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Medical Director Statement

The following document presents tlodinical practice guidelindsr the provision of out of hospital care by all
levels of emergency medical care providers operating within the Southwest Ohio Rural EMS Collaborative. Th
meantto guide providers in assessing and treating the patients that they will be called on to care for. These
have been written with the knowledge that every situation is different; but that certain lgasaelinesmust be
adhered to best standardize the care of our patients.-Rospital emergency medicine is an art and not an

exact science; hopefully thgaidewill allow prehospital providers and members of the emergency department
to work together for the benefit of our patients.

As the current EMS Medical Director, | have reviewed and approved thegel practice guidelindsr use.

Dr. Thomas Charlton, MD
EMS Medical Director
Southwest Ohio Rural EMS Collaborative

STATE OF OHIO

COUNTY OF Clermadss:

The undersigned hereby affirms that the statements made in the foregoing affidavit are true, under pE#nalty
perjury.

Subscribed and affirmed to before me this day of, 5, 202

By Notary Public

My Commission Expires:
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Preamble

Summary:

TheseClinical Practice Guidelines (Cl@)lain the policies, procedures and standing medical orders prescribed
for emergency medical personnel for treating the ill and injured in theafthiospital setting in their primary
coverage area and mutual aid communities.

Updates:

These/ t Dafeaipdated on an at least yearly basis. Occasionaflyocess updates need to be changed prior

to a full CPQupdate. These wprocess updates are rare, and only happen in extreme circumstances. Minor
grammatical or typographic changes will only be publishegratess if the change affects the overall intent of

the CPG.

Authority:

The Medical Director of the department has the authority to ensure that the medical objectives and mission of
all department personnel are achieved. Individual patient gareessesprocedures and standing orders have
been reviewed, approved, and authorized for immediate application by the Medical Director of the department
Applicability:

These/ t DaQply specifically to personnel operating under the Medical Director of the SOREC affiliated
department.

Intent:

It is the intent of theseCP@G to give all emergency medical personnel written guidelines to manage a wide
variety of common medical, trauma and psychiatric emergencies. Personnel must always make thorough
situational and patient assessments and specific treatment plans based ondassky-case findings.
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Definition of a Patient

Patient - any person who identifies him/herself as requiring medical assistance or evaluation, or any person who has
a physical or medical complaint or condition from an illness or injury. An adult may be considered nor a patient if all
of the following criteria are met:

A reasonably competent provider would deem the Acute illness, injury, or intoxication is Tos
person in question as having a sufficient capacity to suspected based on appearance.
determine if they have a reason to complain? » l
(=]

. The person in question complains of illness or

N injury and presents with signs or symptoms of

There 15 minimal or absent mechamism of injury. iliness or infury

fes Mz
L L
W & & 3 i ™ f'r . i -‘\
The person in question clearly indicates a desire not to The person in question has another party
be a patient. acting as their medical power of attorney.
-y
Fes L v

Mo

The person called 911/asked for help.

H/
I all of the above criteria are met, the adult may be considered mot a patient and a PCE. or Refusal of Care are

not required. The responding agency should however create prudent documentation as to the encounter per the
apency s SOGEOPs.

Person meets the definition
n of a Patient. B

L {PCR. is required) J

Transfer of Care Responsibility & Delegation:
When receiving a patient from another health care provider, department personnel accepting the patient
should obtain complete patient information to include:

1.
2.
3.
4.
5.

Past Medical History

History of Present lliness or Episode

Overview of Patient Assessmeiricluding vital signs
Treatment Rendered Prior to Arrival

Any Other Pertinent Information

When transferring a patient to another health care provider, whether in thehmgpital environment to
another crew or agency, or to a receiving emergency department, department personnel releasing the patient
should provide the receiving health care pider with complete patient information to include:

1. Past Medical History
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History of Present lliness or Episode
Overview of Patient Assessmeiricluding most recent vital signs
Treatment Rendered by Personnel

5. Any Other Pertinent Information
Transfer of care should only be made to a healthcare provider, or a healthcare team, whose level of training is
equivalent to or greater than that of the personnel transferring the care, i.e., Paranidulisg,or Physician.
Emergency Operations Declaration:
During a major medical incident, including that of a national health crisis, department personnel may be asked
to administer medications that are not listed on their drug license, and/or addressed in these PCGs. These
medications may also be requested te Bdministered at locations, which are not an incident location listed on
GKS I 3Sy0eéQa RNHA fA0SyaST K26SOSNE RdNAyYy3IA |y SY¢
I RYAYAAUGSNBR 2yfte | FOUGSNI Yy &9 YS MBiSyreroeEmrgeacy 0 SSy F
Management Agency having jurisdiction and, these providers will be working under the direction of that agenc
dzy 0 Af GKSe& RSSY GKS a9YSNHEBSyOeé¢ (2 6S 20SNI® t NA 2N
with information related to the medication, such as indications, dosage, and side effects. This operation will
2yte F1S LXIFOS dz2al2y RSOfINIXGA2Y 2F Yy Ga9YSNAHSyO:&
Ohio Administrative Code: 478510 & ! RRAGA2Yy Ff aSNBAOSA Ay | RSOf I N
(A) In the event of an emergency declared by the governor that affects the public's health, a first responder,
EMT, AEMT, or Paramedic, certified in accordance with section 4765.30 of the Revised Code and Chapter
47658 of the Administrative Code may perform immunizations and administer drugs or dangerous drugs, in
relation to the emergency, provided the first responder or EMT is under physician medic al direction and has
received appropriate training regarding tleministration of such immunizations and/or drugs.
Effective 07/02/2009
Patient Advocacy:
Patient care and safety shall be the primary focus of all emergency health care providers. Any request for urge
or emergency medical care shall be honored if the request is legal and ethical. Patients deserve to be informe
when possible, of all decisie affecting their care and transport. Competent adults have the legal right to
accept or refuse treatment and/or transport recommendations. Immediate family members should be
considered an extension of the patient in notification and scene managementlyFaembers should be
GNBIFGSR gAGK RAIyAGE YR NBaLISOG YR aKz2dzZ R 6S S|

»own
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Patient Confidentiality:

All information obtained while treating and transporting a patient is confidential.

Providers have an ethical responsibility to handle all information and documentation regarding a patient with a
high degree of confidentiality. Patient information is only to be shared with those individuals who are part of
the continuity of patient carePatient records should not be provided to law enforcement agencies or other
non-medical public safety entities that are not part of the patient care continuum.

Once a patient record has been completed, it is considered a medical record and, therefore, is confidential.
Every effort should be made to ensure that the patient record will not be left unattended, open for public view,
or stored haphazardlyinaway, MOK gAff O2YLINRYAAS GKS O2yFARSY (Al
contents. Similarly, it is our responsibility to not discuss patient care issues with anyone other than those
YSRAOIE LINRPFSaaAzylrta Ayg2f @SR Ay GKIFIG LI GASYyidQa
Nondiscrimination Statement:

lff RSLINILOYSYy(O LISNB2YyYSt akKltf aSNBS a GKS LI GAS
response, treatment, and transport upon request, and shall have no regard to race, color, religion, gender,
national origin, age, disability, disegsnarital status, sexual orientation, or any other factor.

Documentation:

All patient contacts shall be appropriately documenteithin 24 hoursusing authorized patient report forms.

All patient care documentation shall be done using charting specific to that department. Each patient contact
aKFtt a2 oS IADGSY |y AYRADGARIzZf GLYOARSY(G bdzyo S
which shall be documented on all EMS patient care report forRaslure to complete patient care reports

within 24 hours are subject to suspension of medical control privileges.
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Medical Control Privilegeg Emergency (911) Services

Requirements for medical control credentialing of personnel primarily providing emergency or 911 services.

Credentialing of the EMS provider is at the sole discretion of the Medical Director.

Minimum Life Support Agency Requirements:

1.
2.
3.

o s

© N o

EM

©

AEMT

© N DN

Agency shall possess a valid State of Ohio license or be exempted by ORC.

Agency shall utilize an approved patient care record.

Agency is responsible for ensuring that their personnel meet the requirements of this and other applicable
protocols.

Agency must comply with protocols.

Agency must notify the medical director, in writing, if they are unable to meet or comply with any protocol, statutory
or regulatory requirement.

Agency must notify the medical director of changes within the roster.

Agency shall ensure that new personnel meet the requirements of this protocol within 90 days of their start date.
Only persons currently authorized to do so by the Medical Director will providégspital patient care.

Valid State of Ohio EMT license.

Valid Basic Life Support card (AHA, ASHI).

HAZMAT awareness level or higher.

NIMS 100.b, 200.b, 700.a (Available online through FEMA).

Attendance at yearly protocol update meeting.

Skills verification by the medical director (yearly).

Attendance at mandatory training as requested by the medical director.
Completion of a thireparty Emergency Vehicle Operators Course or equivalent.
Comply with the Scope of Practice as issued by the State of Ohio.

Requirement continuation from above

1.
2.

Valid State of Ohio Advanced EMT (AEMT) license.
Recommended to obtain International Trauma Life Support orHRrgpital Trauma Life Support card.

Requirement continuation from above

1.
2.
3.

Valid State of Ohio Paramedic license.
Valid American Heart Association or ASHI Advanced Cardiac Life Support (ACLS) card.
Valid American Heart Association or ASHI Pediatric Advanced Life Support (PALS) or PEARS card.
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Medical Control Privileges Interfacility Services

Requirements for medical control credentialing for personnel primarily involved in interfacility or medical
transportation services.

Credentialing of the EMS provider is at the sole discretion of the Medical Director.

Minimum Life Support Agency Requirements:

1.
2.
3.

Agency shall possess a valid State of Ohio license or be exempted by ORC.

Agency shall utilize an approved patient care record.

Agency is responsible for ensuring that their personnel meet the requirements of this and other applicable
protocols.

Agency must comply with protocols.

Agency must notify the medical director, in writing, if they are unable to meet or comply with any protocol, statutory
or regulatory requirement.

Agency must notify the medical director of changes within the roster.

Agency shall ensure that new personnel meet the requirements of this protocol within 90 days of their start date.
Only persons currently authorized to do so by the Medical Director will providagspital patient care.

Valid State of Ohio EMT license.

. Valid Basic Life Support card (AHA, ASHI).

. Attendance at yearly protocol update meeting.

. Skills verification by the medical director (as requested).

. Attendance at mandatory training as requested by the medical director.
14.

AEMT

Comply with the Scope of Practice as issued by the State of Ohio.

Requirement continuation from above

15.

Valid State of Ohio Advanced EMT (AEMT) license.

Requirement continuation from above

16.
17.

Valid State of Ohio Paramedic license.
Valid American Heart Association or ASHI Advanced Cardiac Life Support (ACLS) card.
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Non-Emergency Transportation Services

Under Ohio Administrative Code 478613, licensed Medical Transportation Organizations can establistenmrgency
operations. State rule requires that for an ambulance to be used forem@rgency basic life support it is staffed with
one EMT, AEMT, @aramedic, plus one qualified driver. The medical director for the agency requestirgnmengency
BLS status must receive approval from their medical director prior to beginning this level of service.

To become a qualifiAed dvriver th’e person must have reAceived training in:

1. 9YSNESyOe @OSKAOfS 2LISNII2NEQ O2dz2NAES GKIFG YSSiGa NBJ
FRYAYAAUGNI A2y Qa aGmdpdpp 9YSNASyOe +SKAOES hLISNI G2 NEH
Driving the ambulance
Transferring patients to and from an ambulance stretcher
Loading and unloading the stretcher to and from the ambulance with a patient
Familiarity with the equipment and supplies in the back of dinebulance.

Training on the use of a stairchair or other device to transport patients up and dtawva.

7. Training in bloodborne pathogen regulations as set forth by 29 CFR 1910.1030.

When a service is operatingasa®Y SNHSy Oe o0l aA 0 fATS adzRIFSKBSYOdZ | ¥ OIS
affixed to the ambulance per OAC 47868.

ook wDN

No permitted ambulance being operated at the BLS-aorergency only level may respond to emergency calls or use
emergency lights and audible warning devices. (OAC-27§6

A permitted ambulance that is being used as a-eamergency BLS ambulance shall comply with the requirements of
NREIFIRGg2NIKAYSEda yR (KS NBIljdzANBYSyida aSd F2NIK Ay GKS
Non9 YSNASy O ¢ Ta2NH.o oh!/ nTc

When operating as a neemergency BLS ambulance, should the patient require emergency services unexpectedly, the
ambulance shall: divert to the nearest emergency department if doing so will be faster than a 911 ambulance intercept,
activate the 911 system for an emergency ambulance intercept.

The typical patients needing n@mergency BLS ambulance transfers may include but are not limited to:
Routine office appointments
Routine imaging or laboratory studies
Routine dialysis appointments without any recent delays in dialysis
w2dziAyS RAAOKINAS FNBY | K2aLAGFt (2 GKS LI GASyGac
w2dziAyS RAAOKINHS FTNRY |y SEGSYRSR OFNB Tl OAfAGe i
Routine trips where the only expected intervention needed is vital agpessment.

Ultimately the decision on whether a patient is stable for a+eomergent BLS ambulance rest with the ordering provider
and the ambulance crew. If there is concern about whether the patient needs a higher level of care, clarification should
be sought fronthe ordering provider or medical control.

Southwest Ohio Rural EMS Collaboratiy&MS Protocols 2@ Intro 13
Return to Table of Contents




Highly Infectious Disease Transport

Inclusion

1.

Due to the variety of infectious pathogens, essentially any symptom can represent infectious disease (ID
Symptombased inclusion criteria must be determined on a ebg&ase basis during pandemic/epidemic. Among
the most common are: malaise, respimag symptoms, gastrointestinal symptoms, fever (temp >100.4 F), and rash.

2. Multiple patients with similar symptoms may indicate ID (but can also represent toxin exposure).

3. For the purposes of this protocol ID refers to novel pathogens (e.g., COVID, SARS, MERS, Swine Flu, Ebola, etc
OSNIFAY Y2NB 02YY2y &aAaddzd dAz2ya o6So3aosr LI YRSYAO Ay
intended to directly addres® 2 YY 2y RA &SI aSa oSo3adr al O2f RéxX aaidNB

Procedure

1. EMS provider safety is paramount. Response urgency should never supersede the use of situationally appropri
personal protective equipment (PPE).

2. Maximize information gathered from the dispatch center.

3. Appropriate PPE must be determined based on the nature of the pathogen.

i. For unknown pathogens, full skin coverage with a fluid impermeable barrier and N95 or higher respiraton
protection is generally advisable.

ii. At minimum, universal precautions with gloves, splash protections, and mucus membrane protectior
should be used.

iii. Aerosolgenerating procedures (e.g., intubation, suction, nebulized treatments, CPAP), when performed or
ID patients, typically require N95 mask or higher protection.

4. Efforts should be made to minimize the number of providers exposed to potential ID.

i. Verbal assessment of the patient can often be performed at a distance. Thorough history, including recer
travel and contact with sick persons, is essential.

ii. When necessary, the patient should be approached by the minimum number of providers (in PPE) neede
for appropriate care.

iii. During transportation only the minimum number of providers needed for appropriate care should be in the
LI GASYd OFNB O2YLI NIYSydo LT LI2aaAroftST GKS RNJ
physically separated.

5. Efforts should be made to minimize spread of infectious material.

i. Place simple surgical mask on the patient (NOT N95 mask) as toleratetefweather mask with oxygen
flowing may be used under surgical mask).

ii. Wrap the patient in a clean sheet.

iii. Administer antiemetics as appropriate.

6. Depending on the pathogen and patient condition, it may be appropriate to maximize ventilation in the patient care
compartment during transport by opening windows and using-rexycling air conditioning.

7. Aeromedical Transport should not be utilized unless necessary and may not be available to certain ID patients.

8. Hospital prenotification is always necessary with ID patients. In some circumstances, designated receiving facilitie
may be in place.

9. In some situations, local health department notification may be necessary.

10. PPE shoulbe worn until after transfer of care to the receiving facility.
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11.PPE must be doffed, and decontamination of providers must be performed in an appropriate manner to avoi

possible contamination during the doffing process.

12. Transport vehicle decontamination:

I. Some pathogens can remain active on various surfaces for prolonged periods.

li. Precisely which chemical is most appropriate will depend on the pathogen. This determination should b
made with assistance from the medical director, local infection control specialists, and local health
departments.

lii. PPE like that worn during patient care should be worn during the decontamination process.

13. Appropriate disposal techniques for contaminated items will vary depending on the pathogen.

Notes
1. Universal precautions with all patient interactions are the foundation of infectious disease control.
2. EMS providers are significantly benefited by thorough, up to date vaccinations.
3. Departmental processes should be in place to minimize risk of sharps and bodily fluid exposure.
4. Departmental processes should be in place for gof#ctious disease exposure reporting, evaluation, and
monitoring.
5. EMS providers should always maintain awareness of the potential for infectious disease, with a heightened level
vigilance during times of pandemic/epidemic.
6. / 2YY2y O2yO0OSLJia 2F a¢AYS>Y 5Aai0lyO0Ss IyR {KAStRAy3IE
7. |If tight fitting respirators are to be employed (e.g., N95 masks, APRs, SCBA) appropriate fit testing must be cond
annually on the specific model used.
8. a/ 2yl OG LINBOlIdziAz2yaé¢ NBFSNER G2 3IFt20Sa yR 3A26yk0O
GFAND2NYSeé 2NJ GNBALIANI G2NBE LINBOldziAzyaéd NBFSNER (2
9. 9a{ LISNER2YyYStf &aK2dzZ R 06S FfSNI G2 FyR NBLEZ2NI LISNOSA
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Guidelines Pertaining to All Patients

1.

All Persons operating under this protocol shall not exceed their scope of practice or level of certification, unles
specifically directed otherwise by online Medical Control.
Consider appropriate level of universal precautions. Assess the scene for dangers to the rescuers.

Consider the number of patients, and mechanism of injury / nature of the illness. Request additional help |
necessary.
¢CFHtl SAGK LI GASYGdQa NBfIFIGADSE | yidloratibno @ a0l yYRSNRE |y
Place the patient in their position of comfort unless contraindicated by patientlition.
All protocol drug doses specified®RiCare for anADUL patient. SpecifiCEDIATRIglidelines are provided where
necessary and/or appropriate and are printedBhUE

For purposes of medication doses and other protocol speclfid$,RA I G NA O LJ G A Sy i &Kle NB
years oldandadults are patients 16 _years old

Preferred routes of medication administration are medication and patient specific. We do not utilize subcutaneou
(SQ) or endotracheal routes.

For all critically ill or injured patients, notify the anticipated receiving hospital as soon as possible after completin
the initial assessment of the patient.

TheAlgorithm Legendwill be located onall page where applicable Patient care guidelines are outlined for quick reference.

Anytime something iighlighted in yellow special attention fromall providersshould be observed.

EMT
Advanced EMT
Paramedic
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Student Rotators

Purpose:

To provide guidance regarding the responsibilities of students and their preceptors.

Procedure:

A student is defined as a person currently enrolled in an accredited and licenseedabéSionprogram.
{GdzRSyGa NS 1 LDI[, SyO2dz2Ny 3SR G2 NRGOGFGS 2dziaARS
with preceptors defined by the EMS chief and/or Medical Director. A student may NOT count time that they a
currently scheduled to wotk EMS professionals currently working may only practice to their level of licensure.
Students may ONLY count time that they are functioning as a student atwhas a supplement to the

scheduled crew. Once the student graduates or is no longer enrolled in a program, the student may only
practice to their current level of licensure.

School bus accident

PURPOSE:
Provide treatment/transport guidelines for on scene providers when faced with incidents involving school bus.
PROCEDURE:
Check with the school district regarding their specific school bus response polices.
School administrators are responsible for gtedents.
A school administrator should be requested to the scene as soon as possible.
1. Administrators may take the children back to the school in another bus or school vehicle.
2. They may arrange for transportation back to the home or have the student parents pick them up at school.
3. Children should be cleared from the scene as safely and as quickly as possible.
4. ANY injury should be transported to the nearest most appropriate emergency department and the parents
notified.
5. EMS responders must be prepared to enact mass casualty protocols in the event of any serious school bus
accident.
6. If school administrators accept responsibility for the rinjured children as per their bus accident
protocols/policies, then individual releases are not required.
7. If for whatever reason there is no school administrator on scene, EMS providers must take responsibility for all
children until school administrators arrive.
8. If there will be a significant delay in the arrival of school administrators, and the accident is minor, the bus should
be directed to return to a safe area out of traffic.
9. Notification of the number and types of injuries should be communicated with the receiving facilities in the event
of transportation of injured students to the receiving facilities as early as possible.
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Air-Medical Transport Guidelines

The decision to access an air medical response will generally be made by the first arriving EMS vehicle. The E
unit should advise Incident Command for the need of the medical helicopter. In general air medical services
should be restricted for only spetisituations:

1.

a s wDn

© 0N

When the speed of transport will make a significant difference in patient outcome

When the scene is not accessible by ground vehicle

Helicopter can be used only if total patient contact time will be lessened by at least 15 minutes.

Hypothermic patients in cardiopulmonary arrest.

Carbon monoxide exposures with cardiac dysrhythmias, chest pain or cardiopulmonary arrest with return c
spontaneous circulation may be transferred to a specific facility for hyperbaric oxygen therapy.

Chest pain with ST segment elevation with ground transport that exceeds 30 minutes.

Significant burns over 20% total body surface area or significant airway compromise

Adult multiple trauma with extended transport times.

Pediatric multiple trauma with extended transport times.

10 In general, stroke patients should NOT be transported by helicopter. These patients should be transporpet to

the stroke protocal

AEROMEDICAL LANDING ZONE (LZ) SET UP PROCEDURE

1.

© 00N TN

LZ area should be free of obstructions. Eliminate these hazards:
i. Wires (surrounding the landing area and Hignsion power lines withifz mile) Towers (TV, Radio,
Cellular vithin Y2mile)
i. Trees

. L

iii. Signs and Poles R Landing Ares
iv. Buildings mf m A"”'
v. Vehicles

vi. People ~oon

LZ area should be 108 10@if possible.

LZ should have as little of a slope as possible (less than 5 degrees).

LZ area should be a hard surface (concrete, asphalt, gravel, lawns, etc.).

LZ corners should be marked with highly visible devices (cones, flairs, strobes).
No debris on landing surface and within @0landing area.

Land the helicopter(s) a safe distance from the scene / patient.

Never point bright lights directly at the aircraft!

Maintain security of LZ while helicopter is present.

10 Landing Zone Briefing.

11. Type of LZ surface and size

12.How LZ is marked (cones, flairs, strobes, etc.).
13. All noted obstructions (see list above).

NEVER ASSUME FLIGHT CREW WILL SEE A HAZARD
NEVER APPROACH HELICOPTER UNLESS DIRECTED BY FLIGHT CREW
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Load and Go Guidelines

Airway obstruction uncorrectable in the field.

Traumatic penetrating cardiopulmonary arrest.

Uncontrolled arterial bleeding.

Severe signs of shock.

Major chest injury (i.e., tension pneumothorax, pericardial tamponade, massive hemothorax, sucking chest woun
penetrating wounds with shock, flail chest).

a s wnNPE

Bilateral femur fractures and/or unstable pelvis.
Head injury with decreasing level of consciousness and/or unilateral dilated pupil.
Symptomatic pregnancy.
Ly &[ 21 R | Yy Rheba\éfieldtrkeaintzhtsitd i jastithtediprior to transport are as follows:
i. Airway management with-Spine controlif necessary)100% @. Maintain ETC£at 25 to 40 mmHg for
intubated patients.
ii. Chest wound management (i.e., tension pneumothorax, sucking chest wound, flail chest stabilization)
iii. Basic CPR in cases of traumatic arrest
iv. Vascular access (if placed during extrication or during transport),
v. GCCollar and backboard (when appropriate)
vi. Cardiac monitor.
vii. Securing Unstable Pelvic and Femur Fractures

©® N>
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Hospital Status / Diversion

The purpose of this protocol is to facilitate the timely communicatioh of K 2 & Edfeigénty Départment
status and the subsequent request that EMS inform patients another medical facility may be better prepared t
administer more timely emergency care.

Definitions:
b2NXIFfY (KS K2aLAGEFf Q& 95 YR &dzLILRNIAYy3 NB&2dzNDOS A
At Capacity: the hospital has determined the ED and supporting resources are fully committed (see routing decisio
for exceptions).
Limited Operations: the hospital has normal capacity, but an area or resource is not available. (No CT/MRI, cath
shut down, etc.)
Closed: the hospital has activated its disaster plan due to an internal emergency, bomb threat, or othe

situation rendering it UNABLE to accept patients.

Protocol:
1. EMS personnel will continue to transport patients to a hospital reporting itself to be At Capacity or Limitet
Operations under the following circumstances:

a. The patient is unstable including, but not limited to, having an unmanageable airway, CPR |
progress, having uncontrolled internal or external hemorrhaging. (All trauma patients should be
transported to an appropriate trauma center per regional traunmage protocols.)

b. The hospital At Capacity or Limited Operations has the specific services the patient needs (e
stroke, STEMI, OB patient, trauma, major burns).

c. Clinical judgement of EMS personnel determines increased transport time may place patient safer
at risk.

d 9a{ LISNA2YYSt KIS IIROAASR GKS LI GASYd GKI
the patient still wishes to be transported.

2. This does not apply during mass casualty events.

Notes:
1. Once notified that a hospital is At Capacity or Limited Operations, EMS personnel should be prepared t
counsel patients on how hospital status may affect them.
2. Additional information can be found on The Health Collaborative website: http://healthcollab.org
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EMT
Advanced EMT
Paramedic
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EMT

Advanced EMT

Paramedic

Pulseless NoiBreather (PNB)

+ SYGONROdzf  NJ CAONRE T GA2Yy S £SYGNROdz | NJ ¢ OK& O NRA |
This protocol does NOT apply toaumatic arrests.
Continually reassess ABCDE's and keep reassessing and intervereedecs

EMT

AEM

No ok whPE

Initiate CPR following current AHA standard guidelines. (>2 inches but <2.5 inches with a rate of betw&2@ 100
Place an AED on the patient and follow its prompts until ALS assumes care.

Establish amirway followingOxygen, Airway, and Ventilation procedure

When able, place the patient amnd-tidal capnography

Request ALS intercept.

Transportif ALS is unavailahl the closest appropriate facility, orifeturn of Spontaneous Circulation (ROSCurs.
Notify receiving hospital with patient information as soon as possible.

Treatment continuation from above
1.
1.
2.
3.
4,

Paramedic

Treatment continuation from above

1.

2.
3.

o

Apply cardiac monitor.

Initiate vascular access. (IV is now preferred over 10).

Consider advanced airway placement.

Request paramedic response/intercept.

Transport, if a paramedic is unavailable, to the closest appropriate facility, or if ROSC occurs.

If appropriate, make early determination of whether resuscitation should continue. Refer to Guidelines for
GESNXYAYLFGAYT 2N 2 A0KK2f RAY3 wSadzaAOAGFGAGDS 9FF2NIlad
Follow current AHA ACLS algorithm and the relevant protocol.

Consider medical control consultation after 25 minutes of active resuscitation.

Transport compromises CPR quality, regardless of whether hamas mechanical. Transport is in general NO
recommended until ROSC occurs. Consider transport after 25 minutes of active resuscitatiiim amd/\ttach, or
ROSC occurs.

Reminder that irhypothermic arrestsno change ithe resuscitation from normal ACLS guidelines is indicated.
Additional reminder that in submersion injuries, no change in the resuscitation is indicated.

*High quality CPR/ defibrillation is what saves lives.
Not transport, not advanced airways, not medications. *

CPR Induced Consciousness:
1. Treatment continuation as above.

2. Manifests as one or more of the following: movement, sitting ggy reflex, vocalizing distress.
3. Signs typically disappear during rhythm checks.
4.

If this occurs, consider administering midazolam (Versesip® 1V/IO every 10 minutes needed.
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EMT
Advanced EMT

Start CPR

* Give oxygen
» Attach monitor/defibrillator

Paramedic
1
A
VF/pVT
@ , Shock
a ¥
CPR 2 min

e |V/IO access

!

Rhythm
shockable?

Yes
@ , Shock
¥
CPR 2 min
* Epinephrine every 3-5 min

* Consider advanced airway,
capnography

Rhythm
shockable?

Yes

CPR 2 min
* Amiodarone or lidocaine
* Treatreversible causes

© 2020 American Heart Association

Rhythm

shockable?

A

4

Asystole/PEA

»
@ Epinephrine
* ASAP

CPR 2 min
* [V/I0 access
* Epinephrine every 3-5 min
* Consider advanced airway,
capnography

Rhythm Yes

shockable?

No

Y

CPR 2 min

* Treatreversible causes

No " Rhythm
shockable?

\

4

* |f no signs of return of
spontaneous circulation

(ROSC),goto 10 or 11

* IfROSC, goto

Post-Cardiac Arrest Care
* Consider appropriateness
of continued resuscitation

Southwest Ohio Rural EMS Collaboratiy&MS Protocols 2&2
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Gotob5or7

CPR Quality

* Push hard (atleast 2 inches

[5 cml) and fast (100-120/min)

and allow complete chest recoil.

Minimize interruptions in

compressions.

Avoid excessive ventilation.

Change compressor every

2 minutes, or sooner if fatigued.

If no advanced airway, 30:2

compression-ventilation ratio.

Quantitative waveform

capnography

- If PETCO, is low or decreasing,
reassess CPR quality.

Shock Energy for Defibrillation

* Biphasic: Manufacturer
recommendation (eg, initial
dose of 120-200 J); if unknown,
use maximum available.

Second and subsequent doses
should be equivalent, and higher
doses may be considered.

* Monophasic: 360 J

Drug Therapy

+ Epinephrine IV/I0 dose:
1 mg every 3-5 minutes

+ Amiodarone IV/I0 dose:
First dose: 300 mg bolus.
Second dose: 150 mg.
or
Lidocaine IV/IO dose:
First dose: 1-1.5 mg/kg.
Second dose: 0.5-0.75 mg/kg.

Advanced Airway

* Endotracheal intubation or su-
praglottic advanced airway

* Waveform capnography or cap-
nometry to confirm and monitor
ET tube placement

* Once advanced airway in place,
give 1 breath every 6 seconds
(10 breaths/min) with continu-
ous chest compressions

Return of Spontaneous
Circulation (ROSC)

* Pulse and blood pressure

* Abrupt sustained increase in
PETCO, (typically 240 mm Hg)

* Spontaneous arterial pressure
waves with intra-arterial
monitoring

Reversible Causes

* Hypovolemia

Hypoxia

Hydrogen ion (acidosis)
Hypo-/hyperkalemia
Hypothermia

Tension pneumothorax
Tamponade, cardiac
Toxins

Thrombosis, pulmonary
Thrombaosis, coronary

Medical
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EMT
Advanced EMT
Paramedic

Ventricular Fibrillation/Ventricular Tachycardia without Pulse
Continually reassess ABCDE's and keep reassessing and intervereedgecs

EMT
1. Initiate CPR following current AHA standard guidelines.
i. Perform 5 cycles (approximately two minutes) of CPR before defibrillation.
a. If AED is available prior to two minutes, apply. See #2 below.
ii. Rotate compressor every two minutes or when the compressor is fatigued.
iii. Avoid excessive ventilations (goal is 10 breaths/minute).
iv. Push hard (>2 inches but <2.5 inches), and fast (betweeri20@ompressions per minute).
v. Allow for chest recoil with each compression.
vi. Minimize interruptions of CPR.
2. Place an AED on the patient and follow its prompts until ALS assumes care.
. LT a5StABSNI {K201¢ A& IFROAASR |G Fye GAYS o0& df
ii. Immediately resume CPR for two minutes before another pulse check or rhythm check is performed.
3. Establish amirway followingOxygen, Airway, and Ventilation procedure
4. Request ALS backup.
5. Transport if ALS unavailable to an appropriate facility follov@egeral Transport Guidelines & Principles
i. Complete at least 10 cycles of CPR (4 minutes) PRIOR to moving the patient to the ambulance if
unavailable.
7. Notify receiving hospital with patient information as soon as possible.
AEMT
1. Continuation of care above.
2. Request paramedic response if available, otherwise see #6.
3. Apply defibrillation pads if not already in place. Do this IMMEDIATELY if arrest is witnessed by EMS, or bystan
is in progress upon arrival.
4. If rhythm is ventricular fibrillation or ventricular tachycardia, DEFIBRILATE IMMEDIATEWKIATM energy
recommended by the manufactureResume CPR immediately.
5. Manage the airway using thexygen, Airway and Ventilation protocol
6. Applyendtidal CQ capnographyto the patient. Use the nasal cannula if not using an advanced airway.
7. Initiate IV access. If IV access is not obtained, initiate 10 access.
8. Recheck rhythm after each twminute cycle of CPR is complete, and defibrildeabove.
9. If return of spontaneous circulation (ROSC) is achieved, continue care [ROBE protocol
10. After three unsuccessful defibrillation attemptsonsiderchanging pad placement by applying new pads in tt
alternative manner.
PARAMEDIC
1. Continuation of care above.
2. DO NOT TRANSPORT until at least 25 minutes of quality EMS care has been, provigedienuating circumstances.
3. Administerepinephrine 1mg (10mL of 1mg/10mL) IV/IO paéier [\VV/IO access is obtained. Repeat this every three
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EMT
Advanced EMT
Paramedic

five minutes if the arrest continues.
4. Administeramiodarone 300mg IV/IO pusiRepeaamiodarone 150mg IV/IO push 3-5 minutes if still in VF/VTach.
i. If amiodarone is not available, lidocaine may be substituted.
a. Lidocaine 1.5mg/kg 1V/IO push
b. RepeatLidocaine 0.8.75mg/kg IV/IO pushn 3-5 minutes if still in VF/VTach.
If rhythm changes, refer to the appropriate protocol.
5. After three unsuccessful defibrillation attempts, consider changing pad placement by applying new pads in the
alternative manner.
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EMT
Advanced EMT
Paramedic

Asystole/PEA (Pulseless Electrical Activity)

Continually reassess ABCDE's and keep reassessing and intervening as needed

EMT
1.

Initiate CPR following current AHA standard guidelines.
i. Perform 5 cycles (approximately two minutes) of CPR before defibrillation.
a If AED is available prior to two minutes, apply. See #2 below.
ii. Rotate compressor every two minutes.
iii. Avoid excessive ventilations (goal is 10 breaths/minute).
iv. Push hard (>2 inches but <2.5 inches), and fast (betweeri20@ompressions per minute).
v. Allow for chest recoil with each compression.
vi. Minimize interruptions of CPR.

2. Place an AED on the patient and follow its prompts until ALS assumes care.
i. LT a5StAOSNI {K201¢ A& |ROAASR G lFye GAYS o6& GK
ii. Immediately resume CPR for two minutes before another pulse check or rhythm check is performed.
3. Secure airway followin@xygen, Airway, and Ventilation procedure
4. Place simple airway adjunct (Oral pharyngeal/Nasal pharyngeal).
5. Request ALS backup.
6. Transport if ALS unavailable to an appropriate facility follovdegeral Transport Guidelines & Principles
i. Complete at least 10 cycles of CPR (4 minutes) PRIOR to moving the patient to the ambulance if ALS is une
7. Notify receiving hospital with patient information as soon as possible.
AEMT
1. Continuation of care above.
2. Request paramedic response if available, otherwise see #6.
3. Apply defibrillation pads if not already in place. Do this IMMEDIATELY if arrest is witnessed by EMS, or bystan
is in progress upon arrival.
4. Manage the airway using th@xygen, Airway and Ventilation protocol
5. Applyendtidal CQ capnographyo the patient. Use the nasal cannula if not using an advanced airway.
6. Initiate IV access. If IV access is not obtained, initiate 10 access.
7. Recheck rhythm after each twminute cycle of CPR is complete and defibrillate at 360J (or biphasic equivaler
indicated.
8. Consider potentially reversible causes of asystole/PEA:
HypovolemiaAdminister 1L NS IV bolus ToxinsTreat per theMedication Overdose/Toxin protocol
HypoxemiaEnsure adequate oxygenation/ventilation Tamponade (cardiaclRapidly transport.
H+/ AcidosisRequest paramedic care. Tension PneumothoraRkapidly transport.
Hypo/HyperkalemiaRequest paramedic care. Thrombus (cardiac or pulmonanBapidly transport.
HypoglycemiaTreat perHypoglycemia/Hyperglycemia Trauma:Treat per theMultiple Trauma Transport
protocol. Guidelines.
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EMT
Advanced EMT
Paramedic

Hypothermia:Treat perHypothermia protocal

9. If return of spontaneous circulation (ROSC) is achieved, continue care per the ROSC protocol.

PARAMEDIC

1. Continuation of care above.

2. DO NOT TRANSPORT until at least 25 minutes of quality EMS care has been provided. After 25 minutes of
without change in rhythm, consider calling Medical Control for orders to terminate the resuscitation.

3. Administerepinephrine 1mg (10mL of 0.1mg/mL) IV/IO pashsoon as possible after IV/IO access is obtained. Reg
this every three to five minutes if the arrest continues.

4. Consider potentially reversible causes of asystole/PEA:

HypovolemiaAdministerlL NS 1V bolus Toxins:Treat per theMedication Overdose/Toxin protocol
Hypoxemia: Ensure adequate oxygenation/ventilation Tamponade (cardiacRapidly transport.

H+/ Acidosis: Considsodium bicarb 1 amp IV/IO push Tension Pneumothora®erformneedle decompression
Hyperkalemialf a missed dialysis patient, consider Thrombus (cardiac or pulmonanBapidly transport.
administering caium per thecalcium administration

protocol.

HypoglycemiaTreat perHypoglycemia/Hyperglycemia Trauma:Treat per theMultiple Trauma Transport
protocol. Guidelines.

Hypothermia:Treat perHypothermia protocol

5. If rhythm changes, refer to the appropriate protocol.
6. If return of spontaneous circulation (ROSC) is achieved, continue care (RO$SE protocol
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EMT
Advanced EMT
Paramedic

Wide Complex Tachycardia with Pulse (Unstable)

| 2yGAydzZ tt& NBlFIaaSaa ! ./ 5904 negddl. { SSLI NBIFaaSaaay
EKG Findings

1. 1 SENIG NI}YGS X MpAnkKYAYy®

2. Wide QRS (greater than 0.12sec or 3 little blocks).

3. Absent P waves.

EMT

Secure airway followin@xygen, Airway, and Ventilation procedure
Request ALS intercept.
Consider applying AED pads, BUT DO NOT POWER ON THE AED UNLESS PATIENT ARRESTS.
Transport to an appropriate facility followirtgeneral Transport Guidelines & Principles

5. Notify receiving hospital with patient information as soon as possible.
AEMT
Treatment continuation from above

1. Apply cardiac monitor, obtain 12 lead ECG. (Transmit to receiving hospital if capable).

2. Initiate vascular access.
Paramedic
Treatment continuation from above

1. Follow current AHA ACLS algorithm.

2. LF NKeldKY Aa ¢2N&E!I magmesiumBuffatet1g VIOl Sa> (GKSy 3IADS

3. Ifthe patient is to be cardioverted, and does not have an altered level of consciouadasnister Midazolam (Versed)
25v3 L+klhkla dzydAf LI GASYyGQa &aLISSOK afdzNBE 2N yvY3a )
f VTach persists, synchronized cardiovert the patient at 100J (or biphasic equivalent).
If VTach persists, synchronized cardiovert the patient at 360J (or biphasic equivalent).
If VTach reoccurs, repeat synchronized cardioversion at the successful energy level.
ObtainDiagnostiEEKG following conversion out of Wide Complex Tachycardia/VTach.

PN

No oA
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EMT

Advanced EMT

Paramedic

Adult Tachycardia With a Pulse Algorithm

Assess appropriateness for clinical condition.
Heart rate typically 2150/min if tachyarrhythmia.

Identify and treat underlying cause

¢ Maintain patent airway; assist breathing as necessary
* Oxygen (if hypoxemic)

e Cardiac monitor to identify rhythm; monitor blood

pressure and oximetry

e |[Vaccess

12-lead ECG, if available

Y

Persistent
tachyarrhythmia causing:
Hypotension?

Acutely altered mental status?

Signs of shock?
Ischemic chest discomfort?

Acute heart failure?

No
Y

Wide QRS?
20.12 second

No

Y

Yes

Vagal

maneuvers (if regular)

Adenosine (if regular)

Consider expert consultation

L]
L]
* B-Blocker or calcium channel blocker
L]

Yes

3>
>

Doses/Details

Adenosine IV dose:

Synchronized cardioversion:
Refer to your specific device's recommended energy level to
maximize first shock success.

First dose: 6 mg rapid IV push; follow with NS flush.
Second dose: 12 mg if required.

Procainamide IV dose:

Amiodarone IV dose:

Sotalol IV dose:

Antiarrhythmic Infusions for Stable Wide-QRS Tachycardia

20-50 mg/min until arrhythmia suppressed, hypotension ensues,
QRS duration increases >50%, or maximum dose 17 mg/kg given.
Maintenance infusion: 1-4 mg/min. Avoid if prolonged QT or CHF.

First dose: 150 mg over 10 minutes. Repeat as needed if VT recurs.
Follow by maintenance infusion of 1 mg/min for first 6 hours.

100 mg (1.5 mg/kg) over 5 minutes. Avoid if prolonged QT.

Synchronized cardioversion

* Consider sedation

* If regular narrow complex,
consider adenosine

Consider
* Adenosine only if
regular and monomorphic
¢ Antiarrhythmic infusion
e Expert consultation

© 2020 American Heart Association
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If refractory, consider

¢ Underlying cause

* Needtoincrease
energy level for next
cardioversion
Addition of anti-
arrhythmic drug
Expert consultation

N
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EMT
Advanced EMT
Paramedic

Wide Complex Tachycardia with Pulse (Stable)

| 2yGAydzZZ tte NBlFLaaSaa !./590a yR {(SSLI NSIFraaSaaay
EKG Findings

1. 1 SENIG NI}YGS X MpAnkKYAYy®

2. Wide QRS (greater than 0.12sec or 3 little blocks).

3. Absent P waves.
EMT

Secure airway followin@xygen, Airway, and Ventilation procedure
Request ALS intercept.

Transport to an appropriate facility followirigeneral Transport Guidelines & Principles
Notify receiving hospital with patient information as soon as possible.

5. DO NOT APPLY AN AED TO A PATIENT UNLESS ARREST OCCURS.
AEMT
Treatment continuation from above
1. Apply cardiac monitor, obtain 12 lead ECG. (Transmit to receiving hospital if capable).
2. Initiate vascular access.
Paramedic
Treatment continuation from above
1. Follow current AHA ACLS algorithm.
LT NKeldKY Aa ¢2N&E!I magmesiumBuffatet1g IVi0Oi Sa> (GKSy 3AADS
Administeramiodarone 150mg IV over 10 minutes
If the patient is to be cardioverted, and does not have an altered level of consciouadssnjster Midazolam (Versed)
25v3 L+klhkla dzydAf LI GASYyGQa &aLISSOK afdz2NAE 2N yyY3a )
If VTach persists, synchronized cardiovert the patient at 100J (or biphasic equivalent).
If VTach persists, synchronized cardiovert the patient at 360J (or biphasic equivalent).
If VTach reoccurs, repeat synchronized cardioversion at the successful energy level.
ObtainDiagnostideKG following conversion out of Wide Complex Tachycardia/VTach.

»w bR

PN

© N>
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EMT

Advanced EMT
Paramedic

Adult Tachycardia With a Pulse Algorithm

Assess appropriateness for clinical condition. Doses/Details

Heart rate typically 2150/min if tachyarrhythmia. Synchronized cardioversion:

Refer to your specific device's recommended energy level to
maximize first shock success.

Adenosine IV dose:

First dose: 6 mg rapid IV push; follow with NS flush.

Second dose: 12 mg if required.

Identify and treat underlying cause Antiarrhythmic Infusions for Stable Wide-QRS Tachycardia
* Maintain patent airway; assist breathing as necessary Procainamide IV dose:
¢ Oxygen (if hypoxemic)
¢ Cardiac monitor to identify rhythm; monitor blood
pressure and oximetry
* |Vaccess

20-50 mg/min until arrhythmia suppressed, hypotension ensues,
QRS duration increases >50%, or maximum dose 17 mg/kg given.
Maintenance infusion: 1-4 mg/min. Avoid if prolonged QT or CHF.

. . Amiodarone IV dose:
* 12-lead ECG, if available . ) .
First dose: 150 mg over 10 minutes. Repeat as needed if VT recurs.
Follow by maintenance infusion of 1 mg/min for first 6 hours.
Sotalol IV dose:
100 mg (1.5 mg/kg) over 5 minutes. Avoid if prolonged QT.
Y
Persistent
tachyarrhythmia causing:
. Hypoi'ensic?,n’? 9 Y Synchronized cardioversion
! es . .
 Acutely altered mental status? » * Consider sedation Ve ™
* Signs of shock? D g;ﬁg;i,lz: gzrerr?gvs;:nc;mplex, If refractory, consider
* Ischemic chest discomfort? :
* Acute heart failure? * Underlying cause

* Needtoincrease
energy level for next

Y

No cardioversion
A4 ¢ Addition of anti-
Wide QRS? Yes Consider arrhythmic drug _
>0.12 second ¢ Adenosine only if 9 e Expert consultation )
regular and monomorphic

¢ Antiarrhythmic infusion
No ¢ Expert consultation

\4

* Vagal maneuvers (if regular)

* Adenosine (if regular)

¢ B-Blocker or calcium channel blocker

¢ Consider expert consultation

© 2020 American Heart Association
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EMT
Advanced EMT
Paramedic

Narrow Complex Tachycardia with Pulse (Stable)

/| 2y GAydz- €& NBlFaasSaa ! ./59Qa needétl. {1 SSLI NBlFraaSaary
EKG Findings

1. 1 SENIG NI}YGS X MpAnkKYAYy®

2. Regular atrial rate.

3. Normal QRS duration of less than 0.12 seconds.

4. P waves usually absent.

Secure airway followin@xygen, Airway, and Ventilation procedure
Request ALS intercept.

1
2
3. Transport to an appropriate facility followirigeneral Transport Guidelines & Principles
4
5

Notify receiving hospital with patient information as soon as possible.
DO NOT APPLY AN AED TO A PATIENT UNLESS ARREST OCCURS.

6. Have patient perform Valsalva maneuver with passiveadége andnonitor for changes.
AEMT
Treatment continuation from above

1. Apply cardiac monitor, obtain 12 lead ECG. (Transmit to receiving hospital if capable).

2. Initiate vascular access as proximal as possible, with a large bore.

Paramedic
Treatment continuation from above

1. Follow current AHA ACLS algorithm.

2. Administeradenosine 6ma@s close as possible to the patidoliowed by rapid push of normal saline flush.

3. If rhythm persists, administeaadenosine 12mg IViBllowed by rapid push of normal saline flush.

4. If the rhythm persists, and it is still thoughts to be paroxysmal supraventricular tachycardia, administer an
adenosine 12mg IVIBllowed by rapid push of normal saline flush. (May repeat one more time).
RepeatDiagnosticEKG after any rhythm change.

6. If patient becomes unstable, move to tiiastable narrow complex tachycardia (with pulse) protocol.

o

NOTES:

1. Adenosine has a short hdife of about ten seconds. For the drug to be effective, it must be able to reach the heart prior to b
metabolized in the bloodstream. To achieve a high concentration of drug at the heart, a large IV, preferably in thetahfessa,
should be established. Then when the adenosine is given, it should be followed by a bolus of saline that will swifthemg
intravenous catheter of the drug and push it on its way to the cardiac circul&@ion.

2. Ifthere is a significant AV nodal block after a dose of adenosine and if an underlying atrial rhythm of atrial fikoillati flutter
is observed, then an additional dose of adenosine is NOT indicated.

3. If the initial rhythm is tachycardic and irregular, then an atrial fibrillation rhythm is likely. Do not treat with adenosine

4. Adenosine side effects include flushing, chest pain, and dizziness, impending doom. These last only a short time bec
I RSy2aArySafa akK2NI KIFfF

5. AHA now recommends augmenting the Valsalva maneuver with passive leg raise.
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EMT

Advanced EMT
Paramedic

Adult Tachycardia With a Pulse Algorithm

Assess appropriateness for clinical condition. Doses/Details

Heart rate typically 2150/min if tachyarrhythmia. Synchronized cardioversion:

Refer to your specific device's recommended energy level to
maximize first shock success.

Adenosine IV dose:

First dose: 6 mg rapid IV push; follow with NS flush.

Second dose: 12 mg if required.

Identify and treat underlying cause Antiarrhythmic Infusions for Stable Wide-QRS Tachycardia
* Maintain patent airway; assist breathing as necessary Procainamide IV dose:
¢ Oxygen (if hypoxemic)
¢ Cardiac monitor to identify rhythm; monitor blood
pressure and oximetry
* |Vaccess

20-50 mg/min until arrhythmia suppressed, hypotension ensues,
QRS duration increases >50%, or maximum dose 17 mg/kg given.
Maintenance infusion: 1-4 mg/min. Avoid if prolonged QT or CHF.

. . Amiodarone IV dose:
* 12-lead ECG, if available . ) .
First dose: 150 mg over 10 minutes. Repeat as needed if VT recurs.
Follow by maintenance infusion of 1 mg/min for first 6 hours.
Sotalol IV dose:
100 mg (1.5 mg/kg) over 5 minutes. Avoid if prolonged QT.
Y
Persistent
tachyarrhythmia causing:
. Hypoi'ensic?,n’? 9 Y Synchronized cardioversion
! es . .
 Acutely altered mental status? » * Consider sedation Ve ™
* Signs of shock? D g;ﬁg;i,lz: gzrerr?gvs;:nc;mplex, If refractory, consider
* Ischemic chest discomfort? :
* Acute heart failure? * Underlying cause

* Needtoincrease
energy level for next

Y

No cardioversion
A4 ¢ Addition of anti-
Wide QRS? Yes Consider arrhythmic drug _
>0.12 second ¢ Adenosine only if 9 e Expert consultation )
regular and monomorphic

¢ Antiarrhythmic infusion
No ¢ Expert consultation

\4

* Vagal maneuvers (if regular)

* Adenosine (if regular)

¢ B-Blocker or calcium channel blocker

¢ Consider expert consultation

© 2020 American Heart Association
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Narrow Complex Tachycardia with Pulse (Unstable)

[ 2y GAydz- €& NBlFaasSaa ! ./59Q0a negdétl. {1 SSLI NBlFadaSaanrys:
EKG Findings
1. 1 SENIG NI}YGS X MpAnkKYAYy®
2. Regular atrial rate.
3. Normal QRS duration of less than 0.12 seconds.
4. P waves usually absent.
EMT
1. Secure airway followin@xygen, Airway, and Ventilation procedure
2. Request ALS intercept.
3. Transport to an appropriate facility followirigeneral Transport Guidelines & Principles
4. Notify receiving hospital with patient information as soon as possible.
5. DO NOT APPLY AN AED TO A PATIENT UNLESS ARREST OCCURS.
AEMT

Treatment continuation from above

1. Apply cardiac monitor, obtain 12 lead ECG. (Transmit to receiving hospital if capable).
2. Initiate vascular access as proximal as possible, with a large bore.
Paramedic

Treatment continuation from above

1. Follow current AHA ACLS algorithm.

2. If the patient is to be cardioverted and does not have an altered level of consciousness, consider the administra
midazolam (Versed)-2 mg IV/IO/IM until patient's speech slurs or a total of 8 mq is given

3. Synchronized cardioversion for Atrial Fibrillation: initial energy level o2080J biphasi@

4. Synchronized cardioversion for all Atrial Flutter and all other SVTSs: initial energy leM# Siphasic.

5. If initial energy level fails, energy should be increased in a stepwise fashion with each subsequent shock: 100, 2(
360.

6. Monophasic waveform cardioversion should always begin at 200 J and increase in a stepwise fashion as above.

7. If still no change, contact medical control for treatment opti@hs.

8. If patient converts out of Narrow Complex Tachycardia, perform 12 Lead EKG

NOTES:
1. Do not delay cardioversion to sedate if symptoms are severe.
2. Severe symptoms related to tachycardia are uncommon if heart rate less than 150.
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Adult Tachycardia With a Pulse Algorithm

Assess appropriateness for clinical condition. Doses/Details

Heart rate typically 2150/min if tachyarrhythmia. Synchronized cardioversion:

Refer to your specific device's recommended energy level to
maximize first shock success.

Adenosine IV dose:

First dose: 6 mg rapid IV push; follow with NS flush.

Second dose: 12 mg if required.

Identify and treat underlying cause Antiarrhythmic Infusions for Stable Wide-QRS Tachycardia
* Maintain patent airway; assist breathing as necessary Procainamide IV dose:
¢ Oxygen (if hypoxemic)
¢ Cardiac monitor to identify rhythm; monitor blood
pressure and oximetry
* |Vaccess

20-50 mg/min until arrhythmia suppressed, hypotension ensues,
QRS duration increases >50%, or maximum dose 17 mg/kg given.
Maintenance infusion: 1-4 mg/min. Avoid if prolonged QT or CHF.

. . Amiodarone IV dose:
* 12-lead ECG, if available . ) .
First dose: 150 mg over 10 minutes. Repeat as needed if VT recurs.
Follow by maintenance infusion of 1 mg/min for first 6 hours.
Sotalol IV dose:
100 mg (1.5 mg/kg) over 5 minutes. Avoid if prolonged QT.
Y
Persistent
tachyarrhythmia causing:
. Hypoi'ensic?,n’? 9 Y Synchronized cardioversion
! es . .
 Acutely altered mental status? » * Consider sedation Ve ™
* Signs of shock? D g;ﬁg;i,lz: gzrerr?gvs;:nc;mplex, If refractory, consider
* Ischemic chest discomfort? :
* Acute heart failure? * Underlying cause

* Needtoincrease
energy level for next

Y

No cardioversion
A4 ¢ Addition of anti-
Wide QRS? Yes Consider arrhythmic drug _
>0.12 second ¢ Adenosine only if 9 e Expert consultation )
regular and monomorphic

¢ Antiarrhythmic infusion
No ¢ Expert consultation

\4

* Vagal maneuvers (if regular)

* Adenosine (if regular)

¢ B-Blocker or calcium channel blocker

¢ Consider expert consultation

© 2020 American Heart Association
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Symptomatic Bradycardia

/2y GAydz fte& NBlFLaasSaa !./590a FyYyR 1SSLI NBlFraaSaaay
Indications:
1. Palpable plse rate less than 60.
Systolic BP less than 80mmHg, cardiogenic shock, pulmonary edema.
Signs of inadequate perfusion such as acute heart failure, delayed capillary refill, diaphoresis, altered mental sta
Chest pain, shortness of breath, or inability to give history due to alteration in level of consciousness which is th
to be related to the slow heart rate.
5. ltis important to treat the patient and not the number. Some athletic patients may have normal asymptomatic re:
heart rates of 4650.

P w D

1. Secure airway followin@xygen, Airway, and Ventilation procedure

2. Request ALS intercept.

3. Transport preferentially t@ cathlab capable facility when if able.

4. Notify receiving hospital with patient information as soon as possible.
AEMT
Treatment continuation from above

1. Apply cardiac monitor, obtaidiagnosticECG. (Transmit to receiving hospital if capable).
2. Apply defibrillation pads.

3. Initiate vascular access.

4. Consider 3rd degree heart blowkth chest pairas an Ml until proven otherwise. Treat gFEMI protocol
Paramedic
Treatment continuation from above

1. AdministerAtropinel mg IV, 10 May repeat dose every-3minutes up to a total of 3mg.

2. If patient become unstable at any time immediately go to transcutaneous pacing.

3. Initiate transcutaneous pacing:
i. Set rate to 80 bpnand initial20 milliamp energy.
ii. Increase Joule setting By10 milliampsevery 10 secondgntil electrical/mechanical capture is obtained.
lii. Ensure limb leads are placedhen initiating pacing.

5. If time permits premedicate patient with one of:
i. Midazolam YVersed-2 to 5 mg IV/IO/IN.
ii. Fentanyl 56100mcg IV/IO/IN
6. |If patient is known to be on Betialockers, or calcium channel blockers consi@kicagon (GlucaGen) 2 mg 1V, IM, IO.

i. Consider nausea contr@ndansetronZofran ODT- 4 mg PO max or
ii. OndansetronZofran 4 mg 1V, IM maxf you administer Glucagon.

7. If the above fail to produce desired response:
i. AdministerEpinephrine push dose pressor per protocol.
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Adult Bradycardia Algorithm

Assess appropriateness for clinical condition.
Heart rate typically <50/min if bradyarrhythmia.

l

Identify and treat underlying cause

Maintain patent airway; assist breathing as necessary
Oxygen (if hypoxemic)

Cardiac monitor to identify rhythm; monitor blood pressure and oximetry
IV access
12-Lead ECG if available; don't delay therapy
Consider possible hypoxic and toxicologic causes

CMonitor and observe ]:

No

Persistent
bradyarrhythmia causing:

Hypotension?

Acutely altered mental status?
Signs of shock?

Ischemic chest discomfort?
Acute heart failure?

Yes

Y

Atropine
If atropine ineffective:
¢ Transcutaneous pacing
and/or
¢ Dopamine infusion
or
¢ Epinephrine infusion

Y

Consider:

¢ Expert consultation
¢ Transvenous pacing

© 2020 American Heart Association
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Doses/Details

Atropine IV dose:

First dose: 1 mg bolus.

Repeat every 3-5 minutes.

Maximum: 3 mg.

Dopamine IV infusion:

Usualinfusionrate is

5-20 mcg/kg per minute.

Titrate to patient response;

taper slowly.

Epinephrine IV infusion:

2-10 mcg per minute infusion.

Titrate to patient response.

Causes:

¢ Myocardial ischemia/
infarction

* Drugs/toxicologic (eg,
calcium-channel blockers,
beta blockers, digoxin)

* Hypoxia

¢ Electrolyte abnormality
(eg, hyperkalemia)

Medical
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Chest Pain
/| 2y GAydz fte& NBlFLaasSaa !./590a FyR 1SSLI NBlFraaSaaay-:
EMT

1. ! & & S & & Support d&nday as needed

2. Initiate oxygen to maintain Sp®@etween 94% and 99% via pulse oximetry.

3. Complete and record all vital signeepeat frequently and record new readings

4. If patient condition permits, obtain a severity of chest pain value (1 to 10 scale)

5. Elderly patients, diabetics and women are more likely to experience symptoms, especially their chest pain, in an &

fashion, presenting as vague weakness, SOB, arm, back or jaw discomfort, etc.

If trained, obtain, and transmit ®iagnosticEKG within 10 minutes of arrival. Contact medical control early wh
transmitting to determine appropriate destination. You may be asked to go to a cath lab facility.

7. Medication

i. AdministerAspirin- 324 mg (4 tablets baby aspirin) PThis is to be administered even if thegdk their own"

ii. Assist the patient with administration of their prescribed Nitroglycerine ONLY if systolic BP > 90 mmHg.
AdministerNitroglycerine Nitrostat) - 0.4 mg tablet Slmay repeat in & minutes for a total of 3 tablets.
Verify that patient has not taken any PDES5 inhibitors within the past 24 hours (s\Midgaa, Levitrapr
Cialig which are known to potentiate the hypotensive effects of nitrates.

a Contact medical control faxitroglycerine Kitrostat) if patient has a prescription and does not have i
with them.

o

AEMT
Treatment continuation from above
1. Obtain and transmit ®iagnostiEKG within 10 minutes of arrival on scene.
2. Non-prescribed Nitroglycerine may be given as above, not exceeding an accumulation dose of 3 tablets.
3. Place the patient on the monitor.
4. Establish IV access.
5. If patient's systolic BP drops < 90 mmHg after administration of Nitroglycerine, AND lungs are clear, adzbio{sdér
ml 1V,IO fluid challenge of NSMay repeat as needed PRN.
6. Seepain management protocol
7. Consider Ondansetroper nausea and vomiting protocol.
Paramedic
Treatment continuation from above
1. Obtain and interpret a 1:2ead ECG for all chest pain patients within 10 minutes of arrival on scene. Refer to S
protocol if indicated. Nitroglycerin is contraindicatiéich posterior or rightsided M| suspected (ST elevation in V4r ¢
V5r, ST elevation greater in Lead Il than lead Ill, or ST elevation in V1.)
Consider placing defibrillation/pacing padsthe setting of a STEMI.
If no relief after three Nitro, and BP > 90 mmHg, give pn#edication per Pain Management protocol
If chest pain persists, or reoccurs, after three Nitro SL and opiate pain medication with systeBO Bi¥nHg, initiate
Nitropaste(Nitro-Bid) 1-2 inches topical Left upper chest
5. ConsiderOndansetrorper nausea and vomiting protoc@r nausea, or in cases with positive indication of STEMI, a
precaution. It is prudent to administer Zofran in cases of inferior wall, posterior wall, anesititgat MIs toprevent

WD
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vagal stimulation and the resultant bradycardia associated with these MI patternBré@hethazine (Phenergan) 12.5
mg IM in large muscléay repeat once to Max of 25 mg
5. Incases of POSTERIOR or RIGHT SIDED MI (confirmed in lead M4eadriECX5), consider:
i.  Withhold nitrates and administe 500 cc NS fluid bolus IV,.IQRepeat every 5 to 8 minutes PRN to maintair
systolic BP > 90 mmHg, assuring absence of rales in breath sounds.

ii. Use caution with low doses of Morphine Sulfate, and watch closely for cardiovascular compromise assoc
with right sided MI.See medical director notes below

a. Refer to SeverPain Management Protocol

6. If NS bolus fails to improve patient's BP and/or patient's mental status is waning, with a systig@ 8hsider using
Epi Push Dose Presgmar protocol

7. Treat dysrhythmias as appropriatesee separate protocols.
8. Transportto a PCl capable facility. See list beGONSIDER HELICOPTER TRANSPORT DIRECT TO CATH LAE

PCI Centers: (not inclusive)
Mercy Anderson

Mercy Kings Mills

The Jewish Hospital

Bethesda North

University of Cincinnati

The Christ Hospital

Good Samaritan Hospital

Meadowview Regional Medical Center (Maysville, KY)
Clinton Memorial Hospital (Wilmington, OH)

© o N Ok

*****Notes from the Medical Director*****
1. Use of Fentanyl may lessen the riskaaf blood pressure in a right sided Ml when giving narcotics for pain contr

2. There is very little evidence for the use of narcotic pain medication in STEMI and a slight recommendation &
its use in noAiSTEMI. The protocol however includes the use of pain medication for patient comfort and anxio
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Acute Coronary Syndromes Algorithm —2015 Update
4
Symploms suggestive of ischemia or infarction

: l

p
EMS assessimont and camne and hospital preparation:
* Moritor, support ABCe. Ba prepared to provide CPR and defibrliation
= Adiminkster aspirin and corsider axygen, nitroglycerin, and morphine il nesded
*= Obiain 12-lead ECGE B ST alenvation:
= Molity moshving hospital with ransmission or interpsdaion: note Hime of
onset and frst medical contact
= MHotifhed hospital should moblize hoapltsl ressurces o reapond to STEMI

« If considering prahospal fbnolyss, use ToANGiyTic Checkast

a ¥
;*-MEMI:IHM] Imenediste ED general resirment
| » Check vital signs; svaluate OxyQen salurason |+ If O, sat <D0%., start oxygen at 4 Limin, tirate
= Ectablish IV access .= Aspirin 160 o 328 mg (f not given by EMS)
= Parform beied, targeted history, physical eocm = Nitroglycarin subdingual or spray
» [RawieraySoompbata fibeimolylic chechiiat: .= Morphine IV il discomiort nol mdleeed by
= Oibtain knitial cardiac marker levels, i
nitial aksctnodyte and COguiation shedes
W * Dbtaln portable ohest x-ray (<30 mbnutas)
4 Y
ECO mn““-}
< -
5 -l @ L4 41 *
5T elevation or ' or 5T depreasion ar dyrnamic Marmal or nondiagnostc changes in
prasumatly new LBBE; T-wwrsnds Fvwsarsion; stronghy BT sagment or T wave
strangly suspacous for Injury FUSPECIIUS for |scheTia Low-SIntermediste-risk ACS
ET-slevation Ml [STEM High-risk non-ST-elevation ACS -
------ - - - | [(NSTE-ACS)
e '
)
» Start adjunclive theraphes i l 42
&= Indicated
= Do not delay reperfusion Troponin elewatad or high-risk patkemnt Consider admission to
- Conslder early irvasive strategy if: . ED ehast pain wndt o 1o
= Fefractony ischemic chaat dacomfon | eppropriate bod for
7 ¥ _—r = FAecumant/persistant ST deviation | further monitorng and
i Rours Weritricuar . thpﬂﬁhm
symptoms <12 hours? = Signs of heart faliurs
Indicated
P gL N heCEr i, Tk B
a ¥
P "y
Reparfusion goaks:
Tharagry dafined by patient and
cantar criteria

= Door-to-balloon nflalion
(PG} goal of 90 minutes
= Door-to-noeedie

oal of 30 evinutes

A 20E Emorcan Heart Association
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Respiratory Distress

Asthma, COPD, CHF, & Pulmonary Edema
| 2yGAydzZ tte NBlFdaSaa !./590a yR (SSLI NSIFraaSaaay
Considerations:

1. If the patient is experiencing chest pain this protocol is to be used in conjunction withithet Pain protocol

EMT

Secure airway followin@xygen, Airway, and Ventilation procedure
Determine if the patient has an airway obstruction and treat peway protocol
Request ALS intercept.
Administer nebulized bronchodilator:

i. DuoNeb 3mL nebulized.

ii. Repeatn 1015 minutes if still in distress.
5. Consider CPAPseeCPAP Procedure Protocol

6. Transport to an appropriate facility followirtgeneral Transport Guidelines & Principles

7. Notify receiving hospital with patient information as soon as possible.
AEMT
Treatment continuation from above
1. Apply cardiac monitor. ConsidBragnosticEKG and transmit to receiving facility.
2. Administer via nebulizebuoneb 3mL Q15 x3
3. Initiate vascular access.
4. If patient remains in extremis, considépinephrine 0.3 m¢M (0.3 ml of Img/imL).
Paramedic
Treatment continuation from above

1. May administeiMethylprednisone $oluMedrol) 60 mg slow 1V, 10
2. |In asthmatic patients, if patient remains in extremis, consiMagnesium Sulfate 2 grams IVP ovés Binutes
i To create the correct concentration:
a Draw up magnesium sulfate 5g from the vial.
b Inject this into a 100mL NS bag.
¢ Draw out 40mL and administer the dose overIB)minutes.

PN PE

****Note from the Medical Director*****

Risk factors for decompensation:

Recent Steroid

Recent Antibiotics

Increased use of inhaled meds

History of ICU stay

Recent hospitalization for same

Apply and transmit to the destination hospitaDaagnostiEKG.

ou AW
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Airway Obstruction or Stridor

Inclusion criteria:
1.t FdASyGdQa F3S A& mc &SEFENR 2N 2f RSN
2. Patient is unable to speak because of an airway obstruction or has a history suggestive of foreign body aspiratic
sudden shortness of breath while eating.
3. The patient exhibits stridor lung sounds.

Protocol

EMT

1. If the patient is alert but obviously choking from a presumed foreign body:

a.
b.
C.

Have the patient cough forcefully, if possible.
Provide supplemental oxygen.
Perform the Heimlich maneuver until successful.
i. If Heimlich is successful, encourage transport for evaluation.

2. If the patient is found unconscious or becomes unconscious:

a.
b.

AEMT

Begin CPR and attempt to baglvemask ventilate while preparations are made to intubate.

Visually inspect upper airway prior to delivering all breaths during CPR in case foreign body has been succ
dislodged from airway.

Consider early transport.

If the patient is apneic, pulseless, and unconscious, using a laryngoscope visualize the posterior phary
vocal cords for evidence of a foreign body. Utilize video laryngoscopy when available.

Remove any foreign bodies very carefully with suction device or Magill forceps. If available, use large
suction tubing and tip.

If no foreign body is present, or the patient does not begin breathing spontaneously, intubate per the Ai
Protocol. If you suspect a foreign body is below the vocal cords, but above the carina, it may be neces:
push the foreign body down the higgmainstem bronchus with the ET tube to aerate at least the left lung.

If wheezing and no stridor, consider an albuterol nebulizer treatment.

Paramedics may perform all items listed under AEMT on any patient, regardless of breathing or pulse sta
If unable to pass an orotracheal tube due to obstruction, perform a surgical airway as describe&indiuel
Cricothyrotomy Procedure
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Spontaneous Pneumothorax

Continually reassess ABCDE's and keep reassessing and intervereedecs

EMT

1.
2.

3.
4

Secure airway followin@xygen, Airway, and Ventilation procedure
Request ALS intercept.

Transport to an appropriate facility followirigeneral Transport Guidelines & Principles
Notify receiving hospital with patient information as soon as possible.

AEMT& Paramedic
Treatment continuation from above

1.

2.
3.

Apply cardiac monitor, obtain 12 lead ECG. (Transmit to receiving hospital if capable)

Initiate vascular access.

¢KS LI GdASydQa adliddza OFy ljdzaOlfeée OKFy3aS Ayidz
Grhoracic Trauneprotocol.

Referencepain protocol
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Carbon Monoxide Poisoning

Continually reassess ABCDE's and keep reassessing and intervening as needed
Always ensure the safety of you and your crew. If you suspect CO poisoning, remove yourself, your crew, and
patient immediately. Call for Engine response for ventilation or use of SCBA. Do not attempt to enter a home
is suspected prior to youarrival. Wait for ventilation or have patients come out to ytiuhere is any doubt have
the ENGINE dispatched.
EMT
Secure airway followin@xygen, Airway, and Ventilation procedure
High flow NRB oxygen is the treatment of choice.
Request ALS intercept.
Transport to an appropriate facility followirtgeneral Transport Guidelines & Principles
5. Notify receiving hospital with patient information as soon as possible.
AEMT
Treatment continuation from above
1. Apply cardiac monitor.
2. Initiate vascular access
Paramedic
Treatment continuation from above

P o PR

1. Strongly consider transportation tofacility with a hospitabased emergency departmentet them determine from
there where to transfer if indicated.
I.  Carboxyhemoglobin (COHb) 20 or higher
i. /h NBFIRAY3 Ay LI GASY(iQa LINRt2y3ISR SYy@ANRYYSyYyl ¢
ii. Patient unresponsive or history of syncope
iv.  Cardiac dysrhythmias
v.  Chest pain, known CAD, or risk factors for CAD i.e., coronary disease

Southwest Ohio Rural EMS Collaboratiy&MS Protocols 2@&2

Medical 44
Return to Table of Contents




EMT
Advanced EMT
Paramedic

Stroke / CVA
[ 2y GAydz- €& NBlFaasSaa ! ./59Q0a negdétl. {1 SSLI NBlFadaSaanrys:
EMT

1. Secure airway followin@xygen, Airway, and Ventilation procedure

2. Obtain a blood glucose and treat per thigpoglycemia and Hyperglycemia Protocol

3. Request ALS intercept.

4. Perform the Cincinnati Prehospital Stroke Screen aspeke Assessment Protocol

5. Transport to an appropriate facility followirtgeneral Transport Guidelines & Principles

6.
7.
AEMT

i.  Preference should be made to a verified Acute Stroke Ready Hospital, Primary Stroke Center, or Comprel
Stroke Center.

i. In general, these patients should NOT be transported via helicopter. These patients are best serv
transporting rapidly to the closest appropriate facility.

Notify receiving hospital with patient information as soonaspossiblé.9 ¢1 9 t 1 w! {9 a{ ¢why
al 1S adaNB G2 20GFAy GKS [!'{¢ Ybh2b 29[ GAYS 2F LJ

Treatment continuation from above

1. Apply cardiac monitor, obtain 12 lead ECG. (Transmit to receiving hospital if capable)
2. Initiate vascular access.
Paramedic

Treatment continuation from above

1.

2.

R

arwopr?

If suspected stroke is associated with hypertension, do NOT treat hypertension, even if severe, unless chest pait
present. In that circumstance only treat according to hypertension guideline.
Perform and record the Cincinnati PiHospital Stroke Scale. (referappendiy

AOFf S5ANBOG2NRa y2iSay

Whenever possible transport a reliable historian to provide patient information and verify the exact onset of sympt
The Last Known Well time is the last verified time that the patient was at their baseline.

If patient awoke with symptoms, then the onset is when they went to bed.

Scene time should be less than 10 minutes.

Symptoms that have resolved, improved or are consistent with a Transient Ischemic Attack (TIA) should be treat
stroke, including appropriate stroke alerting.
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Hypoglycemia / Hyperglycemia

/| 2y GAydz fte& NBlFLaasSaa !./590a FyR 1SSLI NBlFraaSaaay-:
EMT

1. Secure airway followin@xygen, Airway, and Ventilatiggrocedure.

2. Request ALS intercept.

3. Transport to an appropriate facility followirtgeneral Transport Guidelines & Principles

4. Notify receiving hospital with patient information as soon as possible.

5. Check blood glucose level. If initial blood glucoseg@mg/dI:

i. If patient can swallow and easily protect their own airway, @vecose (Glutose)l5 grams PO
ii.  Hypoglycemic patient with altered mentatiemwith insulin pump in place
a. Care is directed at treating hypoglycemia first, then stopping administration of insulin
b. Turn off insulin pump if able.
c. If no one familiar withAthe gevicejs availatzle to ass[st, disconnect pump frpm patierjt byA:
1. UsingquicklbBf SIFaS U6KSNB Udz-oAy3d SYORSNARA RNBlaaAy
2. Completely removing the dressing, thereby removing the subcutaneous needle and catt
FNRBY dzy RSNJ LI GASy(Qa aiAayo

AEMT& Paramedic
Treatment continuation from above
1. Apply cardiac monitor.
2. Initiate vascular access.
3. Administer:
i Dextrose 10% (D10) 2mL/kg IV/1O bolus (typically-83@&mL).
i. If D10 is unavailable, administBextrose 50% (D5@)25 grams 1V, 10 push
iii. Recheck blood glucose in 5 minutes. Mepyeat dextrose treatment once if necessary.

4. If unable gain vascular access:
i Administer Glucagon (GlucoGem) 1 mqg deep IM IF GLUCAGON IS GIVEN TRANSPORT IS H

) ENCOQRAGED.
5 tFdASyda Yle& aiaGNBF G [ ydecuheBtddmedcal hidgtoFy addkhdve redeived Se treatngef
outlined above and meet ALL the following criteria:
i.  Blood glucose is now60mg/dl.
ii. Patient agrees to eat a meal and can do so.

iii.  Patient will be in the company of a responsible adult(s) who will stay with him/her for at least 12 hours ol
ensure that somebody else does.

iv.  Patient agrees to contact their primary health care provider within 24 hours.

v. Patient has the capability of measuring their own blood sugar and adjusting their medications (i.e., in:
accordingly.
vi. There are no other acute medical issues involved (i.e., suspected stroke, MI, trauma, drugs, alcohol, s
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infection, etc.)
vi tlFTOGASYld 20KSNBAAS YSSGAa GKS wSTdzal t 2 70 NINB& LY 195
form MUST still be obtained.
viii.  Thoroughly document all the above criteria on your patient care report.
6. In an adrenal insufficiency patient, hypoglycemia can be a sign of adrenal crisis.

7. If hyperglycemigi.e., blood sugar iz 400 mg/di¢ and there are no signs of volume overload, adminigtermal
Sline 500 ml IV, IO These patients should be highly encouraged to allow transportation to the hospital.
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Decreased / Altered Level of Consciousness

/2y GAydz fte& NBlFLaasSaa !./590a FyYyR 1SSLI NBlFraaSaaay
Inclusion Criteria:
A. Patient of any age.
B. Patient has one of the following:
a. Patient describes the feeling of impending loss of consciousness
b. Patient has a decreased level of consciousness of any length.
i. Altered level of consciousness is a period where the GCS is less than 15, or lower than their r
baseline.
c. Patient has an Altered Mental Status
i. AMS is a state where a person is not alert and oriented to person, place, time, and situation a
appropriate, or baseline functional level.
d. Syncope:
i. Syncope is a loss of consciousness that resolved without medical interventions and there wa
of postural tone (typically resolved prior to arrival of EMS).
e. PreSyncope:
i. Presyncope is early signs/symptoms of syncope. It usually lasts for seconds to minutes and ir
RSAONAOSR 08 GKS LI GASY(d a aySIENIe& ofl O
EMT
Secure airway followin@xygen, Airway, and Ventilation procedure
Assess for trauma and treat pexlevant protocol
Assess for signs efroke per protocal
Assess for signs of sepsis.
Inquire about possible intoxicant ingestion.

Request ALS intercept.
Assess blood glucose level< B0 mg/dl or>400 mg/dl, seedypc/Hyperglycemia Protocol

Notify receiving hospital with patient information as soon as possible.

If respirations are impaired and there is a high index of suspicion for narcotic overdose, trdatqoeylogy Protocol
10. Transport to an appropriate facility followirigeneral Transport Guidelines & Principles

AEMT&

Treatment continuation from above
1. Apply cardiac monitor.

Place 12 lead on and obtain/transmit.

Initiate vascular access.

Place patient on end tidal G&ximetry.

If respirations are impaired and there is a high index of suspicion of narcotic overdose rééi¢ology Protocol

©©o NoukrwdE

arwD
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Symptomatic Hypotension & Noil raumatic Hypovolemia

/| 2y GAydz- €& NBlFaasSaa ! ./59Qa needétl. {1 SSLI NBlFraaSaary
EMT

1. Secure airway followin@xygen, Airway, and Ventilation procedure

2. Request ALS intercept.

3. Transport to an appropriate facility followirtgeneral Transport Guidelines & Principles

4. Notify receiving hospital with patient information as soon as possible.
AEMT
Treatment continuation from above

1. Apply cardiac monitor, obtain 12 lead ECG. (Transmit to receiving hospital if capable)

2. Initiate vascular access.

3. Fluid bolus of 500ml Q15 minutes up to max of 2 liters.
Paramedic
Treatment continuation from above

1. If due to a dysrhythmia, go to appropriate protocol.

2. If hypotension is refractory to intravenous fluids or patient has signs and symptoms of pulmonary edema:

i Administer Epinephrine push dose pressor per protocol.
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Seizures

[ 2y GAydz- €& NBlFaasSaa ! ./59Q0a negdétl. {1 SSLI NBlFadaSaanrys:
EMT
1. Assess the ABCsupport airway and ventilation PRN. Do not attempt to place an oral airway or orally suction dur
an active seizure.
Initiate O2 and apply pulse oximeter.
Complete and record all vital signspeat frequently and record new findings.
Check blood glucose. 470 mg/dl or>400 mg/dl, seedypo/Hyperglycemia Protocol
Place the patient oend-tidal capnographwand treat as appropriate.

arwn

AEMT
Treatment continuation from above
If patient is actively seizing, or seizures are recurrent:
1. Administer Midazolam (Versed) 10mg IM. DO NOT ATTEMPT IV ACCESS UNTIL Midazolam INITIATED.
a. Initiate .9NS IV and limb lead EKG.

2. |If patient seizes AFTER 1V is established, but IM dose NOT administered, adiMidiazaiam (Versed)-50mg to a
maximum of 10maintil seizure stops.
3. After drug administration, ensure adequate airway and ventilation. Managéiperay and Ventilation Protocol
4. |If patient continues to seize after your maximum 10mg midazolam dose, contact medical control for orders.
Paramedic
Treatment continuation from above
1. If the patient continues to seize despite above treatments, contact medical control for possible further orders.

2. Ifthe patient is in the second half of pregnancy, or up to 6 weeks postpartum AND is actively seizing, AND has nc
seizure history, if available gimaagnesium sulfate either IV/IO/INh addition to the Versed outlined above.

i. Give up to 4 grams diluted slowly IVP IV/IO over 15 minutes.

i L EGSNYFGA@SE e IAMET @A ¢ T Niyovaim inRAGBAHRISACh uttockGently
massage the site after administration.

iii. Be cautious of hypotension caused by magnesium.

Iv. Magnesium is contraindicated if you know of a history of myasthenia gravis.

v. If the patient is still seizing after the initial dose of magnesium, Midazolam (Versed) can be consid
but only after consultation with online medical control as the combination can lead to severe respira
depression.

vi. Always transport a pregnant patient with concern for seizures to a hospital with obstetrical service

3. Monitor for hypotension and respiratory depression.
4. ObtainDiagnostiEKG and transmit.
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Animal / Reptile Bites & Insect Stings

[ 2y GAydz- €& NBlFaasSaa ! ./59Q0a negdétl. {1 SSLI NBlFadaSaanrys:
EMT

1. Secure airway followin@xygen, Airway, and Ventilation procedure.

2. Request ALS intercept.

3. Obtain identifying information of the animal, insect, or reptile. Including size, color, markings, shape of the |

location of the event, how it happened, and if the predator was captured. Notify animal control and law enforcer
if appropriate.

Mark margins of wounds, swelling, and/or redness with pen.

If stinger is present, attempt to remove.

If appropriate, watch for signs & symptoms of anaphylaxis, and treat accordagatghylaxis quidelines

Transport to an appropriate facility followirigeneral Transport Guidelines & Principles

8. Notify receiving hospital with patient information as soon as possible.
AEMT& Paramedic

Treatment continuation from above
1. Apply cardiac monitor.

2. Initiate vascular access.
3. When appropriate, refer té\naphylaxis protocol

4, If signs of major systemic reaction and patient severely in,jpaimsider using Seveieain Management Protocol

N oo g s
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Allergic Reaction, Anaphylaxis

[ 2y GAydz- €& NBlFaasSaa ! ./59Q0a negdétl. {1 SSLI NBlFadaSaanrys:
EMT

1. Secure airway followin@xygen, Airway, and Ventilation procedure

2. Request ALS intercept.

3. If severe allergic reaction, magministerone of the following:

(Agency medical director must approve this change. Agency responsible for training prior to implementation.)
A. Epinephrine auto injector 0.3mg/dogemay repeat every-85 minutes as needed for continued symptoms)
B. Epinephrine 1mg/ilmL (1:1000D.3mL (0.3mg) intramuscular (may repeat ever¥55minutes as needed for
continued symptoms).
4. Transport to an appropriate facility followir@general Transport Guidelines & Principles
5. Remove allergen. (stinger from skin, etc.)
6. Notify receiving hospital with patient information as soon as possible.
AEMT
Treatment continuation from above
1. Apply cardiac monitor.

2. Initiate vascular access.
3. Ifreaction is localized, systolic BB B0 mmHgwith no respiratory difficulty and no symptoms of airway edema

i. AdministerDiphenhydramineBenadry) ¢ 25 to 50 mg 1V, IM.
4. If reaction is systemic, respiratory difficulty and /or symptoms of airway edema (anaphylaxis):
i. AdministerEpinephrine (1mg/1mlg0.3-0.5 mg IM, SQ.
ii. If no improvement after 5 minuteg repeat Epinephrine (1Img/imLg 0.30.5 mg IM,SQusing a different
injection site.
iii. Administer aDuoNeb
a. May giveDuoNebcontinuously if necessary.
5. If signs of major systemic reaction and patient severely in pain. Consider using Bawekéanagement Protocol

Paramedic

Treatment continuation from above
1. ConsideMethylprednisolone (SokWvedrol) 60 mg IV/IO.
2. ConsidelFamotidine (Pepcid) 20 mg IV.
3. If systolic BP is 90 mmHg:

i. Epinephrine push dose presswgr protocol
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Medication Overdose, Ingestions and Toxic Exposure

Continually reassess ABCDE's and keep reassessing and intervening as needed.
Considerations:

1. In an event where there is a possible toxic exposure/hazmat, report to incident command and stage until patients
decontaminated.

Remove or have removed all patients from contaminated area once appropriate safety standards have been impleme
Park vehicles a safe distance away uphill and upwind of the scene.
Decontaminate patient as called for according to hazmat guidelines.
MEDICATIONS: Gather type, dose, time, and route of exposure, how consumed, and take bottles with you.
i. Call poison control 86222-1222
ii. EMS may contact medical control or poison control for toxin information.
ii. t 2Aa2y O2yiNBf Olyy20 A&dadzS 2NRSNAR (2 9a{o® /2
recommendation.

6. TOXIC EXPOSURE: When possible, determine type of chemical involved first. Obtain the name and if possible, the
safety data sheet (MSDS) or ask that the name of the MSDS be brought to the hospital as soon as possible.

7. SKIN EXPOSURE: Remove clothing, brush dry chemicals, and flood skin with copious amounts of water.

8. FIRE VICTIMS: Evaluate for airway obstructions secondary to thermal injury! Coasider monoxideand cyanide
exposure.

9. LT SELRA&AdZNB Aad |y dzyAyiaSydAazylt LISRAFGNRAO LI GASYd o
a. Obtain all history of ingestion, including: time, all substances, amounts, strengths, formulations as applicable

b. Have the legal guardian or parent contact the National Poison Control CenteB@@222-1222 for further
assessment and treatment recommendations including referral to the emergency department. Once they ok
the recommendation from the poison centellow them to make informed decision on treatment and transport.

a b~ D

c. Up to 90% of all unintentional pediatric exposures do not need immediate referral to the emergency departm
EMT
1. Secure airway followin@xygen, Airway, and Ventilation procedure
i. Request ALS intercept if:
i. An exposure that will require ALS intervention prior to arrival at the emergency department.
ii. Patientis unresponsive.
iii. Has possible airway compromise.
iv. Is an adult with a pulse rate of less than 50 or greater than 130 beats per minute, or a systolic b
pressure less than 90 or greater than 180 mmHg.
v. Is a pediatric patient with a respiratory rate greater than 50 or a heart rate less than 60 or greater tl
180.
2. Assess blood glucose level< 80 mg/dl or>400 mg/dl, seedypo/Hyperglycemia Protodo
3. Notify receiving hospital with patient information as soon as possible.
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4. |If respirations are impaired and there is a high index of suspicion for narcotic overdose.
a. AdministerNaloxone (Narcan) 04 mg IN.May repeat dose once.
5. If eye exposure, flush the eyes with normal saline. Law enforcement specific wipes may be utilized if the patie
0SSy aLIN} @SR 4AGK AGLISLIISNI ELIN» 8¢ o
If carbon monoxide poisoning suspected, follow tabon Monoxide protocol
7. Encourage the patient not to rub skin or eyes as this will spread the toxin and cause increased irritation.
8. Remember that many inhaled toxins can also be absorbed through the skin and that further decontamination m
necessary depending on toxic agent.
9. Be prepared to manage the airway if ingested poison is corrosive or caustic.
10. Transport to an appropriate facility followirtgeneral Transport Guidelines & Principles
AEMT
Treatment continuation from above
1. Apply cardiac monitor.
2. Initiate vascular access.
3. Ifrespirations are impaired and there is a high index of suspicion of narcotic overdose.
i. AdministerNaloxone (Narcan) 0-4 mg max dose 8mg IN, IM, IMay repeat dose until spontaneous return
of respirations.

o

Paramedic
Treatment continuation from above
1. AdministerSodium Bicarbonate (NaHCQ3)amp/50 meq IV, 10 overA minutesif:

i.  Tricyclic antidepressant overdose suspected.
ii. Wide QRS complex
iii. Repeat every 3 to 5 minutes as needed for continued widened or widening QRS complexes. (If in que
contact medical control)
2. If systolic BR90 mmHg and patient's mental status is diminished:

i. Epinephrine push dose presgmer protocol
SPECIFIC TOXINS:

3. If organophosphate exposure is suspected, refeNerve Agent/Organophosphate protocol
4. Suspected Beta blocker overdose with Hypotension and Bradycardia.
a. Administer GlucagorGlucagon (GlucoGenl -2 mg IV,IM,IO
5. Suspected Calcium Channel overdose
b. SBP less than 90 with altered mental status. Admincadgium per theCalcium Administration protocol
6. Cyanide (suspicion of)
c. Poisoning can occur through inhalation, ingestion, and absorption.
d. Treatment should occur when any of the following are present:
i. CNS depression.
ii. Hypotension.
iii. Tachypnea.
iv. There are no contraindications to treatment.
e. If patient was exposed to fire/smoke in a confined space and cyanide poisoning is suspected or known
administer Cyanokit.
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i. Adult:5g (both 2.5¢g vials, or one 59 vial) IV/IO over 15 minutes
ii. Pediatric:Refer to dosing chart:

AGE <3 YEARY 3-7 YEARY >7 YEAR{
DOSE 1 gram 2grams | 5 grams
(GRAM)

VOLUME 40 mL 80 mL 200 mL
(ML)

iii. Administration instructions:

1. The 5g vial must be reconstituted with 200 nmdfs0.9% normal saline using supplied sterile
transfer spike. Use the transfer spike to transfer the contents of two (2) 100 mL bags of no
saline into the Cyanokit bottle.

2. Once filled, gently rock or invert the vial to mix until the powder goes into solution. DO N
SHAKE THE VIAL.

3. If solution does not turn dark red, or particulate is still present after mixing dispose of solu

and do not administer.
Spike the bottle and run the solution from the bottle over 15 minutes.
Due to the potential incompatibility with drugs commonly administered in resuscitation eff
and drugs in the cyanide antidote kit, DO NOT administer other drugs through the line supp
the Cyanokit.
iv. ¢NBFGYSyd oAttt GSYLRNINRAEfE Gdz2NYy GKS @AO0OGAYa
v. If there is more than one pediatric patient requiring Cyanokit, it is appropriate to administer multi
doses out of one kiavoiding crossontamination.
7. Sodium Channel Blocker Overdose

f.  Drugs include (but not limited to): diphenhydramine, amitriptyline, nortriptyline, clomipramine, desiprami
doxepin, imipramine, protriptyline, trimipramine.

g. Initial treatment is supportive.

h. Observe the patient for hypotension and monitor for symptomatic bradycardia or tachycardia witl
prolongation of the QRS complex.

i. If patient has prolonged QRS, is hypotensive, or has ventricular tachycardia, adnbodiwm Bicarb
1mEg/kg (max 50 mEq) slow IV/IO over 2 minutes
ii. Repeatsodium bicarb 0.5mEag/kg IV/IOr persistent QRS prolongation.
iil. Considepush dose epinephrinper protocol

ok
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Cyanokit® (Hydroxocobalamin) PEDIATRIC Dosing and Administration

Reconstitute and mix 5-gram Cyanokit® vial with 200mL normal saline as directed on the packaging
Connect included tubing to vial. If needed, attach 3-way stop-cock to IV/IO
Draw up appropriate volume based on patient age in syringe attached to stop-cock (may require multiple syringes to administer dose)
Administer dose via IV/IO* over 15 minutes
*No other medications can be administered through this line

e il ae i e

Age-Based Dosing of Cyanokit®

| Age Less than 3 years | 3-7 years | 7 years or older
Dose (gram) 1gram | 2grams 5 grams
Volume (mL) 40 mL 80 mL 200 mL

Southwest Ohio Rural EMS Collaboratiy&MS Protocols 2@&2
Medical 56
Return to Table of Contents




EMT
Advanced EMT
Paramedic

Opioid Withdrawal
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I.  INCLUSIOKRITERIA
A.t | G A &sefsi&ydarsorolder
B. Withdrawal from opioids due to the administration of naloxone
C. Withdrawal from opioids due to 24 hours or greater of no use
Opioid Withdrawal Signs/Symptoms:

- Yawning -  Diaphoresis - Nausea - Hot/Cold Temp.
- Rhinorrhea - Restlessness - Stomach - Nasal
- Lacrimation - Agitation Cramps Congestion
- Dilated Pupils - Vomiting/Diarrhea - Body Aches
- Tachycardia - Piloerection - Bone/Joint
Aches

. EXCLUSIORRITERIANDDIFFERENTIADAGNOSIS
AtrFidASydiQa 3S Aa dzyRSNJ mc &SI NA
B. Any methadone uses within 10 days
C. COWS (clinical opioid withdrawal scale) score less than 8
D. Other severe medical iliness aside from or in addition to opioid withdrawal
E. Altered mental status or inability to give consent or understand potential risks and benefits
. ProOTOCOL
A. If EMS personnel suspect opioid withdrawal either from administration of naloxone or abstinence from opioids, a COW
score should be performed and documented.

B. If COWS score 8 or greater, discuss buprenorphine initiation with patient.
C. If patient consents, administer 16mg of buprenorphine SL and recommend transport to most appropriate facility.

D. If prolonged transport or scene time, reassess patient after 10 minutes following administration of buprenorphine and
perform and document an additional COWS score. If still experiencing nausea, see prataseb/Vomiting If still
restless or agitated, see protodgkestraint

Notes:

A. Buprenorphine can be purchased in multiple formulations, the most common brand names being Suboxone and Subute
Suboxone includes both buprenorphine and naloxone wheseSubutex is just buprenorphine. Be sure that the initial
dose of buprenorphine admisiiered is 16mg regardless of the formulation.

B. If patient refuses transport, every effort should be made to provide the patient with a {bakiend naloxone kit. This
should be attempted regardless of whether the patient receives buprenorphine or not.
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MEDIC
Assess opioid withdrawal and symptoms

v

Opioid Withdrawal Signs and Symptoms:
Patient must present with >2+ objective signs to be considered for
buprenorphine treatment.

y v

Objective Signs:
“Yawning ’ € Subjective Signs:
-Runny Nose or Watery Eyes -Nausea :
-Dilated pupils -Stomach/abdominal cramps
-Tachycardia -Body aches o
-Sweating -Achy bones/joints
-Restlessness and/or agitation -Restles:neslz
-Vomiting, Diarrhea -Hot and Co )
-Goosebumps -Nasal Congestion
. |
Assess for Exclusion Criteria:
-No opioid withdrawal signs or symptoms
-Under 16 years of age
-Any methadone use within last 10 days
-Severe medical illness (sepsis, respiratory distress, etc.)
-Altered mental status and unable to give consent or
comprehend potential risks and benefits for any reason
Are any
——NO exclusion criteria YES
present?
Y
Check COWS Score NO » | Not eligible for bup
8+ : = field start
I
YES
Y
Offer patient bup and counseling on 1. Provide medication for addiction (MAT)

treatment options. brochure.
Consider contacting medical control 2. Provide leave-behind nalaxone (if available)
for complex cases. 3. Offer transport to an ED.

———Patient declines treatment——»]

Patient agrees to treatment

1. Verify patient contact information for
hospital follow up, two phone numbers

recommended.
Administer Buprenorphine 2. Provide leave behind naloxone (if
1. Administer buprenorphine 16mg SL. If symptoms improve=————{ available) and MAT brochure.
2. Reassess after 10 minutes. 3. Repeat and document second COWS.
4. Recommend transport to an ED.

5. If patient declines transport, obtain
standard refusal.

If symptoms worsen or persist

Redose with bup 8mg SL.
Total maximum bup dose not to
exceed 24mg SL.

Based on California BRIDGE Program.
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COWS

Wesson & Ling, J Psychoactive Drugs. 2003 Apr-Jun;35(2):253-9.

Clinical Opiate Withdrawal Scale

Rasting Pulse Rate: beats/minute

GI Upsst: over last 12 hour

Measured after patient is sitting or lying for one minute 0 No GI symptoms

0 Pulse rate 80 or below 1 Stomach cramps

1 Pulse rate §1-100 2 Nausea or loose stool

2 Pulse rate 101-120 3 Vomiting or diarrhea

B Pulse rate greater than 120 5 Multiple episodes of diarrhea or vomiting

Sweating: over past 1/2 hour not accounted for by room temperature or patient | Trsmor observation of outstretched hands

activity. 0 No tremor

0 No report of chills or flushing 1 Tremor can be felt, butnot observed

1 Subjective report of chills or flushing 2 Slight tremor observable

2 Flushed or observable moistness on face 4 Gross tremor or muscle twitching

3 Beads of sweaton brow or face

B Sweat streaming off face

Restlessness Observanion during assessment Tawning Observation during assessment

0 Able to sit still 0 No yawning

1 Reports difficulty sifting still, butis able to do so 1 Yawning once or twice during assessment

3 Frequent shifting or extraneous movements of legs/arms 2 Yawning three or more times during assessment

H Unable to sit still for more than a few seconds 4 Yawning several times/minute

Pupil size a\uxiet}' or ixritabilit{_

Pupils pinned or normal size for room light 1 i,ox}e s S SN i ;
1 Pupils possibly larger than normal for room light e e Sl el lmt?blht‘\ PEATRes
p p - o = - P - -

% ? B 2 atient obviously irritable anxious

2 Expils muderafely diatel 4 Patient so irritable or anxious that participation in the

5 Pupils so dilated that only the rim of the iris is visible R particip
assessmentis difficult

Bone or Jomt achss If patient was having pain previously, only the additional Gooseflesh skin

component attributed to opiates withdrawal is scored 0 Skin is smooth

0 Not present 3 Piloerrection of skin can be felt or hairs standing up on

1 Mild diffuse discomfort arms

2 Patient reports severe diffuse aching of joints/ muscles 3 Prominent piloerrection

B Patient is rubbing joints or muscles and is unable to sit

still because of discomfort

Runny nose or tzaring Not accounted for by cold symptoms or allergies

0 Not present Total Scors

1 Nasal stuffiness or unusually moist eves The total score is the sum of all 11 items

2 Nose running or tearing Initials of person completing Assessment:

B Nose constantly running or tears streaming down cheeks

Score: 5-12 mild; 13-24 moderate; 25-36 moderately severe; more than 36 = severe withdrawal
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Behavioral Emergency and Patient Restraint

t SN hKA2 WS@OAASR /2RSI Fy 9ac¢s !'9ac¢ 2N+ t I NI YSRA
hospital against their will for mental health evaluation) who is alert and oriented even if they are threatening he
to themselves or other€nly a health officer such as a police officer, crisis worker, psychiatrist or licensed phys
Oy a LAY .&fs &trbdgly recorhd®niBd2hat each EMS department, in consultation with its medical
director and local law enforcement, have a procedure to deal with these types of situations. This does not prec
EMS from acting to prevent imminent harm to the @ati or others.
If it is safe to do so:
1. Determine patient competency and consdnefer to Refusal and Special Transport Situatjons
2. Obtain medical history:
i.  Suicidal or violent history.
ii. Previous psychiatric hospitalization, when and where.
iii. Locationwhere the patientreceives mental health care.
iv. Medications
v. Recreational drugs/alcohol: amount, names.
vi. Do not judge, just treat.
3. Transport all patientsvho do not have capacity to refuse care (refeiRefusal and Special Transport situatjons
4. Consider a patient to be incapable to make medical decisions if they are:
i. Suicidal
ii. Confused
iii. Severely developmentally or mentally disabled
iv. Intoxicated
v. Injured/ill with an altered mental status
vi. Physically/verbally hostile
vii. Unconscious
5. / 2YaARSNI YR GNBFG LRaarofS YSRAOFE OFdzaSa F2NJ LI G
i. Hypoxia
ii. Hypoglycemia
iii. Drug intoxicationside effects, drug withdrawal
iv. Seizureand postictal states
v. Intracranial hemorrhage
vi. Stroke
vii. Infection
6. Consider staging until police have made the scene safe.
7. Search patient for weapons.
8. Apply restraints if applicable pé&ratient Restraint Procedure
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Behavioral Emergency cont.

Continually reassess ABCDEs and intervene as needed.
1. 5STFAYAGAZ2Y 2F | a. SKFE@A2NIf 9YSNHESyOeyvye 2KSy GKS L
to the patient, family, or community.
2. Behavioral changes may be due to psychological, emotional, physical, or medical conditions.
3. Psychological causes include depression, mania, paranoia, suicidal, and environmental changes.
4. Physical causes may include excessive heat or cold, lack of oxygen, lack of blood flow to the brain, head injuries,
alcohol, or drug abuse, high or low blood sugar, metabolic disorders, and neurologic disease.
5. EMS shall not be obligated to transport, without an accompanying police officer, any patient who is currently vio
exhibiting violent tendencies, or has a history indicating a reasonable expectation that the patient will become vio
6. If the patient is medically stable, then he/she may be transported by the police in the following circumstances:
i. Patientis oriented x 3.
ii. Patient does not have evidence of medical illness, significant intoxication, or injury.
ii. t FGASYiaQ 0SKIFI@A2NI Aa O2yaraiasSyid oAGK adzalLSOGSH
EMT/AEMTPARAMEDIC

1. Secure airway followin@xygen, Airway, and Ventilation procedure

2. Request ALS intercept.

3. Never turn your back on the patient. Never leave the patient alone.

4. Encourage the patient to talk. Listen carefully.

5. Be confident. Be respectful. Be calm. Be honest. STAY WITH YOUR PARTNER

6. Explain all movements and procedures.

7. Apply restraints if needed followirigatient Restraint procedure

8. Transport to an appropriate facility followirtgeneral Transport Guidelines & Principles
9. Notify receiving hospital with patient information as soon as possible.
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Exposure to Nerve Agents / Organophosphates

Considerations:
1. If the potential exists for exposure to chemical agents that affect the nervous system:

i. Protect SELF AND CREW above all else, with personal protective equipment

ii.  Protect victim from further exposure

a. Remove from source and identify agent if possible

Weaponized Nerve Agents includ8drin(GB),Soman(GD),Tabun(GA), and VX.
Remove only outer clothing if exposed to vapors
Remove all clothing and decontaminate if liquid exposure

Follow decontamination procedure per hazmat protocol
2. Identify signs & symptoms that raise your index of suspicion indicating possible exposure to nerve agents or

organophosphates
(SLUDGEM):

® oo o

Sc¢ Salivation / I Lacrimation /U ¢ Urination /D ¢ Defecation /G ¢ Gastrointestinal Upset E¢ Emesis M ¢
Muscle Twitching & Miosis (pinpoint pupils)

EMT
1. Secure airway followin@xygen, Airway, and Ventilation procedure
2. Request ALS intercept.
3. If patient has a mild to moderate exposure, with symptoms to include: SLUDGEM, agitation and respiratory depre

AdministerDuoDote Kit IM auto injector.
4. If severe symptoms continue in 5 to 8 minutes, administer ughtee (3) additional DuoDote KilM Auto injector in
rapid succession.
5. If patient exhibits SLUDGEM, but no central nervous system (CNS) findings i.e. A+O*3 administer:
i. Two atropine auto injectors and oneRPAM CL auto injector.
ii.  Additional doses ohtropine 12 mg IM auto injector every 5 minutesitii SLUDGEM signs and symptoms are
diminished.
a. There is no maximum dose.

a. Call Medical control if this does not waak youmay need more doses
6. In addition, administeiersed/Ativan 122mg IV/IN/IV,IM or auto injectorepeated once as needed.
7. Transport to an appropriate facility following General Transport Guidelines & Principles.

8. Notify receiving hospital with patient information as soon as possible.

AEMT/
Treatment continuation from above
1. May switch to IV/IO route foatropine 22 mqg IV every 5 minutamtil SLUDGEM signs and symptoms are diminishe
i.  There is no maximum dose.

**All levels of providers that have been trained to do so are permitted to administer nerve agent antidotes: per ORG@+285*
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Nausea, Vomiting, and Motion Sickness

/| 2y GAydz fte& NBlFLaasSaa !./590a FyR 1SSLI NBlFraaSaaay-:
This protocol applies to anyone over 3 months of age.
EMT

1. Secure airway followin@xygen, Airway, and Ventilation procedure

2. Request ALS intercept if symptoms are severe, or vital signs are significantly abnormal.

3. Transport to an appropriate facility.

4. Obtain blood glucose reading and treat as per th@oglycemia and Hyperglycemia Protocol

5. Adults and pediatrics age 12 or oldémdansetronZofran 4mgPO ODTMay repeat in 15 minutes to a max of 8mg.

6. Notify receiving hospital with patient information as soon as possible.
AEMT
Treatment continuation from above

1. Adult: Apply cardiac monitor.

2. Adult: Initiate vascular access.

3. Adultsand pediatric patients 12 years or oldé€dndansetron(Zofran 4mg IVP or 4m@&O ODT .May repeat in 15

minutes to a max of 8mg.

4. Pediatric patients ages#2 years oldOndansetron 0.15 mg/kg IV/IO/IM.

Paramedic
Treatment continuation from above.
1. Adult: Ondansetron 4mg IV/IO/Ivhay be given as an alternative to PO route. May repeat in 15 minutes to a ma
8mg.
2. Adult: If Zofran is not effective, or the patient has a known allergy consider:
i.  Phenergan (promethazine) 12.5mgq IMo a large muscle mass.

NOTES:

May be used safely in pregnancy.

Use with caution in patients with impaired liver function.

Ondansetron (Zofran) can increase the QT interval and should be used with caution in patients who are on other medi
that can increase the QT interval.

If an adrenal insufficiency patient, nausea and vomiting can be signs of adrenal crisis. See Adrenal Insufficiency Pre
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EMT
Advanced EMT
Paramedic

Crashing Patient

PURPOSE

A. 9a{ FTNBljdzSyidte SyO2dzyGiSNAR LI dASyida GKIFIG FNBE ONRGNGAIT YR
OGN} YyALRNIAYIS LINBGSyida FdzZNIKSNI RSGSNA2NYGA2Y FyR €SIRA

B. ¢KA&a LINPG202t aSNWSa +ta I 3FdZARStEAYS 2F ONRGAOKE | OGAz2ya

fwL¢owL!

A. Inclusion
1. Patient in whom cardiac or respiratory arrest appears imminent.
2. Patient suspected of having a critical illness such as altered mental status, airway compromise, respiratory distress/failu
signs/symptoms of shock/poor perfusion.
B. Exclusion
1. Lifethreatening trauma that has not been corrected.
PROCEDURE
A /I NARGAOIE ' OGA2ya oOARSFHft& | 002YLX AAaKSR 0STF2NBE Y2@Ay3a (K
1. Airway
a. Insert nasopharyngeal or oropharyngeal airway as indicated if not following commands or no response to verbal stir
per (Airway).
2. Breathing
a. If respiratory failure or distress, sit patient up if tolerated and not contraindicated.
b. Provide oxygen pedxygen Administration Guidelines
c. If respirations are below agappropriate normal, ventilate by BVM. Twperson, two handed technique is most
effective.
d. If adult and tachypneic but respirations inadequate, apply CPAP for respiratory distress/hypoxi& pér Proceduye
e. Consider PPV via BVM if not following commands or SpO2 <90%.
f.  Consider initiating bronchodilator therapy pdétdspiratory Distre3s

3. Monitoring
a. Frequent NIBP
b. Sp0O2
c. Continuous waveform capnography
d. Monitor

B. Immediate actions (ideally before moving the patient)
1. Circulation
a. Electrical therapy if dysrhythmia is primary cause of shockglevant cardiac protocol
b. Emergent IV/IO access p& Proceduras applicable.
c. Administer IV fluid bolus pédypotension/Shock protocals
d. Consider pusidose epinephrine pelypotension/Shock protocol
C. Ongoing Assessments
1. Reassess vital signs frequently.
2. Reassess response to treatments.
3. Circulation
a. Repeat fluid bolus if indicated.
b. Consider pusfiose epinephrine if indicated.
c. Contact Medical Control for additional fluids/vasopressors.
4. Airway
a. Consider advanced airway if indicated perway
D. Loading/transporting
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EMT

Advanced EMT
Paramedic

1. Once critical and immediate actions have been completed, consider movement to the ambulance for transport. Frequel
reassess patient status during movement. Transport may be initiated earlier per provider discretion.
E. Unloading/arrival to hospital
1. Keep the patient on continuous monitoring until care is safely transitioned to hospital equipment.
2. Early notification to the hospital of a critical patient is recommended.
3. If the patient is on CPAP/BIPAP, keep the patient on this intervention until the hospital staff are prepared to switdh to the
equipment, whenever possible.
IV. NOTES
A. Time lengths are approximate and are intended to create urgency with actions. When unable to meet these goals, note bar
to care in documentation.
B. Actions should be simultaneous and are not in a specific order for a given timeframe.
C. This protocol is a supplement to other protocols and is not intended to supersede others.
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Transport Guidelines

Patientg with a significant traumgtic mephar!ism of injury (majgr Erquma') with any oj the fqllowinq ass'ociagecAI
FTAYRAY3JIaAa aK2dzZ R 0S UNIYaLRZNUSR 02 U0UKS YySINkaiu RS3
that the transport to the traumdacility would be too lengthy for patient survival (i.e.: traumatic arrest, airway
obstruction, uncontrollable bleeding), the in charge EMT may elect to transport to the closest Emergency
Department for Qrimqry stAabiIigation.v ] 5 S ]
lye 2F 0KSaS O2yRAUAZYya O2yaudAaddzisS I a¢NFdzyl t I GA
AGE16TO64 YEARS
1. PHYSIOLOGICARITERIA
i.  Significant signs of shock or evidence of poor perfusion (cold, clammy, decreased mental status, weak
pulse, pallor) or:
a. Pulse greater than 120 or less than 50 or
b. Systolic blood pressure (SBP) less than 90
c. Absence of radial pulse when carotid pulse is present or change in pulse character
d. Geriatric patients (>65 years old) may be in shock with a SBP less than 110
ii. Airway or Breathing Difficulties or evidence of respiratory distress or failure
a Respiratory rate of less thanl0 or greater than 29
b Need for ventilator support
ii.  Neurologic Considerations
a Evidence of Head Injury
1. GCS scake 13 or AVPU scale that does not respond to Pain or Unresponsive

2. Alteration in LOC during examination or thereafter; loss of conscious > 5 min.
3. Failure to localize pain.
b. Suspected spinal cord injury (paralysis due to an acute injury, sensory l0ss)

2. ANATOMICRITERIA
i.  Penetrating trauma (to head, chest or abdomen, neck, and extremities proximal to knee or elbow)
ii.  Injuries to the extremities where the following physical findings are present:
a Amputations proximal to the wrist or ankle
b Visible crush injury
¢ Fractures of two or more proximal long bones

d Evidence of neurovascular compromise
ii.  Tension pneumothorax that is relieved (an unrelieved tension pneumothorax would fit the definition of an
unstable ABC needing immediate treatment at the closest ER)

iv.  Injuries to the head, neck, or torso where the following physical findings are present:
a Visible crush injury

Abdominal tenderness, distention, or seat belt sign

Suspicion of a Pelvic fracture

Flail chest

Open skull fracture

O QO O T
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v.  Signs or symptoms of spinal cord injury.
vi.  Submersion InjurieStrangulation& Asphyxia

vii.  Second degree or third degree burns greater than ten percent total body surface area, osigthiicant
burns involving the face, feet, hands, genitalia, or airway.

3. OTHERRITERIACONSIDERATIONS THAT ALONE DO NOT CONSTITUTE A TRAUMA PATIENT
i.  Significant Mechanisms of Injury Should Prompt a High Index of Suspicion

a.

@ "o oo0CT

ATV/Motorcycle crashes

Significant Falls1 n Q

High Risk Auto crash

MVC Ejection.

Death in same compartment.

Auto vs. pedestrian/bicycle thrown, ran over, > 20mph
Vehicle telemetry data consistent with high risk of injury.

i. Age greater than 65 Should Prompt a High Index of Suspicion

a

See Geriatric Specific Inclusion Criteria liste@éniatric Trauma Patients

ii.  Anticoagulation and head injury with signs of traumatic brain injury.
iv.  Pregnancy

a

Southwest Ohio Rural EMS Collaboratiy&MS Protocol2026

The best initial treatment of the fetus is the provision of optimal resuscitation of the motiadri¢s
R2y Qi R2 ¢gSfft AF) Y2U0KSNBR R2y Qi R2 ¢St

Because of their increased intravascular volume, pregnant patients can lose a significant amount
blood before tachycardia, hypotension, and other signs of hypovolemia occur.

The highest incidence detal deaths occurs secondary to severe maternal shoekhich is
associated with a fetal mortality rate of 80%.

¢KS FSiddza YlIe@ 0SS Ay RA&AGNBaa FyR GKS LX I OS
condition and vital signs appear stable.

Oxygen supplementation should be givemtaintain maternal oxygen saturation >95% ensure
adequate fetal oxygenation.

Because of their adverse effect on uteptacental perfusion, vasopressors in pregnhant women
should be used only for intractable hypotension that is unresponsive to fluid resuscitation.

After mid-pregnancy, the gravid uterus should be moved off the inferior vena cava to increase
venous return and cardiac output in the acutely injured preghant woman. This may be achieved &
manual displacement of the uterus or left lateral tilt (3Q°Care should be taken to secure the spinal
cord when using left lateral tilt.

Fetal loss can occur even when the mother has incurred no abdominal injuries.

In a caseby-case analysis, severe injuries are MUCH more likely to result in fetal loss. Howeve
because there is a much higher frequency of minor trauma during pregnancy most fetal losses dt
to trauma result from minor maternal injurpjechanisms.

Intubation is more difficult with failed intubations 8x more likel. smaller size ET Tube i
recommended

Insertionofi € F NAS 02NB L+Qa Aad NBOmegnad yfabrampatie
facilitate initial rapid crystalloid infusion, intravascular volume expansion, and possib
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transfusion as required.

Avoid distractionsand avoid the urge to focus on the fetus.

m Every woman who sustains trauma should be questioned specifically about domestic or intimat
partner violence.

n Call medical control if any questioriéotify receiving hospital

4. TRANSPORTATION OF PEJLTTRAUMAPATIENT
i.  Ground TransportatiodimeGuidelines

a on YAydziSa 2N fSadaa FTNRY | ¢NIdzykr /SyGdSNIm ¢
traumatic CPR)
b DNBIFGSNJ GKFYy on YAydziSa G2 F GNIFdzyl OSy i SNJI

ii.  Ground Transportation Guidelines
a Patients should be transported to the nearest appropriate facility if any of the following exists:
1. Airway is unstable and cannot be controlled/managed by conventional methods
2. Potential for unstable airway, i.e., (facial/upper torso burn)
3. Blunt trauma arrest (no pulses or respirations) if indicated@ardiac Arrest protocol.
4. Patient does "NOT" meet criteria for a trauma patient as defined above.
*** PREARRIVAL NOTIFICATION OF THE RECEIVING FACILITY IS!IES$ENTIAL

5. Air Medical Transportation
i.  General principles:
a. Prolonged delays at the scene waiting for air medical transport should be avoided.
b. If air medical transportation is unavailable (e.g., weather conditions), patient should be
transported by ground guidelines as listed above.

c. Air transport, if dispatched to the scene, should be diverted to the hospital if the patient
appeared appropriate for air transport but the decision was made to transport to the
nearest facility (noftrauma center) in the interim.

d. Air Medical Programs share the responsibility to educate EMS units and facilities on
appropriate triage. They should also institute an active utilization and quality review
program that provides feedback to EMS units.

e. Patients with uncontrolled ABCs should be taken to the closest appropriate facikty (24
hour emergency department) if that can be achieved prior to the arrival of air medical
transport.

f. Traumatic cardiac arrest due to blunt trauma is not appropriate for air transport.
6. Reasons to Consider a Call for Air Transport:
i.  Prolonged extrication
i. — Multiple victims/trauma patients
iii. ~ Time/distance factors:

a If the transportation time to a trauma center by ground is greater than 30 minutes AN
the transport time by ground to the nearest trauma center is greater than the total
transport time** to a trauma center by helicopter.
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1. **Total transport time includes any time at scene waiting for helicopter and
transport time to trauma center.

2. Inthe rural environment, immediate transfer with severely traumatized patients by
air medical transport may be appropriate and should be encouraged if it does not
significantly delay intervention for immediate lifereatening injuries.

NOTES

Exceptions to these Trauma Triage Guidelines are latéue end of this guideline These same exceptions

apply to pediatric, adult, and geriatric trauma patients
In cases where the victim must be transported by ground units, because of transport times every
effort should be made to limit orscene time to 10 minutes or less.

1. BVALUATION OF THREDIATRIGRAUMAPATIENTAGE IS YOUNGER THEBWYEARS OLD
i. PHYSIOLOGICERITERIA

a Significant signs of shock or evidence of poor perfusion (cold, clammy, decreased mental
status, weak pulse, pallor) or:

1. Tachycardia or bradycardia
2. Hypotension
i.  Airway/Breathing difficulties; Evidence of respiratory distress or failure, including:
a. Intubated patient
b. Tachypnea
c. Stridor
d. Hoarse voice or difficulty speaking
e
f

Significant grunting, retractions
Respiratory rate less than 20 in infants less than 1 year old
g. Cyanosis or need for supplemental oxygen
h. Unable to maintain or difficult airway.
ii.  Neurologic considerations
a Evidence of head injury
1. Glasgow Coma Scale less than or equal to 13 or AVPU scale that does not responc
Pain or Unresponsive
2. Alteration in LOC during examination or thereafter; loss of conscious greater than !
minutes
3. Failure to localize pain
b Suspected spinal cord injury (paralysis or alteration in sensation)
iv.  ANATOMIERITERIA
a Penetrating trauma (to the head, chest or abdomen, neck, including groin and buttocks)
1. GSW proximal to the knee and elbow.
b Injuries to the extremities where the following physical findings are present:
1. Amputations proximal to the wrist or ankle
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2. Visible crush injury
3. Fractures of two or more proximal long bones
4. Evidence of neurovascular compromise

¢ Tension pneumothorax which is relieved (an unrelieved tension pneumothorax would fit
the definition of an unstable ABC, needing immediate treatment at the closes ER)

d Injuries to the head, neck, or torso where the following physical findings are present:
1. Visible crush injury
2. Abdominal tenderness, distention, or seat belt sign
3. Suspicion of a pelvic fracture.
4. Flail chest
e Signs or symptoms of spinal cord injury.
f Submersion injury, Strangulation and Asphyxia.

g Full thickness or partial thickness greater than ten percent total body surface area, or
other significant burns involving the face, feet, hands, genitalia, or airwagle@ree burns
are not calculated in TBSA.

V. OTHERCRITERWCONSIDERATIONS THAT ALONE DO NOT CONSPHRIFERIC TRAUMA PATIENT

a Significant mechanism of injury should prompt a high index of suspicion and should be
considered in the evaluation. Mechanisms particularly dangerous for pediatric patients
include:

1. Improperly restrained child in MVC (airbag injuries included)
ATV/Motorcycle crashes
SignificantFallsv n Q 2NJ H (2 o GAYSAa o02R& KSAIK
High Risk Auto crash
MVC with Ejection.
Death in same compartment.
Auto vs. pedestrian/bicycle thrown, ran over, greater than 20mph

8. Vehicle telemetry data consistent with high risk of injury.
b Special situations that may require the resources of a pediatric trauma center

1. Congenital defects

2. Suspected Child Abuse

3. Chronic respiratory illness
4. Diabetes
5
6

N o g s~ DN

Bleeding disorder or anticoagulants

Immuno-suppressed patients (i.e., patients with cancer, organ transplant patients,
HIV/AIDS, longerm use of corticosteroids, etc.)

***Pre -arrival notification to the receiving facility is essential! ***
TRANSPORTATION OF FEDIATRIC TRAUMA PATIENT
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vi.  Ground transportation guidelinestime considerations
a 30 minutes or less from a Pediatric Trauma Center (excluding uncontrolled airway or traumatic
arrest): Transport to a Pediatric Trauma Center
b Greater than 30 minutes to a Pediatric Trauma Center: May consider transport to nearest
appropriate facility, however, consider use of Air Medical Transport.
vii.  Ground transportation guidelines
a Patients should be transported to the nearest appropriate facility if any of the following exists:

1. Airway is unstable and cannot be controlled/managed by conventional methods

2. Potential for unstable airway, (i.e., facial/upper torso burn)

3. Blunt trauma arrest (no pulses or respirations)

4. Patient does NOT meet criteria for a trauma patient as defined above.

vii.  Air Medical Transportation
a General principles

1. Prolonged delays at the scene waiting for air medical transport should be avoided.

2. If air medical transportation is unavailable. (e.g., weather conditions), patient should be
transported by ground guidelines as listed above.

3. Air transport, if dispatched to the scene, should be diverted to the hospital if the patient
appeared appropriate for air transport but the decision was made to transport to the
nearest facility (noftrauma center) in the interim.

4. Air Transport Programs share the responsibility to educate EMS units and facilities on
appropriate triage. They should also institute an active utilization and quality review
program that provides feedback to EMS units.

5. Patients with uncontrolled ABCs should be taken to the closest appropriate facility (24
hour emergency department) if that can be achieved prior to the arrival of air medical
transport.

6. Traumatic cardiac arrest due to blunt trauma is not appropriate for air transport.

b Reasons to consider a call for air transport:

1. Prolonged extrication

2. Multiple victims/trauma patients

3. Time/distance factors:

4. If the transportation time to a trauma center by ground is greater than 30 minutes AND
the transport time by ground to the nearest trauma center is greater than the total
transport time** to a trauma center by helicopter.

a *Total transport time includes any time at the scene waiting for a helicopter and
transport time to the trauma center.

b Inthe rural environment, immediate transfer with severely traumatized patients
by air transport may be appropriate and should be encouraged if it does not
significantly delay intervention for immediate kfareatening injuries.
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NOTES

Age Pulse. Respiratiops Avg. Systolic BP| Avg. Diastolic BP
Beats/min Breaths/min
Premature 120¢ 170 40¢ 60 55¢ 75 35¢ 45
0¢ 3 months 100¢ 150 35¢ 55 65¢ 85 45¢ 55
3¢ 6 months 90¢ 120 30¢ 45 70¢ 90 50¢ 65
6¢ 12 months 80¢ 120 25¢ 40 80¢ 100 55¢ 65
1¢ 3 years 70¢ 110 20¢ 30 90¢ 105 55¢ 70
3¢ 6 years 65¢ 110 20¢ 25 95¢ 110 60¢ 75
6¢ 12 years 60¢ 95 14¢ 22 100¢ 120 60¢ 75
12+ years 55¢ 85 12¢ 18 110¢ 135 65-85

1. TRAUMAPATIENTS GREATER TBBANEARS OF AGE SHOULD BE DEFINED AS GERIATRIC TRAUMA

i.  The criteria listed below are in addition to the Adult Trauma Triage Guidelines. Geriatric trauma patients
should be triaged for evaluation in a trauma center for:

a Glasgow Coma Score less tlmrequal tol4 with known or suspected traumatic brain injury

b Systolic blood pressure less than 110 mnoklgulse greater than 90.

c Falls with from any height, including standing falls, with evidence of traumatic brain injury
d Pedestrian struck by motor vehicle

e Known or suspected proximal long bone fracture sustained in a motor vehicle crash

f  Injury sustained in two or more body regions

g Anticoagulation and head injury with signs of traumatic brain injury.

NOTES

1. Geriatric trauma patients should be given special consideration for evaluation at a trauma center if they
have diabetes, cardiac disease, pulmonary disease (COPD), clotting disorder (including anticoagulants),
immunosuppressive disorder (i.¢1)V/AIDS, Organ Transplant, Chemotherapy, Léegn use of
corticosteroids, etc.)or require dialysis.

2. The geriatric trauma recommendations were taken from the Geriatric Trauma Task Force report released
in December of 2007 by the State of Ohio Board of Emergency Medical Services, Trauma Committee. TF
data used to make these recommendations came direati;nfthe Ohio Trauma EMS Registry.
Supplemental data from the CDC /IMMWR Guidelines for Field Triage of Injured Patients, January 2012.

3. Exceptions to these Trauma Triage Guidelinedisted in theTrauma Patient Assessment and Transport

Guidelines Protocol SB2ibder Section VI. These same exceptions apply to pediatric, adult, and geriatric
trauma patients.

Ohio Administrative Code 476%4-05 - Exceptions to mandatory transport.

1. Emergency medical service personnel shall transport a trauma victim, as defined in section 4765.01 of the Revis
Code and this chapter, directly to an adult or pediatric trauma center that is qualified to provide appropriate adult
or pediatric care, unlesone or more of the following exceptions apply:

i. Itis medically necessary to transport the victim to another hospital for initial assessment and stabilizatior
before transfer to an adult or pediatric trauma center.
ii. Itis unsafe or medically inappropriate to transport the victim directly to an adult or pediatric trauma ce
due to adverse weather or ground conditions or excessive transport time.
iii.  Transporting the victim to an adult or pediatric trauma center would cause a shortage of local
medical service resources.
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No appropriate adult or pediatric trauma center can receive and provide adult or pediatric trauma care to
the trauma victim without undue delay.
Before transport of a patient begins, the patient requests to be taken to a particular hospital that is not a

trauma center or, if the patient is less than eighteen years of age or is not able to communicate, such
2NJ I £ S3l ¢

request is made by an adult memberofth LJt G A Sy G Qa FF YAf @
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SB214 SW Ohio Pre-Hospital Trauma Triage Decision Tree

(These criteria are for use by EMS personnel in the prehospital setting. They are not intended for use in determining candidates for interfacility transfer.)

Assess Vital Signs and Level of Consciousness |

v

All Ages: Any one of the following: GCS < 13, Failure to localize pain, Altered level of consciousness,

LOC > 5 minutes, Tension pneumothorax, Intubated, Suspected acute spinal cord injury, or Signs of shock
(Refer to SB211 for additional signs of shock)

Pediatric < 16 y/o Adult 16-65 y/o Geriatric > 65 y/o Yes
Poar Perfusion SBP <90 SBP <110
Resp Distress/failure Pulse <50 or > 120 Pulse <50 or > 90
Resp<10or>29 Resp <10 or > 29
GCS< 14 w/ TBI Transport

toa

,‘] No le Trauma
$ Center

| Assess Anatomy of Injury |

4

All penetrating injuries to head, neck, torso and extremities proximal to the knee or elbow
Injuries to the extremities where the following are present

*  Amputations proximal to the wrist or ankle

* Visible crush injury

*  Fractures of two or more proximal long bones (humerus/femur) Yes
*  Evidence of neurovascular compromise

Injuries to head, neck or torso where the following physical finding s are present
+ Visible crush injury

* Abdominal tenderness, distention, or seat belt sign
+  Pelvic fracture Transport
*  Flail chest
Signs & symptoms of spinal cord injury toa
2° and 3° burn injury > than 10% TBSA (refer to S502) Trauma
Significant burns of face/hands/feet/genitals/airway
Geriatrics (>65 y/o) only: Center
*+  MVC with 1 humerus or femur fracture
* Injury of 2 or more body regions
| No H Assess Cause of Injury & Special Considerations
Falls
*  Adults: >20 feet (one story is equal to 10 feet)
* Children: >10 feet or two or three times the height of the child
High-risk auto crash Yes
* Ejection
+ Death in the same passenger compartment
¢ Vehicle telemetry data consistent with high risk of injury
Auto vs. pedestrian/bicycle thrown, run over or with significant (>20 mph) impact
Motorcycle crash >20 mph
Special Considerations (factors to consider, but never a sole reason for triaging to a trauma center) Transport
Co-morbid conditions toa
* Pregnancy
* Bleeding disorder or anticoagulants Trauma
* Dialysis
* Diabetes Center
*  Immune compromised

M Transport per protocol j
When in doubt, transport to

Reminder: Drowning, near-drowning, strangulation, and asphyxia are considered a trauma center!
trauma and should be transported to a trauma center.
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Traumatic Arrest{Adult and Pediatric)

Inclusion Criteria:
1. Patients of all ages.

2. Patient is without a palpable pulse.

3. Obvious traumatic mechanism of injury (blunt or penetrating).

4. Trauma as the cause of arrest

Do not initiate resuscitative efforts if:

1. tFdASyGiQa o02Ré& Aa dzylof S ideapitajor BaiE@pecByy BzEnedA bieyonid A
recognition)

2. Obvious signs of prolonged death including rigor mortis (in the absence of hypothermia), decomposition,
significant lividity.

3. Isolated penetrating trauma should rarely be considered incompatible with life.

Transportation/Disposition:
1. Initiate rapid transport (expedite scene time and provide treatment enroute) for the following patients:

a. Penetrating trauma causing cardiac arrest with arrest witnessed by EMS progicsgil transport to
the nearest emergency department, with preference for a verified trauma center.

b. Traumatic arrest in a female patient with known pregnancy >24 weeks or with uterine fundus palpabl
at or above the umbilicug rapid transport to the nearest emergency departmewnith preference for a
verified trauma center, for potential poshortem csection.

EMT:
1. If patient is unresponsive and has no palpable pulse, and has evidence of trauma being most likely cause of car

arrest:

Apply manual €spine stabilizatioror c-collar if situation allows.

Start chest compressions at a rate of 1TED per minute.

Control obviougxternal hemorrhagdy application of pressure dressing or tourniquet as needed.
Provide oxygenatioand ventilation through bagalvemask or advanced airway as indicated.
Request ALS support.

S

AEMT:
1. Obtain vascular acceisrough placement of an intravenous or intraosseous line and initiate fluid resuscitation

with normal salingadult: 1 liter pediatric: 20 mL/kg) with open flow or on pressure bag (10).
2. Apply cardiac monitor and treat the displayed rhytiper table 1
3. Request paramedic support.

PARAMEDIC:
1. If the mechanism of injury was blunt trauma or penetrating injury to the torso, perform bilafezatlle

thoracostomyfor decompression of tension pneumothorax.
If appropriate, contact medical control for termination of resuscitation.
If ROSC is achieved, transport immediately as above.

--NEXT PAGE
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Table 1

Cardiac Rhythm on Monitor

Asystole or PEA < 40 bpil PEA >40 bpm VFib/VTach

Contact Medical Control | Fluid Resuscitation, Defibrillate per protocoC300or

regarding Termination of | Consider repeat needle P601

Resuscitation decompression Fluid Resuscitation,
(paramedic) Consider repeat needle
Transport to nearest decompressiorfparamedic)

Transport to neareseD

PostTermination Body Movement (a good faith effort to categorize the cause of death is reasonable)
1. Likely homicide or child abugeavoid body movement unless necessary for life safety.

2. Likely natural causesbody may be relocated as appropriate for the situation and public good.
3. Unclear cause avoid disturbance unless necessary for life safety. Consider involving law enforcement and/c
0KS O2NRYSNDRa 2FFAO0SO®
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Head and Spinal Trauma

Inclusion Criteria:
1. Ageis 16 years or older.
History of loss of consciousness following head injury, OR
History of motor vehicle accident, diving accident, fall, or other trauma.
Head contusions, abrasions, or lacerations, OR
Fluid or blood from nose, ears, or mouth, OR
Altered mental status.
May have loss of sensation or movement.
May have pain in back or neck.
No signs of shock.

© XN RA WD

EMT
1. Aggressively manage the airway:

a. Assess for hypoxia (SpO5%) continuously. Hypoxia should be avoided.
b. If the patient has a patent airway and is breathing adequately, administer oxygen to maintain a pulse ox
between 9298%. If hypoxia cannot be corrected with supplemental oxygen, initiate airway procedures and ce
for ALS.
c. Ifthe patient does not have a patent airway, is not breathing adequately, or has an altered mental status, initia
airway procedures and call for ALS.
Maintaina respiratory rate of 10 breaths per minute. Goal gitdl CO2 is 385mmHg.
Only if the patient has asymmetric pupils (> 1 mm difference), and is comatose, hyperventilate to an ETCO2 o
5 mmHg lower than the current value. Stop if pupils normalize.
2. Frequently monitor vital signs (approximately every 5 minutes) and reassess for signs of shock. If shock becomes pre
refer to the Shock protocol
Assess for the need fapinal precautions per protocol
Elevate the head of the bed or backboard whenever possible.
Measure GCS initially and after airway managemémasure GCS before any sedative drugs are given.
Measure pupil size initially and frequently.
Begin transport as soon as possible per destination protocols.
If signs and symptoms of altered mental status are present, then check blood glucose and Aéfferdtd Mental Status
protocol.
AEMT
9. Place the patient on a cardiac monitor. Treat dysrhythmias as appropriate.
10. Establish IV/IO access.
Paramedic
11. If the patient has signs of cerebral herniation which include coma and unilateral or bilateral blown pupil, posturing,
decline in GCS during transport of >2 points, consider administration of 500mL 3% saline solution if available.
Notes:
1. Shock is not usually due to head injuries. If the patient is in shock, consider another cause for the hypo
2. Restlessness can be due to hypoxia and shock, not just head injury.
3. tFGASYyGa gAGK GNI dzYF GAO ON}XYAY Ay2daNASa KI @S 42N
hyperventilation, hypotension, and hypoxia.

© N o g w
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b. Unless a patient is actively herniating (AMS with unequal pupils) target their end tidal CO2%on3mHg, which
avoids hyperventilation. Often this is accomplished with a respiratory rate of 10 brpathsinute.

c. Aggressively treat hypotension with IV fluids. While 100 mmHg is listed as the optimal target, there is some resear
suggesting the target number may be higher. One hypotensive prehospital blood pressure is related to worse patie

outcomes.
d. Aggressively treat hypoxia with high flow oxygen to maintain oxygen saturations greater than 95%.
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Pain and Anxiety Management

AEMT must complete medical director approved trairnigr to administering Fentanyl.
CONSIDERATIONS
1. Normal mental status / level of consciousness.

2. Should be considered for all patients
experiencing pain or anxiety.

EMT

1. Secure airway followin@xygen, Airway, and Ventilation procedure
Request ALS intercept.

Transport to an appropriate facility followinGeneral Transport Guidelines & Principles, and Multiple Trauma
Transportation and Treatment Guidelines

4. Notify receiving hospital with patient information as soon as possible.

AEMT& PARAMEDIC
Treatment continuation from above
1. Apply cardiac monitor.
2. Initiate vascular access.
3. AdministerONE2 ¥ (G KS F2ftt2¢6Ay3 LI AY YSRAOFGAZ2YyaYowStl GABS
i.  MUSCULOSKELETAL INJURIES OR BURNS. Administer one of the following pain medications:
a Fentanyl Sublimazg 2550 mcg IV/IO/IN/IM. Q 15 min$dax dose 200 mcg.Alternatively,may
dose atlmcg/kg IV/IO/IM to a maximum total dose of 200mcg administered ov@m3nutes
Pediatric single dose iancg/kg IV/I0/IM (max 50mcg) administered oves ginutes, or 2mcg/kg
IN (max 100mcg).

Ketorolac (Toradol) 15 mg IV/IO or IM méXo pediatric dosing.)

Morphine Sulfate 8L0mg IV or IM Q15 mins. Max dose 20 Rgdiatric single dose &1mg/kg
IV/IO/IM (max dose of 5mg.)

d Ketamine ®mg/kg IV SLOW PUSH Q10min PRNAd2It only, no pediatric dosing
i. ABDOMINAL PAIN and CARDIAC UNRELIEVED BY NITRO:

a. Administer one of the following:
a Fentanyl as above.
b Morphine as above.
¢ Ketamine as above.
iii.  For Pediatric Patients only:

a. Administeracetaminophen (Tylenol) 15mg/kg PO.

i. Only consider if patient able to swallow and maintain patent airway.

ii. Do not administer if patient has taken acetaminophen (Tylenol) or acetaminepbtetaining
products (e.g., Vicodin, Norco, Percocet, or certain cold/flu remedies) within the past six hours or
actively vomiting.

iii. All pediatric patients receiving opiate medication should also receive a dose of acetaminop,
otherwise appropriate.

iv. Most children under the age of 10 cannot swallow pills so consider an oral suspensi
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v. If administering pills, it is permissible to round to the nearest available unit so long as the dose
given is no more than 10% greater than the appropriate weliisted dose (e.g., a 60kg child who
would normally get a 900mg dose may get 1000mg, a 30kd whio would normally get a 450mg

dose may get 500mg).
vi. Acetaminophen (Tylenol) when used in conjunction with opioids can result in more effective pain

control and lower total opioid requirements.
4. For anxiety administer one of the following:
i.  Midazolam (Versed) 0:8 mg IV, IM. Max dose 2 m@No pediatric use approved.)
5. If respiratory depression occurs:
i.  FollowOxygen, Airway, and Ventilation procedure
i.  Administer Naloxone per thiledication Overdose protocol

***Broselow tape to be consulted for all pediatric doses.***
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Burns

Continually reassess ABCDE's and keep reassessing and intervening as needed
EMT
1. STOP THE BURNING PROCESS:
i. If heat related, cool the burn usingpid water.
ii. If chemical, attempt to brush off dry powder, and then copiously irrigate using sterile water.
2. ¢CKS F2ff26Ay3a dale22N) . dzNyé¢ LI GASyda akKz2dzZ R 0S5
/| KAt RNBYQa | 2aLIAGlIE ¢NFdzyl / SydSNYy
i. Burns associated with other significar
traumatic injuries or significant emorbidities. [ RULE OF 9's ]

ii. Burns involving complex body areas (hanc ok =k
feet, face, genitalia)
iii.  Any patient with electrical injury. 9% 9%
iv.  Patient complains of shortness of breath, coug S by 5 s
or hoarseness. = [Wog | T 18% S o] T
v. Evidence of singed nasal or facial hair, soot
erythema of the?nouth, or respiratory distress. g‘\" B%F!§ T~
vi. Second and thirddegree burns involving 9% 9% | 18%B 9% 9%
greater than 15% BSA e
vii.  All significant chemical or electrical burns = =
viii.  All significant pediatric burns
3. 1aasSaa !./5904 FyR AYydS ANTERIOR INFANT POSTERIOR

burning process
4. Refer toGeneral Trauma and Specific Trauma Protoabienapplicable.
All burn patients should receive high flaxygen.

6. Cover the burns witha clean dry sheetand keep
injured extremity elevated whenever possible.

i.  Burn gel pads may be used on superfici&) (1 PALMAR

degree and partial thickness "2 degree

burns. They may provide some relief of the METHOD

burning sensation. Secure the pad ]%

appropriately. (Patient’s palm)
7. Prevent hypothermia by keeping the ambulance warm,
and blankets on the patient.

o
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Burns (cont.)
AEMT
Treatment continuation from above
1. Initiate vascular access, administeystalloidfiuids.
i. Patients <5 years old: discuss with medical control.

ii. Patients 5 years old: 125mL/hr

iii.  Patients6-13 years old: 250mL/hr.

iv.  Patients >13 years old: 500mL/hr
Apply cardiac monitoring.
Even if the patient appears to be breathing well, consider advanced airway if patient has any burn injury to tt
mouth/nose or potential for airway edema from inhalation injury (carbonaceous sputum, hoarse voice, stridor, etc

a. Simple singeing of the hair is not a hard indication for early airway intervention.

4. If patient is exhibiting any signs of wheezing or inhalation injury, admirizieNeb 3mL via nebulizer.
Paramedic

(N

Treatment continuation from above

1. If a closed space fire victim, consider cyanide toxicity in anyone who has a decreased level of
consciousness and is not responding to O2, consider:

a. FollowMedication Overdose Protoc@r Cyanokit administration.

i. UC AirCare carries this. Consider early activation of air resources if there are known or suspected
trapped victims in a fire.

Southwest Ohio Rural EMS Collaboratiy&MS Protocol2026
Return to Table of Contents




Thoracic Trauma

Continually reassess ABCDE's and keep reassessing and intervening as needed

EMT
1. Secure airway followin@xygen, Airway, and Ventilation procedure
2. Perform Rapid Assessment
3. Controlexternal bleeding
4. Do not remove any impaled objects. Stabilize them and transport.
5. Open (Sucking) Chest Wound:

i.  Cover wound with nosporous dressing and seal on 3 sides or equivalent (Asherman/Bolin chest seal).
ii. Reassess adequacy of ventilation.
iii.  Monitor closely for development of Tension Pneumothorax.
6. Flail Chest:
i.  Consider Sling and Swath for pain control
ii.  Ventilatory support with BVM respirations and PEEP Valve will effectively splint the chest from within.
iii. Do not bind the chest or apply bulky dressisagidbags
7. Abdominal Trauma:
i. If evisceration is present, cover viscera/organs with sterile saline dressing. Do not replace exposed visce
ii. Lay the patient flat and elevate the knees.
AEMT
Treatment continuation from above
1. Apply cardiac monitor.

2. Initiate vascular access.
3. Treat pain vid?ain and Anxiety Management Protocol

Paramedic
Treatment continuation from above
1. Suspected Pericardial Tamponade or Myocardial Contusion:

i.  Anticipate hypotension and dysrhythmias. Treat accordingly. Do not delay transport!
1. Tension Pneumothorax: Consider needle decompressiolNgedle Thoracostomy Procedure
2. Flail Chest: Consider early intubation and ventilatory support, pain control as needed. Monitor closely for tensio
pneumothorax.
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General/Musculoskeletal/Extremity Trauma/Dental

/| 2y GAydz & NBlFLaasSaa ! ./59Qa needdtl. 1 SSLI NBlFaaSaary
EMT
1. Secure airway followin@xygen, Airway, and Ventilation procedure
2. Tooth Avulsion:
i.  Handle tooth by chewing surface only. Avoid touching the root.
ii. Rinse with water. Do not scrub, dry, or wrap tooth in tissue or cloth.
iii.  Place tooth in container of (in order of preference)
a tlraASyidQa {IftAdI

b Milk
¢ Normal Saline
d Water

3. If incomplete avulsion/amputation, do not remove. Attempt to clean with gross irrigation and sterile dressing.
4. Complete amputations:

i.  Control external bleeding by the most appropriate method.

ii. Remember a tourniquet is a last resort. Direct pressure will usually suffice.

ii.  Always take time to find the amputated part, but do not delay patient transport.

iv.  Transport amputated part to hospital; place the part in a cool, dry sterile dressing.
4. Head and Spinal Fractures:

i. FollowSpinal Immobilization procedure
5. Extremity Fractures:

I. Manually immobilize fracture above and below fracture site

ii. Assess pulse, motor, sensation (PMS). Compare to uninjured limb

iil. If PMS impaired, reposition. Apply gentle distal aligning traction. If you feel resistance or increase

patient discomfort, stopOnly attempt alignment one time.

iv. Reassess PMS every 5 to 10 minutes and document the findings (including pertinent negatives).
V. If necessary, call for ALS intercept.

Vi. Determine mode of transport air vs. ground.

Vil. Transport to an appropriate facility péfultiple Trauma Transport Guidelines

6. Notify receiving hospital with patient information as soon as possible.
AEMT& Paramedic
Treatment continuation from above

1. Apply cardiac monitor.

2. |Initiate vascular access.

3. Refer toPain and Anxiety Management Protocol
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Ocular Trauma

| 2yGAydzZ tt& NBlFdaasSaa ! . /5904 negddl. {1 SSLI NBIFaaSaaay
EMT
1. Secure airway followin@xygen, Airway, and Ventilation procedure
2. Chemical Injury / Exposure:
i. Immediatelyflush with at least 1000 ml of saline
ii.  Continue irrigation during transport.
iii.  Cover both eyes to prevent ocular movement.
3. Penetrating Injury:
i.  Stabilize impaled object, apply metal eye shield if possible.
ii. Cover both eyes. Do not press on the eye.
4. Open Eye Injuries or Torn Eyelid:
i.  Cover both eyes, preferably with a metal eye patch. Do not press on the eye.
Transport patient supine if possible.
If necessary, call for ALS intercept.
Determine mode of transport air vs. ground.
Transport to an appropriate facility péfultiple Trauma Transport Guidelines
9. Notify receiving hospital with patient information as soon as possible.
AEM
Treatment continuation from above
1. Apply cardiac monitor.
2. Initiate vascular access.
3. ReferencePain and Anxiety Management Protocol

© N O

Paramedic
Treatment continuation from above
4. In cases where eyes may need irrigation, and other appropriate situation with significant eye pain, administ

Tetracaine (Pontocaine drops in the affected eye or eyes prior to irrigation:
i. Ideally, it should be placed in the eye prior to irrigation, but must not delay the irrigation.
ii. Tetracaine (Pontocainahust not be used if there is a possibility of penetrating trauma to the eye, or
globe rupture.
5. Chemical Injury / Exposure:
i. ConsideMorgan Lengor irrigation after administration of Tetracaine (Pontocaine) if there is no suspicion
of an open globe injury.

Southwest Ohio Rural EMS Collaboratiy&MS Protocol2026
Return to Table of Contents




Crush Injury & Crush Syndrome

| 2yGAydzZZ tte NBlFLaaSaa !./590a |yR {(SSLI NSFraaSaaay
EMT
PRIOR TO EXTRICATION:
Secure airway followin@xygen, Airway, and Ventilation procedure
Coordinate time of release with rescue personnel.
Anticipate crush syndrome and cardiac arrest at time of, or immediately after, extrication.
Call for ALS intercept.
Determine mode of transport air vs. ground.
Transport to an appropriate facility péfultiple Trauma Transport Guidelines
. Notify receiving hospital with patient information as soon as possible.
AEMT
Treatment continuation from above
8. Apply cardiac monitor.
9. Initiate vascular access.
10. ReferencePain and Anxiety Management Protocol
11. If the patient has been entrapped >3 hours and the entrapped area is proximal to the knee or elbow, consid
application of a tourniquet just prior to extrication. Involve medical control to help in this degisaking process.
Refer to Tourniquet Prockire.
AFTER EXTRICATION:
12. Continue aggressive fluid resuscitation with normal saline. TRANSPORT IMMEDIATELY!
13. Watch the patient and monitor closely for: (Hyperkalemia)
i. Widened QRS complexe®.12 seconds or greater.

ii. Presence of PVC's.

iii. Ventricular Tachycardiaf¥#ib/Idioventricular rhythms.
iv. Cardiovascular compromise and/or cardiac arrest.

Paramedic
Treatment continuation from above
1. For crush injuries with changes on EKG that correlate with hyperkalemia.
I.  ConsideiSodium Bicarbonate 1 amp per liter of normal saline solution IV,d@d infuse wide open up to 1
liter. (monitor for fluid overload closely if noted KVO line) OR
i.  Considefollowing theCalcium Administration Protocol

No o hsMwdhE
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Heat Related llinessHyperthermia

/| 2y GAydzZ e NBlFLaasSaa !./590a FyR {SSLI N
GENERAL CONSIDERATIONS
1. Types of heat related illness:

i. Heat Stroke The most serious type of exposure illness, usually due to prolonged exposure to heat,
inadequate fluid replacement and deficient thermoregulatory functi@ndy temperature usually >104F.

a. Physical Exam:

&
QX
QX
w»
QX
ax
>
<
111

i. Syncope viii. Elevated temperature
ii. Irritability ix. Hallucinations

iii. Combativeness X. Hemiplegia

iv. Bizarre behavior Xi. Seizures

v. Tachycardia xii. Coma

vi. Hyperventilation xiii. Posturing

vii. Hypotension

i. Heat ExhaustionA more moderate form of heat exposure associated with dehydration combined with
overexertion.

a. Physical Exam

i. Volume depletion vi. Hyperventilation

ii. Fatigue vii. Hypotension

iii. Lightheadedness viii. Body temperature may
iv. Headache be normal

v. Tachycardia

iii. Heat Cramps The mildest form of heat exposure caused by dehydration, overexertion, and electrolyte
abnormalities.

a. The skin is moist with muscle cramps, usually affecting large muscle groups
b. Physical Exam

i. Muscle Cramps ii. Hyperventilation
EMT

1. Secure airway followin@xygen, Airway, and Ventilation procedure

2. Move patient to cool environment.

3. Remove any clothing.

4. |If possible, btain baseline temperature Rectal temperatures are the gold standard for EMS core temperatures.
Other sources are not reliable.

5. Promote evaporative cooling by placing fans close to undressed patient and spraying patient with tepid water. |
not cover patient with wetted sheets.

6. Apply cold packs for rapid cooling. (Groin, neck, and axillae)

7. Determine type of exposure. (see above)

8. If necessary, call for ALS intercept.

9. In cases of heat stroke, the patient should be cooled as quickly as possible. Immersion cooling is the m

method to lower core body temperature. If you have the resources (ice ba#rp, body bag,swimmi
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high flow cold water dousing), and no other emergency intervention is needed (seizure, airway compromise), it is
preferable to cool the patient prior to transport.

10. When cooling the patient, discontinue cooling when core temperature reachesF1@lprevent hypothermialn
theA apsenvce of recgrded temperature, cool qntil rpental status [mprgves, or 20 Aminu,tes of coolipg hqve elapsed. (
YSRAOFf O2yuNRBf AF UKS LI OGASYyUuQa YSydulf adl ddza KI a
11. Determine mode of transport air vs. ground.
12. Transport to an appropriate facility.

13. Notify receiving hospital with patient information as soon as possible.

AEMT& Paramedic

Treatment continuation from above
14. Apply cardiac monitor.

15. Initiate vascular access.
16. Provide0.9% NS 50000 mL bolus.
17. ConsideDiagnostiEKG and transmit.

Notes:

AL CKSNBE A& y2 YAYAYdzy 62Re& (SYLISNI (dzNB iKSNIVKSD (i ANIEKE KISS Ri AC
SEKIdzatiA2y o0dzi | NB dzidzZ ffe& KELISNIKSNNYAO gAGK KSIFG adNei

B. alye LI GASyida sAGK Oflraard KSFHG &aGNR1S FNB y2i RSKE@RNI G

I NB @

C. aSladz2NAy3a O2NB GSYLISNY GdzZNB Ay (GKS LINBK2alLAGHt aStdaAy3a A
G SYLISNI G dzNB o

D.LF G(KS O2 iR\ 222 fFR2yNd 2lyNB y 20 YSG3Z LI NLIAOdz FN¥ & AF (GKS
AYGSNBSYy(GA2y T GKS LI GASYylG aK2dZ R 0SS GNYyalLR2NISR AYYSRAI
GKS §2PHEO0GADS YIYyYySNI LI2aarot So

E. Dilutionalhyponatremiamay look like heat stroke in persons drinking fregter.

COOLHRSTTRANSPORIECOND
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Hypothermia

Definitions:

1. Hypothermia: Body temperature < 95 degrees F.
2. Mild hypothermia: Body temperature between &3 degrees F.
3. Severe Hypothermia: Body temperature < 86 degrees F.

Risk Factors:
Elderly
Outdoor Workers
Alcohol/drug abusers

Causes:

Prolonged exposure
Intoxication
Malnutrition
Hypoglycemia
Sepsis
b20SY |1 @8LRIGKSNXYAL
temperature.

Symptoms:
4. Mild:

a. Decreased coordination
b. Decreased reflexes
C. Decreased alertness
5. Others:
a. Unresponsive
. Pupils fixed/dilated

. Severe bradycardia or apparent pulselessness

Infants

Persons with CNS disorders

Homeless

Inadequate clothing

lliness/injury

Endocrine disorders
Alcohol/drug abuse

CNS disorders

Oy 200dz2NJ Ay NBft I 0AQGSTt e

PO o

. Stiff extremities resembling rigor mortis.

YAfR

EkE IM HYPOTHERMIA

Decreased level of consciousness

b
c
d
e. Cyanosis
f.
g
h

. Bradycardia
LIS N yOS 2 Fwavey
EMT:
1.
2. Remove wet clothing and dry the patient if applicable.
3.
4. Obtain a blood glucose and treat peypo/Hyperglycemia protocals
5. If toxin ingestion is considered, treat péoxicology protocol
6. If available and appropriate, request ALS response.
7. Treatcardiac arrest per protocol

Ghao2NySé W
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Obtain vital signs, including temperature. Record method of obtaining temperature.

Move the patient to a warm environment if there is no risk ofebgosure to cold.
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8. Treatabsent or abnormal breathinger protocol.
9. Do NOT massage extremities.
10. Do NOT use hot packs as they can cause burns and possibly increase mortality.
11. Gently evacuate the patient from the area.
12. Consider rewvarming the patient using warm blankets.
AEMT
Treatment continuation from above.
13. When treating cardiac arrest, treat paormal ACLS protocols.
14. Initiate IV/10 access and administer 1 L of normal saline (pediatric 20 mL/kg). May utilize warmed
fluids or a fluid warmer.
15. Place the patient on a cardiac monitor and obtain/transmidiagnostiEKG.
Paramedic:
Treatment continuation from above.
16. When treating cardiac arrest, treat paormal ACLS protocols.

@ LI dASyd AayQi RSIFERZ dzyiat GKSe&
Local Hypothermia (frostbite):

EMT

1. Protect the injured areas from pressure, trauma, and friction. Remove all covering from injured parts. L
not rub. Do not break blisters.
Do not thaw injured part with local heat.
Do not allow limb to thaw if there is a chance that limb may refreeze before evacuation is complete.
Maintain core temperature by keeping patient warm with blankets, warm fluids, etc.

5. Transport and contact medical control of situation.
AEMTParamedic
Treatment continuation from above

6. Apply cardiac monitor.

7. Initiate vascular access.

8. Treat perpain management protocol

oD
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Administration of Tranexamic Acid (TXA)

/ 2yij)\ydz|- ffte NBXlIaasSaa !./59Qa riee;defd. ‘[ééLJ NEBI aasa
Inclusion Criteria:
1. ANY Age.

Ay

2. Evidence of Significant blunt or penetrating trauma. (Ejection from automobile, rollover MVC, fall > 20 feet, etc.)
3. Evidence of or concern for severe internal or external hemorrhage or patient will likely be a candidate for a bloc
transfusion (e.g.: rollover/ejection MVA, fall >20fpedestrian struck, external bleeding requiring tourniquet
application, unstable pelvic fracture, two or more lebgne fractures, 1 or more amputations, flail chest,

penetratinginjury to neck,torso, etc.)
-AND
4. Presence of hemodynamic instability as evidenced by:
i.  Sustained systolic BP < 90mmHg or < 100mmHg for patients > 55 years of age.
ii.  Sustained heart rate > 110 beats per minute.
iii.  Sustained is defined as 2 independent measurements.

iv.  Pediatric SBP <80 mmHg in children <5 years OR if >5 years, sustained tachycardia for age, tachypne

age, or cool pale skin with cap refill >2 seconds.
5. Time since initial injury is KNOWN to be less than 3 hours.
i.  Greatest benefit to patients is seen when TXA is administered within 1 hour of injury.
Exclusion Criteria:
1. Patients with clear contraindications for asfiforinolytic agents (evidence of active intravascular
thrombotic disease or disseminated intravascular coagulation, etc.)
2. lIsolated closed head injury.
3.t FdASYyda oK2 KIF@S NBOSAOGSR 2NJ gAftf NBOSAOS
IX complex concentrates as this may increase the risk of thrombotic events.
4. Previous allergic reaction to TXA.
EMT
Secure airway followin@xygen, Airway, and Ventilation procedure

Control allexternal bleedin@nd manage hemorrhagic shock.
Request ALS intercept.
Determine mode of transport air vs. ground.
Transport to an appropriate facility péfultiple Trauma Transport Guidelines
. Notify receiving hospital with patient information as soon as possible.
AEMTParamedic
Treatment continuation from above
7. Apply cardiac monitor.
8. Initiate vascular access.
9. ReferencdPain and Anxiety Management Protocol
10. After ensuring patient meets all inclusion criteria:
i.  Mix21g of TXA in 100ML of 0.9% Normal Saline, infuse over approximately 10 minutes IV or 1O.
ii. Pediatric dosing:
a. <12 years: 15mg/kg IV over 10 minutes (max 1Q)
b. >12 years: Administer adult dose.

ok w PR
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iii. Use dedicated IV/IO line if possible.

Tranexamic acid (TXA) Checklist

Administration of TXA is indicated if all of the followini criteria are iresent

1) Age>16

2) Evidence of significant blunt or penetrating traumatic injury
(MVC with ejection, rollover MVC, fall > 20 ft., pedestrian struck, penetrating injury to head,
neck, torso, etc.)

3) Evidence of or concern for severe internal or external hemorrhage
(bleeding requiring a tourniquet, unstable pelvic fracture, two or more proximal long-bone fractures,
flail chest etc.)

4) Sustained Systolic BP < 90mmHg (or < 100mmHg if older than 55 yo)
5) Sustained heart rate > 110 bpm
6) Time since the initial injury is known to be < 3 hours

To administer TXA: Mix 1g of TXA in 100ml of 0.9% Normal Saline or Lactated Ringers & infuse
over 10 minutes IV or 10. (If given as an 1V push, may cause hypotension) Use dedicated 1V/IO line if
ossible and Do NOT administer in the same r 10 line Il rod. tor Vlla, or Penicillin

Age Pulse (Beats/min) Respirations (Breaths/min) | Average Systolic BP (mmHg
Premature 120170 40-70 55-75
3-6 months 90-120 3045 70-90
1-3 years 70-110 20-30 90-105
6-12 years 60-95 14-22 100120
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Superficial Tranexamic Acid Administration

Inclusion Criteria:
1. Any age.
2. Superficial bleeding injury without hemostasis from pressure alone, such as:
a. Anterior epistaxis not hemostatic after pinching the nose while leaning forward for 10 minutes.
b. Skin injury not hemostatic after 10 minutes of pressure.

Exclusion Criteria:

1. Previous allergic reaction to TXA.

2. Women who are pregnant or may be pregnant

3. Patients with clear contraindications for afifbrinolytic agents (active intravascular thrombosis such as PE or
DVT or disseminated intravascular coagulation).

4. Deep or penetrating injuries (e.g., GSW, tracking wounds, wounds with pulsatile/arterial bleeding.
a. Forthese injuries, follow currently established protocols.

5. Prior administration of IV TXA.

6. Bleeding from a dialysis fistula.

Procedure
EMT
1. Secure airway followin@xygen, Airway, and Ventilation procedure
2. Control all other bleedingources and manage any hemorrhagic shock.
3. Obtain vitals.
4. Transport to an appropriate facility.

5. Notify the receiving hospital with patient information as soon as possible.

AEMT Paramedic
Treatment continuation from above.
6. After ensuring patient meets all inclusion criteria:

a. For superficial wounds:
i.  Soak gauze in the undiluted contents of a standard ampule of tranexamic acid solution used for injectio
ii. Place TXA soaked gauze over the wound and apply pressure for 10 minutes.
iii.  After 10 minutes of applied pressure, if not yet at receiving hospital, wrap wound with dressing, leavin
soaked gauze in place over the wound.
b. For Epistaxigefer to the Epistaxis protocol
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Epistaxis

Inclusion Criteria:

A. Age >16
B. Epistaxis of either traumatic or ndnaumatic causes.

Exclusion Criteria:

C. Known allergy ta XA pxymetazoline (Afrin) or neosynephrine.

D. Known or suspected skull fracture.

E. Known or suspected intranasal foreign body.

F. Known or suspected intranasal surgery within grecedingd5 days.

Protocol:
EMTAEMT

1. Lyad NdzOG GKS LI GASyd G2

3.

b2
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i. Open vial of TXA and draw up, undiluted, into a syringe and place intranasal Mucosal Atomizatic
Device (MAD nasal syringe tip or similar brand) on the end of the syringe.
ii. Place atomization device into nostril and spray 1 mL into each nostril.
G./ 2yliAydzS (2 F2tt2¢6 FTNRBRY H ! | 020Sd
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Hemorrhage Control

Inclusion Criteria:

1.
2.

Protocol:

EMT:

b

Southwest Ohio Rural EMS Collaboratiy&MS Protocol2026

tFGASydQa 13S A& mc &@SIFENER 2N 2f RSNO
Any significant extremity or truncal wound (neck, chest, abdomen, pelvis) with or without obvious blood loss ¢
hypotension, irrespective of blood pressure.
The trauma patient with a head injury requires special consideration.

a. Hypotension (systolic blood pressure less than 90 mmHg) and hypoxia (SpO2 less than 90%) are know

exacerbate secondary brain injury.

b. The target SBP is 90 mmbiggreater, and improvement of initial altered mental status.
t I { A &petieficing hemorrhagic shock without a head injury are only volume resuscitated when they have
decreased mental status or absent radial pulses.

Aggressively manage the airway and administer oxygen to correct hypoxia <95%.

If the patient is a victim of trauma&ponsiderspinal immobilization per protocol

Control all external bleeding

Begin transportatioras soon as possible to the appropriate policy as directetramma Criteria Unless the

patient is entrapped, scene time should be less than 10 minutes. Hospital notifishtoid be made whenever

possible.

In patients with penetrating trauma who are mentating normally and/or have a palpable radial pulse, it i

acceptable to initiate and continue transport without the administration ofilNds.

Hypothermia prevention measures should be initiated while fluid resuscitation is being accomplished includir

removal of wet clothing, blankets, or anything that will retain heat and keep patient dry.

Patients who are hypovolemic quickly become hypothermic. All patients should be aggressively managed

decrease bodyheat loss.

Continue secondary assessment throughout transport and continuously reassess mental status, perfusion &

vital signs, and breath sounds at least every 5 minutes.

In patients with blunt trauma and pelvic pain or who have altered mental status and a mechanism consistent wi

possible open book pelvic fracture (i.e., higireed MVC, motorcycle/ATV crashes, pedestrian struck, and falls

from significant height), considehe placement of a pelvic binder.

a. A pelvic binder SHOULD NOT be used in elderly patients with isolated falls from standing height with |
or pelvic pain.
Any commercially available pelvic binder may be used.
c. If no commercial pelvic binder is available, a properly placed improvised pelvic binder with a bed she

can be substituted.
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11. If the patient is not maintaining adequate respiratioirgubate with Gspine precautions if the patient will tolerate the
attempt. No more than one minute should be spent attempting endotracheal intubation in patients with spontaneous

breathing.

12. Identify and treat lifethreatening respiratory problems (i.e., open chest wounds, flail chest, etc.). For treatment of tension

pneumothorax sedNeedle Decompression protocol

13. In patients that do not respond to fluid resuscitation, consider untreated tension pneumothorax as possible cause of

refractory shock.
NOTES

A. A reasonable performance goal for an EMS system is that 90% of patients who have traumatic shock and are not entrappec

NO

YES

should be delivered to a definitive trauma care facility within 30 minutes from the time of injury.

B. Patients with penetrating chest trauma, abnormal mental status, and absence of a radial pulse are especially in need of

immediate transport to definitive care. Early airway managementgigvay protocol.

Fluid Management for Suspected Hemorrhagic Shock from Trauma

Signs/Symptoms of Shock Presen|
Pale Skin
Delayed Capillary Refill
Diaphoresis
Elevated Heart Rate
Absent Radial Pulses
Altered Mental Status (GCS<15)

GCS=15 GCS<15
A
\4
Suspected Head
Permissive Hypotension (2 Injury??
LzQarvy+h 2NJ

NO

Fluid Resuscitation until Improvemen|
in Mental Status
(500 mL Boluses)

Southwest Ohio Rural EMS Collaboratiy&MS Protocol2026
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Fluid Resuscitation to Maintain Systoli
Pressure of 90 mm/Hg or Greater and
Sp02>90%
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Pediatric: Altered Level of Consciousness

EMT
1.

wn

o ks

No

10.

AEMT

Assess ABCslanually stabilize cervical spires per Multiple Trauma Protocol if cause of unconsciousness is
unknown.
Consult Broselow Tape for dosing and equipment recommendations.
If not breathing, assist ventilation with baglvemask while administering 100% oxygen or provide mouth to mouth
ventilation using barrier device.
If breathing, administer 100% oxygen by NRB mask.
Evaluate patient's general appearance, relevant history of condition and determine:

i. Allergies

ii. Medication

iii.  Past Medical Historyespecially, diabetic, seizures, stroke, head injury, drug abuse

iv. Last Meal

v. Events leading to present illness
Obtain and document a pulse oximetry and/or capnography measurement.
Determine blood sugar level by available means.

i. If blood sugar is less than 70 mg/dl, administer oral glucose if alert. May be repeated in 10 minutes if bloc

sugar remains below 70 mg/dl.
a. PATIENT MUST HAVE A GAG REFLEX.

ii. If blood sugar is greater than 400 mg/dl, TRANSPORT.
If unable to check blood sugar or blood sugar is between 70 mg/dl and 400 mg/dl, establish communications witt
Medical Control and advise of patient condition.
If respirations are impaired, administer Narcan® 0.1 mg/kg IN. Refer to most current version ollaesgthdrug
treatment guide (e.g., BROSELOW® PEDIATRIC EMERGENCY TAPE OR SIMILAR GUIDE) when unsure abot
weight, age and/or drug dosage.
Transport IMMEDIATELY unless an advanced life support unitésitenand has an ETA of less than 5 minutes to
the scene.

Treatment continuation from above

1.
2.

3.

Southwest Ohio Rural EMS Collaboratiy&MS Protocols 2@

Initiate vascular access and cardiac monitor.
If any of the following are present: unresponsiveness, dehydrated or dry appearance, tachycardia, low BP, poor
capillary refill and/or blood sugar is above 400 mg/dffluid bolus 20 ml/kg of normal saline
Determine blood sugar level by available means. Treat accordingly:
i.  Blood sugar less than 70 mg/dl, administer IV bolus:

a. 2 ml/kg of 50% dextrose (D25)

b. OR:2 mL/kg of 10% dextrose (D10)

c. May be repeated in 10 minutes if blood sugar remains below 70 mg/dl.
If blood sugar is normal and signs of hypoperfusion are present treat as pBetliatric Shock Protocol

If blood sugar is normal, or respirations are impaired, or patient does not respond to dextrose or fluid bolus,
administerNarcan® 0.1 ma/kg IV, 10, IM, R&fer to most current version of lengbiased drug treatment guide
(e.g., BROSELOW® PEDIATRIC EMERGENCY TAPE OR SIMILAR GUIDE) when unsure about pati
and/or drug dosage.
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7. If no return of adequate spontaneous respirations repeat dose. Continue this care until patient can maintain airwe
8. Reevaluate patient condition, contact medical control, and transport to the hospital.
9. In some cases, patient may requigstraint, and should not be transported until appropriately restrained.

Paramedic
Treatment continuation from above
10. Assess airway adequacy and assist ventilation withviadge mask while administering 100% oxygen. May consider
intubation.
11. Reevaluate patient condition, contact medical control, and transport to the hospital.
12. Apply cardiac monitor.
13. If significant arrhythmia is noted and felt likely to be the cause of altered mentation refer to arrhythmia section.
14. ObtainDiagnosticEKG and transmit.
15. Consider poison ingestion.

Southwest Ohio Rural EMS Collaboratiy&MS Protocols 2@
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Pediatric: Hypoglycemia

General Considerations
1. Agelessthan 16
2. Neonates (infants less than 30 days) glucose less than 45
3. Children less than 16 years and greater than 30 days with glucose level less than 70

1. Consult Broselow Tape for dosing and equipment recommendations.
2. Obtain blood glucose check via glucometer.
3. Administer oral glucosg-15gif alert. May be repeated in 10 minutes if blood sugar remains below the levels stated
above May substitute with a high sugar content fluid or food, such as orange juice, if better tolerated by the patien
4. PATIENT MUST HAVE A GAG REFLEX.
5. If breathing, administer 100% oxygen by NRB mask.
AEMT/Paramedic
Treatment continuation from above
1. Initiate vascular access and cardiac monitor.
2. If any of the following are present: unresponsiveness, dehydrated or dry appearance, tachycardia, low BP, poor
capillary refill:lV fluid bolus 20 ml/kg of normal saline
3. Determine blood sugar level by available means. Treat accordingly:
i. Blood sugar less than levels given above.
a. Administer one of the following:
1. D105mL/kgd10 is the preferred agent regardless of age.)
2. D25 2mL/kg
3. D50 1mL/kdMay not use if <3yrs age).
4. If unable to obtain IV access
i.  Under 6 years ol@.5mg glucagon INunlikely to be helpful in newborn)
ii. Over 6 years oldmg glucagon IM.
ii.  Glucagon has variable effectiveness in children. Continue to attempt IV/IO access.
iv.  Glucagon can cause nausea and vomiting. Treat appropriately.

Southwest Ohio Rural EMS Collaboratiy&MS Protocols 2@
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Pediatric: Hyperglycemia

General Considerations
1. Glucose level reads greater than 400 or high, OR history of type Il diabetes and glucose greater than 200 with si
of diabetic ketoacidosis (DKA)
i.  Signs of DKA:

Tachypnea or Kussmaul breathing
Confusion, altered mentation
Tachycardia
Fruity smell on breath (variable)
Dehydration
H/O Poor compliance with medication
Abdominal pain

@ ooo0oTp

EMT
Assess ABCs.
If breathing, administer 100% oxygen by NRB mask.
Consult Broselowape for dosing and equipment recommendations.
Evaluate patient's general appearance, relevant history of condition and determine:
i. Allergies
ii.  Medication
iii. Past Medical Historyespecially, diabetic, seizures, stroke, head injury, drug abuse
iv. Last Meal
v. Events leading to present illness
5. Obtain and document a pulse oximetry and/or capnography measurement.
6. Determine blood sugar level by available means.
7. TRANSPORT.
AEMT
Treatment continuation from above
8. Initiate vascular access and cardiac monitor.
9. If any of the following are present: unresponsiveness, dehydrated or dry appearance, tachycardia, low BP, poor
capillary refill:1V fluid bolus 20 ml/kg of normal saline
10. Determine blood sugar level by available means.
Paramedic
Treatment continuation from above
11. Monitor volume state carefully
i. Patients with simple hyperglycemia are almost universally dehydrated
ii. Patients with DKA are also frequently dangerously dehydrated as well but may experience dangero
cerebral edema if they receive rehydration that is too aggressive. This condition is nearly always fatal
devastating.
iii.  Call medical control if you believe patient requires greater than 15ml/kg bolus
12. Monitor for arrhythmias and treat as needed
i. Patients with DKA may experience dangerous electrolyte abnormalities in addition to acidosis.

PN PR
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Pediatric: Arrhythmias

General Considerations

1. Inthe treatment of cardiac arrhythmia, current American Heart Association guidelines were referred to for
protocol development.

2. Lifethreatening cardiac rhythm disturbances in children are more frequently the result rather than the cause of
acute cardiovascular emergencies with hypoxia being the primary cause.

3. Ininfants and children, an arrhythmia should be treated if:

i.  The arrhythmia compromises cardiac output (poor perfusion), or
ii.  The arrhythmia has the potential for degenerating into a rhythm that compromises cardiac output

4. |Initial therapy in children will consist of proper ventilation and oxygenation, along with the assessment of cardiac
output

5. vdzZl f AGe /tw O2yarada 2F LzaKAY3a KINR gAGK O2YLINBaa
chest, compressions of at least 100 per minute, and allowing complete chest recoil.

6. Fortwoperson CPR, the rate of chest compressions without the presence of an advanced airway is 3:1 in
newborns with a suspected primary etiology of respiratory compromise, and 15:2 in children and newborns in
arrest with a suspected cardiac etiologyartfadvanced airway is in placel8 breaths per minute should be
administered with continuous chest compressions.

Transport is essential when advanced cardiac life support is not available within ten minutes of receipt of the call

8. Consult Broselow Tape for dosing and equipment recommendations.

EMT

1. Per current American Heart Association Pediatric Basic Life Support guidelines, establish unresponsiveness, act
the emergency response system, get the AED/defibrillator, and check for a pulse.

2. If the patient has a pulse and is not breathing or only gasping, give respirations at 12 a minute or every 5 seconc
and recheck the pulse every 2 minutes. Assist ventilation withviadgemask while administering 100% oxygen or
provide mouth to mouth vetilation using barrier devices. Consider using airway adjuncts.

3. If the patient does not have a pulse, immediately provide quality CPR for two minutes, apply the AED,

Analyze the rhythm and deliver a shock if indicated. If the patient remains unresponsive, resume Quality CPR fol
two minutes and analyze the rhythm after each twonute cycle of CPR until the patient starts to Move or ALS
providers assume care
LYY20Af AT S GKS Lbnlyikdincalpiadicaled. NIIA OF f A LIA Y S
Open and manage the airway and provide 100% oxygen by NRB mask

i.  Assist ventilations if rate is below or above normal limits and signs of hypoxia are present

i.  Apply pulse oximeter and obtain reading.
6. If a patient shows signs of decreased cardiac output (decreased LOC, poor capillary refill, low blood pressure,) a

a heart rate less than 60 bpm that is unimproved with oxygenation, start quality CPR.

7. Evaluate patient's general appearance and determine:

i. Vital signs

ii. Level of consciousness

iii.  Cardiac output

iv.  Lung sounds
Obtain relevant history of current condition.
9. Establish communications with medical control and advise of patient condition. Transport IMMEDIAT

advanced life support unit is emoute and has an ETA of less than 5 minutes to the scene.

~

S

©
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Pediatric: Arrhythmias (continued)
10. If cardiac monitor is available, and patient has an unusual and/or irregular heart rate or pulse, may assist the AE
or Paramedic with the application of a cardiac monitor and the acquisition of a strip for interpretation by ED
physician, during transpoudnly.

AEMT
Treatment continuation from above
1. Initiate vascular access and cardiac monitor.
2. Assess airway adequacy and assist ventilation withvadgemask while administering 100% oxygen.
3. Treat arrhythmias as follows:
i.  Bradycardia. Treat only if:
a LyTFryd 2N OKAftRQA KSIENI NrdS ¢ cn oL FyR
b. Airway management and 100% oxygenation does not improve patient condition.
1. Begin quality CPR
2. Transport immediately
Paramedic
Treatment continuation from above
1. Consider advanced airway
2. Treat arrhythmias as follows:
i. Bradycardia. Treat if:
a LYyFTryd 2N OKAftRQaA KSIENI NrdS ¢ cn oL FyR LI
b. Airway management and 100% oxygenation does not improve patient condition.
1. Begin quality CPR
2. Administerepinephrine 1V, 10, or ET every three to five minutesntil perfusion improves
i.  When IV or O routes are availakéglminister 0.01 mg/kg (0.1 mL/kg) of Img/10mL.
ii. When administering through ET tube, u8el ma/kg (0.1 mL/kg) of epinephrine
1mg/imL ET that must be diluted withS3ml of NS
c. If noresponse, administ@tropine
1. When IV or IO routes are availab@02 mag/kg. (minimum dose 0.1 mg, maximum single
dose 0.5 mg)
2. When administering through ET tukedminister 0.04 mg/kg.
3. Atropine may be repeated once if the patient is not improved-tBinutes
4. Referto lengthbased drug treatment guide (e.g., BROSEEFEDIATRIC EMERGENCY TAPE
OR SIMILAR GUIDE) when unsure about patient weight, age and/or drug dosage.
d. Consider Transcutaneous pacing
e. Transport and contact medical control for possible cardiac pacing

ii.  Narrow Complex Tachycardia:
a. If patient is asymptomatic, transport immediately.
b. Consider normal pulse for age of patient
1. 220 38T YIFEAYlIf d&aaArydzaé LidzZ &S
2. normal sinus pulse is narrow with some variability
3. SVTis typically greater than 150 and has very little variation
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4. MOST WPW with rapid afib will be greater than 180 with a lot of variability
c. Consider hypovolemia and follodypovolemic Shock Protocol
Inquire about a history of Wolff Parkinson White syndrome or other arrhythmias.

e. Consider one attempt at vagal maneuver. Success of vagal maneuvers are variable and depend uy
0KS LINB5aSyOS 2F dzyRSNIéAy3d O2yRAGAZ2Yy&EaE (KS
what type of vagal maneuver is attempted, obtain a cardiac itootracing before and during the
attempt. The following vagal maneuvers may be attempted in pediatric patients:

1. Have child blow through a straw
2. Bear down like having a bowel movement.
f. Administer adenosine, 0.1 mg/kg (maximum 6mg) RAPID IV bolgs 1 to 3 seconds followed

IMMEDIATELY with a1® ml NS bolus IV.

g. If the first dose is ineffective, repeadenosine in 2 minutes, 0.2 mg/kg (maximum 12 mg) RAPID IV

bolusfollowed IMMEDIATELY with @8 ml NS bolus IV.

h. Contact medical control
3. If patient is symptomatic (poor perfusion, shock, hypotension, respiratory difficulty, SOB, signs of CHF, altered L
FYR KSIFENI NIGS A& X HHAKYAYdziS Ay Fy AYyFlLyid 2N x
syndrome (this will likgl be narrow complex irregular):
i.  Administer adenosine, 0.1 mg/kg (maximum 6mg) RAPID IV boles 1 to 3 seconds followed
IMMEDIATELY with a1® ml NS bolus IV.
ii. Ifthe first dose is ineffective, repeadenosine in 2 minutes, 0.2 mg/kg (maximum 12 mg) RAPID |V bolus
followed IMMEDIATELY with &8 ml NS bolus IV.
iii. Contact medical control
iv.  Adenosine can be a fatal mistake in WPW,; cardioversion can treat either condition
4. Consider sedatioNersed 0.1 ma/kg IV.
i.  Synchronous cardioversion at (preferred in Wolff Parkinson White syndrome)
ii. 0.51 joules (monophasic or biphasic)
iii. 2 joules/kg (monophasic or biphasic)
a. Ifthe second synchronized cardioversion is unsuccessful, consider contacting medical control for
antiarrhythmic (amiodarone)
iv.  Wide Complex Tachycardia (With a pulse)

a !aasSaa LIGASY(diQa LISNFdzaAz2yod {AdyakaedYLIiizYa
1. Hypotension
2. Acutely altered mental status
3. Signs of shock

b. Good perfusion
1. If the rhythm is regular and the QRS complex is monomorphic, consider the administratior

of adenosine 0.1 mg/kg (maximum 6 mg) RAPID IV bwlas 1 to 3 seconds followed
IMMEDIATELY with al® ml NS bolus IV.

2. Ifthe first dose is ineffective, repeadenosine in 2 minutes, 0.2 ma/kg (maximum 12 mg)
RAPID 1V boldsllowed IMMEDIATELY with &8 ml NS bolus IV.

3. If the rhythm is not regular and/or the QRS complex is not monomorphic or the E
unsure about the rhythm, contact medical direction for potential orders
antiarrhythmic.

o
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4. If the rhythm is not regular and/or the QRS complex is not monomorphic or the EMT is
unsure about the rhythm, contact medical direction for potential orders for an
antiarrhythmic.

I.  Amiodarone 5 mag/kg IV over BD minutes
5. Consider sedatioNersed).2 ma/kg IV
i.  Synchronous cardioversion at:
a. Initial shock: 0.81 joules/kg (monophasic or biphasic)
b. Subsequent shocks: 2 joules/kg (monophasic or biphasic)
*NOTE: If at any time the patient becomes unstable with poor perfusion, go directly to synchronous
cardioversion.
*NOTE: Do not administer more than one antiarrhythmic to a patient. The choice of the antiarrhythmic to be
administered should be predetermined by the medical director for your organization.
6. Poor perfusion (with a pulse):
i. Prepare forimmediate cardioversion

ii. Consider sedatioWersed 0.2 ma/kg IV
a. Synchronous cardioversion at:
1. Initial shock: 0.5 joules/kg (monophasic or biphasic)
2.  Subsequent shocks: 2 joules/kg (monophasic or biphasic)
b. Administer an antiarrhythmic
1. Amiodarone 5mg/kg IV/10 over 5 minutes
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( Patient with bradycardia ]

Y

Cardiopulmonary
compromise?

¢ Acutely altered No
mental status
* Signs of shock
* Hypotension
Yes
Y Y
( Y
Assessment and support * Support ABCs
* Maintain patent airway * Consider oxygen
* Assist breathing with positive * Observe
pressure ventilation and oxygen * 12-Lead ECG
as necessary * |dentify and treat
* Cardiac monitor to identify rhythm; underlying causes
monitor pulse, BP, and oximetry < =~

S y, A

Y

Start CPR if HR <60/min
despite oxygenation and
ventilation.

V

oy Bradycardia =
- persists?
Yes
Y
p
* Continue CPR if HR <60/min
* |V/IO access
* Atropine forincreased vagal Epinephrine IV/IO dose:
. g‘:s?(; ;’L’;ﬁgﬁ\)’rgzﬁg}‘ 0.01 mg/kg (0.1 mL/kg of the
X 0.1 mg/mL concentration).
transvenous pacing Repeat every 3-5 minutes.
¢ Identify and treat underlying IfIV/I0 access not available
causes but endotracheal (ET) tube
‘s ' . 4 in place, may give ET dose:
0.1 mg/kg (0.1 mL/kg of the
1 mg/mL concentration).
Y Atropine IV/IO dose:
0.02 mg/kg. May repeat once.
Yes Check pulse Minimugm gose g.1 r?mg and
every 2 minutes. maximum single dose 0.5 mg.
_Pulse present?
v No ¢ Hypothermia
* Hypoxia
Go to Pediatric j * Medications
Cardiac Arrest Algorithm.
© 2020 American Heart Association
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Initial assessment and support
* Maintain patent airway; assist breathing as necessary
* Administer oxygen
¢ Cardiac monitor to identify rhythm; monitor pulse,
blood pressure, and oximetry
* |V/IO access
* 12-Lead ECGif available
Probable sinus Y
tachycardia if ‘ Evaluate rhythm
* P waves present/normal with 12-lead ECG
* Variable RRinterval or monitor.
¢ Infant rate usually <220/min
\- Child rate usually <180/min

A

Cardiopulmonary

Search for y
compromise?
B Yes * Acutely altered
mental status
* Signs of shock
* Hypotension
Narrow Wide Narrow
(<0.09 sec) (>0.09 sec) (<0.09 sec)

Evaluate
QRS duration.

Y

Evaluate
QRS duration.

Doses/Details

Synchronized
cardioversion

Begin with 0.5-1 J/kg;

if not effective, increase
to 2 J/kg. Sedateif
needed, but don't delay
cardioversion.

Drug Therapy

Adenosine IV/10 dose

* Firstdose: 0.1 mg/kg
rapid bolus (maximum:
6 mg)

* Seconddose:
0.2 mg/kg rapid bolus
(maximum second
dose: 12 mg)

v Wide
(>0.09 sec)

Y

e R N

' Probable supraventricular Possible ventricular ‘ Probable supraventricular

™, Ve
\

tachycardia tachycardia tachycardia
* P waves absent/abnormal * Pwaves absent/abnormal
* RRinterval not variable * RRinterval not variable
* Infant rate usually =2220/min * Infant rate usually 2220/min
* Child rate usually =180/min Y * Child rate usually 2180/min
* History of abrupt rate change Synchronized K * History of abrupt rate change
cardioversion
Expert consultation
is advised before
additional drug i
* IfIV/IO access is present, therapies. [ Consider j
give adenosine vagal maneuvers.
or
* IfIV/IO accessis not
available, or if adenosine

is ineffective, perform
synchronized cardioversion

© 2020 American Heart Association

If IV/10 access
is present, give
adenosine.
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tachycardia

€

QRS monomorphic,

If rhythm s regular and
consider adenosine.

Expert consultation
is recommended.
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Pediatric:Cardiac Arrest

General Considerations

1.
2.
3.

© o N

10.

EMT

wn =
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Cardiac arrest in children is primarily due to lack of an adequate airway resulting in hypoxia

All EMS professionals must concentrate on opening and maintaining the airway and providing 100% oxygen
vdzZl f AGe /tw O2yaraida 2F LzaKAY3I KINR gAGK O2YLINBaa
chest, compressions of at least 100 per minute, and allowing complete chest recoil.

For twoperson CPR, the rate of chest compressions without the presence of an advanced airway is 3:1 in
newborns with a suspected primary etiology of respiratory compromise, and 15:2 in children and newborns in
arrest with a suspected cardiac etiologyaif advanced airway is in placel8 breaths per minute should be
administered with continuous chest compressions.

a. When performing CPR in infants and children with an advanced airway, it may be reasonable to target a
respiratory rate range of 1 breath everg®s (2@30 breaths/min), accounting for age and clinical
condition. Rates exceeding these recommendations noaypromise hemodynamics.

i. Thisis based on one small, multicenter observational study of intubated pediatric patients found
that ventilation rates (at least 30 breaths/min in children less than 1 year of age, at least 25
breaths/min in older children) were associated with improvates of ROSC and survival.
ii. However, increasing ventilation rates are associated with decreased systolic blood pressure in
children.
iii. The optimum ventilation rate during continuous chest compressions in children with an advanced
airway is based on limited data and requires further study.
During BVM ventilation or endotracheal intubation, routine cricoid pressure to prevent aspiration is no longer
recommended.
Transport IMMEDIATELY when excessive hemorrhage or hypothermia is present. ALS measures should be carr
out during transport
If peripheral IVs cannot be established, access should be obtained by the intraosseous route
If IV or 10 access cannot be established, administer appropriate medications through the ET tube
NOTEAdult AEDs can be used on patients under one year of age if no other appropriate device is available.
Manual defibrillator is preferred for infants. Pediatric AED pads are preferred for patients between the ages of 1
and 8 years of age. Adult AED padsustt be used for patients greater than 8 years of age, but they may be used
in patients between the ages of 1 and 8 years of age if pediatric AED pads are unavailable.
If Sudden Infant Death Syndrome (SIDS) is suspected:
i. Initiate basic and advanced life support, unless apparent rigor mortis or signs of lividity are present
ii. Communicate with and reassure the parents
iii.  Encourage family to have friends or neighbors accompany them to the hospital
iv.  If infant is not resuscitated, refer parents to social services at the nearest appropriate emergency
department to initiate counseling

. Consult Broselow Tape for dosing and equipment recommendations.

Open and maintain airway in sniffing position
Ventilate with 100% oxygen via BVM with oxygen reservoir
Initiate quality CPR in accordance with American Heart Association guidelines
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4. Establish communications with medical control and advise of patient condition. Transport as soon as possible
unless ALS unit is en route and has an ETA of less than 5 minutes. Apply AED and shock as needed prior to
transport. Do not delay defibrillation sethis is time sensitive and may be a lifesaving intervention.

5. If an Automated External Defibrillator (AED) is available:

i.  Assess patient for respirations and cardiac arrest
i.  Apply AED and activate the device.
iii.  Start documentation that must include:
a. EMS unit delivering care and ID of EMS professionals
b. Initial call information (i.e., accidental ingestion, drowning, etc.)
c. Initial patient assessment, findings, and impression
d. Care given to this point
e. Ongoing outcomes of care delivered to patient
1. b2 { K201 ! ROAASRE
I.  Continue quality CPR for two minutes
i.  Continue ventilation with 100% oxygen via BVM with oxygen reservoir
iii.  Contact medical control and transport IMMEDIATELY
6. a{ K201 ! ROAAaASRE
i.  Deliver a single shock
i. Resume quality CPR for two minutes
iii.  Contact medical control, advise of cardiac arrest, and transport IMMEDIATELY
iv.  After each tweminute cycle of quality CPR, activate AED to assess rhythm and deliver a single shock
indicated
v. Resume quality CPR

TURN AED OFF DURING MOVEMENT OF PATIENT
AEMT
Treatment continuation from above
1. Apply cardiac monitor
2. If monitor shows ventricular fibrillation or pulseless ventricular tachycardia:
i. Defibrillate at 2 joules/kg
ii. If noresponse, Five cycles of quality CPR
iii.  Defibrillate at 4 joules/kg
iv. If noresponse, resume quality CPR and TRANSPORT
3. Start IV or 10 of saline and gi2@ ml/kg NS IV bolu$V access should be accomplished@umte to hospital.

DO NOT DELAY TRANSPORT
Paramedic
Treatment continuation from above
1. Ifan AEMT is in a cycle of defibrillation, allow to complete cycle
2. Assess airway and intubate if needed
3. Establish IV or 10, whichever is quickest
4. Apply monitor. If one of the following conditions exists, treat as follows:
i.  Ventricular fibrillation or pulseless ventricular tachycardia
a. Defibrillate at 2 joules/kg
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If no response, quality CPR for two minutes
Defibrillate at 4 joules/kg
If no response, continue quality CPR for two minutes
Administer epinephrine 1V, 10, or ET eveiy Binutes
1. IV /IO doseg 0.01 mg/kg of Img/10mL)
LF y2 NBaLRyaSs RSFAONREEIGS G x n 22dzZ Sak
g. If noresponse, continue quality CPR for two minutes
1. Administer one antiarrhythmic
i.  Amiodarone 5 mg/kg IV/IOnay repeat dose up to 2 times for refractory ventricular
fibrillation or pulseless ventricular tachycardia
h. If no response, continue quality CPR and TRANSPORT
i. Consider the treatment of reversible causes
Hypovolemia: administe20 mi/kg NS IV fluid boluses
Hypoxia
Hydrogen ion (acidosis)
Hypoglycemia: treat pePediatric Hypoglycemiarotocol.
Hypokalemia/hyperkalemia
Hypothermia
Tension pneumothorax
Tamponade, cardiac
Toxins
Thrombosis

®ooo

ol

T TS@moa0 Ty

j. Asystole / Pulseless Electrical Activity (PEA)
a. Begin quality CPR immediately

Obtain IV/IO access
Continue quality CPR for two minutes and adminigiginephrine 1V, 10 every8minutes
IV/IO doseg; 0.01 ma/kg of 1mg/10mL)
Confirm asystole in two different leads

1. If rhythm is unclear and possibly ventricular fibrillation, follow ventricular

fibrillation/pulseless ventricular tachycardia guideline
i.  Consider the treatment of reversible causes
Hypovolemia
Hypoxia
Hydrogen ion (acidosis)
Hypoglycemia
Hypokalemia/hyperkalemia
Hypothermia
Tension pneumothorax
Tamponade, cardiac
Toxins
j-  Thrombosis, pulmonary
k. Thrombosis, coronary

ii. Ifnoresponse, continue quality CPR and TRANSPORT.

oaroo

S@~poo0 oy
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Start CPR

* Begin bag-mask ventilation and give oxygen
* Attach monitor/defibrillator

2
VE/pVT )

¢
| @{

CPR 2 min
IV/IO access

Rhythm
shockable?

® Z Y::ock

CPR 2 min
* Epinephrine every 3-5 min
* Consider advanced airway

Rhythm
shockable?

. %

Y

es
Shock

CPR 2 min
* Amiodarone or lidocaine
* Treatreversible causes

Y

Rhythm
shockable?

Y
Asystole/PEA )

Y
Q\ Epi:espx':‘ine

CPR 2 min
¢ |V/IO access
* Epinephrine every 3-5min
* Consider advanced

airway and capnography
Y
Rhythm Yes
shockable?
No
. Y
CPR 2 min
Treat reversible causes
Y
No Rhythm Yes
shockable? ‘

\

4

12

* If no signs of return of spontaneous
circulation (ROSC), go to 10

* [fROSC, go to Post-Cardiac Arrest
Care checklist

v

v v

12

¢ If no signs of return of spontaneous
circulation (ROSC), go to 10

* IfROSC, go to Post-Cardiac Arrest
Care checklist

CPR Quality

* Push hard (2¥s of anteroposterior
diameter of chest) and fast
(100-120/min) and allow complete
chestrecoil

Minimize interruptions in
compressions

Change compressor every

2 minutes, or sooner if fatigued

If no advanced airway, 15:2
compression-ventilation ratio

If advanced airway, provide
continuous compressions and
give a breath every 2-3 seconds

Shock Energy for Defibrillation

* First shock 2 J/kg

* Second shock 4 J/kg

* Subsequent shocks 24 J/kg,
maximum 10 J/kg or adult dose

Drug Therapy

* Epinephrine IV/IO dose:
0.01 mg/kg (0.1 mL/kg of the
0.1 mg/mL concentration).
Max dose 1 mg.

Repeat every 3-5 minutes.

If no IV/IO access, may give
endotracheal dose: 0.1 mg/kg
(0.1 mL/kg of the 1 mg/mL
concentration).

Amiodarone IV/I0 dose:

5 mg/kg bolus during cardiac
arrest. May repeat up to

3 total doses for refractory
VF/pulseless VT

or

Lidocaine IV/10 dose:

Initial: 1 mg/kg loading dose

Advanced Airway

* Endotracheal intubation or
supraglottic advanced airway

* Waveform capnography or
capnometry to confirmand
monitor ET tube placement

Reversible Causes

* Hypovolemia

* Hypoxia

* Hydrogenion (acidosis)
* Hypoglycemia

* Hypo-/hyperkalemia

* Hypothermia

* Tension pneumothorax
* Tamponade, cardiac

* Toxins

* Thrombosis, pulmonary
* Thrombosis, coronary

© 2020 American Heart Association
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Pediatric: Child Abuse / Neglect

GENERAL CONSIDERATIONS

1. Child abuse or neglect are widespread enough that nearly all EMS professionals will see these problems at s¢
time. The first step in recognizing abuse or neglect is to accept that they exist and to learn the signs and symptol

2. Initiate treatment as necessary for situation using established protocols.

3. If possible, remove child from scene, transporting to hospital even if there is no medical reason for transport.

4. If parents refuse permission to transport, notify law enforcement for appropriate disposition. If patient is in
immediate danger, let law enforcement handle scene.

5. Advise parents to go to hospital. AVOID ACCUSATIONS as this may delay transport. Adult with child may not b
abuser.

6. Carefully document findings and report to physicians at the hospital. An EMS professional must also report or ass
GKFG FOGdz2f 2NJ adzALISOGSR OKAfR 0dzaSkyS3tSOG Aa N
Services Board.

DOCUMENT THIS NOTIFICATION
DO NOT JEOPARDIZE YOUR SAFETY

SIGNS AND SYMPTOMS
The incidence of child abuse and neglect has no socioeconomic, racial, cultural, or religious boundaries. Child
abuse and neglect occurs in all segments of our population. Prehospital personnel are in a unique position in
their ability to make the initiaidentification of these victims. EMS professionals should always believe what the
child says, document the exact statements on the prehospital care report, and communicate them clearly to th
healthcare providers upon arriving to the receiving facility.
The signs and symptoms of child abuse and neglect may include the following:
Physical Abuse
1. Bruises

i. Infants rarely bruise accidentally

ii.  Active children normally sustain bruises on the front of the body (knees, shins, elbows, foreheads)

iii.  Bruises in recognizable shape of an object are suspicious

iv.  Multiple bruises in different stages of healing are suspicious

v.  Skin injuriescuts, scrapes, bruises, burns, bites, redness, swelling

vi. Burns
vii.  Scald burns are common
viii.  Immersion burns characterized by clear lines of demarcation (accidental burns are more likely to have

AL FakK LI GGSNYy RdzS G2 GKS OKAfRQa gAOKRNIY gl f T
ix. Inflicted contact burn (recognizable by a shape of the object used to produce it)
X Burns in less exposed or unexposed areas, deeper or larger burns

i.  Adult human bite marks
ii. Multiple, random, or weldefined bite marks
iii.  Multiple defined tooth marks (differ from animal bites)
3. Fractures
i. {dzA LS OGSR TNIOldNBFa RAaAO0O2ISNBR dal OOARSYy (I f
ii.  Skeletal injury inconsistent with history
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t SRAFGNAOY / KAfR !'0dzaS k bS3tSOG o/ 2yiQRVOY
iii.  Multiple fractures in different stages of healing
iv.  Suspected fractures accompanied by other injuries

4. Reported or alleged falls
. ClLffa FNRBY | adrlryRAy3 LRaAGAZ2Yy 2N f2g 202S00 of
i. Crffta FTNRBY 3INBIGSN iKIy OKAfRQA KSAIKG A& dzadz f

5. Injuries to face and head
i.  Unintentional injuries usually involve the front of body
ii. Injuries to the side of the face, the cheeks, or the ears are suspicious for abuse
iii.  Direct blows to the mouth usualhgsultin lip injuries, possibly with fractures to the jaw or teeth
iv.  Considerable force is required to cause severe head trauma
6. Hair loss
i.  Can be sign of child abuse from dragging by the hair
i. May simply be the result of excessive force during hair brushing or from certain types of hair braiding
iii. May be sekinflicted to relieve stress
iv.  Blood may be seen at the surface or beneath the scalp
7. Shaken baby syndrome
i.  Most common in children less than 2 years old
ii.  There may be no external evidence of trauma
iii.  Possible signs include decreased consciousness, seizures, vomiting, other signs of head injury, unusual
iv.  Altered mental status may be the only sign
v.  Recognition of the possibility of this syndrome should trigger suspicion of abuse

Sexual Abuse

Signs of recent abuse may include pain, bleeding, or discharge from urethra, vagina, or rectum
1. Signs of chronic or concealed abuse occurring over weeks or months may include nonspecific abdominal pain, vac
inflammation, or painful urination
2. The physical examination is normal in most cases

Emotional Abuse
1. A component of all forms of child abuse
2. Most cases are mild, but early recognition is important
3. Signs
i.  Encouragement of destructive or antisocial behaviors
i. *SNBFf FaaldAgZd 2F GKS OKAfR 2NJ @GSNbBIf Fdaal O01a :
iii.  Humiliation of the child
iv.  Ignoring the child
v. Isolation of the child
vi wS2S0iAz2y 2F GKS OKAfRQa ySSRa |yR NBljdsSaia
Neglect
1. Most common form of child abuse, yet it is the most undecognized and undeareported form of child abuse
2. Signs:
i. Inadequate care, including of food, clothing, or shelter.
i. Inadequate medical attention including delay in seeking care for known iliness.
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ii.  Poor personal hygiene.
iv.  Unsanitary conditions.
v.  Inadequate sleeping arrangements.
vi.  Lack of supervision.
vii.  Evidence of substance abuse.
viii.  Structural, fire, or environmental hazards
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Pediatric: Fever

GENERAL CONSIDERATIONS
All Levels:

1. |If febrile, remove excess clothing, but take great care to avoid shivering. Consider environment and temperature of vehicle.

2. DONOBLI2Y3IS 2NJ 6Si OKAfR dzyfSaa GNBFGAy3a F2N KSIHG SELR A dz

3. Transport all infants < 8 weeks of age with a reported temperature > 100.4° F (38° C) or < 96° F (35.5° C). Fever >100.
infants less than 8 weeks old (adjusted for prematurity if needed). This is a critical issue until proven otherwise. Irdadts
toddlers with disproportionate tachycardia have a serious bacterial infection until proven otherwise. These children have the
potential to decompensate quickly even if initially well appearing.

4. Consider transport of neonates (LESS THAN 30 DAYS OLD) to a pediatric facility.

Inclusion Criteria:
1. Age: 6 months an up.
2. Presence of a fever is defined as oral, temporal, tympanic, or womtact thermometer reading obtained by EMS of > 100.4
degrees F.
3. Patient can swallow liquids.

Exclusion Criteria:
1. Patient received acetaminophen, or acetaminoph@&wontaining products within the last six hours.

2. The patient is allergic to acetaminophen.

EMT/AEMT
1. Consult Broselow Tape for dosing and equipment recommendations.
2. Assess the ABCsupport airway and ventilation PRN. Do not attempt to place an oral airway or orally suction
during an active seizure.
3. Initiate O2 and apply pulse oximeter.
4. Complete and record all vital sigrepeat frequently and record new findings.
5. holdlFAy GKS LI GASYGQa GSYLISNI Gdz2NB o WSO2NR 020K {KS
Paramedic
Treatment continuation from above
1. LF GKS LI GASyGQa ¢SAIKG Aa (y2eyxr dziAtAT S GKIG 6SA
2. Dosing questions should be directed to medical control.
3. Administer acetaminophen orally per the dosing chart below:
Patient Weight (kg) / KAf RNByQa ! 080Gl YAY2LKSY {

6-12 Ibs. (35 kg) Yatsp or 1.25 mL (40 mg)
13-16 lbs. (67 kg) Y tsp or 2.5 mL (80 mg)
17-25 Ibs. (811 kg) Y tsp or 3.75 mL (120 mg)

26-31 Ibs. (1214 kg) 1 tsp or 5 mL (160 mg)
32-51 Ibs. (1823 kg) 1.5tsp or 7.5 mL (240 mq)
52-64 Ibs. (2429 kg) 2 tsp or 10 mL (320 mg)
65-79 Ibs. (3635 kg) 2.5tsp or 12.5 mL (400 mg)
80+ Ibs. (36+ kg) 3tsp or 15 mL (480 mg)
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Pediatric: Fluid and Drug Administration

AEMT
1. Consult Broselowape for dosing and equipment recommendations.
2. Peripheral venous access, in the form of an IV or an 10, will be the first route for fluid and drug administration f
any life or limb threatening emergency.
3. Unless there are compelling factors, no more than two attempts at peripheral access should be made in the
pediatric patient.
In a lifethreatening situation where venous access appears futile, immediately establish intraosseous access.
Intraosseous Infusion
i.  The following are guidelines for the UNSTABLE child requiring alternative vascular access AFTER ens
that the airway and ventilations are established:
a. Indications: Intraosseous assess should be established if you cannot rapidly achieve venous acc
in a patient in decompensated shock or cardiopulmonary arrest.
b. Contraindications: Recently fractured bone, known bone disorder, and previous unsuccessfi
attempt of 10 placement at site.
c. Relative contraindications: cellulitis or infected burn at site.
d. Equipment: Bone marrow aspiration needle, iodine and alcohol preps, 5 ml syringe.
6. Fluid of choice is normal saline or Lactated Ringers, utilizing a macro drip administration set. If child is less than
years old a micro drip set should be used if available.
Paramedic

Treatment continuation from above
1. Intranasal (IN) route may be used for fentanyl, Versed or ketamine.
2. Intramuscular (IM) route may be used for fentanyl, Versed, ketamine, morphine, diphenhydramine, Solumedrc
epinephrine.

o ks
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Pediatric: Drowning/ Submersion Injury

GENERAL CONSIDERATIONS
1. Drowning is classified as trauma in Ohio. Victims of drowning or near drowning who will likely require admission
a hospital should be transferred to the appropriate trauma center.
2. Dry and warm patient gently.
3. Drowning during warm weather (no ice on water).
i.  See pediatric arrest if warm and pulseless
ii. Patients who experience drowning during warm weather who do not have return of spontaneous circulatio
(ROSC) after reasonable attempts at resuscitation are unlikely to survive
iii.  Evaluate for trauma, consider spinal immobilization
4. Drowning during cold weather (ice on water or nearby).
i.  The best available data indicates that patients who lose spontaneous prior to suffocation can withstan
prolonged periods (hours) of cardiac arrest and have the potential for very good neurologic outcome.
ii. Treat asPediatric Arreswvith the following modifications
a. Do not attempt defibrillation/ cardioversion more than 1 time if body temperature is less than 32
degrees C or 86 degrees F
b. Do not attempt defibrillation/ cardioversion more than 3 time if body temperature is less than 34
degrees C or 93 degrees F, but greater than above
c. Ifresources are not available to check temperature and patient has been in water for 30 minutes ¢
more, do not attempt greater than 3 shocks without success.
d. If possible, provide warmed IV fluids as the patient is likely to experience third spacing and loss
intravascular volume
e. You may give standard ACLS drugs but at greater intervals. Consider giving only one dose u
warmed greater than 34C/93F
iii.  Evaluate for trauma, considepinal immobilization
iv. {GNRy3Ife O2yaARSNI GNI}IYyaFSNNRAy3d O2fR gl G§SNJ RNR
candidates for ECMO
v.  Carefully warm patient, any aggressive movement may precipitate arrhythmia
5. Near drowning.
i.  Mange Airway and ventilation per appropriate protocol
a. Patients with significant aspiration are prone to lung injury and may decompensate, conside
transfer to a trauma center
ii. BP/ Perfusion: se€hock protocol Warm fluids as appropriate.
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Pediatric: Hyperthermia

GENERAL CONSIDERATIONS

1. Consult Broselow Tape for dosing and equipment recommendations.

2. Hyperthermia can be secondary to environmental causes, loss of thermoregulation (intoxicated, unable to move
cooler area), infection, intoxication (serotonin syndrome, MDMA, ecstasy, Molly, intentional overdose of
antidepressant/ antipsychotic). Pleasee the appropriate protocol as needed if another source other than
environmental is likely.

Manage airway as appropriate
Treat hypoperfusion as appropriate. Sgeck protocal
i. Be wary of volume overload
i. Do not administer chilled IV fluids.
5. Cool patient
i. Perform immersion coolini neurological changes present.

ii. Passive cooling is generally sufficient for patients without neurological changes.

Hw
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Pediatric: Newborn Resuscitation

GENERAL CONSIDERATIONS
1. The five initial questions to assess in every newborn are as follows:
i. Isthe baby full term and how many babies are expected?
ii. Isthere THICK meconium present?
iii. Isthe baby breathing or crying?
iv.  Does the baby have good muscle tone?
v. La GKS oloeQa O02f2N LIAY|K

These questions will help determine the amount of intervention needed. Most term healthy infants do not

require ALS intervention. This initial assessment should be completed within 30 seconds.

1. Body heat must always be maintained. As soon as the baby is born, wipe the baby dry and place in a we
SYGANRYYSYylGd / 20SNI KS AyTFlLyiQa KSFERI LXFOS F3FAyYyS:
oxygen, if available. Avoid directlafi A OF G A2y 2F O2f R 2Ee&3Sy (G2 AyTFlIyiQs
Avoid inducing hyperthermia (elevated body temperature) in babies who may have had a Hgpbeimic event.

2. Position infant in sniffing position (with aifch towel under the shoulders). This will provide an optimally opened
airway and adequate drainage of secretions.

3. Routine suctioning of the airway is not recommended, even in cases of meconium staining. Only suction usin

bulb syringe if there is airway obstruction or is a need for positive pressure ventilation.

Open and manage airway. Simple positive pressure ventilation is reasonable.

LT RNEAY3I YR adz00A2yAy3a KlIa y2id LINPGPARSR Sy2dzaAK

the infant still has poor respiratory effort, poor tone, or central cyanosis, consider them to be distressed. Mos

distressed infants wirespond quickly to 100% oxygen via BVM. Continuous positive airway pressure (CPAP) sho
be considered for persistent labored breathing, cyanosis, or low pulse oximetry.

6. The APGAR score should be used in the initial assessment of normal newborns and is a measure of the effective
of interventions for the distressed newborn. Scoring must not delay intervention in the distressed newborn. Tt
score is completed at 1 andrbinutes after delivery. If the-Eninute score is less than 7, repeat every 5 minutes for
the next 20 minutes.

ok

Signs -0- -1- -2-
Appearance Blue, Pale Body Pink, Extremities Blue Completely Pink
Pulse Absent Slow Or < 100 > 100
Grlmacg FReerx No Response Grimace Cough Or Sneeze
Irritability)
Activity (Muscle Tone) Limp Some Flexion of Extremities Active Motion
Respiration (Effort) Absent Slow, Irregular Good, Crying

EMT
1. Consult Broselow Tape for dosing and equipment recommendations.
2. If heart rate is < 100 bpm, BVM ventilation is necessary to increase heart rate.
3. If heart rate is < 60 bpm despite adequate ventilation, quality CPR should be initiated.
4. BVM ventilation is also indicated for apnea and persistent central cyanosis.
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t SRAIFI GNAOY bS602NYy wSadalOAlGr A2y 6/ 2)

5. BVM ventilation rate should be between 40 and 60 breaths per minute. Cardiac compression rate should be a
rate of 120 times per minute with compression to breath ratio of 3:1.
Establish communications with medical control and advise of patient condition.
Transport IMMEDIATELY unless an advanced life support unitesitenand has an ETA of less than 5 minutes to
the scene.
AEMT
Treatment continuation from above

1. Intubate patient if newborn is norigorous (poor respiratory effort, decreased muscle tone, AND heart rate less
than 100).
Apply monitor and check rhythm.
Establish IV or IO.
If infant shows signs of hypovolemia, administermal saline 10 ml/kg 1V/IO over 5 minutes
Narcan® administration should not be administered during the initial resuscitation and should be avoided in babi
whose mothers are suspected of having had losgn exposure to opiates. Heart rate and oxygenation should be
addressed by supporting ventiian.

6. Check blood sugar level and administeml/kg of dextrose 10% the blood sugar is < 40.
Paramedic
Treatment continuation from above

1. If asystole or spontaneous heart rate is < 60 bpm despite adequate ventilation:

i.  Administerepinephrine 0.030.03 mg/kg (0.90.3 mi/kg) of 1mg/10mL via 1V/IGr up to 0.1 mag/kg (0.1
ma/kg) of Img/AlmL ET
ii. If noresponse, repeat epinephrine administration evefy @inutes.
2. Ifinfant shows signs of hypovolemia, adminigtermal saline 10 ml/kg IV/IO over 5 minutes
3. Transport to hospital.

No

arwN
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Neonatal Resuscitation Algorithm

p—

|

After Birth
1min 60%-65%
2min 65%-70%
3 min 70%-75%
4min 75%-80%
Smin 80%-85%
10min 85%-95%

= © 2020 American Heart Association
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Pediatric: Respiratory Distress

General Consideration
1. In children, open airway by using the sniffing position.
2. In suspected cases of upper airway obstructions, DO NOT attempt to visualize the airway, unless a foreign boc
suspected. Keep patient calm and transport upright.
3. Refer to lengthbased drug treatment guide (e.g., BROSEEREDIATRIC EMERGENCY TAPE) when unsure abc
patient weight, age and/or drug dosage.
4. Evaluate patient's general appearance, relevant history of condition and determine:
i. Allergies
i. Medication
iii.  Past Medical Historg especially RESPIRATORY
iv. Last Meal
v. Events leading to present illness
Stridor, gagging or choking in the breathing patient with respiratory distress may indicate upper airway obstruction.
EMT
1. Consult Broselow Tape for dosing and equipment recommendations.
2. Quickly obtain history and nemvasive respiratory assessment.
i.  Total Airway Obstruction/History of foreign body in airway.
a. Manual clearing only if foreign body is visiblO BLIND FINGER SWEEP
b. Back blows and chest thrust in children less than 1 year of age.
c. Abdominal and/or chest thrusts in children over 1 year of age.
d. If airway cannot be cleared in 60 seconds:
1. Activate the emergency response system for immediate transport immediately to the
nearest hospital.
2. Do not take history.
3. Do not make further physical assessment.
e. Partial Airway Obstruction
1. DO NOT AGITATE CHILD, DO NOT EXAMINE THROAT.
2.l RYAYAAGSNI 2Ee3Sy o0& -dawé dATFT (G2t SNFGSR 2N
3. Allow the child to assume a position of comfort. The child may assume the tripod position. Encourage parent to h
the child in a secure position. Keep child and parent (or caregiver) CALM. Do not agitate child.
4. Transport the child in a secure upright position immediately to the nearest appropriate hospital.
AEMT
Treatment continuation from above
1. Reassess breath sounds and treat as follows:
i. Do not establish IV access unless child is in arrest or is lethargic. DO NOT agitate child.
ii. Ifforeign body in airway is suspected in unconscious patient with complete obstruction and basic procedur
are unsuccessful, try to visualize obstruction with laryngoscope.
ii. Do not attempt invasive airway unless child has respiratory arrest-v8lagmask ventilation is acceptabl
iv. If foreign body in airway is suspected in unconscious patients with compete obstruction,
procedures are unsuccessful, try to visualize obstruction with laryngoscope and remove with M
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Paramedic
Treatment continuation from above
1. Assume charge of situation and confer with EMS professionals about condition of patient and situation
2. Reassess breath sounds and treat as follows:
i. If cause of upper airway obstruction is unknown and child is calmgraal saline aerosoinay be
administered. DO NOT further agitate child.
ii. Do not attempt invasive airway unless child has respiratory arrestvBlag mask ventilation is acceptable.
iii. If foreign body in airway is suspected in unconscious patient with complete obstruction, and basi
procedures are unsuccessful, try to visualize obstruction with laryngoscope and remove with Magill forcep
iv. Ifairway is completely obstructed needle, quick Trach or jet ventilationay be lifesaving.
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Pediatric: Croup / Stridor

Historical Findings:
1. Age 6 months to 6 years.
2. Barky "seal" sounding cough with hoarse voice and stridor.
3. May have fever and cold symptoms
4. No history suggesting foreign body aspiration.
Physical Findings
1. Inspiratory and expiratory stridor at rest.
2. Chest wall retractions.
Differential Diagnosis:
Foreign body aspiration
Anaphylaxis
Croup
Epiglottitis
Asthma
Bacterial tracheitis

ogaprwnNE

EMT
1. Consult Broselow Tape for dosing and equipment recommendations.
2. Keep the patient calm. You may have a parent or other trusted adult administer oxygen fogbmeather mask or
blow-by to keep oxygen saturation above 94%.

AEMT
1. Place the patient on a cardiac monitor.
2. Considemormal saline mist via nebulizer
3. Contact medical control if considering epinephrine nebulizer.
i.  Medical control may ordeepinephrine 0.5mL of 1:1000 (1mg/mL) mixed in 2.5mL of normal saline,
administered via nebulizer.
Paramedic
Treatment continuation from above
1. If significant increase in labored breathing/ work of breathing:

i.  Administerepinephrine 0.5 mL of 1mag/1mL solution mixed in 2.5 mL of normal saline, administered via nebuliz:
with oxygen and a facemask. The definitive diagnosis of croup is not necessary; epi nebs may be helpfu
temporizing other critical causes of stridor.

2. Reassess patient frequently.

3. Continue normal saline mist via nebulizer when the epinephrine nebulizer is complete.
Notes:
Pediatric patients with fever, drooling, and stridor should be suspected to have epiglottitis or another potential
source of airway obstruction. Epiglottitis is a bacterial infection of the epiglottis that sometimes obstructs the
tracheal opening. These mavorsen from sticking objects such as fingers or tongue depressors in the patient;
throat. These patients are best treated by reassurance and immediate transportation to the hospital. Hay,
patient breath oxygen by mask or bldwy as long as this doe®t cause the patient to become upset.
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Pediatric Respiratory Distress (Choking)

Inclusion criteria:
1. t FGASyidQa 13S Aa @&2dzy3ISNI KKy mMc @SIFNBRO®
2. Sudden onset of shortness of breath in a previously well pediatric patient.
3. May have history suggestive of foreign body aspiration such as sudden onset of shortness of breath while eating
playing with a small toy/object.
4. May have on exam:
i Unilateral, decreased, or no air movement.
ii. Retractions and accessory muscle use.
iii.  Drooling
iv.  Cyanosis or unconsciousness secondary to hypoxia.

Differential Diagnosis:
1. Anaphylaxis

2. Croup
3. Epiglottitis
4. Bacterial tracheitis
5. Asthma
Protocol:
EMT
1. If the patient is awake, alert, and still breathing, minimize upsetting procedures:

a. Perform patient assessment. Do NOT perform a throat exam (may convert partial airway obstruction to
full obstruction).
b.  Administer oxygen to correct hypoxia <95%. If patient is a young child, have the parent help administer
the oxygen.
c.  Allow the patient to sit up in a position of comfort. If the patient is a young child, keep the patient with
the parent and avoid unduly upsetting the child.
Apply cardiac monitor.
. Request ALS intercept.
2. If the patient is awake, alert, and obviously choking (complete airway obstruction):
a.  Forthe infant less than one year, give 5 back slaps and up to 5 chest thrusts. Repeat this until the
obstruction is relieved or the patient is unconscious.
b.  For the child older than 1 year old, give abdominal thrusts or Heimlich maneuver until obstruction is
relieved or the patient is unconscious.
3. If the patient is unconscious:
a. Begin CP&ANd attempt to bagvalvemask ventilate while preparing for intubation.

AEMT
4. Do not start an IV unless necessary to avoid aggravating the child and worsening the airway obstructi

5. If wheezing with known FB aspiration, consider albuterol nebulizer treatment.
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6. For diffuse wheezing without known FB aspiration, considediatric Lower Airway Obstruction/Anaphylaxis
Protocol.

7. If child is apneic pulseless, and unconscious, using a laryngoscope, visualize the posterior pharynx.

Remove any foreign bodies very carefully with a suction device or Magill forceps.

9. If no foreign body is seen, or patient does not begin breathing spontaneously, intubate the trachea. If you suspe
foreign body is below the vocal cords but above the carina, it may be necessary to push the foreign body down
right mainstem bronchus ith the ET tube to aerate at least the left lung.

©

PARAMEDIC
10. Paramedics may perform all procedures listed under AEMT on any patient regardless of breathing or pu
status.
11. If you cannot establish an orotracheal airway, considezdle cricothyrotomy
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Pediatric: Lower Airway Obstruction/Anaphylaxis

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

EMT
Request ALS intercept.
Consult Broselow Tape for dosing and equipment recommendations.
Place child in position of comfort, encourage parent to hold child secure position. Keep child and parent CALM.
Quickly obtain history and nemvasive respiratory assessment.
Administer 100% oxygen in the least threatening manner.
If respiratory effort is insufficient or patient is becoming unconscious, assist ventilations witrabagmask.
i. Ifallergic reaction is suspected:
a. Secure airway and support with oxygen.

b. If severe allergic reaction, magiminister one of the followingnd repeat every 85 mins as needed:
(Agency medical director must approve this change. Agency responsible for training prior to implementation.)

1. For patients 7.5kg 0kg
i. Administer AuviQ 0.1mg auto injectofOR-
ii. Administer epinephrine (Img/1mL) 0.1 mL.IM
2. For patients>10kg and <25kg:
i. AdministerEpiPen J§0.15mg/dose) IM;OR
ii. Administer epinephrine (Img/1mi0)15mL IM.
3. For patients >25kg:
i. Administer EpiPen (0.3mg/dose) (DR
ii. Administer epinephrine (Img/1mL) 0.3mL IM.
7. IF MEDICATION IS NOT AVAIL-AB&ESport immediately, unless ALS unit isreate and has an ETA of less than 5
minutes
8. Administer aDuoNeb 3mL aerosol with 6 I/min oxygen overlB)minutesh 6 & SNIIS | yR R2 OdzYSy
If no improvement, notify receiving facility or Medical Control.
9. Ask patient or bystanders if an emergency or rescue inhaler has been prescribed for these situations. If they hav
the medication with them, assist with the administration of medication per protocol, then transport patient.
AEMT
Treatment continuation from above
1. Reassess breath sounds.
2. DO NOT establish IV access unless child is in arrest or lethargic. Do not agitate child.
i.  If allergic reaction is suspected.
a. Administerepinephrine Img/imL 0.01 mg/kg SQ (maximum dose of 0.3 mg).
b. -OR Administerepinephrine auto injectoper EMT section above.
ii. For other causes of wheezing:
a. Administer aDuoNeb 3mL aerosol with 6 I/min oxygen overlB)minutes Observe and document
OKAf RQa NBalLRyaSe® LT y2 AYLNRGSYSyGas y20A
b. DO NOT attempt invasive airway unless child has respiratory arrest.

ogakrwnNE
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t SRAFGNAOY [26SNI ! ANBI & hoadNHzOUA2YK!

Paramedic

Treatment continuation from above

1. Reassess breath sounds and treat as follows
i. If allergic reaction is suspected:
a. AdministerBenadryl (diphenhydramine) 1 ma/kg IV/IO/IM (maximum dose 50 mg)
b. AdministerSolumedrol 22mg/kg IV/IO/IM.
ii.  For other causes of wheezing:
a. Administera DuoNeb 3mL aerosol with 6 L/min oxygen oveilf0minutes Observe and document

OKAf RQa NBalLRyaSe LT y2 AYLNROSYSyGs y20AFe N
aerosol up to three times. NOTE: This is especially indicated when drug reactions are suspected.

b. Administer one of the following:

i. Decadron 0.8.5mg/kg maximum 10 mg IV/IM/PO (parenteral formulation may be given PO)
ii. Solumedrol 22mag/kg IV/1O or:
iii. Solumedrol (125mg/2mL) IV solution administered PO:
1. Ages 37 years: 0.5mL
2. Ages 816: 1mL
c. Consider CPAP
d. If severe asthma is considered, and is not responding to treatment, admiegiteephrine 1mg/lmL.:
i. Less than 40kqg: 0.15mg IM
ii. Over40kg: 0.3mg IM
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Pediatric: Seizure

GENERAL CONSIDERATIONS
1. The seizurenay bestopped by the time the EMS professionals arrive. The patient will normally be in the posticta
state.
2. The basic rule with seizures is to "protect and support" the patient.
3. Aspiration precautions should include:
i.  Coma position: a left sidying position with the head lowered 15 to 30 degrees.
ii.  Suction readily available.
iii.  Clear mouth of foreign bodies (food, gum, etc.)
4. Febrile Seizures (seizures with fever) are common in children and should be treated like other seizures.

1. Consult Broselow Tape for dosing and equipment recommendations.
2. Assess the ABCsupport airway and ventilation PRN. Do not attempt to place an oral airway or orally suction
during an active seizure.
3. Initiate O2 and apply pulse oximeter.
4. Complete and record all vital signspeat frequently and record new findings.
5. Check blood glucose. 480 mg/dl or>400 mg/dl, seédypo/Hyperglycemia Protocol
AEMT
Treatment continuation from above
If patient is seizing, and IV access has not been established:
1. Administer Midazolam (Versed) IM
i. XMH]13IY 1 PBONDI AHEMPA W/IO ACCESS UNTIL Midazolam IM given.
ii. 13-40kg:5mg IM DO NOT ATTEMPT IV/IO ACCESS UNTIL Midazolam IM given.
iii. Above 40mg: 10mg IMDO NOT ATTEMPT IV/IO ACCESS UNTIL Midazolam IM given.
2. Initiate vascular access, cardiac monitoring, ¢iddl waveform capnography.
3. If IV established and Midazolam IM has not been administered, administizzolam (Versed) 0.1mg/kg I1V/IO
(max individual dose 5mg).
i.  After Drug administration monitor airway and be prepared assist ventilation with BVM.
ii.  Consider placing the patient on ettidal capnography to further monitor ventilation.
Paramedic
Treatment continuation from above
4. |If the patient continues to seize despite above treatments, contact medical control for possible further orders.

5. Monitor for hypotension and respiratory depression.
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Pediatric: Shock

GENERAL CONSIDERATIONS

1.

Shock is not only caused by blood loss. The EMS professional must evaluate for fluid loss from other causes su
excessive vomiting and/or diarrhea, heat exposure, severe infection, severe allergic reaction (anaphylaxis), sp
trauma, and heart failwe.

Do not use only the patient's blood pressure in evaluating shock; also look for lower body temperature, poor capille
refill, decreased level of consciousness, increased heart rate, and/or poor skin color or Tiagloycardia is often

the first sign of shock.

NOTE: DiNOTdepend on blood pressure.

1.

EMT

ogbrwnNE

7.

Transport should not be delayed. The airway must be secured and then transport immediately. It is preferable |
and/or I10s be done during transportation.

Consult Broselow Tape for dosing and equipment recommendations.

Open and maintain the airway with sniffing position and the use of an oral airway if needed.

Control all external bleeding and evaluate for internal hemorrhage and/or dehydration.

Provide 100% oxygen through NRB mask, and if needed assist ventilations with a BVM.

Ohbtain vital signs: pulse and respirations.

For anaphylactic shogkthe EMT may assist the patient with the administration of an epinephrine-gjgctor
LINBAONROSR F2NJ G4KS LI GASYG SAGK | gNRGGSY LINRG2O2H
EMT may assist with the administration of an Ep&vided epinephrine auténjector with verbal medical direction.
Establish communications with Medical Control and advice of patient condition. Transport IMMEDIATELY unles:
advanced life support unit is emoute and has an ETA of less than 5 minutes to the scene.

AEMT/Paramedic
Treatment continuation from above

1.

ok wN
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Hypovolemic, neurogenic, or septic shock:

i.  Start IV of normal saline and apply cardiac monitor during transport to the hospital.

i. DO NOT DELAY TRANSPORT TO ESTABLISH AN IV
AdministerlV fluid bolus of 20 ml/kg of NEsigns of hypo perfusion or dehydration are present
Transport. Repeat bolus during transport if patient does not respond to first bolus.
Consider administration gdush-dose epinephringer Push Dose Epinephrine procedure
Check blood sugar and treat as per ediatric Hypoglycemia protocol
Anaphylactic shock: refer fioower Airway Obstruction / Anaphylaxis protacol
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Pediatric BRUE (Formerly ALTE)

GENERAL CONSIDERATIONS:
Applies to patients < 1 year of age.

Some infants have transient events involving a combination of altered mental status, respiration and muscle tone

GKFG FNB FEFNYAy3 G2 OF NBIA S NHEKNBG KiSyS yaS N Styinge S

GSNY Aad GONRISHIZA WESR 25 BSWREE day Sw! 90 @
A BRUE is defined as lasting < 1 minute with one or more of the following:
0 Absent, decreased, or irregular breathing.
o Cyanosis or pallor.
0 Altered level of responsiveness.
0 Marked change in muscle tone.
Infants must otherwise appear well and be back at their baseline state of health at the time
who are febrile, coughing, or showing any signs of illness are not having a BRUE.
EMT
1. Consult Broselowape for dosing and equipment recommendations.

of presentation. Infan

2. Assess the ABCsupport airway and ventilation PRN. Do not attempt to place an oral airway or orally suction

during an active seizure.
3. Apply pulse oximeter and administer oxygen if indicated.
4. Complete and record all vital signspeat frequently and record new findings.
5. Check blood glucose. 480 mg/dl or>400 mg/dl, seedypo/Hyperglycemia Protocol
AEMT/Paramedic
Treatment continuation from above
6. Place the patient on the cardiac monitor.

7. Determine if the event was high risk by one or more of the following:
A. Age <60 days.
B.¢KS LI GASYlG ¢ a4 02NY o0ST2NB oH ¢
weeks.
C.DSaidl A2yt ¢SS1a G O0ANIK LJ dza 6SS|
Now 7 weeks old. Corrected age = 43 weeks.
CPR was performed by a trained medical professional.
Event lasted > 1 minute.
Has had a BRUE/ALTE in the past.
CSIFidz2NBa 2F O2yOSNYy Ay (KS LI GASydQa K
SIDS.

(p))

ax

ommo

S 1 & Qeorgeption dge) x 25y

AAYOS 0 AN

Aadd2NE adzC

8. High risk BRUE should be transported to a pediatric hospital directly as they may be admitted for observation.

9. BRUE not established as high risk should still be transported to the emergency department. Contact Medical Co
prior to obtaining a refusal. Consider having the caregiver talk to Medical Control if they insist on refusal. Allr

should be encoraged to follow up with PCP closely.
10. Continually reassess throughout transport.
11. Do not establish IV/IO access unless there is a specific indication or treatment is required.
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Pediatric: Children with Special Needs (CSHCN)

SPECIAL CONSIDERATIONS

1.

2.

S

9.

10.

11.

Southwest Ohio Rural EMS Collaboratiy&MS Protocols 2@

Treat the ABCs first. Treat the child, not the equipment. If the emergency is due to an equipment malfunctio
manage the child appropriately using your own equipment.

Children formerly cared for in hospitals or chronic care facilities are often cared for in homes by parents or oth
caretakers. These children may have $igtiting or chronic diseases. There are a multitude of underlying medical
conditions that may catgorize children as having special needs. Many are often unstable and may frequently involy
the EMS system for evaluation, stabilization, and transport. Special needs children include teclassietgd
children such as those with tracheostomy tubes withwithout assisted ventilation, children with gastrostomy
tubes, and children with indwelling central lines. The most serious complications are related to tracheoston
problems due to the high risk of airway compromise and resultant hypoxia.

CSHCN have many allergies. Children with spina bifida are often allergic to latex. Before treating a patient, ask
caregivers if the children are allergic to latex or have any other allergies. If possible, keefelateguipment.
(Some regularly useglquipment that contains latex includes gloves, oxygen masks, IV tubing BVM, blood pressu
cuff, IV catheters, etc.)

Knowing which children in each area have special needs and keeping a logbook is encouraged.

Parents and caretakers are usually trained in emergency management and can be of assistance to EMS perso
[ AaGSy OFNBTFdzfe (2 (GKS OFNBIAGSNI YR F2ff296 KAakK
Children with chronic illnesses often have different physical development from well children. Therefore, the
baseline vital signs may differ from normal standards. The size and developmental level may be different from a
based norms and lengthased tges used to calculate drug dosages. Ask the caregiver if the child normally ha
abnormal vital signs. (i.e., a fast heart rate or a low pulse ox meter reading)

Some CSHCN may have sensory deficits (i.e., they may be hearing impaired or blind) yet may-appmpgate
O23aYyAGAGBS FToAfAGASaAad C2ff2¢ GKS OFNBIAGSNEQ fSIR
Do not assume that a CSHBNlevelopmentally delayed.

When moving a special needs child, a slow careful transfer with two or more people is preferable. Do not try
straighten or unnecessarily manipulate contracted extremities as it may cause injury or pain to the child. Certe
medical conditions will reqi5 & LISOA I £ OFNB® ! AL Ays O2yadzZ & GKS OK
/ FNBIAGSNE 2F /{1 /b 2FG4Sy OFNNE a32 o0l 3&¢ 2NJ RAIL
technologies and additional equipment such as extra tracheostomy tubes, adapters for feeding tubes, suctit
catheters, etc. Before leavingtheS¢ S a1 GKS OFNBIAGSNE AT (KSe KI @
Caregivers may also carry a brief medical information form or card. The child may be enrolled in a medical al
LIN2EINI Y gKSNBoe& SYSNHSyOe LISNaz2yySt OFy 3ISih 1jdzAa O]
have emergency informatioform or some other form of medical information for their child.

Caregivers of CSHCN often prefer that their child be transported to the hospital where the child is regularly follow
2N) 6KS aK2YS¢ K2aLRAGltod 2KSYy YI1Ay3d GKS RSOAaA2Z2Yy |
OKAfRQa OPDYVRARAOABRYBEABHER2T (GKS f20Ff K2aLAGFEX OF NB:
and the ability to request helicopter transport for distant home hospitals
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Pediatric: Emergencies in Children with Tracheostomies

General Consideration
The child should be examined for other possible problems. Do not assume the problem is with the tracheostor

tube.

EMT

1.
2.

3.
4.
5.

AEMT

Consult Broselow Tape for dosing and equipment recommendations.

Examine the child quickly for possible causes of distress which may be easily correctable, such as a detached ox
source.

¢NE (2 SadlofAiakK GKS OKAfRQa olaStAySy (GKS OKAfR Y
If on a ventilator, remove the child from the ventilator and bag the child with a secure oxygen source; there may |
a problem with the ventilator or oxygen source.

If still no improvement immediately transport to the nearest medical facility; initiate appropriate Resuscitation a:
needed. Suction the child through the previously established endotracheal airway device or stoma as accumulat
of debris is a common caa®f obstruction.

Treatment continuation from above

1. If suctioning does not relieve the obstruction and the patient has a tracheostomy tube and the tracheostomy
mature (at least 714 days), remove the inner cannula. If it is the cause of obstruction, there should be immediat
improvement. A tracheostomyube that has been previously removed may be replaced after ensuring that the
lumen has been cleaned and all obstructive debris has been cleared from the lumen.

2. Rarely, atracheostomy tube can erode through a major artery in the neck, any significant bleeding from the site, ¢
be an ominous finding.

Paramedic
Treatment continuation from above

1. Ifthere is no improvement after suctioning and/or removal of the inner cannula and the child is in severe respirato
distress, an occluded tracheostomy tube should be removed and ventilation via bag valve mask and should
attempted. The removal of end@cheal devices following recent surgical placement should be avoided due to
increased potential of airway collapse and resultant respiratory compromise. If an endotracheal or tracheoston
tube is available, insert it into the stoma and resume ventilaf@rpreviously used tracheostomy tube following
cleansing and removal of any obstructive debris from the lumen can be inserted.)

2. Ifthere is still namprovement,see the respiratory distress protocol.

3. Endotracheal intubation can safely be performed after removal of the tracheostomy

4. Rarely a tracheostomy tube can erode through the innominate artery contact medical control at once if significa

Southwest Ohio Rural EMS Collaboratiy&MS Protocols 2@

bleeding is encountered. This complication is frequently fatal, the best means to control the bleeding incluc
overinflating the trach cuff outilizing standard endotracheal intubation with digital pressure to tamponade the
bleed.
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Pediatric: Emergencies in Children with-Dwelling Central Lines

GENERAL CONSIDERATION
1. Children may have central lines in several locations and some complications are due to location; some central li
are located under the skin and can be felt but not seen.
2. The most common emergencies with central lines include, blockage of the line, complete or partial accident
removal, complete or partial laceration of the line, or possible infection in the central line which may lead to seps

Paramedic

1. Consult Broselowape for dosing and equipment recommendations.

2. Ifline is blocked, do not attempt to force the catheter open, transport to a facility capable of managing central line

3. For complete removal, do not attempt teinsert,transport to emergency department.

LYFSOGA2ya INB | 02YY2y O2YLX AOFGA2YT R2y Q0 GNE

4. For complete removal, maintain pressure on site until bleeding has stopped; transport child and catheter t
emergency department (part of the catheter may have broken off.)
Always bring the line with you to the hospital.

5. For partial or complete laceration of the line, clamp proximally to laceration utilizing a padded clamp and transpo
child and catheter to emergency department.

6. For children with sudden deterioration begin basic resuscitation and transport to emergency facility (child may ha
pneumothorax or internal bleeding.)

7. If there are fluids infusing through the central line, determine the nature of the fluid and the time that the fluid was
started.
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Pediatric: Emergencies in Children with Gastrostomy Tubes

GENERAL CONSIDERATIONS
1. Children with gastrostomy tubes may have complications of obstruction or dislodgment; obstruction is usually n
an emergency, but the child may require transport; dislodgment is not life threatening but the tube should b
replaced as soon as possible. Bobnditions are easily recognized.
2. The child should be examined for any other possible problems.

EMT/AEMT
1. Consult Broselow Tape for dosing and equipment recommendations.
2. Transport the child and the tube to the nearest facility capable of replacing the tube; this is not an emergenc
transport.
3. Do not attempt to replace the tube; it is not as easy as it seems and there may be other complications.
4. Cover the site with a sterile dressing and control any bleeding with direct pressure.

Paramedic
1. If there are fluids infusing through the feeding tube, determine the nature of the fluids and the time that the fluids
were started. If the tube appears damaged, or the site is irritated, stop all infusing fluids, flush the tube with wate
and clamp theudbe.

Medical Director Note: Once the tube has been removed the site will start to close. Therefore, it should be replaced agssoon
reasonably possible. Encourage transport to the Emergency Department to have this replaced.
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Pediatric.: Emergencies in Children on Ventilators

GENERAL CONSIDERATIONS

1. Children on mechanical ventilation may exhibit sudden or gradual deterioration, cardiac arrest, increased oxyg
demand, increased respiratory rate, retractions, or change in mental status.

2. Examine the child quickly for possible causes of distress which may be easily correctable (e.g., detached oxy
source) the caretakers will often have done this but double check.

3. Medications the child is presently taking may be the cause of deterioration.

4. ¢NE (2 SaitlofAakK (GKS OKAftRQa o0l aStAyST GKS OKAfR Y

EMT

1. Consult Broselow Tape for dosing and equipment recommendations.

2. Remove the patient from the ventilator and begin bagvemask ventilation.

3. Place the patient on wavirm capnography.

4. Suction the child through a previously established endotracheal device as accumulation of debris is a common ca
of obstruction. If there is no improvement, immediately transport to the nearest medical facility; initiate appropriate
resuscitation as neestl.

AEMT

1. If suctioning does not relieve the obstruction and the patient has a tracheostomy tube and the tracheostomy
mature (at least 714 days), remove the inner cannula. If it is the cause of obstruction, there should be immediat
improvement. A tracheostomyube that has been previously removed may be replaced after ensuring that the
lumen has been cleaned and all obstructive debris has been cleared from the lumen.

Paramedic

1. Ifthere is no improvement after suctioning and/or removal of the inner cannula and the child is in severe respirato
distress, an occluded endotracheal or tracheostomy tube should be removed and ventilation via bag valve mask :
should be attempted. Theemoval of endotracheal devices following recent surgical placement should be avoidec
due to increased potential of airway collapse or creation of a false passage and resultant respiratory compromise
another endotracheal or tracheostomy tube is avhi& insert into the stoma and resume ventilation (a previously
used tracheostomy tube following cleansing and removal of any obstructive debris from the lumen can be inserte

2. If there is still namprovement,see the Respiratory Distress protocol.

3. Verify, if using a cuffed tracheostomy, that the cuff is inflated.

4. Consider pneumothorax as a cause of respiratory distress.

5. Endotracheal intubation can safely be performed after removal of the tracheostomy.

6. Rarely a tracheostomy tube can erode through the innominate artery. Any significant bleeding from the site can |

Southwest Ohio Rural EMS Collaboratiy&MS Protocols 2@

an ominous finding. Contact medical control at once if significant bleeding is encountered. This complication
frequently fatal, the best maens to control the bleeding include overinflating the trach cuff or utilizing standard
endotracheal intubation with digital pressure to tamponade the bleed.
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Adult drug dose

Obstetrical EmergenciesDuring Pregnancy

Continually reassess ABCDE's and keep reassessing and intervening as needed

EMT

1. Secure airway followin@xygen, Airway, and Ventilation procedure
2. Request ALS intercept.

3. TRAUMA

iv.

V.
Vi.

Vii.

viii.

Xi.

Xii.
Xiii.

Xiv.

4. SEIZURES:
i

The best initial treatment of the fetus is the provision of optimal resuscitation of the mother.
Because of their increased intravascular volume, pregnant patients can lose a significant amount
blood before tachycardia, hypotension, or other signs of shock develop.

The highest incident of fetal deaths occurs secondary to severe maternal shock, which is associate
with a fetal mortality rate of 80%.
¢KS FSiddaa YIL& 0S5
condition and vital signs appear stable.
Oxygen saturation to maintain Sp©94% to ensure adequate fetal oxygenation.

Because of their adverse effect on utgutacental perfusion, vasopressors in pregnant women
should be used only for intractable hypotension that is unresponsive to fluid resuscitation.

After mid-pregnancy, the gravid uterus should be moved off the inferior vena cava to increase
venous return and cardiac output in the acutely injured pregnant woman. This may be achieved b
manual displacement of the uterus or left lateral tilt to 30 degs. Care should be taken if the
patient is in spinal precautions. CPR should be performed in this position. Lying the patient fla
significantly inhibits venous return.

Fetal loss can occur even when the mother has incurred no abdominal injuries.

Severe injuries are much more likely to result in fetal loss. However, there is a much highe!
frequency of minor trauma due to minor maternal mechanism of injury.

Intubation is more difficult with failed intubations 8x more likely. A smaller size ET tube is
recommended.

Insertion of two large bore Vs is recommended for all seriously injured pregnant trauma patients
to facilitate initial rapid fluid infusion.

Avoid the urge to focus on the fetus. Babies do not do well if mothers do not do well.

Every pregnant woman who sustains trauma should be asked questions specifically about domest
violence.

Patients should be transported to a trauma center with obstetrical capabilities when possible.

Ay RA&AGNB&aa FyR GKS LI I OS

Treat perSeizure protocol

5. VAGINAL BLEEDING DURING PREGNANCY < 20 WEEKS

i.  Determine gestational age is known, or the first day of the last menstrual period.
ii.  Ask about presence of additional symptoms, especially syncope and abdominal pain.
iii.  Apply external vaginal pads; bring any fetal tissues to hospital.

iv.  Delayed pospartum hemorrhage can occur up to 12 weeks after delivery and thus can occur in a patier
that has been discharged from the hospital.
6. VAGINAL BLEEDING, PREGNANCY > 20 WEEKS, ABRUPTION OR PLACENTA PREVIA
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i.  Apply external vaginal pads; bring any fetal tissues to hospital.
ii.  Transport on left side; assess fetal heart tones every 5 minutes (if doppler device is available).
7. Transport to an appropriate facility following General Transport Guidelines & Principles.
8. Notify receiving hospital with patient information as soon as possible.
AEMT

Treatment continuation from above
1. Apply cardiac monitor.

2. Initiate vascular access.
3. Refer to Seizure Protocol as applicable.

Seizure Protocdt

A wbdhpE

§ 4dz33530 dAAYI Iy AYGN} GFalddA NI YEIySardzy &dz FIaGS
00844 A& | @A@Y Of 2 IRAAYWR sRBWNIABEIDNI vn G2 wp
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. hyS YSGK2R 2F RAf dzi Ay 3 ra TN SvadA dxYy {mzfnf | YGES 28T yUBRNIYYE A

YAyYydziSao

i. 'tGSNYFGAGStEe IAGS mn3a RSSLI La d@h ddidNS GNSES REYS HA YR ASAA

YEaalr3as GKS aAaisS FFUSNIFRYAYAEAUNI GAZ2Yy®

ii. .S OldziAz2dza 2F KelLRGSyaizy Ot d S R

5 al 3y SaAidzy {dzZ FI 4GS Aa O2y iGN} AYyRAOFGS A
6. . SHI NB G(GKS O2YoAylLiliAaz2y 2F £SNASR Iy a
7. ¢KS (KNBaK2f RKFRSNAGKAADESAYRS NYERcC A & ﬁ
fSFad mp YAydziS&adKS&ILpNPRG2 G2ftS &S NBTFSNJ

If possible, transport patient to hospital where they are planning to deliver or have been getting OB care.
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Obstetrical EmergenciesHypertensive Crisis in Pregnancy

Inclusion Criteria:
1. Pregnant females.

2. Postpartum femaleaup to 1 year postelivery.
3. Sustained systolic blood pressure2ofc 1 | Y Rk 2 NImRihl 22 i@ 21001 arzya i

Paramedic
1. t £ FO0S GKS LI GASYG 2y O2y(Aydzzdza OF NRAFO Y2y Ad2NR
2.1 00SYLId G2 SadlrotAaak L+ |00OSaax odzi R2 y2i RSt @
3. L RYAVY A &GSNI yoreT SYReAdrdAKy SS avSiNEd mp YAy dziSa G2 | YIFEAYd
Mp YAydziSao
4, b2 ATFTe (GKS NBOSAGAY3I K2alLRAidlt GKFG GKS LI GASYyd Y
GNBFdGYSyld KIFI&a 0SSy AYAGAFOGSR gAGK YAFSRALAYSO®
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Obstetrical EmergenciesDelivery

Continually reassess ABCDE's and keep reassessing and intervening as needed

Consideration

1. Attempt to attain sanitary environment.

2. Focused history and physical exam, however, dopeoform pelvic exam unless the patient is actively delivering.
3. Develop and implement treatment plan based on assessment findings, resources, and training.

EMT

1.
2.
3.

o

10.

11.

12.

13.
14.

15.

16.

Secure airway followin@xygen, Airway, and Ventilation procedure

Request ALS intercept.

Obtain obstetrical history: due date, gestational age in weeks, gravidity (number of pregnancies), parity (number

deliveries), prior complications.

Assist with normal delivery.

Prepare for neonatal care.

As the baby crowns, support the head and perineum with gentle pressure to control the emergence of the heac

and minimize perineal trauma.

If amniotic membrane is still intact as the head is crowning, rupture with your fingers, forceps, or clamp to allov

amniotic fluid to leak out. Note the color and viscosity of the fluid. If, after rupturing the membranes they cover

the head and face, wigpthem clean with a clean towel.

LyadNuz oG GKS Y2GKSNJ (2 LlzaK FyR &dzZJdR2 NI GKS oloeéQa

P FAOSNI 0KS KSFR NROFGSa (2 GKS Y2GKSNRQ GKAIKIZ 3IdzA R

deliver.

2 KSy @2dz 4SS (GKS oloeQa (2L) aKz2dzZ RSNJ RSt AGSNE 3IdzA

The rest of the baby should deliver quickly.

If the infant is vigorous, delay clamping the umbilical cord for 60 seconds. This helps prevent neonatal anemia, k

resuscitation takes priority if the infant has respiratory or circulatory depression. Clamp the umbilical cord b

placing the first clam@pproximately 4 inches from the baby. Place the second clamp approximately 2 inches

further away from the baby. Cut the umbilical cord between the two clamps.

Hand the infant to a second provider to establish neonatal care if needed. If the infant is stable, breathing and h:

322R (2ySz LXIFOS (GKS AyFlyl 2y GKS Y2GKSNDRa OKSail:

Obtain APGAR score; see chart following.

Assist with delivery of the placenta:

A. DO NOT pull on the umbilical cord to facilitate delivery of the placenta.

B. DO NOT delay transport waiting for the placenta to deliver.

C. If the placenta delivers spontaneously, place in a plastic bag and transport to the hospital with the mother an
infant.

Begin fundal massage by placing a closed fist at the top of the uterus and massaging, without shoving, the uter

until it is firm.

Nuchal cord:
i. Attempt to slip cord over the head.
ii. Alternatively, it may be possible to slip it back over the shoulders and deliver the body through the loop.
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iii. If cord is too tight to remove, immediately clamp in two places about 3cm apart and cut between clamps.
17. Prolapsed cord or limb presentation:

i. With maintaining a pulsatile cord as the objective, two fingers of gloved hand into vagina to raise presenting
portion of newborn off the cord.

ii. If possible, place mother in Trendelenburg position. Otherwise, faiesst.
iii. Keep cord moistened with sterile saline.
iv. Continue to keep pressure off cord throughout transport.
18. Breech presentation:
i. Position mother with her buttocks at edge of bed, legs flexed.
ii. Support body as it delivers.

iii. As the head passes the pubis, apply gentle upward pressure until the mouth appears over the perineun
Immediately suction mouth, then nose.

iv. If head does not deliver, but newborn is attempting to breath, place gloved hand into the vagina, palm towarc
YyS602NyQa FI OST F2N¥YAY3I | axé sAGK GKS AYyRSE |y
wall from the face Attempt to flex the infantsheadtowardsthe body while elevating the body towards
mothersumbilicus while another provider provides fundal pressure. Attempt delivery. If unable to deliver,
maintain infants airwayvhich may require elevating the birth canal off of the infants face.

19. Shoulder dystocia:
i.  Position mother with buttocks off the edge of the bed and thighs flexed upward as much as possible.
i.  Apply firm, open hand pressure above the symphysis pubis.
ii.  Apply high flow oxygen and transport to closest OB capable facility if possible.

iv.  NEVER pull on the head to extract the baby.
20. Stillborn/abortion:

i. All products of delivery should be carefully collected and transported with the mother to the hospital.

ii. If patient refuses transport consultation with dime medical control and law enforcement is required.

21. PostPartum Hemorrhage:
i. Rapidly transport to the closest facility.

ii. Vigorous fundal massage.

ii. Apply pressure to any bleeding sites if visible such as vaginal tears.

iv. Treat as hemorrhagic shock. Do not use TXA until consulting online medical control.
22. Uterine inversion:

i. Make one attempt to put the uterus back into the vaginal vault. Using the palm of the hand, push the fundus

of the inverted uterus toward the vagina. If unsuccessful, cover uterus with moistened sterile gauze.
23. APGAR score at 1 minute and again at 5 minutes.
24. After complete delivery, provide routine newborn care with special attention to maintenance of infant body
temperature.

25. Place infant on oxygen and suction if needed.
26. Refer tonewborn resuscitation protocdf required.
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27. Assist with delivery of placenta and begin fundal massage.
28. Transport to an appropriate facility followirtgeneral Transport Guidelines & Principles
29. Notify receiving hospital with patient information as soon as possible.

30. If neonate <32 weeks, consider helicopter for transport to NICU.
AEMT& Paramedic
Treatment continuation from above

1. Apply cardiac monitor.

2. Initiate vascular access.

Signs -0- -1- -2-
Appearance Blue, Pale | Body Pink, Extremities Blu¢ Completely Pink
Pulse Absent Slow Or < 100 > 100
Grimace (Reflex | o Responsg Grimace Cough OSneez€
Irritability)
Activity (Muscle Limp Some Flexion of Extremitiej Active Motion
Tone)
Respiration (Effort Absent Slow, Irregular Good, Crying
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Obstetrical Emergencies: Cardiac Arrest

EMT

All pregnant patients greater than 24 weeks (or a fundal height palpated at or above the level of the umbilicus) in
cardiac arrest should be transported as soon as possible to the nearest emergency department for a resuscitative
hysterotomy (also known asperimortem cesarean section).

2. Management of the pregnant cardiac arrest patient is like the-pmygnant patient; this includes higluality chest
compressions with minimally interrupted CPR, administration of ACLS medications, and defibrillation.

3. If not limited due to body habitus and/or a gravid uterus, chest compressions can be performed with a mechanical
device (i.e., LUCAS®).

4. When performing chest compressions, apply manual left uterine displacement to relieve pressure off the inferior ven
cava to allow blood flow back to the heart. This can be performed via dnanded or twehanded technigue:
A. OneKl YRSR (GSOKYyAljdzS 6! 0Y 2AGK LI GASYyd FELdG 2y KSNJ o

LINE A RSNJ LJdzaKSa (GKS 62YSyQa dziSNUza Fgteé& 60261 NR (K
B. TwoK| YRSR GSOKyAljdzS 6. 0Y 2A0GK G4KS LI GASYlG 2y KSNI oI
LINE GARSNJ dzaSa (g2 KIYyR&a G2 LldzZft GKS 62YSyQa dzi SNYzi
A

5. Airway management in the pregnant patient can be difficult and strong consideration should be for the placement for
supraglottic device to reduce the risk of hypoxia to mother and fetus.

6. LT GKS LI GASYG A& Bun 6SS1aQ 3ISadGraAaAzy LXFOS Ay nt ST

7. Transportthe postROSC patierib a hospital with maternity services. If the patient is estimated to be 33 6/7
weeks gestation and maternal condition allows, proceed to a facility with a level 3 NICU as noted in the imminent
delivery protocol.

8. Notify the receiving hospital when in route.

AEMT/

9. If symptomatic hypotension and/or tachycardia, altered mental status, or other signs of shock place 1 or 2 large bore

L+Q& YR AYAGAFGS FtdAR NB&dAOAGI GA2Y O
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Oxygen Administration Guidelines

Oxygen administration should be based on clinical exam including respiratory effort, oxygen saturation,
capnograph and any acute or chronic medical conditions that may be present. In general, any patient with an
oxygen saturation of < 95% should be givapgemental oxygen. The following information outlines the

appropriate oxygen device, recommended flow, and clinical situation.

Nasal cannula:-B LPM for patients in mild distress without signs of hypoxia.

Nonrebreather mask: 145 LPM for patients in moderate to severe distress with signs of hypoxia.

Nebulizer mask or handheld:&LPM for patients with signs of bronchospasm (wheezing) or poor air movement
(tight breath sounds).

CPAP: 100 % oxygen through 50 psi DISS for patients with signs of acute pulmonary edema.

BagMask Ventilation: 15 LPM for patients requiring ventilatory support.

akr wbhpE

Airway Procedures:
EMT

1. Basic manual airway opening procedures.
i.  Head tilt/chin lift for unconscious adults in the absence of trauma.
i. Modified jaw thrust without head extension for trauma patients.
i. {YAFFAYI LRaAAGAZ2Y 6A0GK2dzi KE@LISNBEGSyaAarzy F2N LX
2. Basic airway adjunct procedures.
i.  Oral pharyngeal airway (OPA) for patients without a gag reflex.
i. Nasal pharyngeal airway (NPA) for patients with a gag reflex and or a clenched jaw.
a. Do not use in patients with severe maxillofacial trauma or suspected basilar skull fractures.
ii.  Supraglottic and dual lumen devices may be used if: (King AirwalicE|
a. The patient is apneic/pulseleg&ND-
b. ALS intercept is unavailable, or response is > 10 minutes.

AEMT

Treatment continuation from above
1. Orotracheal intubation: (preferred technique for all the following situations)
i. Any apneic or pulseless patient. (Cardiac or respiratory arrest)
i. tFO0ASYydiQa mu &SIENR 2F |13S 2N 2f RSN
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Ventilation Guidelines

Ventilations:
Bagmask positive pressure ventilations should be performed on all patients requiring ventilatory support. The
following information outlines the appropriate rates of ventilation:
1. Cardiac arrest
i.  Adult/Pediatric 810 breaths per minute.
2. Ventilatory support with a perfusing rhythm.
i.  Adult 1012 breaths per minute (PCO2-85 mm Hg).
i. Pediatric 1220 breaths per minute (PC0O2-35 mm Hg)
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Endotracheal Intubation

NOTE Endotracheal intubation is outside of the Ohio EMS scope of practice for EMTs effective January 13, 20

1.

Endotracheal intubation is afdvanced EMand skill. Per the State of Ohio Scope of Practiaggjanced
EMTscan use endotracheal intubation f&PNEIC and PULSELESSNnts only.

AEMT/
Intubation should be attempted on any patient who has no spontaneous respiratory or has significant airway
compromise. may be attempted on patients who are breathing but are
unable to protect their own airway. Patients who are in extreme respiratory distress and are decompensating
may be :

1. All patients should be prexygenated with 100% oxygen prior to any intubation attempt.

2. The intubation attempt should be no longer than 30 seconds. If longer, the attempt should be stopped, and

the patient should be re oxygenated with 100% oxygen.
314G y2 LRAYylU aK2dzZ R /tw 06S RA&aO2YyGAYydzZSR 2NJ aKSt Ré ¥
4. After the trachea is intubated, proper tube placement must be assured by (and documented):

i.  Observing rise and fall of the chest wall.
ii.  Confirming the presence of bilateral breath sounds by direct auscultation with a stethoscope.
iii.  Confirmation via Wave form capnography. {85 mmHg)
iv.  Confirmation via End tidal CO2 detector or other secondary confirmation device.
Secure endotracheal tube to patient using commercially available device.

If there is any doubt as to proper tube placement, resume ventilation with theviahgemask using 100%
oxygen before reattempting.

Intubation should be approached with caution in patients with suspected cervical spine injury -rédeveer
oral intubation maneuver using cervical spine motion limitations should be utilized

In patients with suspected head injury and who need to be electively intubated, consider:
i.  Administeringidocaine 100mg IYdefore intubation for head injuries

ii. Do not delay transport to establish ET airway if BVM or supraglottic device acceptable.
Waveform capnographig required for all advanced airwayBMS professionals should apply and utilize these
OF LI 23aNFLKE& RSOAOSa | OO2NRAY3I (G2 GKS YI ydzFl Ol dzNB NI

Bougie Assisted Intubation

To facilitate oral endotracheal intubation in a patient with a restricted or absent view of the glottic opening.
Procedure:

1.

©NOOAWDN

Prepare the patient and equipment for intubation.

Place a lubricated ET tube over the proximal (straight) end of the bougie.

Curve the bougie and ensure the distal tip is formed into its J shape.

Perform laryngoscopy, obtaining the best possible view of the glottic opening / epiglottis.

Advance the bougie through the oral cavity with the distal tip curved upward.

Visualize the tip of the bougie passing posteriorly to the epiglottis and if possible, anterior to the arytenoids.
Continue to advance the bougie into the trachea maintaining an anterior direction.

/| 2NNBOG GNI OKSIf LI OSYSyl A& adaA3SaidSR oy2i 02y ¥
rings or by the bougie stopping against the wall of the trachea / bronchus at the carina.
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9. Maintain laryngoscopy, bougie position, and proximal control of the bougie while passing the ET tube over the dis
portion of the bougie into the trachea.

10. Consider rotating the ET tube 90 degrees counterclockwise and advancing the tube bevel down to enhance pass
of the ET into the trachea.

11. Hold the ET tube in place and carefully remove the bougie.

12. Ventilate / confirm placement of the ET tube and secure in place as described above.

13. Utilize alternate airway techniques if unsuccessful.
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Sedation after Intubation

I.  GOAL OF PROTOCOL

AL CKSNB Aa | OftSFNJIYSSR F2NJ9a{ LINPGARSNE (2 KI@®S G4KS OIL
AyﬁSNJZSyGAzy F2N) GKS o0SySTAl 2F (GKS LI GASydG G2 GNBIG (K
B. {SRlui\zy YIE18&a AdG SIFaASNI G2 @SydAatlraS GKS LI GASydz Oy
LI GASyG gAff RAAE2R3IS GKS SyR2GN)I OKSIFf (dzoS
Il.  CONSIDERATIONS
A . LYIFIRSIljdzZl §S Ll2ad AyddzoliArAz2y YIFIylF3aSySyid fSIR&a G2 AyONBI &8s
B.t2ad AyddzoldA2y YSRAOFGAZ2Y YIylF3aSYSyld &K2dzZ R Ay Of dzRS |
C.thAy aK2dzZ R 6S FraaSaaSR SINIe FyR 2FiSyo
D. aSRAOFGA2ya F2NJLIAY FYR aSRIFIGAZ2Y FTNB 2FGSy y2i AYYSRAL
dK2dzZ R 02y GAydzS FLIIINRLINRIFGS R2aAy3 dzZl) G2 GKS GNYXyaradazy
I1l. INCLUSION CRITERIA
A, Lyiddzol SR LI GASYGd A& NBIAANAY3I LI AY YSRAOFIGAZ2Y YR &SRI
B.t+FGASYy(d LyddzoliSR ¢6AGK 9YyR20GN}OKSIf ¢dzoS FyR (dz$S | LILINE
C. 9¢ (dzoS LRaAlGA2Y KI&a 0SSy O2yFANNXSR
D.t FGASYld Y2yAdG2NRYy3I KIFa o0&SyNRAAGD oaf 2AYAAKIS2RNE y7 R yMidkaylidz2AdyaO ft ddiR

IV. EXCLUSION CRITERIA

A 1382 +3S SEOftdaAAZ2Y A

B. I ff SQNIPA SYaSSRAOF A2y a Ay LINRG202¢

FGASYyGa GKFEG INB O2YLX SGSte dzyNBalLRyairigdgS R2 y2i NB§ya NBKAC
IA

—

S

BSY FLILINZLINRIFGS aSRIGAZ2Yy ®

(@]]

9at¢
V. ANY INTUBATED PATIENT MUST BE UNDER THE CARY SFROVIDER
A. While sedation can only be administered by paramedics, after an advanced airway is placed and confirmed, basic EMTs m:
initiate transport and request ALS intercept if an ALS provider is not immediately available on scene.
B. EMTs must ensure appropriate monitoring and documentation are continued during transport until care is transferred to ALS
or the receiving facility.

--NEXT PAGE

Southwest Ohio Rural EMS Collaboratiy&MS Protocols 2@
Return to Table of Contents Proced152




Advanced EM1
VI. PROTOCOL

A. Confirm successful placement of ET tube
B. Initiate and continue required monitoring
C. Establish and maintain vascular access (IV or 10)
D.
condition and/or every 10 minutes
E.
F.

care

laasSaa LI GASyGdQa tS@St 2F FESNIySaa FyR LIAY 0STF2NB | yF

Administer Medication(s) per the following table, administer follow up doses as necessary
Notify ED of incoming intubated patient and notify ED staff of sedation that was administered at the time of patient té&nsfer

G. All doses below are for administration in the time frame outlined, as needed to maintain sedation.

SBP > 150 or at risk for hypertension
Examples: stroke, stimulant overdose

Fentanyl: 1 mcg/kgmax single dose
200mcg) IV or 10 every 5 minutes
OR
Morphine: 0.1mg/kg(max single dose
10mg) IV or 10 every 10 minutes

PLUS

Midazolam: 0.05 mg/kdmax single
dose 5mg) IV or 10 every 5 minutes

Patients that are
normotensive
who are not
determined to be
at risk of
complications of
hypertension or
hypotension may
be treated with
either medication
regiment.

SBP < 100 or at risk of hypotension:
Examples: trauma, sepsis, shock, asth

Ketamine: 2mg/kg IV or 10 push, ther
1mg/kg every 5 minutes

Appropriate resuscitation should be
initiated based on patient condition. It
is acceptable to use push dose epi to
offset the hemodynamic effects of
sedation.

lThis table was adapted from the Jackson County EMS 2024 Standing Orders for Post Intubation Management
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I-Gel Supraglottic Airway

Emergent airway management of pulseless and apneic patients, either as a primary or secondary (salvage)
airway for adults or pediatrics.

1.

ContraindicationsResponsive patient with intact gag reflex, Patients with known esophageal disease. (varices)

EMTAEMT/

Allowed use:
EMT: Pulseless and apneic.
AEMT: Apneic

Procedure

1.

n

9.

10.
11.
12.

13.

Select proper size:
i. Yellow (Size 3) Small Adult -66Rg
ii. Green (Size 4) Medium Adult -SBIKg
iii. Orange (Size 5 Large Adult+ 90+Kg

Open the igel package, and on a flat surface take out the protective cradle containing the device.

Remove the-gel and transfer it to the palm of the same hand that is holding the protective cradle, supporting the
device between the thumb and index finger.

Place a small bolus of a watkased lubricant, such as¥XJelly, onto the middle of the smooth surface of the
protective cradle in preparation for lubrication.

Grasp the-gel with the opposite (free) hand along the integral bite block and lubricate the back, sides, and front c
the cuff with a thin layer of lubricant.

Place the-gel back into the protective cradle in preparation for insertion.

Remove the-gel from the protective cradle. Grasp the lubricategki firmly along the integral bite block. Paosition
the device sothattheB St OdzF ¥ 2dzif SG A& FFrOAy3a (261 NRa (GKS OK
the mormning aND L2 aAliAz2zy 6A0GK KSFIR SEGUSYRSR FyR ySO1 ¥Ff ¢
proceeding. Introduce the leading soft tip into the mouth of the patient in a direction towards the hard palate.
Glide the device downwards and backwards along the hard palate with a continuous but gentle push until a definiti
resistance is felt.

The tip of the airway should be located into the upper esophageal opening and the cuff should be located agail
the laryngeal framework. The incisors should be resting on the integrablmt.

Commercial tube securement devica® the strongly preferrednethod of securing the airway.

If no commercial tube securement device is availablejfBeSf & K2dzZ R 6S {(F LJSR R2éy 1
LT GKSNB Aa SIFENIeé NBaraadlyOS RdzZNAy3a AYaASNIAZ2Y |
recommended.

Do notput an endotracheal tube into the iGat a means of intubating.

Do not give medications downGel tube
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Using the i-gel® supraglottic airway @WI

I
Preparations for use

Natural airway management

Patient

g | Patient size weight
guidance (kg)

3 Small adult 30-60

B ¢ Medumadu 50-00

sides and front of the cuff with a
thin layer of lubricant. the recommended

Insertion technique

Sometimes a feel of ‘give-way’ is felt
before the end point resistance is met.
This is due to the passage of the bowl of
the i~gel through the faucial pillars. It is
important to continue to insert the device
until a definitive resistance is felt.
Once definitive resistance is met and
the teeth are located on the integral bite
block, do not repeatedly push i-gel down
or apply excessive force during insertion.

p No more than three attempts in one
into the mouth of the patient in a 2 4
zoeimmdlhhﬂpdn patient should be attempted.

It is not necessary to insert fingers or
thumbs into the patients mouth during
the process of inserting the device.
visit
www.i-gel.com
T: 0118 9656 300
info@intersurgical.com

Y o g el

AN

Airway management has evolved

Fgel_using poster 0813
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King Airway Device

Emergent airway management of pulseless and apneic patients, either as a primary or secondary (salvage)
airway for adults or pediatrics.

1.

ContraindicationsResponsive patient with intact gag reflex, Patients with known esophageal disease. (varices)

EMTAEMT/

Allowed use:
EMT: Pulseless and apneic.

AEMT: Apneic.

Procedure

1.

2.
3.
4

o

8.
9.

Hold the King Airway at the connector, using the dominant hand.
With non-dominant hand, hold mouth open and apply chin lift.
Using a lateral approach, introduce device into corner of mouth.
Advance tip behind the base of the tongue, while rotating tube back to midline so that the blue orientation line face
the chin of the patient.
Without exerting excessive force, advance tube until base of connector is aligned with teeth or gums.
Attach the syringe and inflate the cuffs to the appropriate volume:

i. SIZE2=235ml SIZE 4 =500 ml

ii. SIZE 2.5 = 300 ml SIZE 5 = 680 ml

iii. SIZE 3 = 485 ml
Attach a bagvalve device to the connector. While gently bagging the patient to assess ventilation, gently withdray
the tube until ventilation is easy and free flowing (large tidal volume with minimal airway pressure).
Adjust cuff inflation, if necessary, to obtain a seal of the airway.
After placement, perform standard checks for breath sounds and utilize an appropriate carbon dioxide detectic
device, as required by protocol.

10. Commercial tube securement devices are the strongly preferred method of securing the airway.

Do not give medications down King tube
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Cricothyroidotomy Guidelines

When all other airway management measures have failed, and the patient needs an airway immediately
consider cricothyrotomy for adults.

Indicationsc¢ unable to manage airway by other methods.

arwdNPRE

Cervical spine injuries.
Maxillofacial trauma.
Laryngeal trauma.
Oropharyngeal obstruction.

All other advanced airway management options are contraindicated.

Complications:

1.

Surgical Cricothyroidotomymanufactured cricothyroidotomy kits are preferred. Follow

Noohkwd

Hemorrhage or hematoma formation.
Aspiration.

Creation of false passage into the tissues.
Subglottic stenosis/edema.

Laryngeal stenosis.

Laceration of esophagus or trachea.
Vocal cord paralysis / voice change.

YI ydzF I O dzNB N &

For manual surgical cricothyrotomy:

arONPE

©

© N

Place patient in supine position with neck in neutral position.

Palpate thyroid notch, cricothyroid interval, and sternal notch for orientation.

Prep area with antiseptic solution.

Stabilize thyroid cartilage with one hand and maintain stabilization until trachea is intubated.

NBEO2YYSYRIGAZ2Y A

F2N) 6§SOKY Al dzSo

Make longitudinal skin incision over the cricothyroid membrane, and carefully incise through membran

transversely.

Insert scalpel handle into the incision and rotate it 90° to open the
hemostat or tracheal spreader also may be used instead of the scalpel

Insert bougie to maintain Lumen. The thread tube over the bougie.
Be aware that the tube does not have to go very far
Inflate the cuff and ventilate the patient.

Observe lung inflation and auscultate the chest for adequats

ventilation.

10. Secure the tube.
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Cricothyroidotomy Guidelines (cont.)

Needle Cricothyroidotomy

A. EQUIPMENT NEEDED:

<5 years old

xp &SINR 2R

149 (if >5kg) or 18g (if <5kg) Angiocath
type without safety/locking mechanism

149 Angiocath type without safety/locking
mechanism

IV tubing attached to 2.5mm ET tube

Jet ventilator deviceOR

adapter Oxygen tubing with 3 way stegck attached
BVM with popoff valve safety deactivate(

1. Saline flush

2. Cleaning swab

3. Sterile gloves

4. Clean towel

5. Oxygen source

Place patient in supine position
Prep area with antiseptic solution

ok wbNE

negative pressure with the syringe.

7. Aspiration of air signifies in a syringe partially filled with saline. Look for bubbles.

Attach a 1214-gauge, 8.5 cm, ovahe-needle catheter to 5.0 ml syringe
Palpate cricothyroid membrane, anteriorly, between the thyroid and cricoid cartilages.
Stabilize the trachea with the thumb and forefinger of one hand to prevent lateral movement of the trachea.
Insert the needle into the cricothyroid membrane at 45° angle caudally, while applying

Cricothyroid Space

14 Gauge Catheter Insertion

Cricothyroid Space

14 Gauge Catheter Insertion

8. Advance the catheter downward and remove the needle and syringe.
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Cricothyroid Space

Cricothyroid Space

9. If patient is <5 years of age:
1. Remove 2.5mm endotracheal tube adapter from endotracheal tube
2. Cut standard IV connection tubing so that the 2.5mm adapter can be connected to the open end and the Luer lock cé
be connected to the angiocatheter
3. Attach bagvalvemask to the endotracheal tube adapter and oxygenate the patient at a rate of at least 20 breaths per
minute (1 breath every 3 seconds)
10.LF LI GASYd Aa xp &SFNBR 2F | 3SY
1. Remove the needle with the syringe and connect the cannula to either:
a. Manual jet ventilator device.
b. If patient <12 yo, use 25 PSI
c. LT LI GASYd xmu @23 dzaS pn t{L
2. Oxygen tubing attached to®ay stopcock, with all stopcock channels open
a. Setflow to 1LPM/yeaof-life up to 15LPM max
b. Occlude the open channel to oxygenate.
11. Oxygenate the patient at a rate of at least 20 breaths per minute (1 breath every 3 seconds).
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Continuous Positive Airway Pressure (CPAP)

INDICATIONS:

1. Any adult patient (age 12) who is complaining of shortness of breath.

Signs and symptoms of CHF, pulmonary edema, or asthma.

Retractions or accessory muscle use.

WSALIANFG2NE NIYGS x on LISNI YAydziSo

tdzZ &S 2EAYSUONE X odw: 2y KAIK Ft2¢ 2Ee3ISyo
Patient is awake and oriented.

I

7. Patient can maintain an open airway (GCS >10).
CONTRAINDICATIONS:

1. Absolute contraindications:
i. Severely depressed level of consciousness.
ii. Suspicion or indication of pneumothorax.
ii. Inability to maintain patent airway.
iv. Major/Facial trauma, especially head trauma with increased intracranial pressure.
v. Tracheostomy.
vi. Vomiting or inability to tolerate secretions.

2. Relative contraindications:

i. History of pulmonary fibrosis.

ii. Claustrophobia.

ii. {@adz2tAld0 .t X don YYI I
PROCEDURE 2t f 2 ¢ YI ydzFl OGdzZNENRA NBO2YYSyYyRIFIdGA2ya F2N d
EMT

1. Explain the procedure to the patient (it will take reassurance for the patient to tolerate procedure) and place them iigah up
or sitting position.

Ensure adequate oxygen supply to CPAP ventilation device.

Place patient on continuous pulse oximetry.

Place the delivery device over the mouth and nose.

Secure the mask with provided straps and continue to reassure the patient.

Monitor vitals every 5 minutes and document response to treatment.

Titrate CPAP pressure to effect and never increase above 15 cmH20.

If respiratory status deteriorates, remove device, and consider BVM ventilations or placement of an advanced airway.

©ONoOOr~WDN

AEMT/

1. If patient is exhibiting increased anxiety, and anxiolysis is needed during procedure, consider treaBampfmnxiety
Protocol

SPECIAL NOTES:
1. Contact receiving emergency department as early as possible so that they can be prepared for the patient

2. Due to changes in preload and afterload of the cardiovascular system during CPAP therapy, a complete set of vital signs ne
to be obtained every 5 minutes. If patient deteriorates, either with respiratory worsening, or with circulatory collapse,
discortinue CPAP and manage the patient according to the appropriate guidelines.
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Pulse Oximetry

Pulse oximetry is used in conjunction with other assessment processes to determine the actual available oxyg
in the blood for use by body tissue. Pulse oximetry measures the oxygen saturation of the red blood cells,

(SpQ%).

wnN e

4.

PROCEDURE
1. Select sensor and apply: Try to obtain oxygen saturation on room air prior to applying

96%- 100%- Maintain Airway

90%- 95%- Maintain Airway

85%- 89%- Maintain Airway or Assist Ventilation & Increase 02
Below 85% Ventilate, Consider Intubation, Increase O2

supplemental oxygen.

Finger Clip Sensor3hese are designed for older pediatric and adult patients and/or continuous

monitoring less than 30 minutes where patient movement is not expected. Insert finger
OLINBFSNIofte GKS LI GASYydQa Ay Rhgendlsigedasinglthe O2 Y LI S St ¢
sensor top. The thumb should not be used in the finger clip. When possible, remove any

fingernail polish.

Flex Sensor This sensor is designed for monitoring pediatric and adult patients in which

moderate patient movement is expected. Place the sensor on the top and bottom of the end of

the finger or toe. Place the light emitter portion on the finger/nail side and the detector of

the side opposite of the nail, making sure to align the emitter and detector through the tissue.
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Colorimetric End Tidal GMonitoring

Indications:
To assure placement of the endotracheal tube into the trachea after intubation or correct placement of other
advanced airway devices; end tidal G@nitoring will be done. This procedure will be achieved by using the

a9l

aé /I L¥ RSQOAOS-ZYEI RRBIGND Slay R yi KOK Ad tRNEN 2adzyaRes NI

each intubation attempt.

Procedure:

1.
2.
3.

o

10.

Remove the detector from package (Do not remove until ready to attach device).

Remove the detector immediately before use and shake device to introduce room air.

al iOK AYyAGALFE O2t2NJ2F (GKS AYyRAOF(G2NJ (2 GKS LJzNLX S
color is not the same or darker, do not use.

Insert endotracheal tube (Inflate cuff if tube is equipped with one).

Firmly attach the detector between the endotracheal tube and the-balyemask.

Ventilate patient with six breaths of moderate tidal volume (may be done quickly). Interpreting result with less
than six breaths can yield false results.

Compare color of indicator on full erekpiration to color chart on product dome.

If initjal in:tuba:cion attempts fail, the dqtector can be u,sevd foEimeubaFion on the same patient pfovided the ]
AYRAOIFU2N) O2f 2NJ auAftf YIFIOUOKSa 0UKS a/19/Yeg 0O2f 2N ad
The detector may only be left in place during ventilation to assist in monitoring tube placement for approximately
15 minutes.

Generally, Purple means the intubation tube is not properly placed. Yellow means you have placed the intubatio
tube correctly.
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WaveForm Capnography

Capnography comprises the continuous analysis and recording of carbon dioxide concentrations [CO2]
inspiratory gases. Although the terms capnography and capnometry are sometimes considered synonymous,
capnometry suggests measurement (i.e., analysis alatéput a continuous written record or waveform.

When to use?
1. Cardiac Arrest / Shock

2. Intubated Patientgrequired by law)
3. COPD Asthma
4. Respiratory Failure
5. Sedated Patients
6. Hyper/Hypoventilation/Seizures
PROCEDURFEapnography (Intubated Patient) € )
1. Continuous waveform capnography is mandatory on any advanced airway —= %
2. Turn on recording instrumentation (usually part of a cardiac monitor in thehpspital '
setting).

3. Place Co2 Sampling device in between ventilation device (BVM / Ventilator) and the ET/King/LMA.
4. Attach sampling device to recording instrumentation and ventilate to a Co2-4535

PROCEDURE apnography (Neintubated, spontaneously breathing patient) Q
1. Turn on recording instrumentation (usually part of a cardiac monitor in thehpspital R =y
setting). 5
2. Place the sampling cannula on the patient.
3. Attach sampling device to recording instrumentation record results and treat per results.
4. Oxygen can typically be provided through the canula via green oxygen tubing.
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Vascular Access

AEMT/

1. Vascular access should be initiated if there are any signs or symptoms which indicate the possibility or potential fc
i. Lifethreatening cardiac, respiratory, neurological, or traumatic condition.
ii. Thereis an anticipated use for intravenous medications.

2. Large Bore accesbiould be initiated if there are any factors which indicate the potential for hypovolemic shock.

Use a large bore catheter (16 gauge or larger) if possible.
3. Use the Bone Injection Gun or EZ 10 when immediate vascular access is needed.
4. Look for access sites on hand, upper extremities, jugular veins, and lower extremities including feet.

Central Venous Line Access

Some patients have a Central Venous Line (PICC, Midline) established from an extended illness. Lines can hs
anywhere from 1 to 3 ports attached (Single, Double, or Triple Lumen). The ports are color coded along with
the location marked (proximal, media> 'y R RA&AGI f 0 @ ¢KS aRAAGITE A&
accessed with different meds at the same time.

AEMT/
PROCEDURE

1. Prepare the site. Vigorously clean each port with an alcohol prep.
2. Aspirate 10 ml of blood from the desired port.
3. Ifunable to aspirate blood, attempt to gently flush with saline. If no resistance is met with flush, attempt to aspirate
blood again.
i.  If still unsuccessful, do NOT use that port.
After successfully aspirating blood, flush port with 10 ml normal saline.
If treatment is discontinued in any of the ports, flush with 10 ml normal saline.

ok

EMS SHOULD NOT ACCESS DIALYSIS CATHETERS.

Southwest Ohio Rural EMS Collaboratiy&MS Protocols 2@
Return to Table of Contents Proced164




Intraosseous Access (HEQ, SAMIO)

INDICATIONS

1. Fluids or medications are needed, and peripheral vascular access cannot be established in 2 attempts
90 seconds AND exhibit 1 or more of the following:
I.  Altered mental status
ii. Respiratory compromise (SpO280% after supplemental O2 has been applied, respiratory<ate
10 or>40/min)
ii. | SY2Re@ylIYAO AyadlroAtAade oaeaitz2tAd .t X dn
2. May be considered PRIOR to IV attempts in the following situations
I. Cardiac arrest. (medical or traumatic)
ii. Profound hypovolemia with altered mental status.
lii.  Urgent need for vascular access, but veins are not readily accessible.
CONTRAINDICATIONS

1. Fracture of the tibia or femur. (consider alternate tibia or either proximal humerus sites)

2. Previous orthopedic procedure. (knee replacement)

3. 10 within past 24 hrs.

4. Preexisting medical condition. (tumor near site, peripheral vascular disease, cellulitis at the site)
5. Inability to locate landmarks. (significant edema or excessive tissue at insertion site).

AEMT/
PROCEDURE

1. Locate insertion site
I.  Proximal Tibig 1 finger width medial to the tibial tuberosity.
ii.  Distal Tibia 2 finger widths proximal to the medial malleolus and positioned midline on the medial
shaft.
li.  Proximal Humerus:
a.! RRdzOG GKS KdzYSNHza FyR LRaiSNA2NIe& 20
abdomen near the umbilicus.
b. Palpate the mieshaft of the humerus and continue palpating toward the proximal aspect
of the humeral head.
c. As you near the shoulder you will note a protrusion. This is the base of the insertion site.
d. Cleanse insertion site using aseptic technique
t NBLI NS GKS Lh 3dzy I O02NRAy3 (G2 GKS YI ydzFl Ol dz

2.
3. Stabilize site and insert the 10 needle.
I.  EZIO should not be PUSHED into the bone, but rather allowed to smoothly enter the bone.
4. Remove stabilizer clamp and stabilize catheter hub.
5. Remove stylet from needle set, place stylet in sharps container.
6. Flush with normal saline 10mL rapid IO push.
7. Confirm placement and connect IV tubing.
8. In conscious adult patients, administeidocaine Xylocaing-1n G2 pn Y3 Lhd | £ 2

in the marrow space prior to flushing.
9. Flush or rapidly bolus the 10 catheter with 10 ml of normal saline.
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10. Place a pressure bag or BP Cuff on solution being infused where applicable, begin infusion.
11.Dress site, secure tubing, monitor 10 catheter site and patient condition.

i. EZ IO Needle Info:
i. Red 15mm(pedi) 339 kg

li.  Blue 25mm (adult) 40kg and greater
iv.  Yellow 25mm (adult large) 40kg and greater with excessive tissue, or proximal humerus usage.
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Intranasal (IN) Atomizer

In the absence of vascular access, intranasal is the next quickest route offering the highest level of bioavailabi
of drug being administered.

INDICATIONS

Midazolam Versed - Seizures, cardioversion, sedation

Naloxone Narcar) - Overdoses or decreased LOC

Fentanyl Pain Control, sedation

TXAHemorrhage control

CAUTIONS:

1. Do not exceed 1 ml per nostril. When dose is greater than volume of 1 ml, administer %2 of the dose in each nos
PROCEDURE:

1. Using a 1or 3-ml syringe, draw up the required amount of desired medication.

N TN

Expel all air from syringe.

Affix the Mucosal Atomization Device (MAD) to the syringe.

Visually inspect nares, choosing the largest, or the nares with least obstruction.

Insert the MAD 1% cm into the chosen nares.

Timing the respirations, depress plunger rapidly upon patient fully exhaling and before inhalation.
Observe for anticipated response, further doses may be necessary.

MAD is reusable on the same patient, dispose after each patient.
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Needle Decompression

The treatment of tension pneumothorax involves decompression of the affected chest cavity to release the
pressure that has developeteedle decompression is indicated when you have signs/symptoms of a tension
pneumothorax.

-Diminished or absent lung sounds -Cyanosis and difficulty breathing
-Distended neck veins -Tachycardia, tachypnea
-Hypotension, narrow pulse pressure  -Tracheal shift to the unaffected side (May not always be present)

AEMTPARAMEDIC

PROCEDURE
1. Expose entire chest and clean site vigorously. Prepare equipmentrlés-gauge needle, antiseptic solution
(Needle decompression kit is preferred) (16 to 18 gauge for children) with 30cc to 50cc syringe attached.
2. Locate site:
i.  Second or third intercostal space, rrathvicular.
ii.  Fourth intercostal space between the fourth and fifth rib, raixillary.
3. Ensure needle entry is not medial to the nipple line or directed toward the heart and is inserted all
the way to the hub.
4. Insert catheter on affected side into intercostal space just superior to the rib into the pleural space.
5. If air is under tension, it will exit under pressure. Leave needle in placeX0rsgconds, then remove the needle
leaving the catheter in place.
6. If no air is obtained, remove needle and catheter, cover site with dressing, and inform receiving facility of attemp
7. Continuously reassess adequacy of ventilation.

aSRAOIf 5ANBOG2NRE y20SY ¢KA& LINRPOSRAzNB Kla F KAIK FlE Af dzNB
needed. If you are not sure which side perform on both sides.
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