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EMT -B Roles

Airway Management

The EMT-B will manage a patients airway through the use of adjun
Oropharyngeal Airway

Nasopharyngeal Airway
Bag Valve Mask
Suction as indicated

Combi -tubes (if trained and approved by medical direction)

Medication Assist

The EMT -B may assist in giving patients medications such as:

Oxygen Oral Glucose
Nitroglycerine Prescribed Inhalers
Epi-pen

cts such as:

EMT-Bs may initiate IVs (if trained and approved by medical direction) following the

guidelines in the appendix.

General

EMT-B will provide other necessary basic life saving skills and treatments such as:

Basic bleeding control

Shock management

C-Spine precautions ( long spine board, hare traction, KED and splinting)

Cardiopulmonary Resuscitation (AED)
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Paramedic Roles

Airway Management
The Paramedic will manage an airway as the EMT  -B plus:

Orotrach eal Intubation
Nasotracheal Intubation

Emergency Chricothyrotomy  or (Quick -Trach)
IV Access
Standard peripheral IV Access

EZ 10

Medication Administration

Medications will be administered as per state and local standing orders and guidelines.

General

The Paramedic will provide all of the same basic life saving treatments and skills as the
EMT-B plus:

Advanced Cardiac Life Support
Pediatric Advanced Life Support
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KRMC Guidelines

Department:. MEDICAL DIRECTION

Subject:  Abdominal Pain

Pagelof 1 Org. Date:

6-12-2009

Review Dates:

Last Revision:

8-18-09

Created By: CK

Approved By: Michael Ward DO

Abdominal pain

Specific Information:
Complete history of present pain:

Quality 0 Quantity -Onset 6 Location & Duration

Recent trauma
Significant associated symptoms.

Past medical history relevant to complaint.

Physical Findings:

Vital signs:

Obtain orthostatic VS as indica  ted.

Abdomen:

Presence of: - Tenderness & Distention & Guarding - Rigidity - Pulsati ng mass - Rebound pain &
Absent bowel sounds

Emesis:

Amount J Description - Presence of blood

Bowels:

Presence of blood - Last bowel movement

Women:

Menstrual history - Possibility of pregnancy

Treatment:
ABCO s

Position of comfort unlesst  rendelenburg required for shock

N.P.O.

v

Pain management as needed
Frequently monitor vital signs.

Consider NG tube; prophylactic or as indicated.
Cardiac monitor with shock, Irregular pulse, or age over 40.
02 for Hypotension, signs and symptoms of shock, and cardiac dysrhythmias

Specific Precautions:
Abdominal pain may be the first sign
Be prepared for hypovolemic shock.
M.l.s can mimic acute abdominal

Pediatrics:

of internal bleeding.

pain with or without vomiting.

If signs or symptoms of early shock exist administer 20ml/kg NS rapid bolus, repeat as needed.

1C
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KRMC Guidelines Department. MEDICAL DIRECTION

Subject: Aerosol Spray Decontamination

Pagel of 1 Org. Date:

6-12-2009

Review Dates:

Last Revision:

8-18-09

Created By: CK

Approved By: Michael Ward DO

Aerosol Spray Decontamination

Specific Information:
Type of spray used.
Pepper
Mace

Physical Findings:

Area affected.

Length of exposure.

Does patient have contact lens

Treatment:

Remove patient from environment.

Wipe off patients head and face with clean towel.
Remove contact lens if applicable

Wipe off and flush with water fo r 3-5 mins .

It is imperative to flush  the entire contaminated area. (Eyebrows, forehead, around eyes, cheeks

and hands, etc.)

With patients eyes closed, flush with water for another 3
Continue until soothing affect is obtained

Pain management as in dicated

-5 mins.

11
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KRMC Guidelines Department: MEDICAL DIRECTION
Subject: Basic Pt Management Page1 of 3 Org. Date:
6-12-2009
Review Dates: Last Revision:

Created By: CK

Approve d By: Michael Ward DO

Basic Patient Management Standards

Scene Time for Trauma Patients:

Due to the need for definitive medical intervention in life -threatening trauma and to adhere to
State of Arizona trauma system criteria, full trauma team activati ons shoul d have a limited scene
time of 2 0 minutes or less.

Circumst ances that extend scene times >2 0 minutes (such as extrication), for full or limited

trauma team activations should be noted in the patient report.

Trauma Patient Management:

Perform init ial assessment and focused exam before patient movement, unless patient or rescuer
safety is compromised. General principles include, when appropriate:

Continually monitor airway and correct problems promptly.

Recognize the need to protect and secure the a  irway.

Recognize and treat shock (2 large bore 1Vs with trauma tubing).

Spinal stabilization following initial assessment, if appropriate.

Bandage wounds.

Stabilize/splint fractures before movement if possible.

Manage serious injuries before less serious 0 nes, unless logistic reason for reordering priorities.
Anticipate unstable conditions that require immediate treatment and transport.

Communicate effectively with patient, patient family and base physician.

Scene Time for Medical Patients:

EMShbrings many definitive medical interventions to the scene of a medic al emergency; scene
time should be limited to 20 minutes or per specific agency guidelines.

Circumstances that extend scene times >20 minutes should be noted in the patient report.

Medical Patient M anagement:

General principles include, when appropriate:

Correct airway and Oxygenation problems.

Recognize need to protect and secure the airway.

Consider spinal stabilization as indicated.

Elevate legs for hypovolemic and neurogenic shock.

Elevate head a nd upper body for respiratory distress.

Recognition and management of shock.

Continue monitoring patient status.

Anticipate unstable conditions that require immediate treatment and transport.
Communicate effectively with patient, patient family and base ph ysician.

12
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Scene Safety:
Situate vehicle in safe place that allows egress from scene, Survey scene for potential hazards,
number of patients and the need for assistance. Call for additional medical or technical backup
as soon as possible after need ident ified.
Fire departments will manage gas spills, downed power lines, etc.
Protect rescuers first.
Stabilize vehicle before entry.

Extrication:
Perform primary survey and treat a irway comprimise and severe bleeding first.
Triage patients and assign to avail  able medical personnel.
Perform spinal precautions before extrication unless rapid extrication is indicated.
Splint extremity injuries before movement when possible.
Expedite safe extrication after management of life -threatening problems.
Perform complete patient assessment once patient extricated.
Individuals who are found in cardiopulmonary arrest and whose immediate extrication is deemed
impossible should be pronounced at the scene.

Patient Movement for Transportation:

Perform initial assessment and  focused exam before patient movement, unless grave threat to
patient and/or rescuer.

Monitor airway and cervical spine carefully while moving.

Roll as a unit.

Splint extremity injuries before movement when possible.

Perform a smooth and safe transfer to tr ansport device.

Use proper body mechanics as a rescuer.

Minimize patient movement with modification for environmental hazards.

Airway Management:
Open promptly with technique appropriate to situation. With suspected C -Spine injury the airway
should be ope ned using the jaw thrust without head extension. If this maneuver does not open
the airway, the head tilt  -chin lift technique should be used.
Position patient to protect airway from aspiration. If secured to backboard, stabilize for turning
in event of vom iting.
Administer Oxygen as indicated.
Monitor adequacy of Oxygenation during care.
Check color of lips and mucous membranes.
Check Oxygen saturation as appropriate.
Monitor adequacy of ventilation during care and frequently assess breath sounds.
Monitor E TCO2 if intubated.
Choose effective adjunctive equipment to assist ventilation as necessary.
Recognize the need to protect and secure the airway.
Suction as needed for patient support.

Bandaging:

Use a simple, quick to apply technique.

Avoid contamination  of dressing during application.

Use moist, sterile saline dressing for evisceration.

Secure dressing with a snug bandage that does not impair circulation.

13
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Splinting Extremities:

Identify and dress open wounds before splinting.

Avoid sudden or unne cessary movement of fracture site to minimize pain and soft tissue
damage.

Straighten severely angulated mid  -shaft fractures by gentle, continuous axial traction if necessary
for splinting, extrication or transport.

Joint injuries should be splinted in pos ition found. However, should circulation be impeded,
reduction may be attempted except as below.

No attempts to relocate shoulders should be made.

Patellar dislocations may be relocated by straightening leg (extension) and use of verbal and/or
ph armacologic analgesia.

Retraction of bone ends in open fractures is not desired, but may occur during splinting process.
Maintain gentle, continuous axial traction and support while splinting.

Pad splint for patient comfort and to prevent pressure points.

Splint joints above and below fracture site.

Splint should not compromise circulation, but should be secure enough to prevent movement
during transport.

Document neurological status before and after splinting.

Pulse ox is available to assess distal circula  tory status.

Traction Splinting (Hare Traction Splint):

Follow principles for extremity splinting

Contraindications to traction splinting include injuries close to or of the knee, hip or pelvis.
Re-evaluate splinting appropriateness should application sign ificantly exacerbate pain during
application.

Spinal Stabilization:

With mechanism of injury sufficient enough to cause cervical spine injury the degree of suspicion

for injury is high, even when the patient is not aware or complaining of cervical injury i.e. when
multiple and/or d istracting injuries are present.

Apply stabilization following primary assessment, if indicated

Perform spinal stabilization on all unconscious trauma patients, all significant head trauma and
suspected spinal trauma.

Continue mo nitoring airway and effectiveness of stabilization

Complete secondary survey and splint fractures before moving patient when possible.

Apply gentle inline stabilization, do not use force to straighten spine.

Use multiple straps to secure patient to allow f or turning and for airway control.
Document neurological status  before and after stabilization
Pts. under 20kg may not fitc  -collar well requiring improvising a ¢ -spine stabilization appliance

14
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KRMC Guidelines Department. MEDICAL DIRECTION
Subject: Behavioral/Psychiatric Disorders Page 1 of 2 Org. Date:
6-12-2009
Review Dates: Last Revision:

Created By: CK

Approved By: Michael Ward DO

Behavioral / Psychiatric Disorders

Specific Information:

Information is frequently gathered from a relative or friend, encourage them to accompany
patient to hospital or obtain telephone number.

History of emotional, beh  avioral and/or suicidal history

Current medications

Drug and/or alcohol  use/abuse.

Current medical problems

Acute changes in behavior

Physical Findings:
Evidence of self injury such as cutting, bruises, or under the influence of unknown substances
including alcohol, prescription and non prescription drugs

Feelings of:
Anxiet y - Depression - Persecution - Aggressive or violent behavior
Suicidal ideations; Hallucinations and/or delusions
Vital signs/ Level of consciousness
Appearance/Speech
Suicide attempts with resulting trauma or medical problems.
Outwardly dire cted violent, m enacing behavior
Environmental clues (empty pill bottles, etc.).

Treatment:
Establish and continue communication; specifically inquire about suicidal feelings and attempts
Restrain per Guidelines
If patient has had behavioral changes, always consider org anic basis and consider the following,
as indicated .

02 - IV - Glucose evaluation

D50 -Naloxone (Narcan)

Medication for agitation as needed

Transport all medications and containers to hospital

Monitor vital signs

Monitor Cardiac rhythm and SaOz2 if patient has taken any medications with the ability to affect
respirations, vasculature, or cardiac function.

15
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Specific Precautions:

Always consider your own safety first. Stage away from the scene u ntil cleared by law
enforcement if the scene is considered un safe

A medical hold may be put on the patient under standing order or by law enforcement prior to
transporting.

Search (or have law enforcement search) the patient for weapons, drugs or medical information

16
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KRMC Guidelines Department. MEDICAL DIRECTION
Subject: Coma Page 1 of 1 Org. Date:
6-15-2009
Review Dates: Last Revision:

Created By: CK

Approved By: Michael Ward DO

Coma

Specific Information:

Onset and progression of condition

Trauma clues:

Near stairs - Scalp laceration/hematoma, etc.
Associated symptoms

Surroundings:

Pill bottles - Gas fumes - ambient temperature, etc.
Chronic medical conditions:

Diabetes - Epilepsy - CVA, etc

Current medical history

Drugs and/or alcohol onboard

Physical Findings:
Vital signs
Responsiveness
Neurological status
Trauma signs
Pupil reaction
Breath odor
Needle tracks
Medi cal alert tag
Cardiac rhythm
Seizure activity

Treatment:

02, high flow or as indicated

Recognize nee d to protect and secure airway
Spinal stabilization if trauma cannot be ruled out
v

Glucometer

D50, Naloxone (Narcan), if indicated

Monitor vital signs

Monitor O2 saturation

Monitor rhythm

Consider oral or rectal temp

Specific Precautions:

Watch for airw ay complications such as secretions vomiting or inadequate tidal volume.

Hypoglycemia may present as neurological defici t or stroke like picture

Cardiac dysrhythmias are common cause for syncopal episodes in middle -aged and elderly
patients
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KRMC Guidelines Department:. MEDICAL DIRECTION
Subject: Drowning/Near Drowning Pagelofl Org. Date:
6-15-2009
Review Dates: Last Revision:

Created By: CK

Approved By: Michael Ward DO

Drowni ng / Near Drowning

Specific Information:

Time submerged.

Fresh or salt water

Diving accident

Depth and temperature o f water patient found, if known

Physical Findings:

Resuscitative measures prior to ar  rival
Age of patient

Vital signs

Neurological status

Respiratory status

Signs of trauma

Body temperature

Treatment:

ABCOs

C-spine stabilization before moving from water if possible
02, high flow by NRM

IV-Specifically indicated for mentation changes, hypotension, and Dyspena.
Monitor vital signs, cardiacr  hythm and O2 saturation
Keep warm

Recognize need to protect and secure airway

Consider NG/OG tube for unconscious patient

Treat cardiac arrests per appropriate algorithm
(Hypothermia vs. standard cardiac)

Activate trauma team as appropriate

Specific Preca utions:

Late coma, respiratory and metabolic complications are possible within the first 24 hours. All
submersions need medical attention.

NS is IV fluid of choice since it produces less cerebral edema then D5W.

Consultation with the emergency room physici an is recommended for resuscitation decisions for
any patients submerged >90 min.

18
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KRMC Guidelines Department. MEDICAL DIRECTION
Subject: Eclampsia Pagelof 1 Org. Date:
6-12-2009
Review Dates: Last Revision:

Created By: CK

Approved By: Michael Ward DO

Eclampsia /Pre 6Eclampsia

Information Needed:

Diagnosisofpre -ec|l ampsi a i s based on the presence of the
hypertension, edema and / or proteinuri  a.

Factors predis posing to pre -eclampsia include:

Advanced maternal age - Multiple gestation

Chronic renal disease - Chronic hypertension

Vascular disease such as diabetes and systemic lupus

The disease occurs after the twentieth wee  k of gestation, often n  ear term and post partumto4 -6
weeks.

Physical Findings:
Complete the basic OB examination.

Symptoms associated with eclampsia/pre -eclampsia:
Cerebrum:

Headache Confusion
Hyperreflexia Seizures
Dizziness Coma
Retina:

Blurred vision Double vision (di plopia)
Gastrointestinal:

Nausea Vomiting
Right upper quadrant or epigastric pain and tenderness

Vascular:

Hypertension (B/P is 140/90 or greater)

Or, arise of 30mm H g systolic or 15mm Hg diastolic above that in the first trimester
Edema

Extremities :

One plus or greater pretibial edema Hyper -reactive reflexes

Treatment:

Treatment objective: Control of hypertension; Prevent convulsions

Place patient in a left lateral recumbent position to maintain or improve uterine blood flow.

Establish 1V, NS, large bore, T.K.O.

Constantly monitor for worsening of fetal and maternal condition (B/P, contractions reflexes, fluid

intake/ output , etc) to evaluate the effects of therapy.

Seizure precautions: - Protect mother - Have anticonvulsant readily available - Magnesium Sulfate
is the primary anticonvulsant in eclampsia

18
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KRMC Guidelines Department:. MEDICAL DIRECTION
Subject: Epistaxis Pagel of 1 Org. Date:
6-15-2009
Review Dates: Last Revision:

Created By: CK

Approved By: Michael Ward DO

Epistaxis

Specific Information:
Cause, medical or trauma
Past medical history
Current medications

Physical Findings:

Possible fracture

Vital signs

R/O head and /or ¢ -spine injury

Treatment:
Have patient blow their nose  (use caution in suspected trauma)
Sit patient up, leaning forward; remain in thi s position until bleeding stops

Pinch distal ¥2 of the nose (soft ports) together for a minimum of 5 minutes

If the bleeding has not stopped, repeat ste ps and apply ice pack to the nose
Severe epistaxis may require: 02 & IV (NS)

Monitor vital signs, cardiac rhythm and O2 saturation as indicated

The plastic disposable nose clip may be used for anterior epistaxis

Specific Precautions:

Be alert to the hyper tensive and hypotensive patient s.

Deeper vessels in the nose may be the cause of the bleeding and usually require physician
intervention.

Transport in an upright and leaning forward position.

Spinal injuries may require transport on their side but maintain c-spine as indicated
Be prepared for vomiting secondary to blood ingestion.

20
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KRMC Guidelines Department. MEDICAL DIRECTION
Subject:  Fractures, Dislocations and Sprains Pagel of 1 Org. Date :
6-12-2009
Review Dates: Last Revision:

Created By: CK

Approved By: Michael Ward DO

Fractures, Dislocations and Sprains

Specific Information:
Mechanism of injury
Time of injury

Physical Findings:

Pain:

Location

Description

Numbn ess, tingling, loss of function
Point tendernes s to palpation
Deformity or  crepitus
Swelling or ecchymosis
Open wounds, exposed bone
Function, range of motion
Distal pulse and sensation

Treatment:

C-spine stabilization as indicated

Control bleeding

Dress open wounds

Splint extre mity

Apply ice and elevate injured extremity above level of the heart if possible.

IV is specifically indicated for fractures of the skull, spine, pelvis, hip, femur or suspected
significant blood loss

Consider medication administr  ation for pain, muscle contract  ions and/or long transport time

Monitor vital signs
Consider cardiac monitor and O2 saturation
Acti vate trauma team as appropriate

Specific Precautions:

Extremity fractures are low priority in multi systems trauma.

Do not ap ply ice packs directly to the skin.

Use pulse ox to assess distal circulatory status when necessary.

Joint injuries should be splinted in position found. However, should circulation be impeded,
reduction may be attempted except as below.

No attempts to rel ocate shoulders should be made.

Patellar dislocations may be relocated by straightening leg (extension) and use of verbal coaching
and/or pharmacologic analgesia.

21
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Pagel of 1 Org. Date:
6-15-2009
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Last Revision:

Created By: CK

Approved By: Michael Ward DO

Hypertension

Specific Information:

History of hyperten sion, CHF, Renal failure or CVA
Use of anti -hypertensive medications

Chest pain

Physical Findings:

Headache:

Generally localized occipitally
Dizziness

Epistaxis

Dyspnea

Confusion

Treatment:
02
Recognize need to pro tect and secure airway
IV-Specifically indicated with any signs or s
Monitor vital signs, and O2 saturation
Monitor cardiac rhythm

Specific Precautions:

Hypertensive Emergency : Acute hypertensive crisis exists if there

organ

Worse on rising in morning
Weakness

Blurring vision

Coma

Seizures

ymptoms or physical findings as above

are associated signs of end

dysfunction defined as Altered Mental Status, Confusion, Seizures, Chest Pain, and dysrhythmias

A patient with epistaxis may receive
with end organ dysfunction.

NTG in the presence of hypertensive emergency associated

22
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KRMC Guidelines Department. MEDICAL DIRECTION
Subject: Hyperthermia Pagel of 1 Org. Date:
6-15-2009
Review Dates: Last Revision:

Created By: CK

Approved By: Michael Ward DO

Hyperthermia

Specific Information:

Environmental conditions

Ambient temperature , humi dity, closed environment - etc
Onset, sudden vs. gradual

Exercise induced

Medical history and medications

Patientds temperature

Physical Findings:

Heat exhaustion:

Minor CNS changes, Dizziness , Nausea, HA, Skin, hot and moist

Heat stroke:

Confusion Loss of consciousness
Irrational behavior Convulsions
Hypotension:

Skin, warm and dry

Treatment:
02
IV-Specifically indicated with mentation, sz, cardiovascula r and rhythm changes
Cool with wet sheets, fan and/or air conditioning.
Consider Diazepam (Valium) or Midazolam (Versed ) or ativan for seizures.
Monitor vital signs, cardiac rhythm and O2 saturation as indicated

Specific Precautions:

Heat exhaustion can p rogress to heat stroke if untreated.

Wet sheets on patient without ambient airflow will tend to increase temperature.

Definitive cooling will need ice water bath or cooling blanket. Do not let coo ling efforts in the
field delay your transport. Cool patient  en route.

23
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KRMC Guidelines Department. MEDICAL DIRECTION

Subject: Hypoglycemia

Page 1 of 2 Org. Date:

6-15-2009

Review Dates:

Last Revision:

Created By: CK

Approved By: Michael Ward DO

Hypoglycemia

Specific Information:

Onset of symptoms (sudden or gradual)
Duration

Known diabetic history

Past medical history:

Medical alert tag

History present iliness:

Last hypoglycemia agent (amount/time
Last meal

Increased stress

Strenuous exercise

Physical Findings:

Vital sig ns

Hypothermia may be present
Level of consciousness

Neurological findin  gs (due to hypoglycemia of CNS)
Inability to concentrat e, HA, Bizarre and/or aggressive behavior

CNS disorders (CVA, coma, etc.)
Skin:

Color , temperature , hydration
Effects of adrenergic outpouring:
Anxiety

Sweating

Pupil dilation

Treatment:
ABCO s
v
Glucometer

Relatives, friend or bystander

Presence of vomiting
Diarrhea
Recent llinesses

Nausea
Trembling
Pallor

D50 for g lucometer reading <70 (<40 in the newborn) WITH associated signs/symptoms

Repeat D50 wit h follow up g lucometer reading <70

Glucagon may be given in the event of a delay or not able to obtain IV access

Monitor vital signs, and O2 sat  uration as indicated

Monitor cardiac rhythm with signs of adrenergic outpouring

, Convulsions , Imitation of other
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Specific Precautions:

Hypoglycemia can present as seizures, coma, mental problems, alcohol intoxication, confusion or
stroke with focal deficits (particularly in elderly patients).

Patients who are elderly or who have been hypoglycemic for an extended time may be slow to
respond to D50.

The signs and symptoms of hypoglycemia are those of an adrenaline outpouring. Diabetic coma

signs are those of dehydration and acidosis. Use Glucometer to aid in the diagnosis.

Adrenergic outpouring associated with hypoglycemia may not be seen in patients taking Beta
Blockers or Calcium channel blockers.

Finger stick blood samples for Glucometer evaluation in low perfusion states will read artificially

low. Obtain avenous sample in these cases.

I f the precise nature of the di abe D50dVshaltbegineh td s
any unconscious or semi -conscious diabetic.

Oral Glucose may be ad ministered by EMT -B level

25
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Hypothermia

Specific Information:
Length of exposure

Wind and/or wet exposure
Environmental conditions
Submersion?

Drugs, alcohol involved?
R/O hypoglycemia

Physical Findings:

Level of consciousness

ABCs

Evidence of injury

Body temperature, <95 degrees F (<35 degrees C) is significant

Treatment:

For frost bite:

Remove all pre vious coverings of injured area

Avoi d rubbing and breaking blisters

Protect in jured areas with warm dressings

Monitor vital signs, and O2 saturation

Monitor cardiac rhythm

IV-Specifically for mentation, cardiovascular, and rhythm changes

Specific Precautions:
Field resuscitation may be withheld if the victim has obvious lethal injuries or if the body is

frozen so completely that chest compression and airway access is impossi ble.
Handle hypothermic patients gently.
Fibrillation is likely to occur when core temperature is between 85 -88 F

Rhythm conversion is probable with temperature >88 F and corrected acidosis.

Rapid correction of acidosis can lead to V -fib. Re -warming will u  sually correct acidosis without the

use of bicarbonate.

Airway stimulation in  cardiac arrests with core temp < 88 F may produce V -fib.
Perform thawing under controlled conditions; thawing may be extremely painful.

Do not allow the patient to ambulate onc e the limb has begun to thaw.

Do not allow the limb to thaw if there is the possibility of re -freezing.
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Hypovolemic Shock

Specific Information Needed:

Blunt or penetrating trauma to chest, abdomen, pel vis or major peripheral vessels
Dehydration cause d by vomiting, diarrhea, inadequate fluid intake, uncontrolled diabetes or
Fever

Blood loss caused by Gl bleeding , Vaginal bleeding or Ruptured ectopic pregnancy

Burns

Specific Physical Findings:
Thirst
Anxiety
Tachypnea
Abnormal VS
Peripheral vasoconstri ction
Orthostatic VS changes
Weakness
Confusion

Treatment:
Control obvious bleeding
Elevate legs
02, high flow, 10 -15 LPM, assist ventilation if necessary
Recognize the need to protect and secure airway
Monitor cardiac rhythm
Conserve body heat by loos ely wrapping patient in blanket
IV, NS, large bore to maintain B/P > 90 systolic, second IV if time permits

Pediatric:

ABCGOs

Rapid bolus of NS IV or 10 20ml/kg, repeat as needed

Monitor VS and level of consciousness closely during transp ort, (in place of wid e open V)
Monitor cardiac r hythm

Monitor pulse ox

Rapid transport is important

NOTE: Decreased L.O.C. and poor color are the best indicators of shock in children
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Specific Precaution:

Patients on beta Blockers and Calcium Channel Blockers may not exh

ibit tachycardia.

Vital signs in hypovolemic shock can be very misleading. Do not wait for the blood pressure to
fail before making your diagnosis. The pulse will often give you an earlier indication, particularly

in young; previously healthy adults, the p
stress the patient by sitting them up.
Look at the trauma

victi mds
Also evaluate neck veins to rule out the rare cardiogenic origin be

ulse and blood pressure may remain normal unless you

hands or feet for
fore treatment for hypovolemia.

CLASSIFICATION OF HEMORRHAGIC SHOCK

Compensated Mild Moderate Severe
Blood Loss (mL) d1000 100071 1500 15001 2000 >2000
Heart rate (bpm) <100 >100 >120 >140
Blood pressure Normal  Orthostatic change Marked fall Profound fall
Capillary refill Normal May be delayed Usually delayed Always delayed
Respiration Normal Mild increase Moderate tachypnea Marked tachypnea:

respiratory collapse
Urinary output (mL/h) >30 201 30 5120 Anuria
Mental status Normal Agitated Confused Lethargic, obtunded
or agitated

evidence
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Pain /Sedation Management

Treatment:
Refer to the appropriate protocol for treatment of patient complaint
Assess oxygenation and administer oxygen as needed
Obtain IV access

Pain:

Patients with a GCS of <13, hemodynamically unstable or with signs/symptoms of shock do not
qualify for this protocol.

Morphine sulfate in 1 -3mg increments Q 1 -5 minutes IVP, titrate to effect

SEDATION FOR:
Cardioversion / Cardiac pacing (anxiety)
Midazolam 1 -2mg IV every 5 minutes  (max 20mg)

Ativan 2 -mg every 10 to 15 minutes  (max 8mg)

Agitation
Midazolam 1 -2mg IV every 5 minutes  (max 20mg)
Ativan 2 -mg every 10 to 15 minutes  (max 8mg)

Post intubation:
Midazolam 2 -5mg IV titrated to effect ~ (max 20mg)
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Poisons and Overdos _es

Specific Information:
Type of ingestion or exposure:

How How much (transport container to hospital,

When if possible)
Reason for ingestion (accident or suicide).

Past history:

Medications Disease
Psychological disorder

Physical Findings:

Vital signs. - Level of consciousness. - Pupillary response - Neurolo gical status. - Odor on

breath.
Nausea/vomiting. - Gag reflex. - Cardiac rhythm

Treatment:

ABCOs.

Recognize need to protect and secure airway

02 according t o0 patient presentation

IV-Specifically indicated with ingestions, mentation changes, rhythm and cardiovascular
changes

Monitor vital signs, O2 saturation as indicated.

Monitor cardiac rhythm when poison or medication can effect cardiovascular or respirator
systems, or  when patient history is unreliable (intentional)

Obtain CO oxi meter reading if possible (Potential CO poisonings only)

I ngestionds:

Consider type of exposure and specific antidote as indicated:
Naloxone (Narcan) Charcoal

Atropine D50

Recognize need to protect and secure airway.

Reference HAZMAT protocols as indicated. (look in ERG books)

External contamination:

Protect self during patient decontamination.

Flush skin with copious amounts of water

Remove patient 6s laeltominimizergcorsamidatian.s o
Reference HAZMAT protocols as indicated. (look in ERG books)
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Specific Precautions:
Inhalation poisoning is particularly dangerous to rescuers.
Consult base physician if unfamiliar with ingested drugs or poison.
Conside r Sodium Bicarbonate for Tricyclic overdose with wide QRS and decreased level of
consciousness.
If unconscious observe for dilated pupils, seizures and hypotension.
Administer Benadryl for dystonia (twitching effects seen with Phenothiazines i.e. Haldol,
Thorazine).
In cases of CO, treatment consideration is based on the time and concentration of exposure.
The following chart defines concentration of CO in the air compared to exposure time and is
included here as reference for EMS field personnel.
Charcoal per oral may be administered by EMT  -B level or above.
02 treatment NRM

Concentration of Coi n Air

Inhalation Time a nd Toxic Symptoms Developed

35 PPM Max. allowable for continuous exposure in any 8hr period. Medical eval. recommended

150 PPM Physician referral a/o evaluation required

200 PPM Slight HA, fatigue, dizziness, N/V after2 -3 hrs

400 PPM Frontal HA within 1 -2 hr s. Life threatening within 3 hr.

800 PPM HA, nausea & seizures within 45 min  s. Uncon. within 2 hr. Death within 2 -3 hr.

1600 PPM HA, dizziness, N/V within 20 min  s.Death within 1 hr.

3200 PPM HA, dizziness, N/V within 10min  s. Death within 30 min.

6400 PPM HA, dizziness N/V within 10 min  s. Death within 10 -15 min

12,800 PPM Death within 1 -3 minute
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Cord Prolapse

Information Neede d:
Occurs when the umbilical cord slips down into the vagina o r presents externally following
rupture of the  amniotic membrane. Cord prolapse occurs once in about three hundred
deliveries and is often associated  with prematurity, a long cord and mal -presen tation of the
infant.

Physical Findings:
Medical history
Is there prolapse of the cord (preceding infant delivery).
Determine gestation age.
Palpate cord for pulse
Determine presenting part and station
Vital signs.

Treatment:
Keep a hand in the vagina an d elevate presenting part sufficient enough to allow cord
pulsations (to maintain fetal circulation).
Cover cord with moist sterile dressing.
Position the mother in a knee  -chest position to alleviate cord pressure.
Give high flow O2 via NRM to indirectly i ncrease fetal O2.
Establish IV NS, T.K.O. or as indicated.
Delivery should not be attempted with a limb presentation
Initiate transport

Specific Precautions:
Limb presentation (an arm or leg through the vagina), is an indication for immediate transport

to the hospital.
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REFUSAL OF CARE

Inappropriate patient refusal is a serious source of liability for an EMS system.

All patients should be assumed to have an illness or injury that requires further assessment

and/or treatment at an acute care facil ity.

An assessment with vital signs must be done unless the patient specifically refuses.

Any patient who refuses evaluation, treatment and/or transport, needs to be informed and

understand the risks of not being transported to the hospital. All discussi ons and actions you
take to persuade the patient to go to the hospital must be thoroughly documented including the
patientdés reiteration of their understanding of the risks
Any person who is not competent cannot refuse treatme nt or transport

If the patient still refuses, despite your best efforts to convince them to be transported, they

need t o sign the refusal form  and be told to call 911 if they change their mind. Make certain

that the patient understands that if their cond ition worsens, they may call 911 and request our
services again.

If the patient refuses to sign, attempt to have a family member or witness to the event sign the
witness portion of the form.

Document the person or agency to whom ever the patient was relea sed.

If the pat ient is not capable to make an informed decision for any reason including but not

limited to closed head injury, hemodynamic instability, age, intoxication  (drug or etoh)

mental status, or medical condition, you must act to protect the pa tient. You must contact

the base physician i f there are questionsonar concerns reg

capacity to sign a refusal form

NOTES
Any crew member may complete a Refusal of Careform , provi ded that the patientds
iswithint hat providerds scope of practice. However, the provi

licensure/certification is ultimately responsible and will assure that appropriate care and

documentation are completed.

Have the patient exhibit his/her level of mobility and docume nt on PCR

See Minors procedure if patient under 18 years of age

Traum a criteria by mechanismalone does not rul e out agnpefusaldont 618§ ri ght to
is the providerds discretion whether base contact needs t
Suicidal patients canno t sign a refusal form . It is the providerds discretion wh
or release a patient to police for transport.

Standby events present a special situation:

If the patient only requires fi rst aid type care, keep a log of who was treated and tu rn in to your
respectiv e departments EMS coordinators where applicable.
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All other patients need to have a patient care report (PCR) completed. If appropriate, the patient

will also be required to sign a refusal and the appropriate documentation completed. Patients
that require any type of hands on care (such as applying an ace wrap, bleeding control,

splinting, etc.) will need a PCR completed. Any patient with a significant complaint, such as

chest pain, severe headache, any dyspnea, etc. will also need to have a PCR completed and an
refusal form signed if they refuse transport.

If in doubt about whichty  pe of chart (Patient Contact  vs. patient care record) to complete, a PCR
will be done.

If a PCR is completed, the patient still needs to be logged on the Patient Contact Log for the
event.

All refusal s will be completed per the Patient R efusal protocol. If atan EMT -B only special event,
and the EMT -B has any concerns, then a paramedic unit will be dispatched to the special event

to as sist with the refusa |. The crew members at the special event should always feel comfortable
contacting a supervisor or base physician.

The following items must be documented on the PCR:

Risks of not seeking treatment

Patient understands risks of refusing

Advised to call 911 if any changes

Any instructions given to the patient, family, or guardian

Patient was left in care of whom?

Patient capable to sign the refusal form.

Physiologically stable and able to understand and repeat to you the problem, risks, and
consequences of the refusal.

Able to ambulate or reason why unable to ambulate.
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Seizures

Specific Information:
Seizure history
Current medical history
Past medical history
Recent history of trauma

PHYSICAL FINDINGS

Witnessed seizure activi ty PTA.

Type of seizure activity (number and duration of seizure(s) )

Obviously altered LOC.

Incontinence.

Related trauma Odor of alcoholic beverage

Medical alert tag

Environmental Clues (pill bottles, etc).

Patientds temperature, if indicated.
Treatme nt:

Suction as needed.

02

IV-Specifically indicated with active or status SZ and prolonged post -ictal states

Diazepam (Valium), Midazolam (Versed) , or Ativan as indicated for seizures.

Perform g lucometer check.

Administer D50 for g lucometer reading <70, or as indicated or glucagon IM if IV access is

delayed or unattainable.

Administer Thiamine prior to D -50

Administer Naloxone (Narcan), as indicated.

Monitor vital signs, cardiac rhythm and O2 saturation as indicated.

Transport on side as indicated.

Recogniz e need to protect and secure airway.

Consider rapid transport as indicated by patient presentation i.e. heavy ETOH, suspected

malnutrition or 3 ™ trimester preg and less than 4 -6 weeks post partum . (consider Mag 2gms)

Pediatric febrile seizures:
Assess te mperature and consider  cooling measures as indicated .
Consider Valium, Versed, or Ativan as indicated

Specific Precautions:
Do not force anything between teeth.
Do not restrain patient - restrain only to prevent injury.
Do not force oral airway or ET tube

35



[ e - - B et B et

[a]

oo cCcc

[

KINGMAN REGIONAL
MEDICAL CENTER

Serving Our Cormmunity with Compassion
and Comrmitiment

KRMC Guidelines Department: MEDICAL DIRECTION
Subject: Shock/General Info Page 1 of 2 Org. Date:
6-15-2009
Review Dates: Last Revision:

Created By: CK

Approved By: Michael W ard DO

Shock

Shock is defined as a state of inadequate Oxygenation of tissues. If the tissue hypoxia continues
fora prolonged period, the tissues, then the organs, then the patient will die. Shock can occur by
several mechanisms:

Hypovolemic Shoc k
Decreased blood/fluid volume; caused most often by hemorrhage or dehydration)
Blood loss
Burns
Dehydration from vomiting, diarrhea, etc.
Uncontrolled diabetes

Cardiogenic Shock
Pump failure; results when cardiac action is unable to deliver suff icient ¢ irculating blood
volume for tissue perfusion.
Inadequate fluid intake.
Damage to the heart muscle
Pericardial Tamponade
Tension pneumothorax
Arrhythmia causing inadequate output

Anaphylactic Shock
Occurs when the body is exposed to a substance that prod uces a severe allergic reaction.
Signs and symptoms of anaphylaxis can be manifested in the respiratory, cardiovascular,
gastrointestinal, neurological and cutanteous systems.

Respiratory Shock
Shock secondary to respiratory failure. Please refer to Res pir atory Distress/Failure protocol.

Septic Shock
Most often results from seriou s systemic bacterial infection.
Rarely seen in the field, but when seen usually involves several of the primary mechanisms
(Hypovolemic, Cardiogenic and Respiratory).

Comments:
In order to manage and treat shock in the field, it is helpful to determine the cause. General
treatmentis  possible, but specific diagnosis allows for definitive treatment.
Shock is a potentially lethal condition, whatever the cause, and preh ospital care can make
significant  contribution to a positive patient outcome.
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General Shock Treatment

Information Needed:

Onset:

Sudden or gradual Precipitating cause or event
Associated symptoms:

Itching Hives

Peripheral edema Diff. Breathing

Facial edema Chest pain

Thirst Dizziness

Weakness Abdominal pain

History:

Allergies Bloody stools

Medications Significant medical diseases

Bloody emesis

Physical Findings:
Mental status:

Apathy Mania
Confusion Restlessness /A gitation
Vital signs:

Pulse greater than 100, (or occasionally less than 60)
B/P less than 90 systolic

Orthostatic changes in VS:

Pulse rise greater than 20 beats/min. or

Systolic BP drop greater than 20 mm Hg from lying to sitting or standing.
Skin:

Cool/ Warm/ Flushed/ Diaphoretic

Signs of trauma particularly blunt injury.

Signs of pump failure:

Jugular venous distention in upright position

Wet lung sounds

Peripheral edema, (indicates chronic pump failure)

Treatment:
Stop exsangui nating hemorrhage when present.
Lay patient down, elevate legs 10 -12" (Shock position), unless respiratory symptoms
predominate or are  aggravated by this, (if so, sit patient up in position of comfort)
02, high flow, 10 -15 LPM with ventilatory assistance a s required.
IV, NS, large bore catheter to maintain B/P > 90 systolic.
Second IV if time permits
10 when unable to establish IV acces s in accordance with 10 guideline.
Cover patient to avoid excess heat loss. Do not over bundle.
Attempt to define type of s hock present and treat that specifically.
If no signs of pump failure present, systolic BP less than 90 and pulse is greater than 120, give
fluid bolus; monitor for patient status change. (use caution in people taking beta  -blockers).
Consider Dopamine as n eeded.
Monitor cardiac rhythm and O2 saturation.
Monitor VS and level of consciousness during transport.
Recognize need to protect and secure airway

Pediatric:
Decreased L.O.C. and color are the best indicators of shock
Rapid fluid bolus 8 20 mL / Kg NS.
Repeat fluid bolus can be given if improvement is transient or insufficient.
Monitor vital signs, LOC, cardiac rhythm , and O2 saturation during transport
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Crotaline and Elapid Snake Bite Management

Specific Information:

This protocol applies to the manage  ment of patients bitten by Crotaline snakes (rattlesnakes,
copperheads and cottonmouths) and el apidds (cor al

Approximate time of bite.

Activity of patient since bite occurred.
Location of bite.

Type of snake, if known.

History of previous snakeb ites, if any.

Physical Findings:
Local effects:
Pain
Swelling
Ecchymosis
Puncture wounds
Systemic Effects:
Hypotension
Respiratory difficulty
Nausea
Vomiting

Treatment:

Scratches
Vesicles
Persistent blood seepage at bite s

Metallic taste in the mouth
Fasciculation

Peri oral numbness

Change in neurologic status.

Keep patient calm and supine if possible. Consider benzodiazepines as needed to limit

agitation.

02

IV-Specifically indicated with cardiovascu
Monitor vital signs, and

Monitor cardiac rhythm.

lar changes, anaphylaxis, and dysrhythmias

For Elapid bites, expose the extremity and wrap the entire extremity with an elastic bandage
snug enough to allow one finger to slip between the bandage and the ski n.
For Crotaline bites, remove any constricting items and apply a loose splint to immobilize the

bitten extremity

Place bitten extremity in neutral to slightly below heart level position (not elevated, not

dependent).
Provide analgesics as needed.

Mark edg e of swelling/indurations and the leading edge of palpated pain and record time of the

measurement.

Refer to anaphylaxis and/or hypotension protocol(s) for treatment, if indicated.

Do not use any suction devices.
Do not use ICE.

ite

snakes) .
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Stroke

Specific Information:
Stroke history:
Onset of symptoms
Progress of symptoms
Headache
Past history:
Head injury
Diabetes
Hypertension

Physical Findings:
Pre-hospital stroke survey

Facial d roop (have patient show teeth):
Normal - both sides of face move equally
Abnormal

Arm Drift

strength, may be helpful)
Abnormal
t he

Speech ( have patient

say

Previous stroke
Previous CVA/TIA

Heart disease
Smoker
Medications

- one side of face does not move as well as the other side

(patient closes eyes and holds both arms out):
Normal - both arms move the same or both arms do

not move at all (other findings, such as grip

- one arm does not move or one arm drifts down compared to the other.

oOyou candt teach an

Normal - Patient uses ¢ orrect words with no slurring

Abnormal

Cardiac rhythm.
Respiratory status.
Level of conscioushess.
Signs of trauma.

Treatment:
Suction airway PRN.
Perform spinal stabilization as i
02 per patient need.
Recognize need to protect and secure airway
Capnography to be used if patient is intubated.**
Rapid transport appropriate for CVA diagnosis.
If possible, establish time of stroke S/S onset

ndicated.

- patient slurs words, uses inappropriate words, or is unable to speak

or last seen normal.

ol
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Monitor vita | signs, cardiac rhythm and O2 saturation

Glucometer if indicated.

Administer D50 for g lucometer reading < or =70 WITH associated signs/symptoms.
Glucagon or oral glucose if unable to obtain IV access.

Complete Thrombolytic Screening Form when possible if indicated .

Complete Stroke Alert form and activate Stroke alert if indicated

Specific Precautions:

Once the diagnosis of stroke is suspected, time in the field must be m inimized. Patients should
have a stroke alert called at the destination facility if s troke alert criteria is met.

If possible, pre -hospital providers should establish the time of onset of stroke signs and
symptoms. This timing may have important implications for potential therapy.

Head injuries (with C -spine injury), hypoglycemia, post  -ict al state and drug overdose may all
mimic  stroke.

Look for clues scalp or head trauma, medic alert tags, medication bottles, etc.

Stroke victims often have other cardiovascular problems. Be alert for acute MI with arrhythmia,
severe hypertension, and pul monary edema.

In the intubated stroke patient the ETCO2 should be maintained at 30  -35 mmHg. If rapid
neurologic deterioration occurs with evidence of herniation e.g. Cushing reflex, unilateral blown
pupil, unexplained severe hypotension and/or new hemipleg ia then ETCO2 should be
maintained at 25 & 30 mmHgasa short term temporizing measure (i.e. transport time).

Stroke Alert

id "y ', of P ible Stroke
Pre-hospital stroke survey.

- Facial droop (have patient show teeth):
Normal - both sides of face move equally
Abnormal - one side of face does not move as well as the other side
e Arm Drift (patient closes eyes and holds both arms out):
Normal - both arms move the same or both arms do not move at all (other findings, such as grip
strength, may be helpful)
Abnormal - one arm does not move or one arm drifts down compared to the other.
e Speech (have the patient say “you can’t teach an old dog new tricks"):

Normal - Patient uses correct words with no slurring
Abnormal - patient slurs words, uses inappropriate words, or is unable to speak

l

Critical EMS and

= Support ABCs; give oxygen if needed

= Perform prehospital stroke assessment

« Establish time when patient last known normal (Nofe: therapies may be available beyond 3 hours
from onset)

= Transport; consider triage to a center with a stroke unit if appropriate; consider bringing witness,
family member or caregiver

=« Alert hospital

e Check glucose if possible

1 diate g al and
stabilization

« Assess ABCs, vital signs

= Provide oxygen if hypoxemic

= Obtain IV access and blood samples

=« Check glucose; treat if indicated

« Perform neurologic screening assessment
e Activate stroke team

=« Consider 12 lead EKG
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Syncope

Specific Information:
History of the event:
Onset Seizure activity
Duration
Precipitating factors:
Was the patient :
Sitting Lying
Standing
Is the patient pregnant  ?
Past history:

Medications Prior syncope
Disease

Associated symptoms

Vertigo Vaginal bleed
Nausea Rectal bleed
Chest pain Diarrhea
Abdominal pain Fever

Vomiting blood

Physical Findings:

Orthostatic VS, if possible and no C

Cardiac rhythm per monitor.
Respiratory status.

Level of consciousnhess.
Neurological status.

Signs of trauma.

Treatment:
Keep patient supine.

Do not sit patient up prematurely.
Monitor vital signs, cardiac rhythm and O2 saturation

General treatment:
02

-spine injury.

Heat exposu re

IV-Specifically indicated for C.P., hypotension, orthostatic changes, dysrhythmias, and

mentation changes

Recognize need to protect and secure airway
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Special Precautions:

Syncope by definition is a transient state of unconsciousness from which the patient has
recovered. If the patient is still unconscious treatment should be as in the coma protocol.
Patients over the age of 40, though apparently normal following a syncopal episode , should be
encouraged to accept transport to rule out a cardiac event, and be monitored for arrhythmias
and blood pressure changes.

Most syncope in young patients, (under 30 years old), is vasovagal not cardiac. Recumbent
position should be sufficientto restore VS and level of consciousness to normal.
Syncope while in a recumbent position is usually cardiac.

Acute onset of syncope in middle aged or elderly patients is often cardiac.

Syncope may be due to ruptured ectopic pregnancy or occult Gl bleeding.

The absence of a post -ictal state and lack of tongue injury assists in the differentiation of
seizure Vs syncope.
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Vaginal Hemorrhage

Information Needed:

Vaginal hemorrhage may result from trauma or complications of pregnancy such
(miscarriage), ectopic pregnancy, rupture of marginal sinus, placenta abruptio, placenta previa

and rupture of the uterus.

Past medical or maternal history.

Present history:

Recent trauma

Time elapsed since onset

Last normal menstrual  period

In pediatric patients suspect sexual assault.

Physical Findings:

Birth control measures
Pregnant
Post partum (delivery date)

as abortion

Signs of acute abdomen include rigidity, distention and tenderness.
Associated symptoms:
Abdominal pain or crampin g Clots or tissue passed
Dizziness Weakness
Medical history and history of present illness
Determine gestational age if indicated.
Vital signs:
Obtain orthostatic VS unless extreme shock present
Other signs of hypovolemic shock present? (Vasoco nstriction, diaphoresis, air hunger, altered
mental status).
Evaluate Fetal Heart Tones, if possible.
Examine/ Palpate abdomen for:
Point tenderness Rhythmic contractions
Voluntary guarding Tetanic u terus
Rigidity Guarding
Rebound tenderness Rigidity
Bowel sounds
Estimate total blood loss
Treatment:
Monitor vital signs, cardiac rhythm, O2 saturation and blood loss as indicated.
02 as indicated.
IV, NS, fluid challenge as indicated.
Treat hypovolemic shock per protocol.
If patient is <24 h  ours post partum:
Massage uterus and/or have mother nurse infant.
Transport.
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Specific Precautions:

Patients who have vaginal bleeding develop varying degrees of blood loss: some require
aggressive resuscitation.

Amount of vaginal bleeding is difficult t o0 estimate. Try to establish the number of soaked
sanitary pads  since onset.

Transport expelled tissue to hospital, if possible.

Discrete visualization to determine if clots and/or tissue are present may be useful.

Always consider pregnancy as the cause  of vaginal bleeding

44



KINGMAN REGIONAL
MEDICAIL CENTER

Serving Our Cormrmunity with Cormpassion

anrnd Comuritiment

Cardiac

Guidelines

45



KINGMAN REGIONAL
MEDICAIL CENTER

Serving Our Cormumunity with Compassion
anrnd Comuritiment

KRMC Guidelines Department. MEDICAL DIRECTION
Subject: Bradycardia Algorithm Pagel of 1 Org. Date:
6-15-2009
Review Dates: Last Revision:

Created By: CK

Approved By: Michael Ward DO

Bradycardia Algorithm

1

BRADYCARDIA
Heart rate <60 bpm and
inadequate for clinical condition

2 v
Maintain patent airway; assist breathing as needed
Give oxygen

L]

.

* Monitor ECG (identify rhythm), blood pressure, oximetry
¢ Establish IV access

3
Signs or symptoms of poor perfusion caused by the bradycardia?
(eg, acute altered mental status, ongoing chest pain, hypotension or other signs of shock)

4A Adequate Poor 4

Observe/Monitor < Portusion Pariusion » * Prepare for transcutaneous pacing;

use without delay for high-degree block
(type Il second-degree block or
third-degree AV block)

¢ Consider atropine 0.5 mg IV while
awaiting pacer. May repeat to a
total dose of 3 mg. If ineffective,

begin pacing
X ¢ Consider epinephrine (2 to 10 pg/min)
Reminders or dopamine (2 to 10 ug/kg per minute)
* If pulseless arrest develops, go to Pulseless Arrest Algorithm infusion while awaiting pacer or if

pacing ineffective

Search for and treat possible contributing factors:

- Hypovolemia - Toxins

- Hypoxia - Tamponade, cardiac 5 v

- Hydrogen ion (acidosis) - Tension pneumothorax

- Hypo-/hyperkalemia - Thrombosis (coronary or pulmonary) * Prepare for transvenous pacing
- Hypoglycemia - Trauma (hypovolemia, increased ICP) ¢ Treat contributing causes

- Hypothermia * Consider expert consultation
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Cardiac Dysrhythmias

Specific Information Needed:
Onset:
Sudden
Gradual
Related symptoms:
Nausea
Vomiting
Medications:
Especially cardiac
Cardiac Arrest:
Approx. down time
Surroundings
Pertinent past history

Specific Physical Findings:
Rhythm (per monitor)
Circulatory status:

Pulse pr esent/Pulseless - Perfusion/non perfusion

Respiratory status:

Apnea - Dyspnea - S.0.B.- No compromise

Lung sounds:

Rales - Rhonchi
Neurological status
Complications present:

Neck vein distention - Pulmonary edema/CHF

Signs of trauma

Treatment:

Routin e care for suspected cardiac patient
Treat dysrhythmia per  appropriate algorithm

Specific Precautions:

Time elapsed since onset

Pain
Dizziness

Possible drug overdose
Trauma related

Justify treatment by documenting all dysrhythmias via ECG strips attached to PCR.

Recognize need to protect and secure airway.
Treat the patient, notth e dysrhythmia.

If trauma related, rapid transport, activate trauma team as appropriate.
Some patients may require treatment not specified in the algorithms. Algorithms do not prohibit

other necessary treatment as outlined in protocols

Flow of algorithms pr  esumes continuation of dysrhythmias.
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CCR Diagram

Cardiocerebral Resuscitation (CCR)

analysis HGINIEREWSS GINIEREWSS

Single shock Single shock if Single shock if
EMS without pulse Indicated without Indicated without
arrival Check or rhythm pulse check or pulse check or

IS

200 chest
compressions

200 chest
pressions

ysis

200 chest
compressions

200 chest |
compressi

Anal
Analys
Analysis

IBVI;f/II otr Palsglij/g Administer 1 mg Réesur_r:je S'tEar:jdatlrd ?CLIS
nsufflation 5 : : onsider Endotrachea
Begin IV N Epl2sin e Intubation

Alf adequate bystander chest compressions are provided,
EMS providers perform immediate rhythm analysis
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Cardiogenic Shock

Information Needed:
Acute Ml
Chest trauma (particularly blunt)

Physical Findings:

Marked tachycardia or bradycardia

Dysrhythmias

Neck vein distention, parti  cularly in the upright position
Wet lu ngs

Tachypnea

Treatment:
Sit patient up right or in position of comfort
02 high flow
Assist ventilation if necessary
IV, NS, large bore TKO
Monitor ¢ ardiac rhythm and O2 saturation
Obtain 12 lead EK G as indicated
Treat arrhythmias per protocol
Treat te nsion pneumothorax per protocol
If BP < 90 systolic and patient critical consider IV fluid bolus and Dopamine
Moni tor VS and LOC during transport
Recognize need to protect and secure airway

Specific Pr ecautions:

Cardiogenic shock responds poorly to treatment both in the field and the hospital. AMI patients

most treatable factor is associated hypovolemia, (from sweating, vomiting, diuretics and poor

fluid intake) thus a trial of fluids may be indicated.

Look at the trauma victimés hands or feet for
Also evaluate neck veins to rule out the rare cardiogenic origin before treatment for hypovolemia.

ev
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Routine Care Of The Cardiac Patient

Specific Information:
Associated symptoms:

Nausea/Vomiting Respiratory difficulty
Diaphoresis

Pain:

Location Duration

Onset Radiation

Nature s Aggravation

Past History:

Previous chest pains Medications
Cardiac problems Drug allergies

Pulmonary problems

Physical Findings:

Vital sig ns (include general appearance)
Cardiac Rhythm, as indicated

Breath sounds

Signs of CHF or pulmonary edema

Treatment:

ABCs

Reassure patient and loosen clothing.

Place patient in position of comfort.

Administer 02, ASA, NTG, and M orphine Sulfate as indicated and monitor O2 saturation.
Recognize the need to secure and protect the airway.

Apply cardiac monitor, obtain initial EKG

IV-Specifically indicated for C.P., Dyspnea, Hypotension, Hypertension, Syncope, AMI, and cardiac
dysrhyt hmias. AMI patients should have a second IV started if time permits.

Treat underlying problems or dysrhythmias per appropriate protocol or algorithm.

Obtain 12 lead ECG a nd early assessment. See STEMI alert protocol

DO NOT delay critical treatment of the p  atient to obtain 12 lead EKG

Specific Precautions:

Suspicion of the acute MI is based entirely on field history. Do not be reassured by a
monitor  strip.

Treat the patient, not the presence or absence of a dysrhythmia.

Constant monitoring is essen tial.

Treat respiratory problems, hypotension, chest pain, and dysrhythmias first.

Patients who have taken their own ASA should still be administered 324 mg ASA as a standard of

care

5C
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Chest Pain/ Ischemic Chest Pain Algorithm

Information Needed:

Pain:

Nature Radiation
Onset Aggravation
Duration Alleviation
Location

Associated symptoms:

Nausea Vomiting
Diaphoresis Respiratory difficulty
Past History:

Previous cardiac problems Drug allergies
Previous pulmonary problems Age
Medications

Physical Findings:
Vital signs (including general appearance) Signs of CHF or pulmonary edema
Cardiac rhythm (monitor) 12 lead ECG
Breath sounds.

Treatment: (See Attached Algorithm)

Perform routine care of suspected cardiac patient.

Administe r Oxygen

Administer chewable Aspirin, if Ml suspected even if pt has taken their own ASA. Obtain vital
signs

NTG if indicated.

Morphine Sulfate for severe chest pain unresolved by NTG.

Monitor rhythm

IV-Specifically indicated for C.P., Dyspnea, hypotension , hypertension, Syncope, AMI, and
dysrhythmias

AMI patients should have a second |V started if time permits.

Specific Precautions:

Be alert to hypotension associated with administration of NTG and Morphine sulfate.

NTG administration to the hypotensive, Inferior MI patient may worsen the hypotension in the
presence of right ventricular involvement.

Wheezing or rales in the elderly cardiac patient should be considered pulmonary edema. Monitor
fluid administration closely.

Do not delay critical treatment of the patient to obtain 12 lead

Treat respiratory problems, hypotension, chest pain, and dysrhythmias first.

If pt. is hypotensive (B/P < 90) administration of NTG is contraindicated. Give fluid boluses.
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Acute Coronary Syndromes Algorithm

Chest Discomfort Suggestive Of Ischemia

A

EMS Assessment and Care and Hospital preparation
+ Monitor and support ABC'’s. Be prepared to provide CPR
and Defibrillation
+ Initiate IV
+ Administer
+ Oxygen @ 4 Ipm — Maintain O2 sat above 90%
+ Aspirin 324 mg PO
+ Nitroglycerine 0.4 mg SL q 3-5 minutes until relief of
pain. DO NOT exceed 3 doses if no improvement of
symptoms.
* If pain is not resolved by Nitroglycerine: Morphine 2
— 5 mg increments until pain is resolved

R

a

If ST elevation (2mm ST elevation in two (2) or more contiguous leads:
V1&V2, V2 &V3, V3&V4,V4&V5 V58&V6, V6 &L, L-1 &AVL -
1mm ST elevation in two (2) or more contiguous inferior leads: L-1l & L-
Il LIl & AVF -NO LBBB: NO Paced Rhythm):
+ Complete Cardiac Alert Checklist
+ If Patient meets criteria:
« Initiate Cardiac Alert : .
+ Begin emergent transport to Interventional Cath Lab

facility
+ Complete fibrinolytic checklist

If no ST elevation:

+ Continue IV, 02 ,

+ Continue to treat for pain relief

* Transport to nearest Emergency Room
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Pulseless Arrest

= BLS Algorithm: Call for help, give CPR
* Give oxygen when available
* Attach moni i

PULSELESS ARREST

illator when

2

v

Shockable

Check rhythm
Shockable rhythm?

Not Shockable
l 9 1

4

Give 1 shock

* Manual biphasic: device specific
(typically 120 to 200 J)
Note: If unknown, use 200 J

= AED: device specific

* Monophasic: 360 J

Resume CPR immediately

5 l Give 5 cycles of CPR*

Asystole/PEA I

10

6 Shockable

Resume CPR immediately for 5 cycles
When IV/IO available, give vasopressor
* Epinephrine 1 mg IV/IO
Repeat every 3 to 5 min
or

Continue CPR while defibrillator is charging
Give 1 shock
= Manual biphasic: device specific

(same as first shock or higher dose)

Note: If unknown, use 200 J
* AED: device specific
* Monophasic: 360 J
Resume CPR immediately after the shock
When IV/IO available, give vasopressor during CPR
(before or after the shock)
* Epinephrine 1 mg IV/IO

Repeat every 3 to 5 min

or

* May give 1 dose of vasopressin 40 U IV/IO to

replace first or second dose of ine

Check rhythm |

‘Shockable rhythm?

Shockable

Continue CPR while defibrillator is charging
Give 1 shock
* Manual biphasic: device specific
(same as first shock or higher dose)
Note: If unknown, use 200 J
* AED: device specific
* Monophasic: 360 J
Resume CPR immediately after the shock
Consider antiarrhythmics; give during CPR
(before or after the shock)
amiodarone (300 mg IV/IO once, then
consider additional 150 mg IV/IO once) or
lidocaine (1 to 1.5 mg/kg first dose, then 0.5 to
0.75 mg/kg IV/I0, maximum 3 doses or 3 mg/kg)
Consider magnesium, loading dose
1 to 2 g IV/IO for torsades de pointes
After 5 cycles of CPR,* got to Box 5 above

* Push hard and fast (100/min)
* Ensure full chest recoil

* Minimize interruptions in chest
compressions

* One cycle of CPR: 30 compressions
then 2 breaths; 5 cycles =2 min

* Avoid hyperventilation
Secure airway and confirm placement

* After an advanced airway is placed,
rescuers no longer deliver “cycles”
of CPR. Give continous chest com-
pressions without pauses for breaths.
Give 8 to 10 breaths/minute. Check
rhythm every 2 minutes

* May give 1 dose of vasopressin 40 U IV/IO to
replace first or second dose of epinephrine
No
Consider atropine 1 mg IV/IO
for asystole or slow PEA rate
Repeat every 3 to 5 min (up to 3 doses)
Give 5 cycles
of CPR*
11
Check rhythm
Shocl rhythm?
12
13
« If asystole, go to Box 10 Not
2 « If electrical activity, check Shockable Shockable Go to
Give 5 cycles of CPR* pulse. If no pulse, go to Box 4
Box 10
No « If pulse present, begin
P itation car
During CPR

* Rotate compressors every
2 minutes with rhythm checks

= Search for and treat possible
contributing factors:
— Hypovolemia
— Hypoxia
— Hydrogen ion (acidosis)
— Hypo-/hyperkalemia
— Hypoglycemia
— Hypothermia
— Toxins
— Tamponade, cardiac
— Tension pneumothorax
— Thrombosis (coronary or
pulmonary)
— Trauma
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STEMI Alert Progr _am

Scope:

To establish guidelines for the STEMI Alert Program or (STEMI Alert) activation.

The STEMI Alert program was developed to provide seamless patient care from the field to the

cardiac catheter lab.

The goal of the program is to identify patients eligible for cardiac ca theterization by the use of
the specific inclusion criteria listed throughout this protocol, to limit on -scene time, ensure early
hospital notification and significantly decrease the door to intervention time on arrival at the

receiv ing facility.

STEMI Alert Patient Criteria:

Patient DOES NOT reside in a nursing home

Patient DOES NOT have a DNR.

Patientds age is between 35 and 80 years ol d
Acute Coronary Syndrome (ACS) sy mptoms onset less than 12 hours

Characteristic cardiac presenta tion; (chest pain consist ent with Myocardial Infarction)

12 lead ECG: S T Elevation Myocardial Infarct (STEMI)

1mm ST elevation in two (2) or more contiguous inferior leads: L -lM& LA LA & AVF

NO LBBB: NO Paced Rhythm

If Patient Meets Criteria For A STEMI Alert:

The paramedic will determine the need for a STEMI  Alert as soon as possible after arrival on the
scene. (Preferably within 5 minutes).

The tr ansporting crew will contact the ED after initiating transport to advise them of the STEMI
Alert.

Transport
STEMI Patients meeting program criteria should be transpo rted emergently directly to ED.

Treatment

Treat patient per appropria  te cardiac guidelines at all times

Obtain a 12 lead ECG

Place two IV lines (to be done during transport  if time permits ).

Administer Oxygen at appropriate level for patient presentation.

Administer ASA orally (325 mg or 81 mg x 4). Additional medications, ACLS meds, NTG , etc. to be
administered following current protocols.

Complete STEMI Alert checklist.

The attending para medi ¢ will make contact with the Emergency Room via Phone to give a patient
report as soon as practical  or once en route to receiving facility. Include Patient name, DOB,

clinical history and ETA.

NOTE: Phone is the preferred method of contact. The Radio can be used if out of cell phone

range or if the ED Phone is not answered.
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At The Receiving Facility t he attending paramedic will provide the Emergency Room with the
following:

STEMI Alert checklist

Original tracing of the 12lead ECG or3lead ECG with t he pati entds name and DOB writ"-

A second original ECG tracing must be attached to the PCR.
Crews will maintain responsibility for patient care until the patient i s transferred to either the
Cath -lab table or ER bed and patient care turned over to a Nurse or above.

If Patient Does Not Meet Criteria For A STEMI Alert:
Treat per app ropriate Guideline and transport.
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Tachycardia Algorithm

TACHYCARDIA
With Pulses

2 v

- Assess and support ABCs as needed

- Give oxygen

+ Monitor ECG (identify rhythm), blood pressure, oximetry
« Identify and treat reversible causes

a

- Establish IV access

+ Obtain 12-lead ECG
(when available)
or rhythm strip

Is QRS narrow (<0.12 sec)?

3 l Symptoms Persist

Is patient stable?

signs

~

altered

mental status, ongoing chest pain,
or other signs of shock

Note: rate-related symptoms
uncommon if heart rate <150/min

of

Perform immediate

Y 1

- Establish IV access and give
sedation if patient
is conscious; do not delay
cardioversion

« Consider expert consultation

- If pulseless arrest develops,
see Pulseless Arrest Algorithm

Wide (20.12 sec)

Narrow

( NARROW QRS*:

Is Rhythm Regular? ]

Regular I

Irregular

7

11

- Attempt vagal maneuvers

« Give adenosine 6 mg rapid
IV push. If no conversion,
give 12 mg rapid IV push;
may repeat 12 mg dose once

Irregular Narrow-Complex

Tachycardia

Probable atrial fibrillation or

possible atrial flutter or MAT

(multifocal atrial tachycardia)

- Consider expert consultation

- Control rate (eg, diltiazem,
B-blockers; use B-blockers with
caution in pulmonary disease
or CHF)

WIDE QRS*:
Is Rhythm Regular?
Expert consultation

advised

13

If ventricular
tachycardia or
uncertain rhythm
+ Amiodarone
150 mg IV over 10 min
Repeat as needed
to maximum dose of

expert consultation

Converts

2.2 g/24 hours

Does Not Convert

° l 10

If rhythm converts,

probable reentry SVT

(reentry supraventricular

tachycardia):

+ Observe for recurrence

= Treat recurrence with
adenosine or longer-
acting AV nodal blocking
agents (eg, diltiazem,
B-blockers)

If rhythm does NOT convert,

possible atrial flutter,

ectopic atrial tachycardia,

or junctional tachycardia:

« Control rate (eg, diltiazem,
B-blockers; use B-blockers with

caution in pulmonary disease
or CHF)
Treat underlying cause

- Consider expert consultation

« Prepare for elective
synchronized
cardioversion

If SVT with aberrancy
- Give adenosine
(go to Box 7)

If atrial fibrillation with

aberrancy

- See Irregular Narrow-
Complex Tachycardia
(Box 11)

If pre-excited atrial

fibrillation (AF + WPW)

= Expert consulitation
advised

- Avoid AV nodal
blocking agents (eg
adenosine, digoxin,
diltiazem, verapamil)

« Consider antiarrhyth-
mics (eg, amiodarone

150 mg IV over 10 min)
If recurrent polymor-
phic VT, seek expert
consultation
If torsades de pointes,
give magnesium
(load with 1-2 g over
5-60 min, then infusion)

*Note: If patient becomes

During Evaluation
+ Secure, verify airway

and vascular access — Hypoxia
when il

Treat contributing factors:
— Hypovolemia

— Toxins

— Tamponade, cardiac

unstable, go to Box 4. — Hydrogen ion — Tension pneumothorax
« Consi expert — Hypo: - i y or
=t pulmonary)
- Prepare for — Hypothermia — Trauma (hypovolemia)
cardioversion
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ALLERGIC/ANAPHYLAXIS/DYSTONIA

TREATMENT

Assess oxygenation and administer O2 as needed
Assess severity of allergic reaction

Cardiac monitor as needed

MILD - Swelling, itching, redness, hives
Diphenhydramine 25mg IM/IV

MODERATE - Mild plus wheezing and difficulty swallowing
Obtain 1V access
Diphen hydramine 50 mg slow IV push
Solu Medrol 125mg IVP
Albuterol unit dose HHN.  Repeat treatments as needed based on reassessments
If reaction is worsening despite treatment, move to SEVERE...
Consider SQ epinephrin e 0.3mg 1:1000 (if not contraindicated) with rapid progression of
signs/symptoms or history of severe allergic reaction

SEVERE- Impending respiratory failure

Secure Airway

Epinephrine 0.3mg (0.3ml) 1:1000 SQ/IM (if not contraindicated)

Obtain IV acce ss

Diphenhydramine 50 mg slow IV push

Solu Medrol 125 IVP

Epinephrine 0.3mg (3ml) 1:10,000 IV followed by 100ml NS (if not contraindicated)

If intubated, epinephrine 0.5mg (5ml) 1:10,000 ETT (if no IV access and not contraindicated)
See Shock Guideline as indicated

Dystonic reaction
Obtain IV access
Diphenhydramine 25mg slow IV push (over one minute)

ASSESS AND DOCUMENT
Time and circumstances of onset
Difficulty speaking/swallowing
Known allergies
Signs and symptoms
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Asthma

Specific Informati  on:
History of chief complaint
Known allergies
Recent exposures to allergen
Past medical history
Recent use of medications at home ( i.e. O2, MDI, nebulizers, etc.)
Recent respiratory infections

Physical Findings:
S.0.B./ Dyspnea - Respiratory effort - ltching. - Rashes. - Edema.- LOC. - Breath sounds. &
Positional preference. - Respiratory effort - Accessory muscle use. - Skin color. - Cough.

Treatment:
Position for ease of respiration
02
Consider hu midified O2
IV-Specifically indicated for Dyspnea, menta  tion changes, cardiac dysrhythmias, when
administering any medicati ons, and cardiovascular changes.
Monitor cardiac rhythm, O2 saturation and VS
Recognize need to protect and se  cure airway

Consider:

Ipratropium Bromide/Albuterol (Duo -Neb) and Albuterol (P roventil)
Albuterol nebulizer

Epinephrine SQ every 20 min

For severe asthma, Epinephrine  may be given slow IVP.
Methylprednisolone  (solu medrol)

CPAP (if available)

Administer SQ Ep inephrine for pediatric patients in severe distress only.

NOTE: Nebulizati on is the ideal route for beta  -agonist agents. Medications are not listed in order

ofAdministration

Specific Precautions:
Don't overlook the possibility of anaphylaxis. Be suspicious if patient is hypotensive.
Consider COPD, pulmonary edema or pulmonary e mbolus as causes of dyspnea.
Asthmatic in severe distress may develop tension pneumothorax
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Chronic Obstructive Pulmonary Disease

Information Needed:

History of chief complaint

Past medical history

Recent use of medications at home ( i.e. 02, MDI, nebulizers, etc .)
Recent respiratory infections

Bronchopulmonary dysplasi  a in children

Physical Findings:
Pain:
Location Description
Respiratory Effort:
SOB, at rest, with exertion

Orthopnea

Paroxysmal nocturnal dyspnea

Cough:

Productive Skin color

Characteristics of sputum Barrel chest appearance

Fever Clubbing of fingers

Level of consciousness Dyspn ea and use of accessory muscles

Breath sounds

Treatment

Position for ease of respirations

02

Supplement O2 administration via NC or NRM for symptomat ic patients
Encourage pursed lip breathing/exhalation.

IV-Specifically indicated for Dyspnea, mentation changes, cardiac dysrhythmias, when
administrating any  medications, cardiovascular changes,

Monitor cardiac rhythm, O2 saturation, VS.

Consider medicati ons appropriate to patient presentation, i.e.:

Ipratropium Bromide/Albuterol (Duo -Neb) nebulizer

Albuterol nebulizer

Methylprednisolone  (solu medrol)

Medications are not listed in order of administration

Monitor cardiac rhythm, Oxygen saturation and vital signs

Recognize need to protect and s  ecure airway with approved  adjuncts
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Special Precautions:
Consider the following as causes of dyspnea in these patients:

Pulmonary edema Pulmonary embolus

Asthma Pneumothorax

Administer O2 prudently, but do n ot withhold O2 from any patient that needs it. High flow O2

can cause respiratory arrest in patients who are chronically hypoxic (i.e. CO2 retainers) and are

dependent on relative hypoxia for their respiratory drive. Be prepared to intubate when high flow
02 therapy is initiated.

Marked confusion is often quickly followed by respiratory arrest. Be prepared to intubate patient
before respiratory arrest occurs. Consider CPAP if available.
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Pulmonary Edema

Inform ation Needed:

History of chief complaint
Past medical history
Medications

Physical Findings:

Respiratory effort:

SOB, at rest, with exertion.

Orthopnea - Paroxysmal nocturnal dyspnea

Pain:

Location Description
Cough:

Productive Characteris tics of sputum
Level of consciousness.

Skin color

Diaphoresis

Dyspnea, use of accessory muscles.

Breath sounds, especially moist rales.

Peripheral or dependent edema.

Jugular vein distension.

Hypertension.

Treatment:

Position of comfort.
02
IV-Specifical ly indicated for Dyspnea, mentation changes, cardiac dysrhythmias, when

administering any medications, and cardiovascular changes. Administer fluids prudently.

Monitor cardiac rhythm and Pulse oximetry.

Consider ASA

Morphine Sulfate -Furosemide (Lasix)*

NTG SL

Ipratropium Bromide/Albuterol (Duo -Neb) nebulizer

Albuterol nebulizer

Medications are not listed in order of administration

Assisting ventilations via manual BVM may be sufficient to maintain adequate Oxygenation
(PEEP).

Recognize need to protect an d secure airway with approved  adjuncts
Consider CPAP (if available
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Respiratory Distress/Failure

Specific Information:

Respiratory distress with failure due to fatigue or terminal hypoxia.
CO poisoning.

Asphyxia.

Physical Findings:

Shortnes s of breath
Restlessness
Accelerated heart rate
Increase d or decreased respiratory rate
Shallow, slow or irregular respirations
Inability to speak
Diaphragmatic breathing
Retractio ns and use of accessory muscles
Noisy breathing (crowing stridor, audible wh eezing, gurgling, snoring, coughing, etc)
Skin color (cy anatic, pale, flushed, mottled)
Upright or tripod position (child ren in particular)
Unusual anatomy (i.e. barrel chest)
Treatment:
ABCOs.
02
Recognize need to protect and secure airway
IV-specificall y indicated to maintain systolic B/P of 90, dyspnea, mentation changes, cardiac

dysrhythmias, cardiovascular changes, and when administering any medications.
Consider medications appropriate to patient presentation, i.e. - Ipratropium Bromide/Albuterol
(Duo-Neb)/ Albuterol (Proventil) nebulizer

Breath Sounds Differential Diagnosis

Clear (Symmetrical) Hyperventilation; Myocardial Infarction; Metabolic
acidosis; Pulmonary embolus

Wet (Symmetrical) Pulmonary edema Extensive pneumonia

Wheezing (Symmetrical) Asthma; COPD , Pulmonary edema

Clear (Asymmetric or absent) Pneumothorax; COPD Pulmonary embolus

Wet (asymmetric) Pneumonia , Pulmonary edema

Wheezing (Asymmetrical) Foreign body; COPD , Pulmonary embolus
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Croup / Epiglottitis

Specific Information:

Much has been made of the use of clinical signs and symptoms for differentiating between croup

and epiglottitis. Epiglottitis is a rapidly progressing illness with the potential for unpr edictable
and fatal airway obstruction making it a true pediatric emergency. From a study done at a
Chil dr ends }bigrss prdsymptomE &d their relative frequency are listed below.

Sign Or Symptom Epiglottitis Croup
Spontaneous cough 0% 85%

Barking cough NO YES

Hoarseness 66% 16%

Muffled voice YES NO

Dysphagia & drooling 72% 10%

Rapid progression (<6hrs) 83% 35%

AGE >4Yrs <4Yrs

Fever >38.5C/101.3F <385C/101.3F

Histo ry of chief complaint
Past medical history
Medications

Physical Findings:

Fever U Upper airway obstruction, indicated by:
Cough Inspiratory noises

Dyspnea Hoarseness

Pain on swallowing Drooling

Symptoms progression Barking cough

Level of consciousness Breath sounds

Positional preference Pulse ox

Skin color and temperature

Treatment:

ABC's

Position for ease of respiration

Minimize activity and agitation of patient.

Parents will be allowed to remain with the child whenever possible.
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02:

Humidified h igh flow by non -rebreather mask

Administration of O2 is desirable for the suspected epiglottitis patient, if it can be accomplished
without a counter productive struggle

Consider Albuterol for severe croup in the cooperative patient.

IV, (Painful procedures should be avoided until airways patency is assured with the suspected
epiglottitis  patient.)

Needle cricothyrotomy may be life saving in the obstructed child with epiglottitis.

Rapid transport is indicated for the epiglottitis patient.

Specific Precautions:
Nothing should be placed in child's mouth, nor should any attempt to visualize the larynx in the
spontaneous respiring patient be made.

Do not attempt laryngoscopy unless other options do not exist and complete airway obstruction

is present.

The patient will be intubated with a tube 0.5 to 1.0 mm smaller than would normally be used.
If complete airway obstruction occurs during transport, jaw thrust with BVM ventilation is the
tr eatment of choice.
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GLASGOW Coma Scale

The scale comprises three tests: eye, verbal and motor responses. The three values separately as
well as their sum are considered. The lowest possible GCS (the sum) is 3 (deep coma or death),
whilst the highestis 15 (fully awake person ).

Best eye response

There are 4 grades starting with the most severe:

No eye opening

Eye opening inresponsetopain ( Pati ent responds
this does not elicit a response, supraorbital and sternal pressure or
Eye opening to speech. (Not to be confused with an awaking of a sleeping person; such patients

receive a score of 4, not3 )
Eyes opening spontaneously

Best verbal response

There are 5 grades starting with the most severe:

No verbal resp onse

Incomprehensibl e sounds. (Moaning but no words )
Inappropriate words  (Random or exclamatory articulated speech, but no conversational

exchange)

to

pressure on
rub may be used.)

Confused (The patient responds to questions coherently but there is some disorientation and

confusion.)
Oriented ( Pati ent

responds coherently

and age, where they are and why, the year, month, etc.)

Best motor response

There are 6 grades starting with the most severe:

No motor response

and

t

he

appropriately

Extension to pain (adduction of arm, internal rotation of shoulder, pronation of forearm,
extension of wrist, decerebrate response )

Abnormal flexion to pain (adduction of arm, internal rotation of shoulder, p
flexion of w rist, decorticate response )

Flexi on/Withdrawal to pain (flexion of elbow, supination of forearm, flexion of wrist when supra
orbital pressure applied; pulls part of body away when nailbed pinched)
Localizes to pain , (Purposeful movements towards painful stimuli; e.g., hand crosses mid
gets above clavicle when supra -orbital pressure applied )

Obeys commands (The pati

ent does simple things as asked )

ronation of forearm,

-lin e and
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Generally, comas are classified as:
Severe, with GCS O 8
Moderate, GCS 9 - 12
Mi nor, GCS O 13

Intubation and severe facial/eye sw  elling or damage, make it impossible to test the verbal and

eye responses.

Adult GLASGOW Coma Scale
Scale

Pediatric Glasgow Coma

Under)

(For Use In Children 2 Years Of Age And

Eye Opening

Eye Opening

(4) Spontaneous

(4) Spontaneous

(3) To Speech

(3) To Speech

(2) To Pain

(2) To Pain

(1) None

(1) None

Verbal Response

Verbal Response

(5) Oriented, Converses Normally

(5) Coos, Babbles

(4) Confused, Disoriented

(4) Irritable Cry

(3) Inappropriate Words

(3) Cries To Pain

(2) Incomprehensible Sounds

(2) Moans To Pain

(1) None

(1) None

Motor Response

Motor Response

(6) Obeys Commands

(6) Normal Spontaneous Movement

(5) Localizes Painful Stimuli

(5) Withdraws To Touch

(4) Withdrawal To Painful Stimuli

(4) Withdraws To Pain

(3) Abnormal Flexion To Painful Stimuli

(3) Abnormal Flexion

(2) Abnormal Extension To Painful Stimuli

(2) Abnormal Extension

(1) None

(1) None
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PEDIATRIC DROWNING
(Submersion that req uires any type of resuscitation )

TREATMENT

Stabilize neck prior to removing patient from water if suspicion of injury
Assess oxygenation and administer O  F as needed

Cardiac monitor

Obtain IV access

Treat dysrhythmias per protocol

Provide warming measures

Obtain temperature and monitor frequently

Transport all near drowning patients as symptoms may take hours to appear
Insert appropriate size NG/OG tube

Drowning may be associated with profound hypothermia and increased survival after prolonged

immersion. The decision to cease resuscitation requires base stat ion physician contact and report

by EMS personnel of history including est. water temp and duration of immersion.

ASSESS AND DOCUMENT
Complete history of event
Time underwater
Water temperature
Treatment PTA
Mechanism of trauma
Breath sounds/SPO2
Response to care
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MINORS

A minor is not legally capable  to consent to (or refuse) medical care except in circumstances

speci fically prescribed by I aw. A Ominordé is any person un
minorod is any perecsocbl8whonder the ag

Has entered into a valid marriage, whether or not such marriage was terminated by
dissolution; or

Is on active duty with any of the armed forces of the United States of America; or

Has received a declaration of emancipation; or

Is requesti ng treatment for a possi  ble pregnancy related problem

Life -Threatening Situation
Immediate treatment and/or transport to a medical facility should be initiated.

Non -Life -Threatening Situation

If a minor has any iliness or injury, the paramedic should make a reasonable attempt to contact a
parent or other legally qualified representative before initiating treatment or transport. If this is
not possibl e, EMS personnel should transport the patient t
consent . 0 dasemtis motnaddeddor careinnon  -life -threatening situations when:
Minor is emancipated
Parent has given written authorization to procure medical care to any adult (18 or over)
taking

care of the minor
Minor is an alleged victim of sexual assault
Minor seeks prevention or treatment of pregnancy

Minors who Refuse Care

If a non -emancipated minor refuses any indicated treatment or transport, EMS field personnel

should:

Attempt to contact parents or other legally qualified representative for permis sion to treat and
transport the minor.

Contact appropriate law enforcement agency and request that the patient be taken into temporary
custody in order that treatment or transport can be instituted.

Contact Medical Director and appr  ise them of the situ  ation.
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Competent Emancipated Minor Refusing Evaluation

1. If the competent subject of the call who refuses any type of evaluation or assessment is an

emancipated minor or their own guardian, he/she may legally refuse evaluation and sign the

refusal of evaluation statement on the Refusal Form. Capability requires the subject to be
physiologically stable and able to understand and reiterate to you the problem, risks, and

consequences of refusal. Multiple, capable  emancipated minors refusing evaluation or assessment
must sign separate refusal forms
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PEDIATRIC NAUSEA / VOMITING

TREATMENT

Assure airway and adequate oxygenation

Obtain IV access

Zofran 0.15mg/kg up to 4mg IV/ IM/I O. May repeat x 1 in 30 minutes
Consider placement of NG tube

ASSESS AND DOCUMENT
Time of onset
Number of episodes
Ability to keep fluids down
Diarrhea
Associated pain/ Fever
Response to care
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PEDIATRIC RESPIRATORY DISTRESS

TREATMEN T

As long as the child has adequate ventilation and mentation, avoid agitating in any way. Include
parent as much as possible.

Assess oxygenation and administer O2 as ne  eded, i f child is not ventilating adequately, assist
with BVM

If child cannot be ven tilated with a BVM:

Intubate

During intubation, if foreign body is noted, continue with FBAO treatment.

Assess and consider treatment for the following problems if patient does not respond to
positioning and O2

ASTHMA / REACTIVE AIRWAY DISE ASE

Albuterol unit dose until symptoms improve

If impending respiratory failure, give Epinephrine 0.01mg/kg 1:1000 up to 0.3mg SQ or IM
Obtain IV/IO access if necessary

Solu Medrol 2mg/kg IV

If no response, give Epinephrine 0.01mg/kg (1:10,000) IV/IO

CROUP WITH STRIDOR AND/OR HYPOXIA
Allow patient to remain in position of comfort if alert

PNEUMOTHORAX
Watch for signs of tension. If patient deteriorates rapidly, perform needle thoracostomy on the

affected side.
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PEDIATRIC SEIZURE

TREAT MENT

Assess oxygenation and administer O2 as needed

Protect patient from injury

Check pulse immediately after seizure stops

Keep patient on side

Cardiac monitor

Consider 1V access for multiple or prolonged seizures

Give Midazolam, Valium , or Ativan and may repeat x 1 in 5 minutes (give via IV if IV already in
place) for prolonged tonic/clonic seizure activity without intervening return of consciousness
Dextrose stick

Follow Altered Level of Consciousness protocol for D50 and Naloxone

A single seiz ure in a child does not necessarily need IV access

If oral temperature is > 100° or rectal temperature is > 101° and child has not had acetaminophen
inthe | ast 4 hours, give acetaminophen 15mg/ kg PR
complete dosing.

ASSESS AND DOCUMENT
Time of occurrence
Length of seizure
Body parts affected
Date of last seizure
Medication compliance
Recent head trauma
Fever
Treatment PTA
Response to care
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PEDIATRIC SHOCK - HYPOVOLEMIC

TREATMENT

If evidence of blood or fluid loss:

Assess oxygenation and administer O2 as needed
Place patient supine and elevate legs 10  -12 inches
Cardiac monitor

Obtain IV/IO access

Largest bore possible

Two lines if possible

NS 20ml/kg IV/10 bolus

[If NEONATE ( less than 30 days old) , give NS 10ml/kg IV/IO bolus]

Repeat over five minutes if no improvement

Reassess patient and BP and check for signs of fluid overload after every bolus
If > 2 boluses necessary call medical control

ASSESS AND DOCUMENT
Mechanism of injury
Onset of symptoms
Vomiting/diarrhea 8 amount/color
Orthostatic VS (if possible)
Postural dizziness
Pain
Reassess after infusion of every fluid bolus
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PEDIATRIC TRAUMA

TREATMENT

Establish patient responsiveness, manually stabiliz e the spine.

Protect airway as needed, spinal motion restriction as indicated.

Assess oxygenation and administer O2 as needed.

Cardiac moni tor, as appropriate

Obtain IV/10 access, if needed

Control hemorrhage using direct p  ressure or a pressure dressing

Assess circulation and perfusion.

Splint obvious fractures of long bones, or ar eas of tenderness or deformity

Check distal pulses, motor function and sensation prior to immobilization of injured extremity

Apply sterile dressing to open fractures. Carefu lly note wounds that appear to communicate with

bone.
Try to immobilize the joint above and below the injury in the splint

Realign fractures/dislocations by applying gentle axial traction only if indicated or to restore

distal circulation and only if >15 minute ETA o r immobilize adequately (i.e., femur fracture)
Check after reduction and splinting

Elevate simple extremity injuries and apply cold pack.

Monitor distal pulses, motor function and sensation during transport.

Consider Pain/Sedation Manageme nt protocol.

ASSESS AND DOCUMENT
Exact location of injury
Numbness/tingling in extremities
Deformity/swelling
Distal PMS before/after splinting
Patient response to treatment
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Pediatric Bradycardia Algorithm

S5A v

S

BRADYCARDIA
With a Pulse
Causing
cardiorespiratory compromise

- !

e Support ABCs as needed
* Give oxygen
= Attach monitor/defibrillator

s v

Bradycardia still causing
cardiorespiratory compromise?

e Support ABCs; give oxygen
if needed

* Observe

« Consider expert consultation

No

Perform CPR if despite
oxygenation and ventilation
HR <60/min with poor perfusion

: |

P

Reminders

* During CPR, push hard and fast
(100/min)

Ensure full chest recoil

Minimize interruptions in chest

compressions

* Support ABCs

* Secure airway if needed; confirm
placement

* Search for and treat possible
contributing factors:
- Hypovolemia
— Hypoxia or ventilation problems
- Hydrogen ion (acidosis)
— Hypo-/hyperkalemia
— Hypoglycemia
— Hypothermia
— Toxins
— Tamponade, cardiac
= Tension pneumothorax
— Thrombosis (coronary or pulmonary)
= Trauma (hypovolemia, increased ICP)

L

Persistent symptomatic bradycardia? )

Yes
6

* Give epinephrine

= IV/I0: 0.01 mg/kg
(1:10 000: 0.1 mL/kg)

— Endotracheal tube:
0.1 mg/kg
(1:1000: 0.1 mL/Kkg)

Repeat every 3 to

5 minutes

If increased vagal tone
or primary AV block:
Give atropine, first dose:
0.02 mg/kg, may repeat.
(Minimum dose: 0.1 mg;
maximum total dose for
child: 1 mg.)

* Consider cardiac pacing
® v
If pulseless arrest develops,

go to Pulseless Arrest
Algorithm
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Pediatric ALS Universal Algorithm

* BLS Algorithm: Continue CPR
= Give oxygen when available
= Attach monitor/defibrillator when available

PULSELESS ARREST

v

Shockable (

2 .

Check rhythm
Shockable rhythm?

Not Shockable
9

a

Give 1 shock

= Manual: 2 J/kg

= AED: >1 year of age
Use pediatric system if available
for 1 to 8 years of age

Resume CPR immediately

Give S cycles

of CPR*
5 3
I No

l Shockable

Check rhythm
Shockable rhythm?

Continue CPR while defibrillator
is charging

Give 1 shock

* Manual: 4 J/kg

12

[ Asystole/PEA I

10 v

R CPR i i

Give epinephrine

= IV/10: 0.01 mg/kg
(1:10000: 0.1 mL/kg)

= Endotracheal tube: 0.1 mg/kg
(1:1000: 0.1 mL/kg)

Repeat every 3 to 5 min

Give S cycles
of CPR*

2 A 4

Check rhythm
Shockable rhythm?

e AED: >1 year of age
CPR i

Give epinephrine

« IV/IO: 0.01 mg/kg
(1:10000: 0.1 mL/kg)

= Endotracheal tube: 0.1 mg/kg
(1:1000: 0.1 mL/kg)

Repeat every 3 to 5 minutes

Give 5 cycles

of CPR*
l No

Shockable

7 v

Check rhythm
Shockable rhythm?

8 v

Continue CPR while defibrillator
is charging
Give 1 shock
Manual: 4 J/kg
* AED: >1 year of age
Resume CPR immediately
Consider antiarrhythmics
(eg, amiodarone 5 mg/kg IV/1O or
lidocaine 1 mg/kg IV/IO)
Consider magnesium 25 to
50 mg/kg IV/10, max 2 g for
torsades de pointes
After 5 cycles of CPR* go to
Box 5 above

If asystole, go to Box 10 13

If electrical activity, check
pulse. If no pulse, go to
Box 10

If pulse present, begin

Not Shockable Shockable

Go to
Box 4

postresuscitation care

During CPR

= Rotate compressors every 2 minutes
with rhythm checks

e Search for and treat possible
contributing factors:
— Hypovolemia
— Hypoxia
— Hydrogen ion (acidosis)
— Hypo-/hyperkalemia
— Hypoglycemia
— Hypothermia
— Toxins
— Tamponade, cardiac
— Tension pneumothorax
— Thrombosis (coronary or
pulmonary)
— Trauma

= Push hard and fast (100/min)

= Ensure full chest recoil

= Minimize interruptions in chest
compressions

= One cycle of CPR: 15 compressions
then 2 breaths; 5 cycles =1 to 2 min

= Avoid hyperventilation

= Secure airway and confirm placement.

* After an advanced airway is placed,
rescuers no longer deliver “cycles™
of CPR. Give continous chest com-
pressions without pauses for breaths.
Give 8 to 10 breaths/minute. Check
rhythm every 2 minutes.
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