 seconds. The dose is detafioyrseverity.
» Pediatric- The dose is determined by severity and nigthive

SUPPLIED:

250 mg two compartment single dose vial,

The vial contains a compartment with powder and anatitér2 ml bacteriostatic water. Directions on
mixing the product are found with the vial

ROUTES OF ADMINISTRATION :

IV, IM
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Trauma Transport Protocol
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Trauma Transport Protocol

[ DISPATCH CENTER PROCEDURE

A. Brevard County EMS uses enhanced 911 Computer Aided Disfia&d). All 911
calls are answered in the jurisdictional law enforagnaéspatch center, and then
transferred. Requests for emergency medical servieadir@cted to the Brevard County
Fire Rescue Department Emergency Communications Cireierafter referred to as
Brevard). This center dispatches EMS transport unigdl tequests for emergency
medical services within Brevard County. The enhanceds@dtem provides the
dispatcher the following information:

» Callers phone number

» Callers address

* Name of phone listing

»  Community where call is being placed

» Emergency Services Number

* Victim(s) location

» Appropriate law enforcement agency

» Appropriate fire station response area

* Appropriate EMS station response area
* Appropriate extrication equipped agency

B. Brevard will determine the nature of the 911. The dctpa will, using a topical
guestion guide, ask the caller a series of questions tordetethe extent and severity of
injuries. The following are examples of situations andipent questions to be asked
(from the Clawson protocols):

1. VEHICLE INCIDENT:

a
b.
C.
d
e

How many and what type of vehicles are involved?
How many people are injured?

Is anyone trapped?

Is fuel leaking?

Is any fuel fire visible?

2. TRAUMATIC INJURY:

L

b
C.
d.
e
f.

Is the patient awake?

Is the patient reporting chest pain?

Is the patient reporting difficult breathing?
Is any bleeding controlled?

Is the patient trapped?

Is there any amputation?

3. SHOOTING OR STABBING:

a.

aoo

4, FALL:

oo o

Is the patient awake?

Is the patient breathing?

What is the type and location of wound?
Is the assailant still on the scene?

Is the patient awake?

Is the patient having problems breathing?
Where is the patient experiencing pain?
From what height did the patient fall?
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C. The Emergency Services Number (ESN) is used byaBile@w identify the geographic location
of the caller. The ESN system identifies the fisgizond, and third response fire and medical
units for those locations in the Brevard County sereicea. Brevard will dispatch units
according to the location and proximity of the close#t. uAny available unit, which is closer
to the incident than a dispatched unit, will notify Bxeyand respond as instructed.

D. Brevard may request other agencies to respond on almaiduzasis if an ALS unit is not
available. Mutual aid requests between agencies wilireeted to Brevard by the Incident
Commander. Other agencies that may be requested iistaasge include the Coast Guard,
Florida Marine Patrol, and law enforcement.

E. The first (ALS or BLS) emergency services unitloa scene of an incident will use the
Trauma Scorecard Methodology to evaluate trauma aléetieri If the unit on scene issues a
Trauma Alert, Brevard will document the time and ndtifg¢ supervisor, other responding
units, and the closest appropriate trauma center.

. ON SCENE PROCEDURE
A. The arriving provider will evaluate the scene, Traullext Criteria, the safety of the scene,
the severity and number of patients, the need for etiwit, and the need for additional help.
A Trauma Alert will be issued if the patient meets Theauma Scorecard Methodology
Criteria.

B. The paramedic providing patient care shall advise Bdeteawhich facility the patient will be
transported, the criteria for which the alert wasesk and the mechanism(s) of injury.

M. TRAUMA ALERT CRITERIA

A. Adult Trauma (age 16 and older)
1. AnyOne of the following:

. The patient requires active airway assistance (otfzer supplemental

. The heart rate is greater than 120 bpm without radial pulse.

. The systolic BP is less than 90mm/hg without a radialepuls

. Best motor response is less than or equal to 4 or ldsgy@v coma scale is less
or equal to 12.

. There is 2° or 3¢ degree or burns greater to or equal 15% or more of tale tot
body surface area.

. There is amputation proximal to the wrist or ankle.

. There is penetration injury to the head, neck, or texetuding superficial
wounds where the depth of the wound can be determined.

. There are two or more long-bone fracture sitesfrearm and lower leg).

. There is paralysis, loss of sensation, or suspici@piofal injury.

2. Or anywo Or More of the following:

. The respiratory rate is 30 or more.

. Sustained heart rate is 120 beats per minute or more.

. Best motor response is 5 or less on the Glasgow coate. s

. There is major de-gloving injury of a flap avulsion grealan 5.

. There is a gunshot wound (GSW) to an extremity.

. There is one long-bone fracture from a MVC or adéllO feet or greater.

. The patient’s age is 55 or older.

. The patient was ejected from a motor vehicle, includigorcycle, moped,
ATV, or open body of a pick-up truck.

. The patient caused steering wheel deformity by impact.
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3. The EMT or paramedic can also issue a “Trauma Aieit”his judgment, the trauma
patient’s condition warrants it. This will be docunmezhtis required in section 64E-2,

F.A.C.

B. Pediatric Trauma Alert Criteria: A pediatric patieany patient with a physical and
anatomical characteristic of a person 15 years of ageumger.

1. A pediatric Trauma Alert shall be issued of &k of the following:

Airway: The patient requires intubation, or the patient'sathrieg is assisted
with manual jaw thrust, single or multiple suctioningttmough the use of other
adjuncts to assist ventilatory efforts.

ConsciousnessThe patient presents with an altered mental sthatsricludes
drowsiness, lethargy, the inability to follow commanaisresponsiveness to
voice, totally unresponsive, or there is the presefparalysis; or the suspicion
of a spinal cord injury or loss of sensation.

Circulationt The patient has a faint or non-palpable radial oofatpulse, a
systolic blood pressure of less than 50mmHg, or susta@tvbgdardia greater
than 160 beats per minute.

Fracture There is evidence of an open long bone (humerus, radnegs, femur,
tibia or fibula) fracture. There are multiple fractgres, or multiple
dislocations (except for isolated wrist or ankle fracduredislocations).

Skin: The patient has a major soft tissue disruption includiagr de-gloving
injury, major flap avulsions,"® or 3¢ degree burns to 10 percent or more of the
total body surface area, amputation proximal to a wrisinéle, or any
penetrating injury to the head, neck or torso (excluding §ojémwounds

where the depth of the wound can be determined).

2. A pediatric Trauma Alert shall be issued for &web Or M or e of the following:

Consciousness he patient exhibits symptoms of amnesia, or thea®avoss of
consciousness.

Circulation The carotid or femoral pulse is palpable, but the raxipedal
pulses are not palpable or the systolic blood pressigssghan 90mmHg.

Fracture The patient reveals signs or symptoms of a singked long bone
fracture. Long bone fractures do not include isolatedtwriankle fractures.

Size The pediatric trauma patient has a weight less thadldgrams or the
body length is equivalent to this weight on a pediatngle and weight
emergency tape.

3. The EMT or paramedic can issue a “Trauma Alert” fiis judgment, the trauma
patient’s condition warrants it. This will be docuneghtis required in section 64-2,

F.A.C.
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TRANSPORATION

All Trauma Alert patients will be transported to therest State Approved Trauma Center (SATC)
or State Approved Pediatric Trauma Referral Center (3BT Guidelines for transportation

follow:

A.

B.

Pediatric Trauma Alert patients should be transpoded3SAPTRC

Burn patients meeting the Trauma Alert Criteria stidnd transported to SATC with burn
services.

Trauma Alert patients will be transported to anidhiReceiving Facility as follows:

1. Cardiac Arrest: Cardiac Arrest secondary to trauntideitransported to the nearest
hospital.

2. Lack of Patient Airway: A trauma patient without aguaitairway will be transported to
the nearest receiving facility.

3. Mass Casualty Incidents patients will be transporsedkeaignated by the Incident
Commander.

4. Patients, who in the opinion of the transportati@w will not survive transport to a
trauma center, may be transported to an initial rewgifacility.

Air Transportation Guidelines:

1. Trauma meeting the Trauma Alert Criteand)
2. Located in an air transport zone, which is outsiBerale radius or greater than 12
(driving) minutes from a SATC, prolonged extrication, evese traffic conditions.

Ground Transportation will be used for the traumet aletient when:

Air transport is not available.

Air transport is in excess of 30 minutes or theinairiakes longer than ground transport.
The incident is located within a 5 mile radius or 12idgwmninutes from the SATC.

The patient has been exposed to hazardous materials.

el

DESIGNATED FACILITIES

Trauma Alert patients will be transported to the n@appropriate trauma center. If that trauma
center is unable to provide adequate trauma care, thatpaiikbe transported to the next closest

trau

A.

B.

ma center.
Brevard County Fire-Rescue providers will transport &@flulauma Alert” patients to:

Holmes Regional Medical Center
1350 South Hickory Street
Melbourne, Florida

Halifax Medical Center
Clyde Morris Boulevard
Daytona Beach, Florida

Brevard County EMS providers will transport pediatnd durn “Trauma Alert” patients to
Orlando Regional Medical Center located at 1414 South Kubhé& in Orlando.
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C. Patients wh@®o Not Meet trauma alert criteria may be transported to the deggsopriate
receiving facility:
Parrish Medical Center
951 North Washington Avenue
Titusville, Florida

Wuestoff Memorial Hospital
110 Longwood Avenue
Rockledge, Florida

Cape Canaveral Hospital
701 West Cocoa Beach Causeway
Cocoa Beach, Florida

Holmes Regional Medical Center
1350 South Hickory Street
Melbourne, Florida

Wuestoff Medical Center-Melbourne
250 N. Wickham Road
Melbourne, Florida

Palm Bay Community Hospital
1425 Malabar Road North East
Palm Bay, Florida

Sebastian Medical Center
13695 US Highway One
Sebastian, Florida

VI. DOCUMENTATION

A. Providers will complete an EMS report on all traupagients including those who are
pronounced dead on scene.

B. The provider who transfers a patient to an air aarieé will complete the state
approved abbreviated report and give it to the transponicggd=very attempt should be
made to complete this form (abbreviated) prior torainsport; however, a verbal report
will be acceptable. The on-scene unit will subsequdatiya copy of the complete EMS
report to the receiving facility.

C. The transport unit will submit or fax the completegloré to the receiving facility.
VII. EMERGENCY TRAUMA INTER-HOSPITAL PROCEDURE
Brevard County Fire-Rescue does not transport traumanpmabietween receiving facilities.
Coastal Health Systems of Brevard, Inc. will providg zansport deemed necessary by the initial
receiving Trauma Center to another Trauma Centemiph&her levels of care necessary or

unable to be performed at the initial receiving Statpraved Trauma Center.

VIII.  TRANSPORTATION DEVIATION

Any deviation from this Trauma Transport Protocol nhestlocumented in the EMS report.
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START TriagePlan

________________________________________________________________________________________________________________________________________|
Space Coast Regional Emer gency Medical Services Junel, 2010



ST.ART.TriagePlan

Step 1:

The initial medical responder enters the incident adestifies himself and directs all the victim who eealk to gather and
remain at a patient staging area. This identifiesmi&tvho have sufficient respiratory, circulatory, nenand motor
function to walk. Most of these victims will be tgied green. Do not tag them now. Triage them sepalattsly

Step 2:

Evaluate non-ambulatory victims where they presésisess respiration. Is it normal, rapid or absent?

If absent, reposition the airway to see if spontaneessiration begins. If respiration is absent, tagbl@®o not perform CPR.
If the victim requires help in maintaining an open aywahas a respiration rate over 30 per minute, tag(fatbmpt to use
non-EMS person to hold the airway). If respiration isnmal (less than 30 per minute), go to next step.

Step 3:

Assess the victim's perfusion by testing capillary dpgeng a radial pulse. If the capillary refill is ov&seconds or the
radial pulse is absent but a carotid pulse is presentethdfithe capillary refill is less than 2 seconds ¢hé radial pulse is
present, go to the next step. Any life threateningdiheeshould be controlled now and elevate the victimstiegegin
shock treatment. (Again, attempt to use non-EMS pdismaintain pressure or bleeding site).

Step 4:

Assess victim's mental status. If the victim hasdemnonstrated he can follow simple commands, ask taperform a simple
task. If he cannot follow simple commands, tag réfthe victim can follow simple commands, tag yellor green depending
upon condition. The victim’s injuries will determine iaor.
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Assessment and Scoring Tools
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Heart Rate
Respiratory Rate
Irritability
Irritability

Color

APGAR Scale

0 points 1 point
Absent <100
Absent Slow, irregular
Flaccid Some flexion
No response Grimace
Blue or Pale Pink with blue Extremities

2 points

>100
Good, drying
Active motion
Cough or sneeze
Fully pink
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Glasgow Coma Scale

Eyes Opens Eyes Spontaneously

Opens eyes to Verbal Stimuli

Opens Eyes to Painful Stimuli

R N W b

Fails to Open Eyes

Verbal Response Appropriate Conversation 5

Oriented to Month and Year

Confused and / or Disoriented

Inappropriate Conversation / Answers

Incomprehensible Sounds

R N W b

No Verbal Response

Motor Response Follows Directions

Removes Pain Source

Withdraws From Pain Source

Non-purposeful Flexion (Decorticate)

Non-purposeful Extension (Decerebrate)

L N W b~ 00O

No Motor Response

Transfer total to Other Side (Trauma Score)

______________________________________________________________________________________________________________________________________|
Space Coast Regional Emergency Medical Services June 1, 2010



Trauma Alert Criteria

A. Adult Trauma (age 16 and older)
1. AnyOne of the following:

* The patient requires active airway assistance (ottaar supplemental Q

* The heart rate is greater than 120 bpm without radial pulse.

» The systolic BP is less than 90mm/hg without a radialgpuls

» Best motor response is less than or equal to 4 or lsg@v coma scale is less or equal
to 12.

« Thereis 2" or 3% degree or burns greater to or equal 15% or more of thiebmdy
surface area.

* There is amputation proximal to the wrist or ankle.

* There is penetration injury to the head, neck, or texstuding superficial wounds where
the depth of the wound can be determined.

* There are two or more long-bone fracture sitesfrearm and lower leg).

* There is paralysis, loss of sensation, or suspici@piofal injury.

2. Or anywo Or More of the following:

* The respiratory rate is 30 or more.

e Sustained heart rate is 120 beats per minute or more.

* Best motor response is 5 or less on the Glasgow coate. s

* There is major de-gloving injury of a flap avulsion greaiean 5.

* There is a gunshot wound (GSW) to an extremity.

* There is one long-bone fracture from a MVC or adallO feet or greater.

* The patient’s age is 55 or older.

» The patient was ejected from a motor vehicle, includmgorcycle, moped, ATV, or
open body of a pick-up truck.

» The patient caused steering wheel deformity by impact.
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B. Pediatric Trauma (Age < 16)
1. AnyOne of the following:

« Active airway assistance required beyond administratfaxygen

* Any airway adjunct including manual jaw thrust, suctioningthers to assist ventilation
* Altered mental status

» Paralysis, loss of sensation, or suspected spinal epng i

» Faint or nonpalpaple carotid or femoral Pulse

* Systolic BP <50

* Open long bone fracture, multiple fractures or multipleodeslion sites

* Major degloving or flap avulsions

« 2"%or 39degree burns on 20% of body

e Amputation proximal to wrist or ankle

* Penetrating injury to head, neck, or torso excluding supaEriiounds where the depth
of the wound can be determined

2. Or anywo or more of the following:

* Suspected amnesia

» Systolic BP <90

» Palpable carotid or femoral pulse but no radial or pedaépuls
» Suspected closed long —bone fracture

» Patient weighs 41kg, or body length is 83 inches

Or judgment of EMT, paramedic, or other healthcare professional. (must be documented in the
Patient carerecord).
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Trauma Score

Respiratory Rate 10 — 24 minute 4
25 — 35 minute 3
36 minute or greater 2
1 — 9 minute 1
None 0
Respiratory Expansion _ Normal 1
Retractive 0
Systolic Pressure 90 mm Hg or greater 4
70 — 89 mm Hg 3
50 — 69 mm Hg 2
0—49 mm Hg 1
No Pulse 0
Capillary Refill _Normal 2
Delayed
None 0
Total GCS Score 14 -15= 5
11-13= 4
8-10= 3
5-7= 2
3-4-= 1

Total Trauma Score =

Space Coast Regional Emergency Medical Services

June 1, 2010



Pediatric Trauma Score

PARAMETER +2 +1 -1
AIRWAY No Respiratory Requires Requires
Assistance Positioning Invasive
Required Constant Procedures
Observation
WEIGHT > 20 kg 10 - 20 kg <10 kg
CNS Fully Awake History of Syncope Coma or
or Seizures
Repeated Vomiting
CIRCULATION Systolic B: > 90 Systolic BP 50 — 90 SystdiP < 50

SKELETAL INJURIES

None

Closed Deformity

Open FxMultiple
Closed Fx.

SKIN

None

Minor Wounds
Abrasions,
Lacerations

Major Open Wounds
Penetrating Wounds

NOTE:

Total possible score is +12; lowest possible scot@ ihildren with a score lower than 8 generally heave

poor outcome and should be transferred to a tertiagyfaatlity.
Source — The Journal of Traum¥olume 28, Number 4, pp. 425 — 429
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Infant / Child Vital Signs by Age

Age Resp. Rate Pulse Systolic BP
Newborn 30 -60 100 - 160 50 - 70 mm Hg
1 -6 Weeks 30-60 100 - 160 70 — 95 mm Hg
6 Months 25-40 90 -120 80 — 100 mm Hg
1 Year 20-30 90 -120 80 — 100 mm Hg
3 Years 20-30 80 - 120 80 — 110 mm Hg
6 Years 18 -25 70-110 80 — 110 mm Hg
10 Years 15-20 60 — 90 90 — 120 mm Hg
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BREVARD REGIONAL EMS SYSTEM STROKE ALERT

Date: Time: Time Alert Called:

First Response Unit #: Agency:

Rescue Unit #: Agency: Incident #:

Patient’s Name: Age: Male Female

Event Witness Name: Contact Number:

Next of Kin: Contact Number:

SYMPTOMS HISTORY

Headache Cardiac Arrhythmia

Nausea / Vomiting
Neck Pain / Stiffness
Weakness / Numbness
Speech Difficulties
Visual Disturbances

Hypertension

Head trauma at onset

Seizure at onset

Bleeding Problems

Takes Coumadin / Aspirin / Plavix
History of Stroke/Hemmorage

— e ——
[y i S M M i S—1

—— e, ——
e — e e

EVALUATION
Vital Signs: P: R: BP: Lt Rt
Sp02 %  Glucose mg/dl

Unconscious patients: Provide a central painful stimulus (sternal rub or pinch trapezius) to evaluate
symmetry of grimace: pinch medical aspect (of each extremity) to evaluate symmetry of abduction.

CINCINNATI STROKES SCALE (FAST)
(CHECK IF ABNORMAL)

[ 1 F (face) FACIAL DROOP: Have patient smile or show teeth. (Look for asymmetry)
Normal: Both sides of the face move equally or not at all
Abnormal: One side of the patient’s face droops

[ 1 A (arm) MOTOR WEAKNESS: Arm Drift (close eyes, extend arms, palms up)
Normal: Remain extended equally, or drifts equally or does not move at all
Abnormal: One arm drifts down when compared with the other

[ 1 S (speech) “You can'tteach an old dog new tricks” (repeat phrase)
Normal: Phrase is repeated clearly and correctly
Abnormal: Words are slurred (dysarthria) or not expressed clearly

[ 1] T TIMEOF SYMPTOM ONSET: TIME ELAPSED

Destination: Onset less than 3 hours transport to facility capable of IV Thrombolytics within 3 hour window

TREATMENT
[ ] IV NaCl (2 sites preferred) [ ] Drug Therapy [ ] Other
Hospital Destination: Contact: Person: Arrival:

Time:

WHITE — Hospital YELLOW - Transport Agency PINK — First Response Agency
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Approved Abbreviation List
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Do not use + or - signs when describing objective findings

“p
abd. Abdomen
AAA Abdominal Aortic Aneurysm
ASA AcetylSalicylic Acid (aspirin)
AIDS Acquired Immuno-Deficiency Syndrome
AMI Acute Myocardial Infarction
ACLS Advanced Cardiac Life Support
ALS Advanced Life Support
Y after
AMA Against Medical Advice
AVPU Alert, Verbal, Painful, Unresponsive
ATV All Terrain Vehicle
AC Antecubital
APGAR Appearance, Pulse, Grimace, Pulse, and Respgation
Approx. Approximately
= Approximately equal to
APH Arnold Palmer Hospital
ABG Arterial Blood Gases
ASHD Arteriosclerotic Heart Disease
STAT At once, instantly
A-Fib Atrial Fibrillation
AV Atrioventricular node
AlF Asian Female
A/M Asian Male
PRN As needed
@ At
AED Automatic External Defibrillator
“g
BOW Bag of Waters (amniotic fluid)
BVM Bag Valve Mask
BLS Basic Life Support
BTLS Basic Trauma Life Support
a Before
BCP Birth Control Pill
B/F Black Female
B/M Black Male
BP(B.P.) Blood Pressure
BSA Body Surface Area
bm Bowel movement
BCFR Brevard County Fire Rescue
BCPSD Brevard County Public Safety Department
BCSO Brevard County Sheriff's Office
B/L/S Burns, Laceration, Swelling
per By
po By mouth
“on
CAor ca Cancer
CCAFS Cape Canaveral Air Force Station
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CCFD Cape Canaveral Fire Department

CCH Cape Canaveral Hospital
cap Capsule
Capt. Captain
CO2 Carbon Dioxide
CcO Carbon Monoxide
CPR Cardiopulmonary Resuscitation
Ccv Cardiovascular
°C Celsius (Centigrade)
cm Centimeter
CNS Central Nervous System
CSF Cerebrospinal Fluid
CVA Cerebrovascular Accident (Stroke)
C-collar Cervical Collar
CID Cervical Immobilization Device (any type)
C-# Cervical Vertebrae
C-Sect Cesarean Section
A Change
cic Chief Complaint
COPD Chronic Obstructive Pulmonary Disease
CBFD Cocoa Beach Fire Department
CBPD Cocoa Beach Police Department
CFD Cocoa Fire Department
CPD Cocoa Police Department
C/o Complain Of
CBC Complete Blood Count
CAD Coronary Artery Disease
CCuU Coronary Care Unit
CCorcc Cubic Centimeter
“py
DOA Dead on Arrival
! Decreased (NOT LOWER)
Defib Defibrillation
DCAPP Deformities, Contusions, Abrasions, Peneainati Paradoxical motion
DTs Delirium Tremens
D25W Dextrose 25% in Water
D5W Dextrose 5% in Water
D50W Dextrose 50% in Water
Dx Diagnosis
D&C Dilatation and Curettage
D/C Discontinue
DNRO Do Not Resuscitate Order
gtts Drops
“pn
ENT Ears, Nose and Throat
EEG Electroencephalogram
EKG/ECG Electrocardiogram
ED Emergency Department
EMS Emergency Medical Services
EMT Emergency Medical Technician
ER Emergency Room
ETT Endotracheal Tube
E-# Engine #
epi Epinephrine
EDC Estimated Date of Confinement
ETA Estimated Time of Arrival
ETOH Ethyl Alcohol (drinking type)
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= Equal to

EENT Eyes, Ears, Nose and Throat
QD Every day
q Every
wpn
°F Fahrenheit
FBI Federal Bureau of Investigation
F Female
FUO Fever of Unknown Origin
fib Fibrillation
FW&GC Florida Fresh Water & Game Commission
FHP Florida Highway Patrol
FHA Florida Hospital Altamonte
FHS Florida Hospital South (Orlando)
FMP Florida Marine Patrol
fl Fluid
Fx Fracture
QID Four times a day
“Gn
Gl Gastrointestinal
GCS Glasgow Coma Scale
GMorg Grams
GSwW Gun Shot Wound
> Greater than
ay
HL Heparin Lock
H/F Hispanic Female
H/M Hispanic Male
HPI History of the Present lliness/injury
HFF Holmes First Flight
HRMC Holmes Regional Medical Center
HIV Human Immunodeficiency Virus
app
1 Increased (NOT UPPER)
IFD Indialantic Fire Department
IPD Indialantic Police Department
IHBPD Indian Harbour Beach Police Department
IHBVFD Indian Harbour Beach Volunteer Fire Department
IRMH Indian River Memorial Hospital
flu Influenza
ICS Intercostal Space
IM Intramuscular Injection
A Intravenous
IVP Intravenous Push
10 Intraosseous Infusion
IUD Intra-Uterine Device
wgn
JvD Jugular Vein Distention
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uKn

KED Kendrick Extrication Device
KSC Kennedy Space Center
KSCFR Kennedy Space Center Fire Rescue
KSCP Kennedy Space Center Patrol (Law Enforcement)
kg kilogram
KVO Keep Vein Open
E
L&D Labor and Delivery
lac Laceration
LMP Last Menstrual Period
L Left
LBBB Left Bundle Branch Block
LLQ Left Lower Quadrant
LUQ Left Upper Quadrant
LVF Left Ventricular Failure
< Less than
LOC Level of ConsciousneSMOTE: NOT “LOSS OF CONSCIOUSNESS”
Lt. Lieutenant
L/M Liters per Minute
L-# Lumbar Vertebrae
“\?
M Male
MCL1 Marriott’s Chest Lead (Modified Chest Lead 1)
M.D. Medical Director
med Medication
MBPD Melbourne Beach Police Department
MBVFD Melbourne Beach Volunteer Fire Department
MFD Melbourne Fire Department
MPD Melbourne Police Department
MIVFD Merritt Island Volunteer Fire Department
m Meter
Mic.VFD Micco Volunteer Fire Department
[ or mcg Microgram
MAL Mid-axillary Line
MCL Mid-clavicular Line
MSL Mid-sternal Line
mEq Milli-Equivalent
mg Milligram
ml Milliliter
mm Millimeter
min Minute
MS Morphine Sulfate
MVA Motor Vehicle Accident
MVC Motor Vehicle Crash
Mi Myocardial Infarction
“N”
NC Nasal Cannula
NG Nasogastric
N/V Nausea & Vomiting
N/V/D Nausea & Vomiting & Diarrhea
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neg Negative

NTG Nitroglycerine
NKA No Known Allergies
NRB Non-Re-breather Mask
NS Normal Saline
NSR Normal Sinus Rhythm
NPO Nothing by Mouth
“Q”
OB Obstetrics
OR Operating Room
ORMC Orlando Regional Medical Center
0z Ounce
oD Overdose
02 Oxygen
“pr
PBCH Palm Bay Community Hospital
PBFR Palm Bay Fire Rescue
PBPD Palm Bay Police Department
PM Paramedic
PAT Paroxymal Atrial Tachycardia
PMC Parrish Medical Center
PND Paroxysmal Nocturnal Dyspnea
pt. patient
PAFB Patrick Air Force Base
PAFBFR Patrick Air Force Base Fire Rescue
PAFBP Patrick Air Force Base Patrol (Law Enforcethen
PMH Past Medical History
PALS Pediatric Advanced Life Support
PID Pelvic Inflammatory Disease
PPE Personal Protective Equipment
PCN Penicillin
PDR Physicians Desk Reference
PASG Pneumatic AntiShock Garment
PMI Point of Maximal Impulse
poss. Possible
K+ Potassium
Preg. Pregnant
PAC Premature Atrial Contraction
PJC Premature Junctional Contraction
Rx Prescriptions
POV Privately Owned Vehicle
PMS Pulses, Motor, Sensations
Sp0O2 Pulse Oximetry
PERRLA Pupils Equal Round Reactive to Light & Accommodating
PVC Premature Ventricular Contraction
PTA Prior To Arrival
“Q
QA Quality Assurance
QM Quality Management
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uRn

ROM Range of Motion
RSI Rapid Sequence Induction
RBC Red Blood Cell
RN Register Nurse
RSR Regular Sinus Rhythm
Rpt Reports
R-# Rescue Unit #
ROS Review of Systems
R Right
RBBB Right Bundle Branch Block
RLQ Right Lower Quadrant
RFD Rockledge Fire Department
RPD Rockledge Police Department
R/O Rule Out
ugn
SBFD Satellite Beach Fire Department
SBPD Satellite Beach Police Department
SRMC Sebastian River Medical Center
SCBA Self Contained Breathing Apparatus
SCUBA Self Contained Underwater Breathing Apparatus
SOB Shortness of Breath
SA Sinoatrial Node
7277 Sleeping
Na Sodium
bicarb Sodium Bicarbonate
NaCl Sodium Chloride
Soln Solution
SNT Soft and Not Tender
SRT Specialized Response Team
SQ Subcutaneous injection
SL Sublingually
SIDS Sudden Infant Death Syndrome
SVT Supraventricular Tachycardia
SBP Systolic Blood Pressure
wp
tab Tablet
TIC Tenderness, Instability, Crepitation
TID Three times a day
X Times
TFES Titusville Fire and Emergency Services
TPD Titusville Police Department
TCP Transcutaneous Pacing
TIA Transient Ischemic Attack
TKO To Keep Vein Open
B Tuberculosis
BID Twice a day
wr
USCG United States Coast Guard
U Units of medication
URI Upper Respiratory Infection
UTI Urinary Tract Infection
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VD Venereal Disease

V-Fib Ventricular Fibrillation
V-Tach Ventricular Tachycardia
VS Vital Signs

W/D Warm & Dry

WIS Watt/Seconds (Joules)
WBC White Blood Cell

WIM White Male

W/F White Female

c With

s Without

WPW Wolfe Parkinson White Syndrome
WMH Wuesthoff Medical Center
Y/O Years Old

uvu

HWH

uxu

HYH

uzu
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Updates and Revisions



The following pages have been updated or revisefl @19-09 as approved by the EMS Subcommittee

Cardiac Arrest-General Procedures

Rationale-removedat$es of non-traumatic cardiopulmonary arre
including VT/VF/PEA/Asystole, induced hypothermia will ibgiated.
Level I-Bullet #6-incorporated Bullet #7 “Perform CPR with
appropriate airway device,” removed Bullet #8 “Unless thesh is
traumatic in nature, remove clothing except undergarmertplace
ice packs in the groin and axcilla,” added new Bullet #8 “Gath
general cardiac arrest procedures, including CPR and tha# use
approved airway devices with CO2 detection device,” moehdck
blood glucose level” to Level Il. Level II-Bullet #2-chged from
“establish advanced airway” to “establish airway,” atiBellet #3
“Confirm tube placement including capnography or other CO2
detection device,” removed Bullet #4 “Cold fluids bolus 30ml/kgaip
2L NS for non-traumatic and non-hemorrhagic cardiacsgireemoved
Bullet #9 “If ROSC occurs with patients that receiveddlids,
administer Versed for sedation 2-5mg 1V if the patiemtats
hypotensive,” removed Bullet #10 “Administer Dopamine 10-20
mcg/kg/min to keep SBP>140 or MAP>90.” Notes-removed all tul

Mild Induced Hypothermia

Added protocol

Asystole Removed notes section
Cardiogenic Shock Removed Level 11|
Chest Pain Rationale-added “If the patient is hemodynamically uristdtas ST

compressions or T wave inversions but no ST elevatioa patient may
have an acute coronary syndrome (ACS) receiving imrteeditention
by the emergency department.” Level I-Bullet 1-“Adminidtaby
aspirin (81 mg) x4 PO (contraindicated if known hyperseritsitor
hemophilia)” moved to Level Il. Level II-Bullet #5-"Asse fibrinolytic
candidacy and start checklist” removed, Bullet #7-added “Isatgiac
alert and give report to the Emergency Department foenpatwith
ACS.”

Acute Myocardial Infarction

Level I-Bullet 1-“Administdraby aspirin (81 mg) x4 PO
(contraindicated if known hypersensitivity or hemophilimoved to
Level Il. Level lI-Bullet #4-changed from “Draw blood apdrform a
rapid cardiac Troponin sero-assay (if available) to&uP as “blood
draw if time permits,” Bullet #6-changed morphine ordensttude
“for the normotensive patient,” Bullet #7 from “Issueadiac alert” to
“‘issue a STEMI alert,” Bullet #9-"Assess fibrinolytiardidacy and
start checklist” removed.

2St,

et

Atrial Fibrillation/Atrial Flutter Rapid Ventricular Ra

Added protocol

Pulmonary Edema/Congestive Heart Failure

Level II-Béttanti-arrhythmic as indicated” removed, added By
#4-“Morphine 2mg to 4mg IV if patient not tolerating CPARIWe
Bullet #7 and #8 combined and revised to read “Lasix two ttimes
usual daily dose if patient takes Lasix / Bumex (Note: maxirdase of
Lasix 80 mg) (40 mg Lasix equals 1 mg Bumex). Lasix is
contraindicated in patients with history of respiratiofgctions,” Bullet
#8 added “Patients with bronchial spasms — wheezing shoutddied
with bronchodialators (cardiac asthma).”

llet

Supraventricular Tachycardia (non-Atrial Fibrillation)

Rationale-definitions of unstable changed from “chest,#yspnea,
decreased level of consciousness, hypotension, pulmooiaggstion,
CHF, or acute myocardial infarction” to “severe chesin, dyspnea,
hypotension, acute CHF, or acute myocardial infarctiStable
Cardizem protocol changed from “Cardizem (if availabl@b mg/kg
repeated every minute until converted or maximum of 25 mg” to
“Cardizem (if available) 0.25 mg / kg to a max of 25 mg ififfutter
is seen.” Notes-Bullets #1 changed from “If conversiocues after
cardioversion but PSVT recurs, repeated cardioversinantisidicated”
to “If after chemical cardioversion PSVT recurs, répdacardioversion
is not indicated,” Bullet #2-separated and modified from ‘#agne is
ineffective for Atrial Fibrillation or flutter and nyae harmful when

used if WPW or accessory pathway tachy arthymias asept.




Transport and observe these patients and/or give CartineBuollet
#2-"Adenosine may be harmful when used if WPW or otheesgory
pathway tachyarythmias are present. Transport andwabterse
patients” and Bullet #3-“Adenosine is ineffective forvailog the rate of
Atrial fibrillation/flutter other than momentarilyub this slowed rate
may allow for the definitive diagnosis of Atrial fillstion/flutter as
opposed to TSVT.”

The following pages have been updated or revised @& bt-09 as approved by the EMS Subcommittee

General Adult Trauma Care

Level lI-Bullet #3-added “Conlbteeding with tourniquet if indicateg
and available.”

Burns

Level I-Bullet #4- changed to add “100% FM non-rebreath€Qf
toxicity suspected.”

Head Injuries

Level I-Bullet #5-moved “check a blood glucose level” tadldl.

Level II- Bullet #-added “Keep SBP >90,” Bullet #3-added “keep
oxygen saturation >90%,” removed Bullet #5-“Administer Nar2arg
IV, or nasal atomized if no IV access is availabladicated and reped
as needed.”

Ophthalmic Injuries

Level II-Bullet #1-removed “Do nopeat treatment.”

Tourniquet

Added protocol

Less-Than Lethal Weapons (Pepper Spray and Tear G

bas) hakllem of action-removed

Less-Than Lethal Weapons (Taser & Bean Bag Relats
Injuries)

dLevel I-Bullet #6-moved “blood glucose monitoring” to Level

Trauma Transport Protocol

Added Protocol

The following pages have been updated or revised @& 8-09 as approved by the EMS Subcommittee

Abdominal Pain

Changed to Abdominal Pain/Gl Bleed, Level II-Bullet #2+ofpad from
“obtain 12-lead ECG” to “Obtain 12-lead ECG if cardiaclety
suspected,” Bullet 4-changed from “fluid challenge of 250 nplea¢ as
necessary” to “NS fluid bolus 250mL if hypotensive,” addedeB#6
“Aggressive fluid resuscitation if Gl bleeding and hypoteasi

Airway Management

Level I-Bullet #3 added “subglottic devitevel II-Bullet #4 added
“(if available)” to RSI if indicated, Bullet #6-added “aulsglottic
device” removed “on scene and one enroute by a seceouaere’

Allergic Reactions

Assessment Checklist-Bullet #5-removed “Hypertension >26101gy,”
Bullet #6-changed to Bullet #5 and changed from “hypotension <8
systolic” to “Hypotension <90 systolic.” Level 1l-Butl¢4-added
“(max 50mg)”

O

Altered Mental Status

Level I-Bullet #4-moved “check aodiglucose level” to Level Il
Bullet #1, Level 1I-Bullet #6 added “in increments of 0.5mggvel 111-
Bullet #1 changed from “administer Haldol 5mg as ordered” to
“Administer Ativan as per Medical Direction.

Anaphylaxis

Level I-Bullet #4 changed from “administer an Epi-Penvdilble” to
“assist with administration of Epi-Pen if availabléével 11-Bullet #6
removed “prepare for rapid hypotension as the patient desosates,”
following bullets moved up, Bullet #6 changed from “Adminisdtuid
challenge” to “Administer a fluid challenge 250-500mL NS ifigat is
hypotensive,” Bullet #8-changed from “Administer Benadry 50%hg
or IM” to “Administer Benadryl 0.5mg/kg IV or IM (50mg max),”
Bullet #9-added “Administer Solu-medrol 125mg IVP (if available)
Level 1l1-Bullet #1-changed from Epinephrine drip or additiol

—



Epinephrine as ordered” to “Additional Epinephrine IV adeoed.”

Asthma

Level 1I-Bullet #9-changed from “Administer Solu-medrol 125 |
(if available) or Terubutaline 0.25mg SQ (if availableYAdminister
Solu-medrol 125mg IVP (if available),” Bullet #10-added “Apply
CPARP if patient’s respiratory status is not improvinigeVel Il1-Bullet
#1- changed from “Epinephrine drip or additional Epinephrinesibs
as ordered” to “Additional Epinephrine as ordered.”

Carbon Monoxide Inhalation

Moved to Hazmat

Cerebrovascular Event

Level I-Bullet #7-changed from “Glete Stroke check list” to
“Complete Cincinnati Stroke check list,”Bullet #8-movethéck a
blood glucose level” to Level Il Bullet #1, Bullet #8-addedé\&te
head of bed 30°.” Level II-Bullet #5-removed “Transporttaie
approved stroke center.”

Chronic Obstructive Pulmonary Disease

Level 11-Bulétchanged from “this may be administered (as needed)

before vascular access” to “you may administer nelaikizegs prior to
vascular access” Bullet #7- added “(if available)” to Sokedrol and
removed “Trebutaline 0.25mg SQ (if available).”

Diabetic Emergencies (Hyperglycemia)

Level I-Bullet #4vetb“check a blood glucose level” to Level lI
Bullet #1

Diabetic Emergencies (Hypoglycemia)

Level I-Bullet #3-eubvcheck a blood glucose level” to Level Il
Bullet #1. Level 1l-Bullet #5-added “(if available)” to Glugan use.

Hypertensive Emergencies

Level lI-Bullet #4-added “See {GPaEs protocol” Bullet #5-added “If
neurological changes see Cerebrovascular protocol.”

Overdose (Non-Tricyclic/lUnknown Etiology)

Level I-Builg4-moved “check a blood glucose level” to Level II
Bullet #1. Level Il-Bullet #5-added “in increments of 0.5mg'Narcan
IV administration

Overdose (Tricyclic)

Level I-Bullet #4-moved “check addaglucose level” to Level 11
Bullet #1. Level lI-Bullet #7- added “in increments of 0.5mg’'Narcan
IV administration.

Poisoning

Level I-Bullet #1-changed from “(rescuer should wear S&.B.
required)” to “(rescuer should wear appropriate PPE).”

Seizure Disorder

Level I-Bullet #3-moved “check a blood glucose level” tadldl
Bullet #1.

The following pages have been updated or revised @& 1-09 as approved by the EMS Subcommittee

Standard Cardiac Arrest Procedures

Level 1-moved “check a blood glucose level” to Level uliBt #1.

Level 2-Bullet #3-added “ALS airway if needed with ET tubaiempt
only) or King Airway (>12kg or 25Ibs).” Bullet #4-added “capnograf
and 2 other documented methods.” Bullet #6-removed.

Asystole For Epinephrine administration added “if” for ETT admirasion.
Listed H’'s and T’s in Notes section.
Bradycardia Reorder boxed indicating CPR to be performed before meaticat

administration. For Epinephrine administration addedfGf’ETT
administration. Notes-added “Consider transcutaneous pédirghly
suspicious for beta blocker or calcium channel blockerdnse.”

Pulseless Electrical Activity

For Epinephrine admiraion added “if’ for ETT administration.
Listed H's and T’s in Notes section.

Supraventricular Tachycardia

For Adenosine administratpatified bolus dose of 20mL. Remove
Valium as sedative for electrical cardioversion. Chdndgersed routes
to include IO/IM/Nasal. Notes-added Do not delay cardsiverfor 1V
access

Ventricular Fibrillation / Pulseless Ventricular Tachydia

For Epinephrine administration added “if” for E3dministration.

Ventricular Tachycardia (Pulse Producing)

Removed Valiusedative. Changed Versed routes to include IM

h



The following pages have been updated or revised @& 1-09 as approved by the EMS Subcommittee

Standard Pediatric Medical Care Procedures

Level 1-movextkea blood glucose level” to Level Il Bullet #1.
Level 2-Bullet #3 added-Establish an ALS airway if needed with ET|
tube (1 attempt only) or King Airway (>12kg or 25Ibs).” Buliet
added-“Confirm airway placement with capnography and 2 other
documented methods.”

Abdominal Pain

Level 2-Bullet # 2 added “with RSI if indicated including Etdiatie 1V
0.15-0.3 mg/kg, Atropine IV 0.02 mg/kg (if under age 5), and
Succinylcholine 1V 1-2 mg/kg.” Bullet #3 added “If intubated, seda
with Versed IV 0.05mg/kg (max dose 2 mg). Bullet #4 added-“Con
airway placement with capnography and 2 other documentdtbdset
Level 3- Bullet #1 moved Zofran to Level 2 and changed dlude “6
months or older or Oral Dissolving Troche (ODT) 4mgX8ryears and
older”

firm

Airway Management

Rationale-added “Consider King Airwiayréater than 12kg/25Ibs or
BVM only if effective over endotracheal tube. If endaheal intubatior]
is attempted, only 1 attempt should be made followed by Kinway
or BVM.” Level 2-removed all bullets and replaced with IBu#1
“Establish an ALS airway if needed with ET tube (1 afpe only) or
King Airway (>12kg or 25Ibs).” Bullet #2"RSI if indicated includj
Etomidate IV 0.15-0.3 mg/kg, Atropine 1V 0.02 mg/kg (if under age
and Succinylcholine 1V 1-2 mg/kg.” Bullet #3 “If intubated, sedaith
Versed IV 0.05mg/kg (max dose 2 mg)” Bullet #4 “Confirm airway
placement with capnography and 2 other documented methods.”

5),

Allergic Reaction

Level 2-Bullet # 3 added “with RSI if indicated including Etdiatie 1V
0.15-0.3 mg/kg, Atropine IV 0.02 mg/kg (if under age 5), and

Succinylcholine IV 1-2 mg/kg.” Bullet #4 added “If intubated, seda
with Versed IV 0.05mg/kg (max dose 2 mg). Bullet #5 added-“Con
airway placement with capnography and 2 other documentdtbdset

firm

Altered Mental Status

Level 1-moved “check a blood glutesg” to Level 11 Bullet #1.
Level 2-Bullet # 4 added “with RSI if indicated including Etdiatie 1V
0.15-0.3 mg/kg, Atropine IV 0.02 mg/kg (if under age 5), and
Succinylcholine IV 1-2 mg/kg.” Bullet #5 added “If intubated, seda
with Versed IV 0.05mg/kg (max dose 2 mg). Bullet #6 added-“Con
airway placement with capnography and 2 other documentdtbdset

firm

Anaphylaxis

Level 2-Bullet # 3 added “with RSI if indicated including Etdiatie 1V
0.15-0.3 mg/kg, Atropine IV 0.02 mg/kg (if under age 5), and

Succinylcholine 1V 1-2 mg/kg.” Bullet #4 added “If intubated, seda
with Versed IV 0.05mg/kg (max dose 2 mg). Bullet #5 added-“Con
airway placement with capnography and 2 other documentdtbdset

firm

Asthma/Bronchitis

Level 2-Bullet # 3 added “with RSI if indicated including Etdiatie 1V
0.15-0.3 mg/kg, Atropine IV 0.02 mg/kg (if under age 5), and

Succinylcholine IV 1-2 mg/kg.” Bullet #4 added “If intubated, seda
with Versed IV 0.05mg/kg (max dose 2 mg). Bullet #5 added-“Con
airway placement with capnography and 2 other documentdtbdset

firm

Croup/Epiglottitis

Level 2 Bullet #2 changed arrest to failure. Bullet #3 chargesst to
failure.

Carbon Monoxide Inhalation

Moved to Haz Mat Section

Diabetic Emergencies (Hyperglycemia)

Level 1-moved “kleeblood glucose level” to Level Il Bullet #1.
Level 2-Bullet # 4 added “with RSI if indicated including Etdiatie 1V
0.15-0.3 mg/kg, Atropine IV 0.02 mg/kg (if under age 5), and
Succinylcholine 1V 1-2 mg/kg.” Bullet #5 added “If intubated, seda
with Versed IV 0.05mg/kg (max dose 2 mg). Bullet #6 added-“Con

firm

airway placement with capnography and 2 other documentdtbdset




Diabetic Emergencies (Hypoglycemia)

Level 1-moved “cheebkood glucose level” to Level 11 Bullet #1.
Bullet #6-added “(if available)” to Glucagon administration.

Environmental Cold Emergencies

Level 2-Bullet # 3 addedh"®i6| if indicated including Etomidate |
0.15-0.3 mg/kg, Atropine IV 0.02 mg/kg (if under age 5), and
Succinylcholine IV 1-2 mg/kg.” Bullet #4 added “If intubated, seda
with Versed IV 0.05mg/kg (max dose 2 mg). Bullet #5 added-“Con
airway placement with capnography and 2 other documentdtbdset

firm

Environmental Heat Emergencies

Level 2-Bullet # 3 addeth“RBl if indicated including Etomidate |
0.15-0.3 mg/kg, Atropine IV 0.02 mg/kg (if under age 5), and
Succinylcholine 1V 1-2 mg/kg.” Bullet #4 added “If intubated, seda
with Versed IV 0.05mg/kg (max dose 2 mg). Bullet #5 added-“Con
airway placement with capnography and 2 other documentdtbdset

firm

Overdose

Removed subtitles “(Non-Tricyclic / Unknown Etiology).&vel I-
moved “check a blood glucose level” to Level Il Bullet #&vel 2-
Bullet #4 added “Obtain 12 lead ECG if high suspicion for Ticy
antidepressant overdose.” Bullet # 5 added “with RSI if et
including Etomidate IV 0.15-0.3 mg/kg, Atropine 1V 0.02 mg/kg (if
under age 5), and Succinylcholine IV 1-2 mg/kg.” Bullet #6 added
intubated, sedate with Versed IV 0.05mg/kg (max dose 2 mg). t Bl
added-“Confirm airway placement with capnography and 2 other
documented methods.” Level 3 Bullet #1 changed to say “Sodium
Bicarbonate 1 mEq / kg as ordered if high suspicion fory€lic
antidepressant overdose and patient is tachycardic witmed QRS.”

o =

Overdose (Tricyclic)

Removed

Poisoning

Level 2-Bullet # 3 added “with RSI if indicated including Etdiatie 1V
0.15-0.3 mg/kg, Atropine IV 0.02 mg/kg (if under age 5), and

Succinylcholine 1V 1-2 mg/kg.” Bullet #4 added “If intubated, seda
with Versed IV 0.05mg/kg (max dose 2 mg). Bullet #5 added-“Con
airway placement with capnography and 2 other documentdtbdset

firm

Seizure Disorder

Level 1-moved “check a blood glucose level” to Level uliBt #1.
Level 2-Bullet # 4 added “with RSI if indicated including Etdiatie 1V
0.15-0.3 mg/kg, Atropine IV 0.02 mg/kg (if under age 5), and
Succinylcholine 1V 1-2 mg/kg.” Bullet #5 added “If intubated, seda
with Versed IV 0.05mg/kg (max dose 2 mg). Bullet #6 added-“Con
airway placement with capnography and 2 other documentdtbdset
Bullet #8 removed Valium administration. Bullet #9 removedsed
intranasal route. Level 3-Bullet #1 removed additional Wali

firm
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Standard Trauma Care Procedures

Rationale-added “ideaily sioee should remain under 10 minutes|.

Level 2-Bullet #2 added “Establish an ALS airway if needat W T
tube (1 attempt only) or King Airway (>12kg or 25Ibs).” Bul&
added “Confirm airway placement with capnography and 2 other
documented methods.”

Animal Bites and Stings

Level 2-Bullet #1 addediihdicated.” Bullet # 3 added “with RSI if
indicated including Etomidate IV 0.15-0.3 mg/kg, Atropine IV 0.02
mg/kg (if under age 5), and Succinylcholine IV 1-2 mg/kg.” Buliét
added “If intubated, sedate with Versed IV 0.05mg/kg (max dose 2
Bullet #5 added-“Confirm airway placement with capnograpld/2an
other documented methods.” Bullet #6 removed.

mg)

Burns

Level 2-Bullet # 4 added “(preferably ET tube considering pakfor




sub-glottic swelling) with RSI if indicated including Etaate IV 0.15-
0.3 mg/kg, Atropine 1V 0.02 mg/kg (if under age 5), and

Succinylcholine 1V 1-2 mg/kg.” Bullet #5 added “If intubated, seda
with Versed IV 0.05mg/kg (max dose 2 mg). Bullet #6 added-“Con
airway placement with capnography and 2 other documentdtbdset

firm

Bullet #8 added “Morphine 1V/IO 0.1 mg/kg (max dose 5 mg) for burns

exceeding 10% (2nd or 3rd degree) BSA.”

Chest Injury

Level 2-Bullet # 3 added “with RSI if indicated including Etdiatie 1V
0.15-0.3 mg/kg, Atropine IV 0.02 mg/kg (if under age 5), and

Succinylcholine 1V 1-2 mg/kg.” Bullet #4 added “If intubated, seda
with Versed IV 0.05mg/kg (max dose 2 mg). Bullet #5 added-“Con
airway placement with capnography and 2 other documentdtbdset

firm

Fractures

Level 2-Bullet #1 added “if indicated” Bullet #2 addee-* Morphine
IV/IO 0.1 mg/kg (max 5mg).”

Head Injuries

Level 2-Bullet # 3 added “with RSI if indicated including Etdiatie 1V
0.15-0.3 mg/kg, Atropine IV 0.02 mg/kg (if under age 5), and
Succinylcholine 1V 1-2 mg/kg.” Bullet #4 added “If intubated, seda
with Versed IV 0.05mg/kg (max dose 2 mg). Bullet #5 added-“Con
airway placement with capnography and 2 other documentdtbdset
Bullet #7 removed Narcan administration

firm

Ophthalmic Injuries

Level 2-Bullet #1 removed “Do not repkase” from Tetracaine
administration

Traumatic Shock

Level 2-Bullet # 3 added “with RSI if indicated including Etdiatie 1V
0.15-0.3 mg/kg, Atropine IV 0.02 mg/kg (if under age 5), and

Succinylcholine IV 1-2 mg/kg.” Bullet #4 added “If intubated, seda
with Versed IV 0.05mg/kg (max dose 2 mg). Bullet #5 added-“Con
airway placement with capnography and 2 other documentdtbdset

firm
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bo

Adenosine Added contraindication “WPW or accessory pathway carctadition
conduction abnormalities” Added pediatric max dose 6mg ftialni
weight based dose and 12mg for second dose. Changed follovidgp
dose to 20mL from 5-10mL

Albuterol Added note “Albuterol can be combined with Atroventhe hebulizer.
This may be administered (as needed) before vasculessicc

Amiodarone Added comment “chronic use” to adverse reaction Pulmadriérgsis.
Specified adult and pediatric doses.

Aspirin Added protocol

Atropine Added note “Neonates and most children under 1 month ofegie

receive <0.1mg of Atropine and therefore should not rectvopine.
Studies show that ET administration of medications megaly
ineffective in both adults and children but still rensain the most
recent PALS and ACLS manual.” Removed mention of HdzMa
protocols. Specified doses for symptomatic bradycardisR&id
indications.

Calcium Chloride

Specified indication of acute hyperkalemia to relate adydis patients.
Changed contents of pre-filled syringe from 13.6 mEq to fingra
Specified adult and pediatric dosing.

\%

Dextrose Changed Chemstrip to glucometer under indications. Spepigidtric
dosing based on glucometer reading “Administer D25W 2-4 ml/kg
(<34 kg) if glucose <60 mg/dl Administer D50W 25gm IV (>34kg if
glucose <60mh/dl)

Diazepam Added pacing to indications. Changed dosing for seizure tydtigim




5-10mg to 5mg increments, maximum dose of 10mg. Changed do
cardioversion or pacing from 2-5mg to 5-10 mg.

se for

Diphenhydramine

Changed adult dosing from 10-50mg to 0.5mg/kg maximum 50mg

Dopamine

Added under adult administration “ROSC after Cardiac ArE20
mcg/kg/min to keep SBP >140 or MAP 80-90. Cardiogenic Shock:
mcg/kg/min for hypotension not corrected by fluid challer@gn be
administered with physicians orders for Traumatic Sh8gknptomatic
Bradycardia: 5-10 mcg/kg/min” Added pediatric administrationyon
with physicians orders. Administer dopamine 5-20 mcg/kg/min fo
Neurogenic Shock after volume replacement. Titrate dopatoin
maintain a SBP >90.”

5-20

Epinephrine

Specified dosing of adults for anaphylaxis, asthma, and
cardiopulmonary arrest. Specified pediatric doses for rEspyr
compromise and asthma.

Etomidate

Added adult dosage for sedation prior to cardioversion 5-10mg.
Changed pediatric dosing from 0.2mg/kg to 0.15-0.30mg/kg.

Furosemide

Added note “Not to be given to febrile patient with sigmsl symptoms|
such as rales and shortness of breath may also lenprésgh
pneumonia. Maximum dose of Lasix is 80mg.”

Lidocaine

Added for adult VF/VT “repeat in 3-5 minutes” Added “For VT
1.5mg/kg IV repeat 0.75 mg/kg every 5 minutes as needed to a
maximum of 3 mg/kg. Added “follow bolus therapy with mainterean
infusion of 2-4mg/min (NOTE: PVCs in an otherwise slugart rate
represents ventricular escape beats, and if elimindtad.idocaine
may lead to asystole). Added pediatric dosing 1mg/kg IV as deede
every 10 minutes to a maximum dose 3mg/kg. Follow bolus therap
with maintenance infusion of 20-50 mcg/kg/min.” Added note “300
of Lidocaine into 250mL of NS yields 1 micro-drop/kg/minute =
20mcg/kg/min.

Metoprolol

Changed heart rate for indication to greater than 60 §aater than
80.Changed contraindication for systolic blood pressura &&40 to
<120. Added “repeat dose once if indicated (HR >60 and SBP >1®
administration and dosage.

Midazolam

Added to adult dosage “If ROSC occurs with patients thaivecold
fluids, administer Versed for sedation 2-5mg IV if the petie not
hypotensive. If actively seizing, consider IM/Nasalrsésl 1-2mg
(maximum dose 5mg.) while attempting IV access.”

Morphine

Added to administration and dosage Adults-“ Administer Morplaimg
IV or IM for burns that meet trauma alert criteriadéfor isolated long
bone fractures. May repeat 5mg one time. CP or AMI: 2vhBRN.
Repeat at 5 minute intervals to a total of 10mg. CHF: 2adgmg 1V if
patient not tolerating C-PAP well. Morphine’s effestay be acutely
reversed with Narcan” and pediatric “Burns: Morphine ©/0.1 mg/kg

(max dose 5 mg) for burns exceeding 10% (2nd or 3rd degree) BSA.

Fractures: Morphine IV/IO 0.1 mg/kg (max 5mg). May only be
administered with physicians orders.”

Naloxone

Added to administration and dosage Adult “If unresponsive and /
respirations are compromised, administer Narcan 2 mg ibcrements
of 0.5mg. OD: May repeat as needed for Methadone or Dairvoc
overdose. If moderately obtunded, incremental doses oh§.Bhay be
prudent since immediate narcotic withdrawal syndromesbaay
precipitated. Some agents such as Propoxyphene/ Darvoremase
higher doses of Narcan (up to 10 mg) to reverse nardt@ate AMS:

)" t

Administer Narcan 2 mg IV in increments of 0.5mg , ordl@domized




if no IV access as needed for respiratory depressiandi& Arrest:
2mg if indicated., Repeat as needed.” Pediatrics added “0.1mg/kg
nasal atomized if no IV access >12 years, as neededsjpiratory
depression. Repeat as needed

Sodium Bicarbonate

Changed administration and dosage t&¢lkignfor cardiac arrest wit
prolonged downtime (>10 min and intubate), Should be admiadste
all arrested dialysis patients. Tricyclic Overdosehwvghysicians
orders.”

Succinylcholine

Changed dosage from 1.5-2 mg/kg for adults and peds to 1.5mg/k
adults and 1.5-2mg/kg for peds

Vasopressin

Added comment to adult dosage “can be substituted™for 2 dose of
Epi.”

Zofran

Added protocol

Pralidoxime Chloride

Removed protocol
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Child Birth Added “provide supplemental oxygen” to #6. Changed APGAR to €
from <7 to begin neonatal resuscitation #9. Changed normal &G
range from 8-10 to 7-10 #10.

Combitube Protocol removed (company name)

Double Lumen Catheter

Protocol removed

Electrical Defibrillation

Removed “If using Biphasic aiféllow manufacturer’s direction for
settings.”

Endotracheal Intubation-Direct Visual Intubation Adult
Care

Changed BTLS to ITLS-#3. Removed “if available” from CO2
indicator-#9. Removed “if available” from capnography-#27a&ied
total attempts to two from three-#30.

Endotracheal Intubation-Direct Visual Intbation Pediat
Care

Removed “Use an uncuffed for patients less than 8 yéaged

EZ-10

Removed Protocol (company name)

Interfacility Monitoring IV Pumps

Removed aminophylljr@minocaproic acid(amicar),
bretylium(bretylol), isoproterenol(isuprel), amrinoma{tor),
nitroprusside(nipride), procainamide(pronestyl),
streptokinase(streptase), ranitidine(zantac)

Mechanical Ventillator

Added “Manufacturer’'s recommenatadi’ and removed “slide adjusté
to 10-15mL/kg” for settings-#5

Neonatal Resuscitation

Changed resuscitation leveP@AR < 7 from < 8.

Peak Flow Meter

Removed Hudson RCI or Access LR (company names).

Peripheral Venipuncture

Removed “if blood tubes availaBie)

Pulmonary Artery Catheter Transports

Removed Protocol

Rapid Sequence Induction for Intubation

Removed dosing nefesdfor medication administration and added
“Administer Versed, Etomidate, Succinylcholine, and Aine per drug
manual.” Replaced “perform Combitube” with “place bilunten
subglottic airway device’-#13. Changed “combitube” to “bilumoe
subglottic airway device”-#14.

Rectal Medication Administration

Removed Protocol

Surgical Cricothyrotomy

Added “(10 years or greater)” taqeol title

Twelve Lead ECG Monitor

Removed reverence to Physiati@©l and Life Pak, Physio Control Lif
Pak 10 removed

9]

Nasal Atomizer

Removed dosing references

Tourniquet

Added Protocol

=
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Hazardous Materials Treatment

Pontocaine Eye Drops -USitiding Morgan Lens if available

Hazardous Materials Treatment

Symptomatic Cyanide Rioige- Add:

Initiate O2 immediately while preparing for intravenous
administration

Simultaneously with the oxygen, administer Amyl Nérit
inhalant for 15-30 seconds g 2-3 minutes

Discontinue Amyl Nitrite and then inject adults wBB0 mg
(10 mL of a 3% solution) of sodium nitrite intravenoudiytee
rate of 2.5 to 5 mL/minute. The recommended dose of sod
nitrite for children is 6 to 8 mL/square meter (approxityate
0.2 mL/kg of body weight) but is not to exceed 10 mL.
Immediately thereafter, inject adults with 12.5 g (50 rha o

25% solution) of sodium thiosulfate. The dosage for childre

is 7 g/square meter of body surface area, but dosage shou
exceed 12.5 g. The same needle and vein may be used fqg
steps

If the poison was taken by mouth, gastric lavage shmeild
performed as soon as possible, but this should not detay t
treatments outlined above.

Hazardous Materials Treatment

Hydrocarbon exposure — Adeétpime is contraindicated

Atropine Sulfate

Add under Contraindications:

Add un

Severe

Add Notes Section:

Do not administer atropine prophylactically

Do not administer in fungicide poisoning (not a cholinesterase
inhibitor)

der Dosage:

Organochlorine insecticides (aldrin, benzene hexaicdo
(BHC), HCH, hexachlor, hexachloran, chlordane, chlovdec
DDT, Kepone, chlorobenzilate, dicofol, Kelthane, digidr
dieldrite, dienchlor, pentac, endosulfan, endrin, hexadrin,

ium

d no
r both

heptachlor, hexachlorobenzene, lindane, gamma BHC &t HC

kwell, mehtoxychlor, Marlate, mirex, terpene polychlatis,
strobane, toxaphene

Nitrophenolic and Nitrocresolic Herbicides (dinitresol,
dinitrophenol, dessin, acrex, talan, dinocap, crotothane,
karathane, dinopenton, dinoprop, dinoseb, acricid, Hel-Fir¢
vertac)

CS (tear gas) or CN (mace)

Moderately severe poisoning (hypersecretion and @ihey
organ manifestations without CNS depression)

Adults and Children > 12 years: 2.0-4.0 mg g 15 min until
pulmonary secretions are controlled, which may be
accompanied by other signs of atropinization (flushing, dr
mouth, dilated pupils, and tachycardia > 140/min)
poison: may need two or more times the dose

Cyanokit

Starting dose: 5 g (2 vials)

1. Reconstitute: Add 100 mL of 0.9% Sodium Chloride
injection to vial using transfer spike. Fill to lin&ial in
upright position.

2. Mix: Rock or rotate vial for 30 seconds to mix solution
Do not shake.

3. Infuse First Vial: Use vented IV tubing to hang arfdsa
over 7.5 minutes.

4. Infuse Second Vial (Repeat Steps 1 and 2 before secq

infusion): Use vented IV tubing to hand and infuse ove

7.5 minutes

D

nd

Y

=

Pralidoxime Chloride

Add —

Do not administer prophylacticall
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Introduction

Changed under Table of Contents

- Added review date of 6-1-12 to Document Mainteaand

- Changed Cardiac Arrest (General Procedur&atndard
Cardiac Arrest Procedures under Adult Cardiae.Car

- Removed Tourniquet from Adult Trauma Care

- Added Carbon Monoxide Inhalation to PediatriclMal
Care

- Added Vomiting to Pediatric Medical Care

- Added Community Health Care as Chapter 7

- Added Baker Act to Administrative Policies

- Removed Medical Rehabilitation from Admindgive
Policies

- Added Transport Destination (non-ALS) to Adreirative
Policies

- Added Autopulse to Procedures Manual

- Added Combitube to Procedures Manual

- Added EZ-10 to Procedures Manual

- Added King Airway to Procedures Manual

- Added Res-Q-Pod to Procedures Manual

- Added Tourniquet to Procedures Manual

- Added Cyanokit to Procedures Manual

- Added Assessment Tools

Adult Cardiac Care

Atrial Fib/Atrial Flutter RVR

- Level Il cardioversion for a-fib changedi@0 to 200

Joules escalating to 300 joules then 360 joules

- Level 1l cardioversion for a-flutter changedb0 to 100

Joules escalating to 200 joules, 300 joules thejoGE3

Mild Induced Hypothermia

- Added 93.2 — 89.6 degrees F

Adult Trauma Care

Removed Tourniquet and added to Procedures Manual

Pediatric Medical Care

- Abdominal Pain added max dose of 4mg Zofran

- Carbon Monoxide Inhalation protocol added

- Seizure Disorder added intranasal Versed tal lleve

Community Health Care

- Added as Chapter 7

Administrative Policies

- Baker Act added

- Removed Medical Rehabilitation from Adminisivea
Policies

- Added Transport Destination (non-ALS) to Adreirative
Policies

Drug Manual

Cardizem — changed hypertension to hypotension under ady
Reactions

Etomidate — added max dose of 20mg

Midazolam — increased max adult dose to 15 mg to accomm
long transport times

Procedures Manual

- Added Autopulse

- Added Combitube

- Added EZ-IO

- Added King Airway

- Added Res-Q-Pod

- Added Tourniquet

erse

pdate

- Removed 12 lead transmission procedure




Hazardous Material Exposure

Cyanokit added

Assessment Tools

Assessment Tools added

The following pages have been updated or revised Hs®{10 as approved by the EMS Subcommittee

Trauma Transport Protocol

Changed age for Pediatric Traenafrom 16 yoa to 15 yoa

The following pages have been updated or revised 24-dfl as approved by the EMS Subcommittee

Introduction

Changed in Table of Contents

- Adult Cardiac Care Placed in Alphabetical Order

Adult Cardiac Care

Standard Cardiac Arrest Procedures

- Reversed order of CPR and AED in Level |

Asystole

- Removed Atropine from Algorithm

Atrial Fib and Atrial Flutter

- Changed beginning joule setting for cardiovergioA-fib
to 200J. Added notes to follow manufacturersmecen-
dations for joule settings in A-Fib and A-Eéut Removed
“If defibrillator is capable language.”

Bradycardia

- Reversed order of Dopamine and TrancutaneousdPac
in algorithm

- Added language in note sectfotropine has been show
to be ineffective in patients who have ugdee cardiac
transplantation as well as patients presgmtype Il second
degree and third degree AV blocks.”

PEA

- Removed use of Atropine for treatment of Beadglia in
notes section.

Ventricular Tachycardia

- Added block to algorithm for stable patient fiGialer
Adenosine if rhythm regular and QRS monomiatph

Pediatric Cardiac Care

Standard Cardiac Arrest Procedures

- Reversed order of CPR and AED in Level |

Ventricular Tachycardia

- Added block to algorithm for stable patient “Sioler
Adenosine if rhythm regular and QRS monomarphi

Adult Cardiac Care

Mild Induce Hypothermia

- Added “VF” to Rationale (Non-traumatic adwdtdiac
arrest patients with W, asystole or PEA ...).

Adult Trauma Care

Burns

- Added “not” to Rationale. (Prolonged treatmarthe field
is_nojustified).

The following pages have been updated or revised &89-dflL as approved by the EMS Subcommittee

Adult Cardiac

PEA

- Removed “IV may be Substituted for 1stiod Aose of
epi.”. Added “single dose” to Vasopressir. bo

SVT (non — Atrial Fibrillation)

- Unstable: Select PRN box added “max dosedl'Gan
Valium. Added “max dose 5 mg” to Versed. Added
“max dose 10mg “ to Etomidate.




- Stable: Adensoine box, removed “ 6mg” and added

“12 mg “ to first box. Removed the Cardizem.bo
-Note: Removed the first bullet “If after chieal
cardioversion PSVT recurs, repeated cardiawefisinot
indicated.”

Ventricular Fibrillation & Pulseless Ventricular Tadaydia

- Added “* see note below” to the Lidocaine and
Amiodarone boxes.

Ventricular Tachycardia

- Removed (Valium or Versed). Added “Valium 5 — 10
mg max dose 10 mg or Versed 1 —2 mg max dose 5

Adult Medical Care

Altered Mental Status

- Added “Obtain 12 Lead ECG” in Level Il

-Removed “Administer Ativan as per Medical
Directior’

Overdose — (Tricyclic / Unknown Etiology)

-Removed Protocol

Added “Syncope” as a stand alone protocol

Drug Manual

Atropine

- Indications: Removed “Asystole”

- Adminstration and Dosages:
Adults — added “to a maximum of 3 mg” in bullet 1.
Removed Bullet 2.
Pediatric — removed “0.05 mg/kg” in bullet 1. Addeq
% bullet “Atropine is given 0.02 mg/kg IV/IO for
rapid sequence intubation of patients undeaEsyof
age.”

Diphenhydramine (Benadryl)
- Adminstration and Dosages:
Adults - changed “IM, IV” to read “IV, IM”

Dopamine
- Contraindications: Eliminated bullet 1, 2 &nd
- Bullet 4 added, * and myocardial ischemia”.
- Administration and Dosage: Changed bullet ®aal r'5-
20mcg/kg/min”.

Epinephrine

- Indications: Change “asthma” to read “sewesthma”

- Administration and Dosage:
Adult: Bullet 1- eliminate “refer to appropriate
Protocol for proper dosage”. Bullet 3 Anaphylax&ib
bullet 2 changed to read “1:1,000 0.3 mg SQ for
Anaphylaxis if no 1V available”. Bullet 4 #ksna — sub
bullet 2 changed to read “1:1,000 0.1 mg SQ forraet
respiratory compromise”.
Pediatrics: Bullet 2 — eliminated.

- Precautions: Eliminated

Etominate
- Indications: Bullet 1 - removed existing language
replaced with “Etominate is indicated by avenous
injection for sedation.”

Glucagon
- Indications: Bullet 1 — replace “coma” with

“obtundation”.

mg”.



Glucagon
- Administration and Dosage:
Adult: Bullet 1 — eliminate “1 hour after coaevelops”

Haldol
-Removed from Protocol.

Lidocaine
- Contraindications: Added second bullet to read
“Bradycardia with PVC’s.”

Midazolam

- Indications: Bullet 1 - deleted “either alonengith a
narcotic and/or seizure control.” Bullet 2 — Adtied
seizure control.” Bullet 3 added “agitated delirium.”

- Precautions: Eliminated bullets 2, 3 and 4.

- Administration and Dosage:

Adult: Added Bullet 4 to read “ If agitated delirium
consider IM/Nasal Versed 1 to 2 mg (maximum dose 5
mg) while attempting IV access.”

Pediatric: Changed “0.05 mg/kg IV/IO/IM. May be
repeated one time to a maximum total dose of 1tmg”
read “0.05 mg /kg IV/IO/IM, maximum single dose 1 mg
may repeat one time (maximum combined dose )2 m

Morphine
- Administration and Dosage:
Adults: Bullet 3 added “for the normotensivagas.”

Nitroglycerin
- Administration and Dosage:
Added Bullet 5 to read “ Caution with inferioyenardial
infarction. Fluid should be given as a boluatdéast 500
ml. Nitroglycerin can be given after systdllood
pressure greater than 120”

Oxygen
- Precautions: Eliminated

Succinylcholine (Anectinie)
- Administration and Dosage:
Pediatrics: Bullet 1 — Changed to read “1 to 2kgg
IvVP.”
- Note: Eliminated

Toradol
- Eliminated from the Protocol.

Pediatric Cardiac Care Ventricular Fibrillation / Pulseless Ventricular Tachydia

- Amiodarone box: Added “max 300 mg”

Ventricular Tachycardia (Pulse Producing)

-Stable: Amiodarone box removed “given overd@26
minutes. Added “given over 20 minutes max dose 300
mg”.

Pediatric Medical Care Seizure Disorder

- Removed “Administer Versed IM or intranai$alo 1V
access is available 0.1 mg/kg, repeat one tiseztires
continue (if available)”

-Added “Administer Versed — 0.05 mg/kg 1V/10/IM,
maximum single dose of 1 mg may repeat once (maximum
combined dose of 2 mg), or intranasal if nd@véccess is
available, 0.1 mg/kg, repeat one time if seizooesinue.




Administrative Policies

Death Scene

- Added under item 4, Unquestionable Death Criteria:
“D. If the deceased resides in a licensed caiktyeand
meets the minimum requirements of A., B., andl®ve,
EMS crews may turn care/custody of the deceasadtov
The licensed care facility after ensuring tlaa |
enforcement is enroute.”

- Under item 5, Asystole Protocol, Section Bri®ved
“Atropine and added “Epinephrine or single dose of
Vasopressin has been administered.”

- Under item 6, Control of Death Scenes. Rem&edth
Scene”. Added “Possible Crime Scene.”

The following pages have been updated or revised B4®f12 as approved by the EMS Subcommittee

Introduction

Table of Contents

-Added Ketamine

Adult Medical Care

Agitated Patient

- Removed Under Level Il - “Consider Versed — 2 Mg |
May be repeated in 3 -5 minutes. If no IV, 4 mg My
repeat once in 15 minutes.”

- Added Under Level II:

Bullet 1 —“Ketamine 2 mg/kg IM. Maximum per

dose 200 mg or 2 mL. May repeat times one if unctbedr
combative agitated delirium persists.”

Bullet 2 — “Consider Versed — 4 mg IM. May repeatm
one in 15 minutes if uncontrolled combative agdat
delirium persists.”

Bullet 3 - DO NOT ATTEMPT 1V in the combative
patient with uncontrolled agitated delirium.”

Bullet 4 — “Consider Versed — 2mg IV for patientnastied
with conventional methods and IV access has be
established without difficulty.

-Added Under Level lII:

Bullet 1 - Call medical control if uncontrolledrebative
agitated delirium persists

Drug Manual

Added Ketamine




	Introduction
	Purpose and Rational
	Approval 
	Document Structure
	Document Maintnance
	Table of Contents
	Appendices
	Adult Cardiac
	Standard Cardiac Arrest
	Acute Myocardial Infarction
	Asystole
	Atrial Fibrillation/Atrial Flutter Rapid Ventricular Rate
	Bradycardia
	Cardiogenic Shock
	Chest Pain
	Mild Induced Hypothermia
	Pulmonary Edema/Congestive Heart Failure
	Pulseless Electrical Activity
	Supraventricular Tachcardia (non-Atrial Fibrillation)
	Ventricular Ectopy
	Ventricula Fibrillation & Pulseless Ventricular Tachycardia
	Ventricular Tachycardia

	Adult Medical Care
	Standard Medical Care Procedures
	Abdominal Pain/GI Bleed
	Agitated Patients
	Airway Management
	Allergic Reactions
	Altered Mental Status
	Anaphylaxis
	Asthma
	Carbon Monoxide Inhalation
	Cerebrovascular Event
	Childbirth Emergencies
	Chronic Obstrauctive Pulmonary Disease
	Diabetic Emergencies (Hyperglycemia)
	Diabetic Emergencies (Hypoglycemia)
	Enviromental Cold Emergencies
	Enviromental Heat Emergencies
	Hypertensive Emergencies
	Overdose 
	Pain Management
	Poisoning
	Seizure Disorder
	Sickle Cell Anemia
	Syncope
	Vomiting

	Adult Trauma
	Standard Trauma Care Procedures
	Animal Bites & Stings
	Burns
	Chest Injury
	Dive Injuries/Barotrauma
	Fractures
	Head Injuries
	Ophthalmic Injuries
	Traumatic Shock
	Less-Than Lethal Weapons (Pepper Spray & Tear Gas)
	Less-Than Lethal Weapons (Taser & Bean Related Injuries)

	Pediatric Cardiac Care
	Standard Cardiac Arrest Procedures 
	Asystole
	Bradycardia
	Pulseless Electrical Activity
	Supraventricular Tachycardia
	Ventricular Ectopy
	Ventricular Fibrillation/Pulseless Ventricular Tachycardia
	Ventricular Tachycardia (Pulse Producing)

	Pediatric Medical Care
	Standard Pediatric Medical Care Procedures
	Abdominal Pain 
	Airway Management 
	Allergic Reactions
	Altered Mental Status
	Anaphylaxis
	Asthma/Bronchitis
	Carbon Monoxide Inhalation
	Croup/Epiglottitis
	Diabetic Emergencies(Hyperglycemia)
	Diabetic Emergencies (Hypoglycemia)
	Enviromental Cold Emergencies 
	Enviromental Heat Emergencies
	Overdose 
	Poisoning
	Seizure Disorder
	Sickle Cell Anemia
	Vomiting

	Pediatric Trauma Care
	Standard Trauma Care Procedures
	Animal Bites & Stings
	Burns
	Chest Injury
	Fractures
	Head Injuries
	Opthalmic Injuries
	Traumatic Shock

	Community Health Care Service 
	Blood Pressure Screening
	Influenza and Pneumococcal Disease Vaccination(Flu and Pneumonia Vaccination)

	Administrative Policies
	Baker Act 
	Critical Care Transports
	Death Scene
	Destination Decisions
	EMT IV (Intravenous)
	Incapacitation Patients
	Intrafacility Transfer
	Multiple Agency Coordination
	On-Line Medical Control
	Patient Refusal or Non Transport
	Physician On-Scene
	Respiratory Protection
	Response to Violent or Potentially Violent Scenes
	Transport Destination (non-ALS)
	Treatment and Transport of Minors
	Unit Cancelations

	Drug Manual
	Adenosine ( Adenocard)
	Albuterol (Proventil, Proventil Syrup, Ventolin)
	Amiodarone (Cordarone)
	Asprin
	Atropine
	Atrovent
	Calcium Chloride
	Dextrose
	Diazepam (Valium)
	Diltiazem (Cardizem)
	Diphenhydramine (Benadryl)
	Dopamine
	Epinephrine
	Etomidate
	Furosidemide (Lasix)
	Glucogan
	Ketamine
	Lidocaine
	Magnesium Sulfate
	Metoprolol (Lopressor)
	Midazolam (Versed)
	Morphine
	Naloxone (Narcan)
	Nitroglycerin (Nitrostat)
	Oxygen
	Pralidoxime Chloride (2 Pam Chloride)
	Sodium Bicarbonate
	Solu-Medrol
	Succinycholine (Anectine)
	Tetra Hydrochloride Opthalmic Solution 0.5%
	Vasopressin
	Zofran

	Procedures Manual
	Auto Injector
	Automatic External Defibrillation
	Autopulse Automated Circumferential CPR Device
	Blood Draw Procedure
	Capnography
	Child Birth
	Combitube (Dual Lumen Airway Device)
	Continuous Positive Airway Pressure (C-PAP
	EZ-IO Insertion
	Electrical Cardioversion
	Electrical Defibrillation
	Endotracheal Intubation
	Direct Visual Intubation Pediatric Care
	Direct Visua Intubation With Suspected Spinal Injury
	Digital Intubation
	Nasotracheal Intubation
	End-Tidal CO2 Detector
	External Pacing
	Handling Amputated Parts
	Infusaport (Central Catheter
	Interfacility Monitoring IV Pumps
	Interfacility Monitoring of Non-Medical IVs
	Interosseous Infusion (IO)
	IV Saline Lock
	King Airway (Dual Lumen Airway Device)
	Mechanical Ventilator
	Nasogastrictube Insertion
	Nasa Atomizers
	Nasopharyngeal Airway Insertion
	Nebulizer
	Needle Cricothyrotomy
	Neonatal Resuscitation
	Oropharyngeal Airway Insertion
	Peak Flow Meter
	Pediatric Resuscitation Tapes
	Peripheral Venipuncture
	Pleural Decompression
	Pneumatic Anti-Shock Garment (PASG)
	Pulse Oximetery
	Rapid Sequence Induction (RSI) for Intubation
	Res-Q-Pod Device
	Spinal Immobilization
	Pediatric Immobilizer
	Surgical Cricothyrotomy (10 years or greater)
	Tourniquet
	Twelve Lead E.C.G. Monitor

	Hazardous Materials Exposure
	Hazardous Materials Incident
	Hazardous Materials Treatment
	Atropine Sulfate
	Calcium Gluconate
	Cyanokit Protocol
	Methylene Blue
	Pralidoxime Chloride (Protopam Chloride, 2 Pam)
	Sodium Bicarbonate Breathing Treatment
	Sodium Nitrite
	Sodium Thiosulfate
	Solu-Cortef (Hydrocotisone Sodium Succinate)

	Trauma Transport Protocol
	Trauma Transport Protocol 

	Start Triage Plan
	S.T.A.R.T. Triage Plan

	Assessment and Scoring Tools
	APGAR Scale
	Gasgow Coma Scale
	Trauma Alert Criteria
	Trauma Score
	Pediatric Trauma Score
	Infant/Child Vital Signs by Age
	Stroke Alert Form

	Approved Abbreviation List
	Updates and Revisions

