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DefibrillationXK X X X X X X X X X X X X X X X X X X X X X X X X XX X X X X X X X X X X X XXX X5X X
Double Sequential Defibrillatii X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X.A58X
External Cardiac PacgX X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X.X X X X8 X
Mechanical CPR DeVifldAJCABK X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X.X XL80X >
Mechanical CPR DevigButoPulsgX X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X.X6X X
Chest DecompressighX X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X.X X X.A64 X
BEFAST Stroke SCrégK XX X X X X X X X X X X X X XX XXX X XXX XXX XXX XX X X X XKXXX68 X
FASIED Stroke ScrenX X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X XD6&X X
Intranasak 8. ... . S L L NS TN e U167
Orogastric Tube InsertigiX X X X X X X X X X X X X X X X X X X X X X X' X X X X X X X 2R RKARARERK X
RestraintX X X X X X X X X X X X X X X X X X X X X X XX X XXX XXX XXX XXX XXXKXXXXXH X
Spinal Immobilizatio X X X X X X X X X X X X X X X X X X X X X X X X X X X XX X X X X X X XXKA0 X
Spinal Immobilization of Athletes with Helmi&s{ X X X X X X X X X X X X X X X X X X X X X X X X X X X.X7X X
SpINNE X X X X X X XX X XXX XX XXX XXX XXXXXXXXXXXXXXXXXXXXEKXXHRX X
Pelvic BindeX X X X X X X X X X X X X X X X X X X XX X XX XXX XXX XXX XXXXXXXXX XXX
Toumiquet(CAT¢ Combat Application Tourniqup{ X X X X X X X X X X X X X X X X X X X X X X X X X X A 24X
SOF Tactical TourniquetVideX X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X A6 X
Venous Access
Accessing Peripherally Inserted Central Cath@®CEX X X X X X X X X X X X X X X X 2R RKRKRK X IR 6K
Extremity Venous ACCESX X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X XXX RCOKH X
Intraosseous Venous ACCEEE X X X X X X X X X X X X X X X X X X X X X X X X X X X X. XXX XXKEK X
External Jugular Venous ACCESE X X X X X X X X X X X X X X X X X X X X X X X X X X X X. XXX XNX X
Wound Card Wound Packing X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X XX X XDBX X
Ventricular Assist DeVIQZADX X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X. A& X
Nitrous OXIdX X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X XXA8L X
SALT TriageBase HospitaK X X X X X X X X X X X X X X X X X X X X X X X X X X X X XX X X X X X X X X X&X
K9 ¢ Care for Law Enforcement Working Cat{mg X X X X X X X X X X X X X X X X X X X X X X X X X X X X X.XL&6X X
Push Dose EpinephrideX X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X XLHOX X

/




Table of Contents

Pharmaceuticals

overviewK X X X X X X X X X X X X XX X XX X XX X XX X XX X X XK MK KX X X.X91
AcetaminophelX X X X X X X X X X X X X X X X XXX RK X X X X X X X X X XX XXX X X XK AR X X X
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Calciumd X X X X X X XX X XXX XXX XXXXXXXXXXXXXXXXXXXX XXX X HKXKXDOX X X >
Dextrose X X X X X X X X X X X X X X X XX XXX XXX XXX XXXXXXXXXXXXXXXXXXI0X X X
Diazepamk X X X X X X X X X X X X X X X XX X XXX XXX XXX XXXXXX XXX XXX XXX X XX X
DiltiazemX X X X X X X X X X X X X X X X XX X XX XXX XXX XXX XXX XXX XXX X XX0XKR20HX X X
Diphenhydramin® X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X.X X X X X X XQ0% 20X X X
DuoDote KK X X X X X X X X X XX X XXX XXX XXX XXX XXXXXXXXXXXXXXXXXXEMBX XX
Epinephringd X X X X X X X X X X X X XX X XX X XXX XXX XXXXXXXXXXXXXXXXXX 208X XX
EtomidateX X X X X X X X X X X X X X X X XXX XXX XXX XXX XX XXXXXXX XXX XXX X20XK XX X
Famotidingd X X X X X X X X X X X X X X X X X X XX X XX XXX XXX XXX XXX XXX XXXXX06X XX
Fentanyk X X X X X X X X X X X X XX X XX XXX XXX XXX XXXXXXXXXXXXXXXXXXB7X X X
Glucagolk X X X X X X X X X X X X XX X XX XXX XXX XXX XXXXXXXXXXXXXXXXXX08XX X
GlucosgOoraX X X X X X X X X X X X X X X X X X X X X X X X X XXM ROXRRNK X X X XXX 203 X X
HaloperidoK X X X X X X X X X X X X X X X X X X X X X X X X X X XXKIXKREIKRKROBRKIKX X X X.X240K X X
Hydroxocobalamif X X X X X X X X X X X X X X X X X X X X X X X X X. X X XX X XXX X X X X X X RKLX X X
Ibuprofel’X X X X X X X X X X X X X X X X X X X X X X XX XXX XXX XXX XXX XXX XXXXXXIX XX X
IpratropiumX X X X X X X X X X X X X X X X X X X X X X XX X XX X XX X XXX XX X XX X X X X.XI8 X X X
Ketaming{ X X X X X X X X X X X X XX X XX XXX XXX XXX XXX XXXXXXXXXXXXXX2MXX X
Ketoroladd X X X X X X X X X X X X X X X X X X XX XXX XXX XXX XXX XXXXXXXXXXX.Z1% XX X
Lidocaing{ X X X X X X X X X X X X X X X XX X XX XXX XXX XXX XX XXXXXXXXXXXXRDEXX X
Lorazepamk X X X X X X X X X X X X X X X XX X XX XXX XXX XXX XXXXXXXXXXXXX.XX7X X X |
Magnesiumk X X X X X X X X X X X X X X X X X X X X X X X X X X X X X. 20K 68 & X| X X
Mark1TKitX X X X X X X X X X X X X XX XXX XXX XXX X XX X X X X X XXRMXUMMOXIIX X X
MethylprednisoloneX X X X X X X X X X X X X X X X X X X X X X X X X X X X X XR BB BN R R R ZRRKX X

MidazolamX X X X X X X X X X X X X XX XXX X XXX XXX XXX XX X X X X XK RKRXIR RN X
Naloxon& X X X X X X X X X X X X X X X X X X XX X XX XXX XXX X XX X X X XX RKROBIRK X X
NitroglycerinX X X X X X X X X X X X X X X X X X X X X X X X X X X X XX X X X X X X XX XX XOKX0LX3X X X .
Nitrous OXid&X X X X X X X X X X X X X X X X XX X XXX XXX XX XXX XXX XXX X XXXXKXX2RIX X X .
Norepinephringd X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X XX X XX X XXX X X2RX X X >
OndansetrotK X X X X X X X X X XX X XX XXX XXX XXX XXXXXXXXXXXXX XXX XXX226K X X >
Rocuronium X X X X X X X X X X X X X X X X X X X X X X X X XX X X X X X XX XX X XX X XXX XX X X
Sodium Bicarbonaé X X X X X X X X X X X X X X X X X X X X X XX X X X X XX X XXX XXX X KX2RE X X

Succinylcholing X X X X X X X X X X X X X X X X X X X X X X X X X X XXX X XX X XXX XX X X.X2RX XX X
Tranexamic ACITXAX X X X X X X XX X X X X X X X XX XXX XXX XXX XXXXXXXXXX XXX X|X X

Quick References
King Chadt X X X X X X X X X X X X X X X X X X X X X XX X XX XXX XXX XXXXXXXXXXXXX XX X
Pressor Referenge X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X XX X XX X X283 X X )
Adult Med Quick Referen2eX X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X XXX3ZK X|X X
Peds Aiwa}f X X X X X X X X X X X X X X X XX X XXX XXX XXXXXXXXXXXXXXXXXXZMX XX
Peds Cardiac Arre$tX X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X. X242 X X X
Peds Arrhythmia¥ X X X X X X X X X X X X X X X X X X X X X X X X XX X XXX XX XXX X XX X X.2X X X X
Peds Allergic ReactifnX X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X4% X X X
Peds Seizude X X X X X X X X X X X X X X X XX XXX XXX XXX XXXXXXXXXXXXXXXXXE XXX

Approved AbbreviationE X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X X XXX X X X

|ndexXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX.)Q5OX/)(X




/Authorization:
In accordance with Wisconsin Stati#86and Chapted 10 of the Wisconsin Administrative Codeffective Aprill5,

County Changes to these protocols can be made only with the authorization of the Medical Director

Oy HRD i (h > ) VT hes

Carrie Meier Kacey Kronenfe|dD Michael LohmeierMD Jeff VanBendegu
Assistant Director Dane CoMedical Advisor Dane CoMedical Advisor Dane CoMedical Advisor

Introduction:

treatment for all patients who receive care from EMS Agencies and Providers participating in the Dane Coun
System These protocols apply exclusively to agencies responding vix1theSystem within the CountyAny
other use must receive prior approval from the Medical Director of Dane County EMS

These protocols are the direct result of countless hours reviewing evideased guidelingsistorically proven
treatments and the best practices of EMS Systems recognized as leaders in the Wétiemcerely hope that this

all patient care scenario# is possible that unforeseen circumstances and patient care needs will dmiseese
situations the EMS Provider should rely on their educatiexperience and clinical judgment combined with the
principle of patient centered care to achieve optimal results alwaysOnLine Medical Control is available for
consultation and assistance with patienssenarios or presentations that do not fall within the scope of this
document
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The Dane County Protocol Workgro@pLL Of Y oll)

oDon®judge each day by the harvest you redput by the seeds that you pland

-Robert Louis Stevenson 4
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2022 the following medical protocols are authorized by the Dane County EMS Medical Director for use in the

The Dane County EMS Protocols contained within this document are intended to provide and ensure uniform

document will be viewed as an invaluable tool for learniegching and reference so that the Dane County EMS
System may continue to provide the highest quality of-ofshospital care Although we have attempted to address

EM
hca
bve!



« Guidelines for Use of Protocals

ps

\

In generalthe protocols are divided into Adult and Pediatric sectiomish subheadings for Medical and Trauma
For pediatric patientsthe appropriate pediatriespecific protocol should be used if one exidfisthere is no
pediatricspecific protocol for a conditigruse the adult protocol but use weigbtased dosing for medicationg he
adult dose of a medication should never be exceeded for a pediatric patient

There have been a great many changes from previous versions of the Dane County EMS Pktut®ihe core
of the protocols remains the san@to provide the highest level of patient centered care possdikis protocol

below this paragraphbut it is not a replacement for careful study of the protocol book itsBlease take the time
to orient yourself and become familiar with the look and flow of the content

In order to make the flowcharts easier to readstandardized presentation has been adopté&er

<> circumstances where an EMS Provider needs to make a dedlsioquestion appears in a diamorsthaped
box with the answers coming off in separatsually opposite directionsFor simplicityevery attempt was
made to make theséyed no¢ or dichotomous decisions whenever possible

When an EMS Provider is referenced to anoRRXOTOCQhithin the book the name of the Protocol
appears in a rectangular bpwith a limegreen shadow

If there is a bdirectional arrow referencing anothé?ROTOCOthe intention is that the EMS Provider
returns to the current Protocol after a critical assessment or treatment is completéte referenced

Protocol For examplea btdirectional arrow referencing the Airway Managemehdult Protocol would
imply that after the airway has been addressed that the Provider return to the current Protocol for furth
evaluation and patient management

Uy

:I When an EMS Provider is referenced tBROCEDUR¥#thin the book the name of the Procedure appear
in a rectangular bgwith a purple shadow

providers have £LEAROX attached to the left sidlEMTs have &RAYbox with the letter BAdvanced

EMTs have ¥ELLOWoOx with the letter A and Paramedics havBlaUEox with the letter P Any time

A | Medical Control must be contacted for approval or authorizatibie key iSREDwith the letter M. The

P . Legend appears in the top left corner of all Protocols for referemather than have multiple boxes

n attached to each medicatignthe supposition is that all providers credentialed at a ldugher than the key
are authorizedo administer the medicationFor examplealbuterol has a clear box in the key and is

authorized for the EMREMT, Advanced EM&and Paramedic

Under the heading for each Protogtiiere are two sections immediately below entitl@#Pertinent Positives and
Negatives and dDifferentiak. These boxes are meant to be a guide to assist with the pertinent historical

information as well as a reminder of the multiple potential causes for a patient presentation that should be
considered by the EMS Providdt is expected that these elements be considered in the patient evaluation and
appear in the documentation for the call

Finally the &Pearls section at the bottom of the page provides further guidance as well as some tips to keep i

flow chart, but the pearls section allows for expanded medical adwosages and descriptions of special situatic
Please study these sections along with the rest of the flowclaiftere is likely something to learn on every page

v

These protocols are the basis of the care we provideombined with your experience and educatipthis
\document should help you provide patient care that rivals the best in the world Y

9

book may almost be viewed as a completely new documénsummary of the major formatting changes appears

er

When medications are referenced in the Protqdhky are coded to the level of the EMS Provider with a key
attached to the left side of the medication bofrocedures and medications that are in the scope of EMR

=]

mind when assessing patients asckenes It is impossible to condense all of Emergency Medicine into a single pac

ns



/Dedication
These protocols are dedicated you, the EMS Providers of Dane Countyis your tireless dedicatigmommitment
to continuous improvement and solemn promise to care for the sick and injured that makes Dane,County
Wisconsin the special community that it ¥/hile missed time with family and friends comes too often and the
thank yousrome far too infrequentlyplease know that your time and efforts are sincerely appreciated

Some people spend a lifetime wondering if they made a difference in the warlddor®2have that problem

EMS Fire and Law Enforcement Honor Guards
Lastly we would like to acknowledge all of the EM&e and Law Enforcement Honor Guards within Dane Coun
who ensure that fallen members of the EMS profession are given the hogspect and dignity they deserve for
the vital service in public safety they so willingly provided to their communifiésnk you for honoring those whc
have dedicated their lives to others

oUse your skillsyour knowledge your instincts to serve; to go change the world in the way that only you can
-Robert FSmith

HOMETOWN U.S.A.
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Medical Transport Destination

VB Medical Control

Purpose
To provide guidelines for the transport of patients with Time Critical Diagn@s&B}¥to the most appropriate facility that can providg
definitive level care

Policy.

When feasiblepatients ANIDDOR their healthcare power of attorney should be permitted to make autonomous decisions regardi
their destination hospitagland given the opportunity to chooseOccasionallypatients may need to be directed away from their
preferred institution in favor of a specialty resource centghich can provide advanced levels of care not available at every hosp
In those instanceghe EMS Provid@ decision should be calmly and respectfully communicated to the patient and their faByily
keeping a patiententered focus and always working to do what is right for the patigansport to the most appropriate level of ca
will hopefully be an obvious decisiort the time of publicationthe following centers have achieved the appropriate level of
credentialing for each of the Time Critical Diagno@&3D¥yand Specialty Resource Center listed

Acute Stroke ReadyCT and tPA On)y

Comprehensive Stroke Center
UW Hospitat, Main Campus

Primary Stroke Center
Mercy Hospitak;, Janesville
Meriter Hospital
St Mary@¢ Madison
VA Hospital

Fort Memorial Hospitad Ft Atkinson
The Richland HospitelRichland Center
Stoughton Hospital
St Clare Hospitat, Baraboo
St Mary@gq Sun Prairie
St Mary@c¢ Janesville
Upland Hills Healtly Dodgevile
UW ¢ East Madison Hospital
Columbus Hos pital

ED ECMO Center
UW Hospitat; Main Campus

STFSegment Elevation Ml
St Mary@¢ Madison
UW Hospitat Main Campus
VA Hospital

Level | Pediatric Trauma
<18years old
UW Hospitat; Main Campus

Level | Trauma
UW Hospitat, Main Campus

Level Il Trauma
St Mary@¢ Madison
Mercy Hospitak;, Janesville

Bum Center
Peds and Adult
UW Hospitat, Main Campus

Level Ill Trauma
Sauk Prairie Hospital
St Clare Hospitat Baraboo
St Mary@¢ Janesville

Level IV Trauma
Meriter Hospital
Monroe Clinic
Stoughton Hospital
St Mary®@¢ Sun Prairie
Upland Hills Healtly Dodgeville
Columbus Hospital
Edgerton Hospital

Pediatric Intensive Care Unit
UW Hospitak, Main Campus

Neonatal Intensive Care Unit
Meriter Hospital
St Mary@¢ Madison
UW Hospitat, Main Campus

OB Labor and Delivery Receiving
Fort Memorial Hospitat Ft Atkinson
Mercy Hospitat, Janesville
Meriter Hospital
Monroe Clinic
The Richland HospitglRichland Center

OB Labor and Delivery Receivirfgont):
Sauk Prairie Hospital
St Clare Hospital Baraboo
St Mary@¢ Madison
St Mary@¢ Janesville
Upland Hills Healtiq Dodgeville
Columbus Hospital

Forensic Nurse Examiner
(Also Known As SANE Nujse
Meriter Hospital

Any patient who is judged to be too unstable for transfer to definitive care may be transported to the closest Emergency
Depatment for immediate stabilization

Policies




Request for Helicopter EMEHEMS

VB Medical Control

Purpose
To provide general guidelines for the appropriate utilization of Helicopter EHNEBA$ Response during routine daily operations

Policy.
EMS Providers are trained and equipped to manage emergency situafeonasionallya situation occurs that may benefit from carg
beyond the scope or resources of an EMS proyidech as utilization of HEMS

Helicopter EMS activation should be considered in Time Critical Diag(liSB¥$when transport via helicopter is anticipated to
provide a significant time advantage over ground transport in the delivery of the patient to definitiveEegamples of when HEM S
may be beneficial to consider
C Patient has a TC@.g. major trauma STEM|Istroke) and HEM S will meaningfully shorten the time of delivery of the patient to
definitive care Consideration for situations where scene time may be prolon@edh as extricatioltHEMS may offer additional
time savings
Patient is located in a geographically isolated awehich would make ground transport difficult or delayed
Patient is likely to require higlevel life support available from HEM&hich isf®readily available by ground transport
Local EMS resources are exceeded. mass casualty incident with multiple critically ill or injured patignighen activation
would not put responding HEMS unit at increased (&skg. active shooter without neutralized threat

Procedure
C The highest credentialed EMS Provider on scene will determine if HEMS response is appropriate for the patient
C When considering air transparthe following terminology should be referenced when speaking with HEMS Dispatch
A d6Status Inquirg or dinquiryé - contact asking whether HEMS is available to fly or not based on current weather conditio
aircraft availability and crew statug\n aircraft will NOT be reserved
A 6Standbyé - aircraft will be pulled out and prepared for flight with blades turning and ready tolfithe aircraft has not bee
oRequested or stood down by that pointHEMS wiltlaunch and stagein the air approximatelp nautical miles from the
scene
A dRequest - final decision has been made by the EMS Proy@ien scene to transport the patient by asnd the helicopter
will launch(or proceed if already airbor¢o the scene or rendezvous point as soon as possible
A safe landing zon@.Z must be established per protocol prior to HEMS arriMalsing a landing zon€é.2 in Dane County such
as a grass airstrip at nighit should be marked by flaresstrobes vehicle lights or other suitable ground based lighting
Patients coming from a Hazardous MaterigazMa)j scene need to be fully decontaminated prior to HEMS transp®htis
includes contamination with various fuels as well as ingestions of volatile substances which may cagassinff
Under NO circumstances should patient transport be delayed to use a helicopter

There are multiple Helicopter Landing Zor{feg3in and around Dane County that do NOT require Fire or Law Enforcement
establishment If appropriate for the situationweather and patient conditionthese locations may be considered for rendezvous
the HEMS unit and transfer of patient care

~This Space Intentionally Left Blank
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EMS Physician Response

\YB Medical Control

Purpose
To provide general guidelines for the appropriate utilization of EMS Physician Response during routine daily operations

Policy.
EMS Providers are trained and equipped to manage emergency situa@eonasionallya situation occurs that may benefit from carg
beyond the scope or resources of an EMS providech as utilization of EMS Physician Response

EMS Physicians who are knowledgeable about local EMS and healthcare resmaygd® beneficial to support EMS providers in th
rare situation when advanced skjlauthority, or access to hospital resources may be warranteilS Physician response DOES NQ
replace ALS resourcesxamples of when EMS Physician Response may be beneficial to consider
Patient requires specialized medical attention in the field that is beyond the scope of the EMS Providers present on scene
available at the time of the emergengye. field amputation).
Mass Casualty Incident with multiple critically ill or injured patieRisysicians can provide on scene medical support or provis
of treat/release andor alternative destination recommendations
Expanding events with unclear patient involvement or community threats

Procedure
C The highest credentialed EMS Provider on scene will determine if EMS Physician response is appropriate for the patient

C That EMS Provider will request the Dane Couhtlyl Center toéRequest dispatch of the closesmost appropriate EMS
Physician Response

~This Space Intentionally Left Blank
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Do Not ResuscitatéDNR

\YB Medical Control

Purpose
To clarify the State of Wisconsin Do Not ResuscitatéR laws and to provide guidance for several exceptions to the.rule

Policy.

As defined in Wisconsin Statulé4.17(2), a valid Do Not ResuscitaeNR order directs EMS Providers not to attempt
cardiopulmonary resuscitation on the person for whom the order is issued if that person suffers cardiac or respiratoryfesrest
further defined in154.17(5), cResuscitatioa means cardiopulmonary resuscitation or any component of cardiopulmonary
resuscitationincluding cardiac compressipandotracheal intubation and other advanced airway managemartificial ventilation
defibrillation, administration of cardiac resuscitation medications and related proceduiBgsuscitatioddoes not include the
Heimlich maneuver or similar procedure used to expel an obstruction from the throat or upper airway

There are two types of DNR bracelets available to identify a person with a valid DNR Ordeis a plastic ID bracelgthich looks likg
a hospital ID bandThe other is a metal bracelethich is currently available from Sticky J® MedicalRBr Wisconsin Statute54,
StickyJ® is theurrent State of Wisconsin authorized vendor of the metal bracelbtsvever, the previous MedicAlert® braceletsll
continue to be recognized
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DNR patients should still receive appropriate treatment from EMS Personnel under the Dane County Priotacdlsde but not
limited to: clearing the airwayadministering supplemental Opositioning for comfortsplinting extremitieshemorrhage contral
providing pain medicationproviding emotional support and transporting to an Emergency Department for evaluation

DNR orders shall be followed by EMS Providexsept in the following situations

The DeNot-Resuscitate bracelet appears to have been tampered with or removed

The emergency medical technicidinst responder or member of the emergency health care facility knows that the patient is

pregnant

The DeNot-Resuscitate order is revoked/lethods for revocation may occur at any time by the follow(h§4.21):

A The patient expresses to an emergency medical technjéiissh responder or to a person who serves as a member of an
emergency health care facil® personnel the desire to be resuscitatetihe emergency medical technicidinst responder o
the member of the emergency health care facility shall promptly remove thaateresuscitate bracelet
The patient defacedurns cuts or otherwise destroys the dwt-resuscitate bracelet
The patient removed the doot-resuscitate bracelet or another perspat the patient requestremoved the denot-
resuscitate bracelet

The Guardian or Health Care Agent of an incapacitated qualified patient may direct an emergency medical tedinstician

responder or a person who serves as a member of an emergency health care'qgéityonnel to resuscitate the patierithe

emergency medical techniciafirst responder or the member of the emergency health care facility shall promptly remove the
not-resuscitate bracelet(154225

Under Wisconsin Statute54.23, no physicianemergency medical techniciafirst responderhealth care professional or emergenc
health care facility may be held criminally or civilly lialolecharged with unprofessional condyéor any of the following
Under the directive of a doot-resuscitate orderwithholding or withdrawingor causing to be withheld or withdrawn
resuscitation from a patient
Failing to act upon the revocation of a-dot-resuscitate order unless the person or facility had actual knowledge of the
revocation
Failing to comply with a doot-resuscitate order if the person or facility did not have actual knowledge of thealaesuscitate
order or if the person or facility in good faith believed that the order had been revoked

Policies




Criteria for Death/ Withholding Resuscitation

- Termination of Resuscitation

Criteria for Death Withholding Resuscitation
To provide guidelines for situations when initiation of resuscitative efforts by EMS Personnel is not apprdporgbatients with a valid Dblot-
Resuscitat¢DNR order, please refer to the Do Not Resuscitate Policy

Policy.
Resuscitative efforts should not be undertaken for an adult patki8tyears of age who is pulseless and apneic IF one or more of the following
criteria are met

Decapitation

Incineration

Decomposition of Body Tissue

Rigor Mortis antior Dependent Lividity

Massively Deforming Head or Chest Injury

Freezing to the point of Rigor Mortis or inability to provide chest compressions

Traumatic arrest that meets criteria according to Traumatic Arrest Protocolftage

Do not initiate resuscitative measures for patients meeting the above crit€tmfirmation of asystole with &lead cardiac monitor is acceptable i
appropriate for the situationlf resuscitative efforts are in progresonsider discontinuation of effort&MTP only, or contact Medical Control for
consultation If the patientis believed to have severe hypother foiare temperature<82°F or<28°C), go to theEnvironmental Hypothermiag
Adult, Trauma Protocal

If the circumstances are unknown or uncleanr if there is question about the validity of a DNR ordéritiate resuscitation while simultaneously
contacting OnLine Medical Control for further advice

Termination of Resuscitation
To provide guidelines for discontinuation of resuscitative efforts in theabdiospital environmentwhen attempts have not resulted in Return Of
Spontaneous CirculatigiROSET

Policy.

The successful resuscitation of an @fithospital cardiac arrest requires a very well coordinated team efemgressive management of malignant
dysrhythmias and thoughtful consideration of the reversible causes of cardiac éiregiroverbial I8 and T3). Unfortunately, there are a significa
number of patients that, despite appropriate and aggressive medical managemere not able to achieve ROSC in the fiélithis policy is evidenc
driven and based on best practi@nd it is intended to provide guidance for arrests when it is more prudent to stop resuscitation efforts than ta
provider and public safety with a patient transport

This policy mapNLYbe considered b MT-Paramedicsvithout Medical Control contact ALLof the criteria below are met
C The patient is adDULT>18years of ageand the arrest is presumed to be of a primary cardiac origin
C The initial rhythm on patient contact is asystole
C The American Heart Association ACLS algorithm for cardiac arrest has been followed for a mir2omim oties
C The airway has been secured with either an Endotracheal BIBEOR Blindly Inserted Airway Dev{B#AD, and confirmed by digital
capnography
C The quantitative Endidal CQ (EtCQ) is<20mmHg despite effective compressions and ag@minutes of ACLS
C The final rhythm is asystole and is again confirmed in at least two leads on a printed strip

If ALL criteria above are NOT nitte ACLS algorithm must be followed for a minimun2@minutes and then Medical Control contacted for
approval of field termination of resuscitation if the patient does not achieve ROSC

The EMS Provider always has the discretion to continue resuscitative efforts if provider sedety safetylocation of arrest or bystander input
compels the decisian

C All pediatric cardiac arrest cases should follow the PALS and Dane County Pediatric Cardiac Arrest algorithms

C Notify Law Enforcement of the patie@tdeath and involve the Dane County Medical Examili¢he patientis in a medical facilifpursing
home, physiciai® office rehab facility and under the supervision of medically trained persor{pélysician or RNyou may contact the
patient® primary physician directly and involve the Dane County Medical Exan@®nee the determination has been made that
resuscitative efforts will not be initiated or will be discontinyezspect for the patient and family with protection of the dignity of the
deceased is critically importanfs with every EMS cadituational awareness should be a high priariaintain vigilance and be aware
that these patient calls may be investigated as a crime samgour best to avoid disturbing the scene or any potential evidence
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Child Elder Abuse Recognition and Reportin

VB Medical Control

Purpose
To provide guidelines for the EMS Provider who encounters suspectédrar@hfirmed cases of child or elder abuse while on duty

Policy.

Child Abuse is the physical and mental injessxual abusgnegligent treatment antbr maltreatment of a child under the age b8by a person who is
responsible for the child welfare The recognition of abuse and the proper reporting is a critical step to improving the safety of children and prev
childabuse

An elderly person is defined in the State of Wisconsin as a pefbyears of age Elder abuse is the physical @ndmental injury sexual abuse
negligent treatment or maltreatment of a senior citizen by another persabuse may be at the hand of a caregj\sgouseneighbor or adult child of
the patient The recognition of abuse and the proper reporting is a critical step to improve the health arokivglof senior citizens

Effective management of a case of suspected abuse or neglect is based upon the following

C Protect the patient from harm

C Suspect that the patient may be a victim of abusspecially if the illnegsjury is not consistent with the reported history
C Respectthe privacy of the patient and the family

C Collect as much information as possilaed preserve any physical evidence

Any findings of abuse or neglect OR suspicion of abuse or neglect must be reported immediately to Law Enforcement we Bestéctis upon arrival
the receiving hospitalln cases of suspected abuse or neglect where a patient contact does not result in trahgpoBnforcement or Protective
Services must be notified prior to clearing the sce@ases happening outside of Dane County should be reported to the authorities for the County|
which the incident occurred

There are many subtle signs of abuse that may be missed without a high index of sushlidigratients evaluated by EMS should be screened for th
cues Some include

Psychological cues excessively passive behavif@arful behaviorexcessive aggressionolent tendenciesexcessive or inappropriate cryirmybstance

abuse medical noncompliance or repeat EMS requests for seemingly minor problems

Physical cues injuries inconsistent with the reported mechanisdefensive injurie§.e. forearmg, injuries during pregnancy are suggestive of abuse
Multiple bruises and injuries in various stages of healing may also suggest repeated violence against the victim

Signs of neglect, inappropriate level of clothing for weathgsoor hygieneabsence of anar inattentive caregivergoor living conditions and physical
signs of malnutrition

EMS Providers in the State of Wisconsin are required by law to report suspected cases of child abuse and neglect ashesd sisuations in which
they have reason to believe that a childelder has been treated with abuse or neglect or that abuse or neglect will occur

For Elder r Neglect
Cases in Dane County NOT in a Sieémsed facilitycontact the Dane County Department of Human Services Elder Atbegect Helpline 608

2619933

Cases in Dane County that ARE in a $izgased nursing homeontact the State Division of Quality AssurancéaB) 2667474

Cases in Dane County that ARE in a Siagased program such as assisted livaggnmunity based residential facili(¢B R} adult family home
(AFH, contact the Wisconsin State Bureau of Assisted Livif@0&) 264-9888

Cases outside of Dane Couytgll the Elder Care Locator(800) 677-1116

See the Wisconsin Department of Health Services internet listing of County elder abuse agencies as necessary
http:// www.dhswisconsin n ragencieditm

Eor Suspected Child Abuse or Neglect
C Contactthe Dane County Department of Human Services Protective services
Mon-Fri, 7:45AM-4:30PM¢ (608) 261-KIDS5437)
After hours and on weekends(608) 2556067
If caregivers are refusing the evaluation or treatment of a child that you suspect may be the victim of abuse ordmgletchesitate to contact
Medical Control for advicelf necessarnlaw Enforcement may be consulted to help settle disagreements on ,sebite maintaining the effective
management principles above
In the instance that a child has a life or limb threatening iliness or idjMipthe caregivers are refusing evaluatjahe child should be transported
to the closest appropriate facilityith simultaneous contact of Law Enforcement andl@me Medical Controllf your Service Medical Director is
unavailablethe Dane County Medical Director should be contacted to assist as needed
C When abuse or suspected abuse is reported to Law Enforcementequired that name and badge number of the officer receiving the report b
captured in your documentation

See the Dane County Department of Human Services Protective Services website for additional information as:necessary

http:// www.danecountyhumanservicesg/ Protective Servicé€hild
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Abandoned Infant

VB Medical Control

Purpose
To provide a guideline to EMS personnel that is followWifi gstatute48.195 This statute relates to the right a parent has in relinquishing a child that i
than72hours old and has not been abused

BACKGROUND
Taking a child into custody

(; WI Statute48.195allows a parent to anonymously relinquish custody of a child thé2 lours old or younger to a law enforcement officer
emergency medical technici@&MT), or hospital staff member and does not express any intent to return for the.child

C This can be accomplished:by
A Bringing the child to any place where these personnel are located or
A Callingd911£ and relinquishing custody on arrival of a law enforcement officer or. EMT

Q Upon receipt of a childany action necessary to protect the health and safety of the child shall be.tikerchild then needs to be delivered to an
intake worker within24 hours

Anonymity and Confidentiality
A parent who relinquishes custody and any person who assists the parent has the right to remain anonymous
This shall not affect the way the recipient performs his or her duties

No person may induce or coerce a parent or person assisting a parent into revealing his or her, iddat$ythe person has reasonable cause to
suspect that the child has been the victim of abuse or neglect

No person shall pursue a parent or person assisting a parent unless the person has reasonable cause to suspect thhathbeehilthe victim of
abuse or neglect

No officer employee or agent of this state or of a political subdivision of this state may attempt to locate or ascertain the identity of tvaaoen
relinquishes custody of a child

Any information obtained related to the relinquishment of the child shall be kept confidelmtfalmation may be provided to specific agencies ol
persons as listed in A2t

Information for Parents

Q The recipient of the child shall make available to the parent the maternal and child heaffiteéolelephone numbe(1-800-722-2295. The parent
may refuse this number

Immunity from Liability
C} The parent or person assisting the parent is
A Immune from any civil or criminal liability
Has the right to leave at any time
The right not to accept any information and
Immunity from prosecution

Any law officerEMT or hospital staff who take a child into custody are immune from any civil or criminal liability for any good faith @ction
omission occurring solely in connection with the act of receiving custody of the Thitdperson is not immune for any act or omission occurring
subsequently providing care for the child

Medical Assistance EligibilityA child taken into custody is presumed to be eligible for medical assistance

Procedure

Accept the child

Initiate treatment of any lifehreatening conditions

Attempt to verify that custody of the child is being relinquished

Provide the parent or person assisting the parent with the maternal and child heaHlfine®ltelephone numberThis person has the right to refuse
acceptance of this

Do not attempt to induce or coerce an identity from this person unless abuse is suspected

Do no attempt to pursue this person unless abuse is suspected

Provide medical care to child as appropriate

Transport child to the Emergency Department

00000 O000

Document appropriately on a Patient Care Record
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Documentation of Patient Caré& Vital Signs

VB Medical Control

Purpose
To provide guidelines and to set best practice for documentation of patient encounters in the electronic Patient CargdRpRrt

Policy.

As EMS Providers and eof-hospital care becomes increasingly more important to the healthcare communitgs brought a focus
on the need to have a more robust set of standards for the Patient Care Reports genevéled you document is almost as
important as what you see and the interventions you make to help your sick and injured patiemthat endthese criteria should
help set the standards for documentation and maximize your productivity as members of the healthcare deliveryAteaminimum
every ePCR should include

C A clear history of the present iliness with chief complagriset time associated complainigertinent positives and negatives
mechanism of injuryetc. This should be included in the subjective portion of the PIBR section should be sufficient to refresh
the clinical situation after it has faded from memory
Consider theP-SOAPdelta format for the narrative Only approved medical abbreviations may be ugesge Appendix
P ¢ prearrival informationincluding delays to scene or factors inhibiting patient access or treatment
S¢ subjective information{what the patient tells the EMS Provider
O ¢ objective information(VS physical exam findingetc.)
A ¢ assessmenfEMS Provider Impression of patientillness as well as differential diagnosis
P ¢ plan of treatment(EMS Provider interventions planned to adminigter
Delta¢ change in patient condition due to EMS Provider interventions
An appropriate physical assessment that includes all relevant portions of atbeta@ physical examWhen appropriatethis
information should be included in the procedures section of the . PCR
Vital SigngV g play a critical role in patient assessment and evaluatiamg must be documented in the ePCR for any patidit
least two complete sets of vital signs complete set of vitals includes
A Pulse RatgSystolic AND Diastolic Blood Pressiespiratory RateSpC, Pain and GCS for trauma patienfBemperature
EtCQ, Level of Awareness are also encouraged
These vital signs should be repeated and documented after drug administratimn to patient transferand as needed during
transport. Any abnormal VS should be followed closalyd repeated as indicated by change in patient subjective status or cli
condition. Vital signs should be included in the ePCR either via manual entry or a monitor to ePCR inte¢matonect vitals
imported from the monitor integration should be updated as needed
The CAD to PCR interface embedded within the PCR system should be used to populate all PCR data fields \Wheppligsl
center times are improperly recordethese may be edited as necessary
Medications administereddosagesroute, administration time treatments delivered and patient response
Extremity neurovascular status after splinting affected ljraball limbs after spinal immobilization
For IV administratiofthe catheter sizgesite, number of attemptstype of fluid, and flow rate
Requested Medical Control orders and whether approved or denied
Any waste of controlled medications should include the quantity wastduere wastedand name of the person who witnessed
the waste Hospital personnel should be utilizéd availablg to witness
ALL crew members are responsible,f@and should reviewthe content of the ePCR for accuracy
After the ePCR is closgoatient care information may not be modified for any reas@uorrections or additions should be in the
form of an addendum to the ePCRith note for the reason of the addendum
When possibleall ePCRs should be completed and the report closed w2#himours of the incident
Paper copies of the ECBNR paperworkSkilled Nursing Facility documentation angdthen applicable documentation of refusal
to accept an appropriate assessmetieatment, or hospital destination shall be provided to the receiving hospital
If the patient refuses EMS evaluatican assessment of capacity must be completed AND documented in the éRddiled
documentation should be captured regarding the pati@ntlinical presentationreason for refusingif known) and the refusal
process in the ePCR narrativBe sure tacapture the names of family membetsaw Enforcement personnel or other EMS
personnel who are presefur this conversation and evaluation
If patient transported from the scene with red lights and sirba sure to document the reason for doing.so
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Rememberg if you didn®document it, it never happened
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Domestic ViolencgSpousal andior Partner

} Abusg Recognition and Reporting

Purpose
To provide guidelines and resources for the EMS Provider who encounters suspedtedcamfirmed cases of domestic violence
while on duty

Policy.

Domestic Violence is physicaéxual or psychological abuse &adintimidation which attempts to control another person in a curre|
or former family dating or household relationshipThe recognitiopnappropriate reporting and referral of abuse is an essential step
improving patient safetyproviding quality care and preventing further abuse

Effective management of a case of suspected abuse or neglect is based upon the following
Protect the patient from harm
Suspect that the patient may be a victim of abusepecially if the illnegmjury is not consistent with the reported history
Respect the privacy of the patient and the family
Collect as much information as possitkdad preserve physical evidence

Any findings of abuse or neglect OR suspicion of abuse or neglect must be handled with sensitivity and delicacy by th e NES.
Provision of emotional support is kayithout passing judgment on the victim or alleged perpetrator of domestic violemiscretion
should be a high priorityand when possible questions regarding abuse and safety should be done in p@¥ti¢ging the resources
below to the patient may feel awkward at the tigteut are excellent resources and may be used at any time in the futidesve a low
threshold to transport patients of suspected or confirmed domestic violeasghey may not have other means of escaping their
assailant and accessing resources that may be available at the hospital

There are many subtle signs of abuse that may be missed without a high index of suspaimminclude

Psychological cuesexcessively passive in natyfearful behaviorexcessive aggressigviolent tendenciesexcessive or inappropriat
crying substance abusanedical noncompliance or repeat EMS requests for seemingly minor problems

Physical cuesinjuries inconsistent with the reported mechanisdefensive injuriegi.e. forearms, injuries during pregnancy are
suggestive of abuseMultiple bruises and injuries in various stages of healing may also suggest repeated violence against the v,
Signs of negleat inappropriate level of clothing for weathepoor hygieneabsence of ankbr inattentive caregivergoor living
conditions and physical signs of malnutrition

For Suspected Domestic Violerge
EMS Providers should attempt in private to provide the victim with the Dane County Domestic Abuse Intervention G2AlBes

helpline (608 251-44450r (800 747-4045. Both numbers are availab®4 hours per day

EMS Providers may also provide the National Ho{{80€£) 799-SAFE7233).

Depending on the situatigriransport should be considered regardless of the iliness or ingayhat the victim may receive the
expert consultation and additional services that are available in the Emergency Department

See the Dane County Domestic Abuse Intervention Ser{beel§ website for additional information as necessary
http:// www.abuseinterventionorg
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Emergency Interhospital Transfers

VB Medical Control

Purpose
To provide guidelines for EMS Provider expectations and medical care of patients during emergent transfer between Hbsstalg
Policy does not supersede or replace existing EMTALA regulations

This PolicyS NOTntended to authorize services or care that are not part of an EMS Sefbpestional plan with the State of
Wisconsin Rather it is intended to provide guidance for the rare but foreseeable circumstances when a critically ill or injured p4g
may need to be rapidly moved to a higher level of carel time is of the essence

Policy.

In generalDane County EMS Providers should only perform Emergent Interhospital Transfers for Time Critical D{@@ridses
usually involving patients requiring management at a specialty care fa@ilityuma STEMIStroke PediatricsOB when an authorized
service is not available within a reasonable amount of tidane County EMS Providers may also be called upon to assist with
Emergent Interhospital Movement of patients during laigmale or Mass Casualty Incide@4C19, or during a situation necessitating
the implementation of Crisis Standards of Calie these casedhere is likely to be heavy involvement of the Dane County Medica
Director as well as each of the EMS Service Medical Dire@otBeir designeelsto help provide reatime guidance on how to
proceed

If a Dane County EMS Provider is contacted for the Emergent Interhospital Transfer 6T& BDgmatientcontact your Service EMS
Supervisor for consultation prior to responding and transporting the patient

Emergent Interhospital Transport decisions should be made based on the needs of th€gadimnexpected changes in their clinicg
condition and the familiarity comfort level of the responding EMS Providers with the clinical situation as well as any medicatio
devices being used

If a patient has unstable vital signs prior to departure from the sending fad¢hiéyE MS Provider responding is not knowledgeable (
the medications being administered afwt the medications infusing are not in the Wisconsin ScOg®n an 1V pump with
inadequate reserve to last the anticipated duration of the transieis the responsibility of the referring hospital to supply an
additional provider The additional provider shall be appropriately credentialiagniliar with the medications and devices to
accompany the patient AND present for the entire transfer to the receiving faclfithere is any difficulty with this provisiothe
Service EMS Supervisor should be contacted immediately for guidance on how to proceed

Communication and coordination between hospitals and EMS Providers is essential before an Emergent Interhospital Transfe
initiated to ensure patient safety and the appropriate medical management en route between the hosgitalsar plan for
responsibility of patient care while moving between facilities should be in place prior to departing the transferring hdspiteneral
if the patient unexpectedly deteriorates while en roytbe transferring facility should be notifiebut the receiving facilityshould be
contacted for additional Medical Control order$he standing Dane County Protocols in this book may be followed as situation
appropriate until Medical Control can provide further direction

Unless there are extenuating circumstandes. Mass Casualty InciderErisis Standards of Cdrany Dane County EMS Service
performing an Emergent Interhospital Transfer should only deliver patients to the Emergency Department of the receiiting facil
where additional interventions and coordination of care may take place

As with any Protocqglcontact OnLine Medical Control with any questions or concerns
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Lights and Sirens During Patient Transport

VB Medical Control

Purpose

To provide guidelines for the appropriate use of red lights and siren when transporting a patient from the scene of amemntrge
the hospital This Policy intends to help identify patients for whom safe use of red lights and siren can potentially reduce morbi
mortality, and eliminate the unnecessary use of emergency lights and siren during transport to improve patient coetfioce
anxiety and enhance safety for the patiettie EMS teamand the Dane County communityt is impossible to clearly identify each
scenario where a patient could benefit from the use of lights and sirens by &MBovider discretion must be used to weigh the
potential benefit of time saved against the ability for prehospital interventions to stabilize patients

Policy:.
C Use of lights and siren during response to the incident location should be dictated by local department policy

C Atthe discretion of the ambulance crewdriving with lightsand siren may be considered if the following clinical conditions or
circumstances exist
A Difficulty in sustaining the AB @arway, breathing circulatior) including(but not limited to):

Inability to establish an adequate airway or ventilation

Severe respiratory distress or respiratory injury not responsive to available field treatment

Inability to correct hemodynamic instability

Severe uncontrolled hemorrhage

Shockunresponsive to available treatment

Severe trauma resulting in hemodynamic compromdsevay instabilityor neurovascular compromise of an extremity

that cannot be managed or corrected in the field

Status epilepticus that is not responsive to prehospital interventions

Substantial or rapidly deteriorating level of consciousness

Obstetrical emergencies such as prolapsed clordech presentationarrested deliveryor suspected ruptured ectopic

pregnancy

O 00 000000

For any transport where reducing time to definitive care is clinically indigatedsider options other than emergent drivintn
these casesan alternative mode of transportation or higher level of césach as ALS intercemhysician response vehiclew
air-medica) should be considered if it is available and appropriate

For any lights and siren transpospecifically document in the narrative the pati@tondition case circumstances and the
rationale for choosing emergent transport
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Non-Paramedic Transport of Patients

VB Medical Control

Purpose
To provide guidelines for interactions of EMS Providers while on seadego help guide determination of the most appropriate levd
of service to transport patients to the Emergency Department

This policy is intended to clarify expectations of providers on scene during situations when multiple levels of provittemsybrt
capability arrive concurrentlylt isNOTintended to be used as justification for refusal of transfer to a Paramedic level of service
a lower level is requesting.it

Policy.
For the purposes of this PoliaggParamedi€ refers to a Dane County EMS System credentialed Paramedic with no current restric
on their clinical practice

The provider with the highest level of Dane County EMS System credentialing on scene will conduct a detailed intervigsieald
assessment of the patient to determine the chief complaint and level of distié$ke provider determines that the patient is stable
and ALL patient care needs can be managed by an EMS Provider at a lower level than Patiaeneglidient care may be transferred
and transport initiated ANBDR completed by the lower level providekll personnel are encouraged to participate in patient care
while onrscene regardless of wha@attendst with the patient while en route to the hospital

The determination of who attends should be based on the pat®imhmediate treatment needs and any reasonably anticipated
treatment needs while en route to the hospitalhe highest credentialed provider on scene retains the right to make the decisio
personally attend to any patient transported based on his or her impression of the p&ielitical conditionscurrent needs or
anticipated needs based on the EMS Prov®@lewvaluation and experience

The highest credentialed EMS Provider who performs the assessment and determines the appropriate level of care for trarspd
document the findings of their assessmemidditional documentation shall be completed by the transporting provides with all
documentation both providers are responsible for the content of the report

Patients who meet the criteria below shall be attended by Paramdgiestheir operational plahin the patient care compartment
unless mass casualty incidenttural disaster or previously approved by policy or theL@re Medical ControlThe care of the
following patients cannot be transferred to a lower level of credentialing

C Any patient who requires or might reasonably require additional or ongoing medicatwasedures ANDDR monitoring beyond
the scope of practice of the lower credentialed providdhis includes any critically ill or unstable patient as advanced airway
management may be required in any decompensating pati&iT-Basic and EMAdvanced providers may be credentialed to
perform some but not all airway managemeand medications associated with airway management are limited to the Paral
scope of practice by the Wisconsin State Medical Board
Any patient for whom ALL EMS providers on scene do not agree can be safely transported without a Paramedic in attend
the patient care compartmentAs a general ruléf providers are questioning who should attend the patight highest
credentialed level of care should attend
Postictal patients with high probability of recurrent seizure
Patients who have been medicated on the scene cannot be transferred to a provider of a lower credentialitgNleZz& e
provided medication is included in the receiving EMS Pro@dsope
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Paramedic Intercept Guidelines

VB Medical Control

Purpose
To outline circumstances in which an Advanced Life Sugpa$ Service should be requested for intercept with a pAbS level
Service

Policy.

The situations listed below are not-ticlusive but are intended to serve as examples of when a higher level of care would be
appropriate for advanced interventions and patient safety addition to advanced skills and additional medication options
Paramedics also bring an experience with critically ill and injured patiantscan assist with the safe evaluation and destination
determination process

While the care of the patient should be the top priority of all providers in the Dane County Systamy factors go into the decision
request an ALS intercepfime of daytraffic conditions weather and proximity to appropriate medical care all may be considered
when making the decisianWhen possiblearrangements may be made to rendezvous with an ALS service while en route to the
hospital so that the delay to advanced skills and medications may be minimized

Some examples of patients that may benefit from ALS level evaluation and management include but are not limited to

Sepsis

Cardiopulmonary Arrest

Altered Mental Status not explained by simple hypoglycemia or opiate overdose

Severe Respiratory Distress ANIIR Impending Airway Compromise

Multi-System Trauma

Unstable or Deteriorating Vital Signs

Chest Pain with Hemodynamically Compromising Dysrhythmia

STFSegment Elevation MI with Hypotensidxitered Mental Status or Impending Cardiac Arrest

Complex Seizurdgirst Seizure without Histonpeizure After Head InjurfRecurrent Seizure without Return to Baseline
Allergic Reaction assessed toBever&br YUmpending Cardiac ArreQt

Asthma Exacerbation not improving after Albuterol OR Requiring Multiple Nebs

Complications of Childbirth

Mass Casualty Incident

Any Situation that the Dane County EMS Provider OR Medical Control feels warrants ALS Evaluation and Management

¢
¢
¢
¢
¢
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¢
¢
¢
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¢
¢
¢

We are all working together to get the right patient to the right level of care at the right tilme
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Patient Care During Transport

VB Medical Control

Purpose
To provide general guidelines and to set best practice when caring for patients both on the scene of an emergency as thell as
ambulance during transport to the receiving facility

Policy.
All sick or injured persons requesting transport shall be transported without delay to the most appropriate Emergency Bapart
with high consideration given to patient preferencExceptions to this policy are as follaws

C Andappropriate local Emergency Departmeérncludes all Dane County Emergency Departments as well as hospitals in confifuou
counties as designated in this Procedures and Protocols Handidduokability of a patient to pay or the insurance stafifis
known) should not play a part in this decisioff EMS Unit availability will be a concern due to requested destinationtact your
Service EMS Supervisor prior to initiating transport
All sick or injured persons requesting transport wihm not express a preferenoe who rely on the knowledge of the EMS Provid@r
should be transported to the closeshost appropriate local Emergency Department
Patients who are suffering from a Time Critical Diagn@id) or a condition covered under the Destination Determination
Protocols should be transported in accordance with the specialty resource required by the treatment flowgHanther patients
should be transported per the policy statement above
Transport destination decisions should take into consideration the preexisting healthcare relationships that a patienvman
genera) a patient should be taken to the hospital at which they typically receive caréoanhere their primary care physician
has affiliation unless the patient expressly requests otherwiBeoviders should discuss risks and benefits of transport to a fag
that has not previously cared for the patie@ind document the discussion clearing in the electronic Patient Care RgBRTiR

The following situations shall require more than one EMS Provider in the passenger compartment of the transportingteehicle
provide adequate medical car&he additional providgs) is/are present not only to serve as additiomabnds, but to expand the
critical thinking of the team and to help optimize patient outcomé&®r these circumstancestudents with the current training
permit may assist with patient cargbut may NOT count as one of the additional EMS Providers

Cardiac Arrest of Medical OR Traumatic etiology

Post Resuscitation Return of Spontaneous CirculdiRiSTpatients even if Vital Signs are stable

Active Airway Managementegardless of modality chos€Bndotracheal TubeBlindly Inserted Airway Devi€BIAD or BagValve
Mask(BVM

Impending Arrest ooPeriCodé Situation

Imminent Delvery

Newly Born PatientéMother and Newborn count as two patien@nd require an attendant for eagh

Atthe Attending EMS Provid@rJudgementfor cases not covered above

If a second EMS Provider is not available and transport would be deliajtgation may be started under these two circumstances
C An Advanced Care Interceferound ALS or HEMBas been contacted and arrangements made for rendezvous en route

OR
C The case has been reviewed with-Qime Medical ContrfOLMG AND approval granted
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Medical Provider Bystander On Scene

VB Medical Control

Purpose

To define the responsibilities of EMS Providers responding to an emergency, sc@hentify the chain of command and to prevent
potential conflicts regarding patient care that may arise during EMS evaluation and management when a trained medical isron
scene No other healthcare professionals are permitted to provide medical direction under this policy

This policy is not intended to apply to Service Medical Directors

Policy.

The medical evaluation and management of patients at the scene of an emergency is the responsibility of the person most
appropriately trained in emergency medical car@s an agent of the EMS Service Medical Director and operating under the Dane
County EMS Protocqlthe EMS Provider routinely fills this rol®ccasions may arise when a physician or medical provider on sce
may wish to deliver care to a sick or injured patigsmtto direct EMS personnel in medical managemelntorder for a physician to
assume care of a patierthey MUST

C Provide photo identification verifying Hiser current credentialing as a physiciéviD/DO) AND a current copy of Hiser license
to practice medicine in the State of WisconsiND

C Assume care of the patient AND allow documentation of ofttés assumption of care on the electronic Patient Care Report
(ePCR as verified by hier signature AND

C Agree to accompany the patient during transport to the receiving hospitiD

C Notappearto be impaired or under the influence of drugisohol or medical condition&ND

C Explicitly express willingness to accept liability for the care provided to the patient under their personal medical license

Contact with Medical Control must be established as soon as posaitilehe Medical Control Physician must agree to relinquish
responsibility for patient care to the Physician On Scene

Once care has been transferred from the-Oine Medical Control to the Physician On Scéme EMS Provider may provide care ung
the license and authority of the Physician On Scebeection provided by the Physician On Scene assuming care of the patient g
be followed by the EMS Providgranted that the interventions are not believed by the EMS Provider to endanger théeied of
the patient

Orders received from an authoriz€ds determined by this Polizi?hysician On Scene may be followeden if they conflict with
existing local protoco|gprovided the orders encompass skills A®B medications approved by both the Dane County Medical
Advisory Subcommittee and the Wisconsin State Medical Board for a pr&ideel of credentialingUnder no circumstanceshall
EMS Providers perform procedures or give medications that are outside of their scope of practic@ Rbiiedentialing

Conflict with Physician or Medical Provider On Scene

If the Physician or Medical Provider On Scene is judged by the EMS Provider on scene to be potentially harmful or darterous
patient, the EMS Provider should politely voice their objectiand immediately contact Ghine Medical Control for further
assistance On-Line Medical Control should be briefed by the EMS Proyatat the Physician or Medical Provider On Scene allowe
communicate directly with the Ghine Medical ControlWhen at all possibléghese conversations should be held on a recorded. lin

If the Physician or Medical Provider Bystander On Scene addr@rMedical Control are in confljét is the responsibility of the EMS
Provider ta

C Follow the directions of Ghine Medical Control

C Enlist the aid of Law Enforcement as necessary to regain control of the emergency scene and resume authority of the sce

Documentation

All interactions with Physicians and Medical Providers On Scene must be thoroughly documented in the electronic Patitep@a
(ePCR including the full name and medical license numlsesr well as the interventions performed at their direction

Policies




Poison Control

VB Medical Control

Purpose
To provide guidelines for involving Poison Control with-ofshospital management of patients with potential or actual poisonings

Policy.

Patients who have sustained significant poisonjmgwenomationsand environmentabiochemical terrorism exposures in the sut
of-hospital setting require timely and appropriate level of caneluding the decisions regarding scene treatment and transport
destination By integrating the State Poison Center into the-ofthospital response plan for HazMat and biochemical terrorism
incidents this policy aims to empower the owtf-hospital care provider and enhance the ability to deliver the most appropriate ca
the patient possible

If the patient is assessed by the EMS Provider and no immediate life threat or indication for immediate transport iedjérdifctMS
Provider may conference call with the Poison Center at the Wisconsin State Poison Canf@@t222-1222

The Poison Center will help evaluate the exposure and make recommendations regarding the needifetogatment and hospital
transport in a timely manneif EMS transport to the hospital is determined to be necesghrg/Poison Center will contact the
receiving hospital and provide information regarding the poisoningluding treatment recommendationsEMS may also contact ©
Line Medical Control for further instructions or for treatment options

If EMS transport is determined twot benecessarythe contact phone number for the patient will be provided to the Poison Cente
The Poison Center will make a minimum of one follgpvphone call to determine the status of the patierAdditionally the EMS
Provider must contact Ghine Medical Contrdb review the case and discuss the recommendations of the Poison Center and w
believed to be in the best interest of the patient

As detailed elsewhere in this documeeixposures antbr poisonings that are the result of suicide attempts or gestuoeschildren
who sustain an exposure ahat poisoning due to child abuse or negl&HOULD NOT be allowed to refuse transpdnese are both
vulnerable populations who are at an increased risk of death or permanent disability if not cared for appro predelipyvaysgood
Provider judgment and patient advocacy will be the cornerstones of making soefiehsible patient treatment decisions

In any cases of poisoninghether accidentalintentional or the consequence of a bioterrorism evetiite safety of the First
Responders should be of the highest priori#t a minimum the following information should be gathered so that the Poison Cent¢
can make the best recommendations for the current situation

Age of the patient

Substancés) involved with the exposuréf known)

Time and Duration of exposu & known)

Signs and Symptoms

Any Treatments provided and the response to the intervention

As with many of the EMS Protocpéssignificant amount of information is collected by the EMS Providers on scene and can be
extremely valuable for downstream providerBe sure to notice and document HazMat placards in cases of transportation ingide

any MSDS sheets available in the industrimlanufacturing settingor the contents and volumes of produdtsubstances present in
the cases of household ingestion

~This Space Intentionally Left Blank
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Patients in Police Custody

VB Medical Control

Purpose

To provide guidelines for the evaluation and management of patients requiring EMS assessment while in the custody of Law
Enfacement As with every patient interactignt is important that the EMS Provider serve as a patient advocate and use their be
medical judgment to assist Law Enforcement in making, sgoferopriate decisions regarding medical aid and disposition decision

Policy.

As a general rulavhen evaluating a patient who is in the custody of Law EnforceptbatEMS Provider should approach the patie
with the same respect and consideration as patients who are not being detavéidle EMS is not equipped or authorized to provid
oMedical Clearancebefore transport to jailit is the responsibility of the EMS Provider to provide an unbiased assessment and tg
make recommendations based on Dane County Protocols as well as EMS Provider experience and judgment

These patient encounters have a higher than average incidence of scrutiny on resiewchtake steps to ensure that your
documentation is cleardescriptive and completeLaw Enforcement Agent names and badge numbers are essential in the EMS
Provider documentation

C If a patient in custody of Law Enforcement is evaluated by EMS and felt to need transport to the Emergency Departrtient a
patient is refusing transport
A Evaluate the capacity of the patient to make informed decisions as outlined in the Dane County Protocols
Advise the Law Enforcement Agent of the decision of the patérd consider potential risks or hazards to Law Enforcemg
if the patient were to refuséi.e. lacerations that may pose a biohazard to officers or other detaihees
C If Law Enforcement requests transpoiibcument their request and coordinate safe transport to the closesist
appropriate Emergency Departmenin these instanceghe Law Enforcement Agent must take the patient into
Protective Custody and effectively making decisions as the healthcare power of attorney for the.patient
C Document that Law Enforcement has taken Protective Custody of the patient
C Inthisinstancethe Law Enforcement Agent must accompany the patient to the Emergency Department
If the patient is evaluated to have capacity and does not pose an undue risk to Law Enforamente a Patient Refusal a
outlined in the Dane County Protocols

If a patient in custody of Law Enforcement is evaluated by EMS and felt to need transport to the Emergency Department a
Law Enforcement Agent is refusing transport
A Advise the Law Enforcement Agent that transport is indicated by Dane County Prpsocbtbat medical clearance is not
authorized by EMS Personnel in the field
A Contact OrLine Medical Control for consultation and assistance as needed
C If Law Enforcement continues to decline transport for medical evaluation and manageatient the patient to remain
in the custody of the Law Enforcement Agamd advise them that EMS may beaentacted at any time to provide
medical assistance as needed
C The Law Enforcement Agent in these situations is taking the patient into Protective Custody and effectively maki
decisionsas the healthcare power of attorney for the patient
C Document that Law Enforcement has taken Protective Custody of the patient
A Document the Law Enforcement Agency as well as the name and badge number of the responsible officer along with
of the discussion in your electronic Patient Care RefePiCR

If a patient in custody of Law Enforcement requires transport to the Emergency Department raogiiisng physical restrairty

the Law Enforcement Agent for behavior modification

A Advise the Law Enforcement Agent that Dane County EMS Policy requires their accompaniment in the patient compa
the ambulance during transport to the Emergency Department
C With active restraints in placé is an issue of patient safety as well as provider safety

A Consider the Behavioral Emergencies Protocol in the Dane County ProtocpDiidokntact Oitine Medical Control for
advice regarding medication management as appropriate to assist with safe and expeditious transport

Policies




Radio Report Format

VB Medical Control

Purpose
To provide guidelines for clear communication between EMS Providers and receiving facilities prior to delivery of the patient

Policy.
For all patients being transported to the hospital by E&Eery effort should be made to contact the receiving faciisyearly as
possibleonce the destination facility has been chosen and transport initiated

Procedure

Begin each transmission with the agency name and unit nupdetwait for acknowledgementrom the receiving facility
After the receiving facility acknowledges contact with your ugitve a clearconcise report which includes the following

Agency Unit

ETA

If applicable Alerts¢ Medical Trauma STEMIStroke Sepsigrepeat this twice

Age

Chief Complaint Observations

Vital Signg Brief and Concise

Pertinent Interventions

Special Resourc&deedsc interpreter, respiratory therapysecurity bariatrig cath lal labor/delivery; etc.

CATEGORY DEFINITION

High acuity of ilinessvith unstable V'S or requiring

Medcal ALERY, immediate support from ED staff

Trauma ALERT Severe mechanism of injurife or limb threatening injury

SEPSIS ALERT SEPSIS Screening Positive

STEMI ALERT STEMI Interpretation of Field E(EBS or Monitoy

STROKE ALERT | Focal Neurologic Deficit with Last Known Nors2d Hours

Contacting Medical Control
C Medical Control may be contacted for any additional ordéssconsult as needed for patients refusing transport and for any

questions regarding patient management on scene or en raéaitthe receiving facility Any orders given should be repeated bag
for clarification and patient safety

Make sure your request of Medical Control is clearly communicaed be prepared to answer follow up questions regarding
protocol you are following as well as your assessment of the situation

Remember you are the one who has the patientin front of yogyour assessment and impression matter

~This Space Intentionally Left Blank
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Transfer of Care at Hospital

VB Medical Control

Purpose
To provide guidelines for iperson communication with receiving facilitiesd to clarify expectations of EMS Provider documentat

Policy.

When delivering a patient to the receiving facilityis imperative that a cleaconcise communication happen between the EMS
Provider and the emergency medical staff assuming .carerder to prevent miscommunicatioa full verbal report should be
communicated in a fact-face fashionpreferably with the entire medical team assembled at the patient bedst@e the occasion
that the complete team is not availahleerbal report should be given to a receiving caregiver credentialed at the RN level or.hig

All treatments and interventions initiated under the Dane County Protocols may be continued after arrival in the receilitggifa
until the appropriate personnel and equipment are assembled to assume care of the pa#iettiat time, responsibility for all medic3
care and continued treatment is transferred to the faciliayd the Dane County EMS Protocols are no longer authorized for patie
management OnLine Medical Control should not be contacted for additional orders once this handoff has occlnrin rare
circumstance that the EMS Provider is requestrdited to participate direction will be at the authorization and the discretion of the
supervising orscene physicianlt is important that the involvementorders received and name of the responsible physician be
captured in the electronic Patient Care Rep@PCIRas part of the medical care provided by EMS

Verbal Report
Verbal report at the time of handoff shall include all pertinent known information about the patteeathistory of present illness or

mechanism of injurytreatments administered by EMS Providers as well as the pd&i@asponses to treatmentin addition all
prehospital ECGs and provided paper medical records should be turned over to the treatment team assuming care

Written Report
Wisconsin DHS Administrative Ral€0.34(7) specifically addresses EMS responsibility for written patient report at the time of ha

at the receiving facility The rule states

An emergency medical service provider shallsubmit a written report to the receiving hospital upon delivering a patjemtd a
complete patient care report withi24 hours of patient delivery A written report may be a complete patient care report or oth
documentation approved by the department and accepted by ttéeeiving hospitaf

The expectation is that there will be written documentation left at the receiving facditgd conveyed either in printed or electronic
format prior to your departureand returning available to servicdt is not required that the documentation left at the facility be the
completed finalized electronic Patient Care Rep@PCR HOWEVERal EMS Providers in Dane County are integral members of
healthcare teamand may hold key pieces of information not available to any of the downstream providers and which are at sig
risk ofbeing lost overlooked or miscommunicated if not documented in a prompt manner

Given the nature of EMS and eaf-hospital careit should be the goal of every Dane County EMS Service at minimum to have a
narrative list of the EMS interventionsnedications given and vital signs document®mibr to leaving the facilitand returning to duty
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Persons with EMS Care Plans

VB Medical Control

Purpose
To establish a uniform approach for the evaluation and management of persons having an established Cdevé€lgped by the
EMS Service and approved by the Medical Director

Policy.
All sick or injured persons requesting transport shall be transported without delay to an appropriate local Emergency Exwtpartm
the patient@ preference The only exceptions to this rule are found below

C Patients who are suffering from a Time Critical Diagn@&id) or whose condition is covered under the Destination Determina
Protocols shall be transported in accordance with those specialty algorithms to the appropriate receiving féo#ityresence of
a Care PlabOES NO3upersede the Destination Determination Protacol
Patients known to have been discharged from an Emergency Department within t8lasurs should generally be transporte
back to the same EMDinlessthey meet specialty center destination criter@s outlined in the Destination Determination Protoc
Patients who have been identified as frequent users of the EMS System may have a designated Qateddlaas been
developed with the patient anr their healthcare providershe EMS Service and one or more of the Dane County hosplitals
patient has a formal Care Plan approved by the EMS Service Medical Ditieetpatient should be evaluatetteated and
transported in accordance with the Plamlessthe patient meets criteria for transport to a specialty receiving cepdsroutlined
above Regardless of the existence of a Care Rifirpatients should be treated with respect and dignapnd fully evaluated as
per the standards set forth in this Protocol Book

There may be exceptions to this guideliaad if there are questions while evaluating a patient with a Care, Flmamot hesitate to
contact the Officer In Charg®IQ or the Medical Director or Medical Direct@rdesignee for clarification
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General Approaclg Adult, Medical

VB Medical Control

Pertinent Positives and Negatives Mental Status
Age VSBR RRSpQ . Differential
SAMPLE history el . 1  Cardiac Dysrhythmia 1 Sepsis
OPQRST history gg:?gszapnggmesk 1  Hypoglycemia 1  Occult Trauma
Source of blood losg any(G| vagina) AAA ectopig T9  Ectopic Pregnancy 1  Adrenal Insufficiency

. ; o ; Tarry Stools

Source of fluid lossf any(vomiting, diarrhea fever) Alleraen Exposure T AAA
Pregnancy history 9 P

Assessment

\ 4 All Patients should remain Nothing B
Patient Mouth (NPQ Unless Specified by
[ Treatment Protocol

Stage . _
Call for Law Enforceme RreseniationonR Go To Appropriate Adult

andor Additional Iraumatic Trauma Protocol
. Mechanism
Insufficient Resources

No

v

Sufficient Check for Pulse

Pulseless 3 Cardiac Amrest Protocol
Apneic p37

T
Present

Notify Comm Center

Actlglate TN Minimize Scene Time
s Notify Receiving Facility ¢
Critical Patient Early

v

Airway Management Protoc 3‘ Obstructed Airway Exsanguinating ) Hemorrhage Control Protocg
p32 Ventilations Inadequate Hemorrhage p81

Ventilations Adequate
BP and RR Adequate

Support Airway .
Support Oxygenatign M Contact Medical Control
Support Circulation

Does®@Fit Protocol
Exhausted Protocol

\ 4

Evaluate and Treat Per Notify Receiving Facility
Appropriate Medical Protocg Contact Medical Control As Necessal

Pearls
REQUIRED EXAWS GCSNature of Complaint
12-Lead ECG should be done earydioynon-traumatic pain complaint between the ear lobes and the umbilipadly buttor).
Include Blood Glucose reading &my patient with complaints ofveaknessaltered mental statusseizure loss of consciousnesknown history of diabetes OR
Cardiac Arest
Measureand documenSpQ, EtCQ for ANY patient with complaint of weaknesétered mental statusrespiratory distressrespiratory failure or EMS manage
airway.
If hypotensivegSystolic BRLOOmmHQ and or clinical evidence of dehydratipaonsider 1V Access Protocol and Shididn Traumg Adult Medical Protocal
Any patient contact which does not result in an EMS transport must have a completed refusal form
Never hesitate to consult medical control for assistance with patient refusals th@tmweet all required fieldsclarification of protocols or for patients that mak

you uncomfortable
Medical Protocols Adult




Airway Management Adult

\YB Medical Control

General Approaclt Adult, Medical

Anticipate and Prepare for the

Difficult Airway Assess Airway

LEMON Rule (obstruction, blood, vomit, FB etc.) Evaluate and Treat Per Appropriate

Look Externally ABM® Adult Medical Protocol

Bvaluate with3:3:2 Rule (RReffort, adequacy
Mallampati Classification

Obstruction
Neck Mobhility(or lack thereof

Inadequate

Consider Need for ALS Level Servi

If obstruction suspectedso to Airway
Obstruction Procedure 132

Basic Airway Maneuvers
Consider CPAP Procedurel4f (Open AirwaySuction NPA vsOPA
For respiratory distress with intact airway |

rotection
P Unobstructed

—QObstructee—»

Consider Midazolar@mg IVIN or

Ketamine0.25mg'kg IVIM/IO (max25mg) g(\)’n"gi‘é";‘rh A""(;v“’;ﬁzeag%r‘vcvtay

Placement ETBIAD

Consider Rapid Sequence Airway
Protocol {83

Each Attempt should include change in approac
operator and or equipment . .
If endotracheal tube placement is atte mpteafter e Ad;?:tgiilmrvgiy selaton
two (2) unsuccessful attempts move towards
alternative airway device

Evaluate and Treat Per Appropriate
Consider Surgical Airway148150 Adult Medical Protocol
If unable to oxygenat@entilate with any
other less invasive method
Consider early if sign of facial trausavelling

Post Advanced Airway Sedation ProtocoB4 p

Evaluate and Treat Per Appropriate Adiedical Notify Receiving Facility
Protocol Contact Medical Control As Necessa

Pearls
REQUIRED EXAMS GCSHead Neck Blood Glucose
If BIAD in place and adequately ventilafiogygenating- Do Not Remove
Digital capnography is the standard of care and is to be used with all methods of advanced airway management and enduibelieal If a service uses colg
change capnometry only and an Invasive Airway Device is pac@dercept with a digital capnography capable senitéSTbe completed
Goal EtCD=35-45mmHg
If Airmay Management is adequately maintained with a-Bae Mask and waveform SpE93% it is acceptable to defer advanced airway placement in favoj
basic maneuvers and rapid transport to the hospital
Alwaysassume that patient reports of dyspnea and shortness of breath are physialogjssychogenic
Gastric decompression with Oral Gastric Tube should be considered on all patients with advancediaiimayand situation allow
Once secureckvery effort should be made to keep the endotracheal tube in the airwaynmercially available tube holders anet@lars are good adjuncts

For all protocolsan Advanced Airwagttempt is defined aspassing the tip of the laryngoscope blade or Blindly Inserted Airway DBI&B tube past the teeth

Medical Protocols Adult




Rapid Sequence AirwayAdult

\YB Medical Control

Pertinent Positives and Negatives Differential .
Age VS Sp@, EtC@, RR !_ung Soynds beforeND after Head Injury DM, (_ZVASelzureTox
) intervention . Sepsis
SAMPLE history Electrolyte Abnormality .
; Allergen Exposure - Asthma Exacerbation
CIPRIRSI hf=i(2. Toxic Environmental Exposure R sl en Drug Ingestiort Overdose
History of CHFCOPDAsthma po CHF Exacerbation 9'ng

E I ]

Airway Management; Adult, Medical Indications for Adult Rapid Sequence
Airway Management

Rapid Sequence Airway
Determining whether RSA is indicated for a patient is
multifactorial, requires experienced clinical judgemeand a
robust training QA support systenThese indications to
consider RSA are meant to serve as guidelines and RSA sh

Preparation - ] . .
IV, 02, Continuous Cardiac MonitoBpQ, EtCQ, BP not be co_n5|dered if unable to ventilate with BVM unless all
other options have been exhausted

Check Laryngoscope Butheck video laryngoscope functi@l T BalloarStylet
SyringesOptimize Positioning
Prepare Rescue Airway Device
Medications Drawn Up and Labeled
Optimize hemodynamics and consider preparing a push dose Epine fibtB@

v

Preoxygenate . :
100%02 x 5 Minutes Each Attempt should include c_hange in approadperator and
or equipment

SRR eSO A0 eI N If endotracheal tube placement is attempteafter two (2)

CEMMITS LA Sl unsuccessful attempts move towards alternative airway dev
Continue apneic oxygenation via Nasal Cannula throughout procedure P Y

v

JFailure to oxygenate
JFailure to ventilate

fIFailure of airway protection

Pretreatment
Consider Cricoid Pressi(f&ellicl® Maneuvey
Coordinate with crew reorder of medsanticipated course and contingency plawns

.

Paralysis and Inductio
Etomidate0.3mg kg IVIO(max30mg OR
Ketamine2mg kg 1VIO(max200mg
THEN
Succinyicholin@mgkg IVIO(max200mg OR
Rocuroniunl.0Omg kg(max100mg

Placement with Proof
Continuous EtC®Monitoring
Auscultation Chest Risg~ogging in Tube
Secure Device

v

Post Placement Management

. ) | Notify Receiving Facility
PostAdvanced Aiway Sedation Adult34p Contact Medical Control As Necessary

Pearls

REQUIRED EXAMS GCSHead Neck Blood Glucosglung ExanPosterior Pharynx
Resuscitate firshemodynamically unstable patients are at high risk for cardiac arrest
Digital capnography is the standard of care and is to be used with all methods of advanced airway management and endtdbetieal If a service uses col
change capnometry only and an Invasive Airway Device is pac@dercept with a digital capnography capable senkitéSThe completed
If Airmay Management is adequately maintained with a-Batye Mask and waveform SpE93% it is acceptable to defer advanced airway placement in favol
basic maneuvers and rapid transport to the hospital
Gastric decompression with Oral Gastric Tube should be considered on all patients with advancediatimayend situation allows
Once secureckvery effort should be made to keep the endotracheal tube in the airwaynmercially available tube holders angt@lars are good adjuncts
For all protocolsan Advanced Airway Attempt is definedpessing the tip of the laryngoscope blade or Blindly Inserted Airway D@##&B tube past the teeth
Recent history of Upper Respiratory Infectitissing/ Loose Teeth or Dentures all will increase complexity of airway management
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Post Advanced Airway SedaticrAdult
I Differential

et L] o] e S s Mental Status Cardiac Dysrhythmia 1 Sepsis
1 AgeVSBRPRRSpQ - .
; Pale Cool Skin Hypoglycemia 1  Occult Trauma
T SAMPLE hl_story Delayed Cap Refill Overdose 1  Adrenal Insufficiency
1 OPQRST history .
Toxidrome

Airway Management; Adult, Medical

A\ 4

Assess and Document
BR HR SpQ, Continuous Cardiac MonitoringtCQ

REMEMBER Monitor VS Closely

o - Signs of . - 2
It is critical that we do not administer Discomfort Notify Receiving Facility

paralytics without adequate sedation Contact Medical Control As Necessa

|

Rising BAncreasing HRearing Pulling at Lines and Tubes
Coughing or Gagging on Invasive Airway Device
Clinical Signs of Agitation

\ 4
Fentanyllmcg kg IV10(max100mcg

Midazolam0.1mg kg IVIO(max5mg OR
MidazolamD.2 mg kg IM IN (max10mg)
OR

OR
Consider Ketaminmg kg IV10(max200mg)

Consider Ondansetrofi15mg kg (max4mg)
VIO IM

Monitor VS Closely Imoroved Contact Medical Control
Notify Receiving Facility 3 cOpmfort Consider Rocuroniurt.0mg/ kg

Contact Medical Control As Necessa (max100mg)

Pearls

REQUIRED EXAWS GCSNature of Complaint

1  Paralytics block movement of skeletal muscle buN@¥change awarenesfRemember that without sedatigmpatients may beawakebut paralyzed

1  Monitor Vital Signs closely when managing airways and sedafibanges that indicate paianxietyas well as tube dislodgmennay be subtidat firsf)!

1  Document Vital Signs before and after administration of every medication to prove effectiveness

1  ANYchange in patient conditigmeassess from the beginningse the mnemoni® OPEDislodgment Obstruction PneumothoraxEquipmenj to troubleshoot
problems with the ET Tube

1  Continuous End Tidal G& mandatory for all intubated patients color change is NOT sufficient proof of ET Tube in the trachea
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COPD Asthma- Adult

\YB Medical Control

Pertinent PositivesNegatives
Age VS SpQ, EtCQ WheezingRhonchi
SAMPLE history Accessory Muscle Use
OPQRST history Decreased Ability to Speak
Asthma COPDCHF history History of CPAtubatior/ICU Admission
Home meds used prior to call from previous flares
(Nebs Steroids Theophylling Smoke Exposurénhaled Toxins

Differential
Simple Pneumothorax  §  Inhaled ToxingCQCN
Tension Pneumothorax etc)
Pericardial Tamponade §  Anaphylaxis
STEMICHF 1  AsthmdCOPD

General Approach AduliMedical 1 Ainway Management Protocol 3p

Allergic Reactioh Allergic Reaction Protocol 46
Anaphylaxis

Wheezing Lower Airway Respiratory Exam Stridor/ Upper Airway

v v

Albuterol2.5mg'3mL Neb Nebulized Epinephrinemg Neb
ORG6 puffs MDI (1:1000 in 2mL NS
(max3 dose$ IV Access Protocol 49 OR

Racemic Epi rir&2! m

Ipratropium0.5mg Nelh max2 doses Cardiac Monitor

Consider Methylprednisolor25mg 12 L ead ECG Procedure12p Consider Albuterd?.5mg 3mL Neb

OR6 puffs MDI
* Consider Airway Management Protocol32p (max3doses

B Consider CPAP Procedure Consider Methylprednisolone

IF SBR100 p146 .. lesmgivio

Consider Midazolar@mg IVIN or
Ketamine0.25mg kg IVIM/IO(max25mg) ) 4

Albuterol2.5mg 3mL Neb Improving

Ipratropium0.5mg Neh max2 doses

' Consider E@.3-0.5mg IM(1:1,000
\

Consider Mag Sulfatg IV 10

Improving

Notify Receiving Facility
Contact Medical Control As Necessa

Pearls
REQUIRED EXANMS 12 Lead GCSRR Lung SoundsAccessory muscle useasal flaring
Do not delay inhaled meds to get extended history
Supplemental @for all cases of hypoxitachypneasubjective air hunger
Keep patient in position of comfort if partial obstruction
If COPPmonitor mental status
Severe Asthma may restrict airway enough to not hear wheezing
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M

Medical Control

Pertinent Positives and Negatives
Age VS SpQ@, EtCQ, RR
SAMPLE history
OPQRST history
CHE-CADChest Pain History
Peripheral Edema

CHF Pulmonary Edema Adult

Home meds used prior to cgldigoxin
Lasix Viagra Cialig

Respiratory DistresRales
Orthopnea JVD

Pink Frothy Sputum

Myocardial Infarction 1
Pericardial Tamponade
Pulmonary Embolism bl
Congestive Heart Failure

Differential

Toxic Exposure
COPD Exacerbation
Acute Renal Failure

Consider Sepsis Screening Pratocol W

General Approaclt Adult, Medical

Airway Paten

Appropriate 2

Go To Appropriate Arrhythmia Protocal€Dysrhythmia—

Nitroglycerin Pastdf Availablg
1 SBP-100 linch of paste
1 SBP-150 1.5inches of paste
= 1  SBP>200 2inches of paste

Note: For SBR200 NTG Paste will

Respirations
Adequate

Yes

12-Lead ECG Procedurd2®

Aspirin324mg PO Chewed or Powdere
IFAwake and Protecting Airway

** Acute MF*

Airway Management Protocol
p32

STEMI Protocol

STEMI O
B o

No

IV Access Protocol 49

Continuous Cardiac Monitor

I
Successful Access

Severity of

Access

Nitroglycerin0.4mg SL
Repeat evenb min.
SBP-100

Repeat and Document BP

Symptoms

Continuous Cardiac Monitor

v

Mild

Normal HR
Nomal or Elevated SEPLOObut <180

Nitroglycerin TatSpray0.4mg SL

& Repeat evenp min.

Nitroglycerin Paste

v

Moderate/ Severe

Increased HR
Markedly Elevated SEP180)

Nitroglycerin TabSpray0.4mg SL
Repeat evenp min.

Nitroglycerin Paste

Consider CPAP Procedure

Improving

p146

Consider Midazolarmg IVIN or
Ketamine0.25mgkg IVIM/10
(max25mg)

Notify Receiving Facility

v

Cardiogenic Shock

Initial Tachycardighen later Bradycardi
Initial HT N'then progressing to
Hypotension

1
SBK100

Norepinephrine infusion IF Availahlé
Start4-16mcgmin IV10
Titrate to SBP-100, MAP>65, or

Consider Airway Management Proto
p32

Contact Medical Control As Necessar

Pearls
REQUIRED EXAMS GCSHead Neck Blood Glucose

If CHF Cardiogenic Shock is from inferior W] 111, aVF, consider RIGHT sided ECG
If ST Elevation in3yV4 OR Inferior Leaddl, |1, aVH, Nitroglycerin may cause severe hypotension requiring IV Fluid boluses

NTG goal i20%reduction in SBP or symptom relidf patient reports no relief with home Nitroglycerioonsider potency of medicaticfis the medicine expired!

|l

1
1
1

Would EMS supply be useful

BE CAUTIOUSBenzodiazepines may worsen respiratory depressiiered mental statusagitation especially if recent EtOH or illicit drug.u$kis med should
be considered with EXTREME cautiéii efforts should be made to verbally coach compliance PRIOR to BZD use in respiratory distress
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EMR
B EMT
A A-EMT

Paramedic
Medical Control

General Approaclt Adult, Medical

Consider Criteria for DedfWithholding Resuscitatio Pulseless . .
Policy p5 Apneic No—p Go To Appropriate Adult Medical Protocol
Contact Law Enforcement afat Medical Examiner Yes
Start HPCPR Procedure156 Activating AncECMO Aleg
Sedation during Resuscitation (The time to consider ECMO is with the first dgse
Ketamine Attach Monitor/ Defibrillator of ep). Contact the ECMO Capable Hospital oy
= 2mg’kg(Max200mg) IV IO radioearly.
if needed for sedation during resuscitation i ]
patient consciousness during CPR is interferirll) in| Supplemental @ BVM with NPA or OPA Continue HPCPR and follow ECMO protocg|
care . p39
Yes No
Vib / Pulseless VT Shockable PEA Asystolé
\ 4 \ 4
Defibrillate at max joulesContinue HPCPR2minutes Continue HPCPR2minutes I
A IV Access Protocol 49 A IV Access Protocol 49
= Epinephring1:10,000 1mg IVIO
Repeat eveng-5min
Consider Airway Management Protocol32p
Defibrillate at max jouleContinue HPCPR2minutes r—Ye Shockable No—» Continue HPCPR2minutes I
Treat Reversible Causes Treat Reversible Causes
p Epinephring1:10,000 1mg VIO p Epinephring(1:10,000 1mg IVIO
Repeat eveng-5min No Repeat eveng-5min
) Airway Management Protocol 3D
= Amiodarone300mg V10 bolus (If not already dong
May Give2"® dose150mg IVIO bolus
Airway Management Protocol 3D P
(If not already dong ReEe -
If Signs of ROSE to PosResus Care  4( < Yes No > MR Re A e JP Y] N8

Notify Receiving Facility

Contact Medical Control As Necessary
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EMR

B

EMT

A

Paramedic
Medical Control

AEMT

D N S N N NN N

CPR Quiality High Performance CRRPCPR

Push Hardat least2 incheg and fast(100-120'min) and allow complete chest recoil HPCPR is an emphasis on communicaéiffitient movemen
Minimize interruptions in compressions of resusmtanonlstsanq an increased emphasis on the BASICS
Avoid excessive ventilation that improves outcomes

Rotate compressors eveByminutes sooner if fatigued

If no advanced airway0:2 compressionventilation ratio
Quantitative waveform capnography

If EtCQ <10mmHg attempt to improve CPR quality

Consider Mechanical CPR devicé byinutes of resuscitatiormay consider sooner if ; Refractory Recument Vfib(Shockable Rhythin
resources allow A Consider changing position of padsduce impedance
Consider advanced airway placementfayinutes of resuscitatiormay consider soone double sequentiafsee beloy, ECMOtransport

if resources allow

If at any time Patient has Retum of Spontaneous CirculdB@SI0Go to Post Resuscitation

CONSIDER AE3RLY if not auto dispatched

Protocol g0

Double Sequential Defibrillation

monitor to minimize risk
A Because of the potential for adverse equipment resulis

A Consider for cases of shock refractosjbvor Pulseless
Drug Therapy V-tach that have not converted aftedefibrillation
Epinephrine IMO dose 1mg every3-5 minutes ~ attempts AND>1dose of ACLS medication
Consider Ma doses epi IF not responding to resuscitation efforts A There is the potential to cause damage to equipment
Amiodarone 1¥1O dose First doseé800mg bolus Second dos&é50mg bolus when performing this procedureThereforgit is
*Ketamine sedation during resuscitation consigerg' kg I1VIO recommended to be attempted using an AED and a

itis important that your Service Director and Medical
CONSIDER CORRECTABLE CAUSES OF ARRHYTHMIA Director approve this procedure BEFORE attempting

Hypoxiag Secure airway and ventilate

Hypothermiag Active Rewarming

Hydrogen lon(acidosi$¢ secure airway and ventilate

Toxins

Narcotic OD; Naloxone2mg IVIO/ IN/IM
Advanced Airway

A Endotracheal Intubation or supraglottic airway
A Waveform capnography to confirm and monitor ET tupe
placement

Hypoglyce miag D10W 100mI V1O
Hypovolemiag NS Bolus INO

Thrﬁmﬁii'i ﬁﬁrﬁnii

- " " A Once advanced airway in plagive 1 breath everys
Hyperkalemiag Sodium BicarbonateOmEq IVIOAND secondg10 breathgmin) with continuous chest

- Ca|Cium Ch|0rld&g I\IIO Compressions
Hypomagnesemi# Torsades; Magnesiung IV 10 over2 min
Tension Pneumothorax Chest Decompression Procedure
Tamponade Cardiac
Toxins

Calcium Channel and-Blocker ODx; Glucagor?mg IVIO infusion
Calcium Channel Blocker QPCalcium Chloridég IV 10 infusion Retiirn of Spontansous  GirculaligiROSE
(contraindicated if ptalso on DigoxifLanoxir) A Pulse and blood pressure

Tricyclic Antidepressant OR Sodium BicarimEqkg IVIO A Abrupt sustained increase in ERI@pically>40mmHg
Thrombosis Pulmonary

Pearls
RECOMMENDED EXAWental Status Pulse Initial and Final Rhythm

il

=

=a =4 = —a —9

Immediately after defibrillationresume chest compressions with a different operator compresdbagnot pause for posshock rhythm analysisStop
compressions only for signs of lifgatient movemenj or rhythm visible through compressions on monitor orgi&fibrillation rhythm analysis eve®minutes
and proceed to appropriate protocol

Based on current literatureVentricular Fibrillation and Pulseless Ventricular Tachycardia patients who are successfully resuscitated should be tredgpart
24/ 7 STEMI capable facility if reasonable to da so

In the event a patient suffers cardiac arrest in the presence of EM&absolute highest priority is to apply the AEDefibrillator and deliver a shock
immediately if indicated

Reassess airway frequently and with every patient ma¥gcle compressors frequentycompression quality deteriorates before fatigue is perceived
Designate &Code Leadérto coordinate transitionsdefibrillation and pharmacological interventiondCode Leadeérideally should have no procedural tasks
Extemal Compression Devices may be considered if available and will not impede patient care

Consider sodium bicarb early in cases of sudden cardiac arrest in Excited Delirium

Consider Ketamine if needed for sedation during resuscitation if patient consciousness during CPR is interfering in care
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EMR
B EMT
A A-EMT

Paramedic
Medical Control

Inclusion Criteria for ECPR Exclusions to ECPR
C  Agel3-70years weight>40kg C Estimated BMH40 due to morbid obesity
C Arrestis EITHER A (i.e.>300bs at6' tall; >250bs at5'6" tall; cannot fit into LUCAS device
A WitnessedOR C  Cannot safely anticoagulate
A Initial Shockable Rhyth®@R A (i.e. Trauma Aortic DissectionlCH Uncontrolled Hemorrhage
A Intermittent ROSC C  Cannot perform ADLs at baseljmgcluding(if known or reported by family
C ECPR can be initiated with#80 minutes of estimated initial amrest A Resident of Nursing HomBNELTAC
C  Suspect reversible cause of arre S TEMImassive PEardiac toxin A Notoriented to self and place atat not conversational
overdoseprimary arrhythmiaaccidental hypothermigetc. C Advanced comorbiditie§f known or reported by famijy
C ECPR and full ICU care are consistent with patient whemwn by family A Oxygerdependent lung disease
at bedsid¢ A Previously evaluated and deemed not a candidate for LVAD
A ESRD requiring dialysis
A ESLPncluding jaundiceascites varices antor transplant list
A Metastatic cancer arldr receiving chemo or radiation
C  DNRDNI(if known or reported by family
Attending physician perception of futilitincluding
A EtCQ <10mmHg for>20minutes

Activating AnGECMO Alet

C Contact the ECMO Capable Hospital Eaf

by radia @We are on scene with a - -
potential ECPR Candidéte Cardiac Arrest Adult, Medical

C Over theradiggive areliable phone l

y

number for the Medical Control Physiciah
to call you backmay require
communication of HIPAA protected
patient informatior)

C Medical Control will call you directly to ECPR Candidate No—» Go To Appropriate Arrest Protocol
review the case and make a decision
regarding patient candidacy for ECPR

Yes

.

Consult with ECMO Capable Hospital Eglx ) Consider Application of Mechanical CPR
GECMO Alett Device

edical Contro

Recommends No > Return To Appropriate Arrest Protocol

ECPR

Continue HPCPR Procedurd5¢

Yes

Notify Receiving Facility
Contact Medical Control As
Necessary

Initiate Transport to ECMO Center

Continue HPCPR Procedurel5®

Pearls

REQUIRED EXAMS GCS$RR Lung SoundsCardiac ExandVD

Goal is estimated time of arrest to on ECMO Cirdtminutes

It is important tobalanceHigh Performance CPR on scene with ECPR pot&itiahgly consider candidate patient if not responding to quality. CPR

Ideally decision to move patient should be made and transport from scene should hapg&f minutes

Contact ECPBapable receiving hospital wWitECMO Alettearly, consider contact afte™ shock for refractory Mib, rearrest after ROSEMS Discretigretc.
ECPR istaghlytime-critical intervention it is important to consider the patient circumstances and whethecptild be a candidateConsultation with ECMO
center early is a priority

There are many variables that go into the decision to start a patient in ECPR kotaitery candidate patient will be able to be cannulated on arrival to the E

= E R ]
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EMR

EMT
A-EMT
Paramedic
Medical Control
Pertinent Positives and Negatives Differential
T Events leading to arrest bl Existence of terminal illness 1  Medical or Trauma
1  Estimated downtime 1  Signs of lividityrigor mortis 1  Viib vs Pulseless Vtach
1  Past Medical History 1 Code Statu$DNR 1 Asystole
1  Medications 1  Pulseless electrical activifly EA
Cardiac Arrest Adult, Medical
T
Yes
v
Airway ManagementAdult Protocol
(if not already dong  p32
Optimize Ventilation and Oxygenation
SpQ >93%
EtCQ goal35-45mmHg
12-Lead ECG Procedure 12p
Regardlessf completed prior to arrest
A IV Access Protocol
(if not already dong p49
h 4
Monitor for HypotensionDysrhythmiasor Airway > Consider ShockHypotension(NonrTraumg
Compromise Protocol @3
Consider Bradycardia Protocol 44p
Consider Tachycardia Protocol 43p
Y Consider push dose EpROmcg {190
Consider Post Advanced Airway Sedatisatult . If suspected imminent rarrest
Protocol B4 <& Perform and Document Complete Neurologic E: P Everyl-2 minutes for SBFLOQ, MAP>65,
¢ or signs of improved perfusion
Appropriate Adult Protocol
Notify Receiving Facility
Contact Medical Control As Necessary
Pearls
RECOMMENDED EXAWental Status Pulse Initial and Final Rhythm
1  The American Heart Association no longer supports routine prehospital hypothermia induction for all out of hospital cerstimdased on the most current
literature.
1  Acute myocardial infarctigrcardiomyopathyand primary arrhythmia are the most common causes for cardiac arrest
1  Based on current literatureVentricular Fibrillation and Pulseless Ventricular Tachycardia patients who are successfully resuscitated should be tredgpat
24/ 7 STEMI capable facility if reasonable to da so
1 Inobservational studie®aCQin a normal rangé€35 to 45 mmHg when measured aB7°C is associated with better outcomes than higher or lower PaCO
1  Antiarrhythmic drugs should be reserved for patients with recurrent or ongoing unstable arhythmias
1  Nodata support the routine or prophylactic use of antiarrhythmic drugs after the retum of spontaneous circulation fotevdiag amresteven if such
medications were employed during the resuscitation
1 Determining and correcting the underying cause of the arhytheggelectrolyte disturbanceacute myocardial ischemitoxin ingestior) is the best

intervention
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EMR

B EMT
A-EMT
Paramedic
Medical Control
Pertinent Positives and Negatives Differential
1 AgeVs SpQ, EtCQ, RR 1 Ho'me'meds_pnor to _EMS A_rrl\_/al 1 Pericardial Tamponade  Sympathomimetic Overdose
1 SAMPLE History (Digoxin LasixASAViagra Cialig . o 8
; : f 1  Pericarditis 1  Pulmonary Embolism
1 OPQRST History 1 Respiratory Distress
1 CHECADChest Pain Histor 1  Orthopnea VD T Asthma/ COPD T Esophageal Spasm
’ y pnea 1 Aortic Dissection 1  Gastroesophageal Refl(QERD
General Approaclt Adult, Medical
\ 4 . . .
Nitroglycerin Pastéf Availablg
Continuous Cardiac Monitor 1  SBP100 1linch of paste
1 SBP150 1.5inches of paste
Notify Receiving Hospital Early 4STEMI readR | 12-Lead ECG Procedure 12¢ = 1 SBP>200Q 2inches of paste
OSTEMI Alegt ** Acute M Obtain& Transmit within10 min.
Note: For SBR200, NTG Paste will likel
v ASA324mg(chewed or powdere)d not h.ave a significant impact on BP
STEMI Protocol R
pd2 No STEMI
A Consider IV Access Protocol No AcCess
p49
Consider Ondansetrod15mg kg
A (max4mg
IMIQoDT
CHHF Pulmonary Edema Protocol
228 Successful Nitroglycerin0.4mg SL
Access No AccesaND Repeat every min.
SBP-100AND
Continued Symptoms | Repeat Vitals and Document BP
after each dose
N Systolic BB100 >«
Yes Consider Pain Management Protoco
; p58
Continued
Ischemic Symptoms
A NS Bolus WO A N|troglycer|n().4mg SL
Repeat evenp min.
Consi;ier ShogKHypotIensi%r'(Non p Nitr(_r)fglycglriglPaste Symptom
raumd Protocol 6 (if availablg Free Notify Receiving Facility

Contact Medical Control As
Necessary

Pearls

REQUIRED EXAMS GCSRR Lung SoundsCardiac ExandVD

Avoid Nitroglycerin in any patient who has used Vid§iklenaf or Levitra(Vardenafi) in the last24 hours or Cialig¢Tadalifi) in the last36 hours
Ifno IV Acces&€CG MUST be obtained and reviewed by Medical Control prior to administration of Nitroglgeeripatient supplied

If patient takes Aspirin immediately prior to EMS arrieahfirm the medication and expiration datéf uncertain administer full dose aspirin
NTG goal i20%reduction in SBP or symptom relidf patient reports no relief with home Nitroglycerinonsider potency of medicaticfis the medicine expiredl
Would EMS supply be useful

Use Nitroglycerin with caution if Inferidright Ventricle or Posterior Ml is suspected

Elderly patientsdiabetics and women are more likely to have atypical chest p&i@Bfatigue weaknessback painjaw pain

Have a low threshold to get®-Lead ECGThey are minimally invasiypainless and can evolve with time

If ST Elevation in3yV4 or Inferior Leadgll, I1l, aVF, Nitroglycerin may cause hypotension requiring 1V Fluid Boluses

=a =4 —a

= = —a -9
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EMR

B EMT
A-EMT
Paramedic
Medical Control
Pertinent Positives and Negatives ¢ Home meds prior to EMS Arrival Differential

1 AgeVs SpQ, EtCQ, RR (Warfarin AnticoagulationASA 1 Pericard!a}l Tamponade f  Sympathomimetic Overdose

1 SAMPLE Hl_story Viagra Ciali3 1 Pericarditis 9 Pulmonary Embolism

1 OPQRST History 19 Respiratory Distress 1 Asthma/ COPD

1 CHECADChest Pain History f  Orthopneg JVD 1 Aortic Dissection

General Approaclit Adult, Medical

\ 4
STEMI Interpretation af2-Lead
-OR —No»  Go To Appropriate Medical Protocol
** Acute M*
|
Yes
e« > Apply Defib Pads
ASA324mg(chewed or powdered | . Determine if known IV Dye Allergy
Consider Air Transport if Long Transport if not already done N (Important for Cardiac Cath tegm
A IV Access Protocol 49
A Consider Ondansetrofmg
IM1QODT
Nitroglycerin Pastéf Availablg +
1 SBP-10Q linch of paste
1 SBP150 1.5inches of paste
BP>20Q 2inches of . . . .
P T S RO SHcles Qlpase Inferior Wall Ml Consider Right Sided ECG Procedu
£l A <4“——Yes—P .
Note: For SBP200, NTG Paste will (Elevation in [l (If Time Allow} p129
likely not have a significant impact
BR consider SL NTG
CHF Pulmonary Edema Protocol |
< Yes
p36
No M}ASFE%CS EF;(;“S Ye ) ShocK Hypotension(NonTraumg
= : Protocol B3
f poor perfusi
A Consider NS Bolus /1@
If No I\, Nitroglycerin0.4mg SL
Repeat everys min. . ) Consider Pain Management
?ggﬁg;?c Protocol Adult (58
A Nitroglycerir0.4mg SL L Symptoms
Repeat evenp min.
Symptom Notify Receiving Facility
= Nitroglycerin Paste Free Contact Medical Control As
(if availablg Necessa

Pearls

REQUIRED EXAMS GCSRR Lung SoundsCardiac ExandVD

Goal is First Medical ContaOW!) to arrival atthe24/7 PCl capable STEMI facility shouldb@minutes

Goal is to limit orscene time with a STEMI patient4@0 minutes

NTG goal i20%reduction in SBP or symptom relidf patient reports no relief with home Nitroglycerinonsider potency of medicatidis the medicine expires
Would EMS supply be useful

If long transport time expected due to geographwffic, etc. consider activation of Air EMS for delivery directly to cath lab

Transmit STEMI ¢t Acute Mi* 12-Leads early and call STEMI receiving hospitald8TEMI Aleétearly, inform them of full report to follow

== = E EE ]
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EMR
B EMT
A A-EMT

Paramedic
Medical Control

Go to appropriate Protocol
(le.sepsisdehydration DKA hypovolemia

General Approaclt Adult, Medical

v

12-Lead ECG Procedurel2p

Supportive Caré
Treat Underlying Causes

Consider Chest Pain Protocol

pal

Supportive Caré
Treat Underlying Causes

Diltiazem0.25mg/'kg M 10

» > A IV Access Protocol 49 > A Consider Vagal Maneuvers if suspected
» ” NS Bolus ” SVT and symptomatic
1 _ Are P waves
e Presen?
No
Unstable / ) Synchronized Cardioversion Procedu
Imminent Arres e - pl54Repeat as needed r
Consider analgedisedation
N
© = Fentanyllmcg kg IVIO(max100mcg
AND/ OR
Midazolam0.1mgkg IVIO(max5mg) or
¢ Is the Rhythm p 0.2 mgkg IMIN(max10mg)
N Regula? OR

Lorazegano.lmgkﬁ VIO M ‘mameg

(Max20mg)
Yes
Wide . Narrow
120m9 QRS Duratioh (120mg)
v v v
Monomorphic Polymormphic P Consider Vagal Maneuvers

Amiodaronel50mg IVIO
Overl10 minutes

Amiodaronel50mg IVIO
Over10 minutes

Mag Sulfateg IV10
Infuse overl-2min

A .

Notify Receiving Facility P
” C

Consider Adenosirémg IVIO
Rapid Pushmay repeatl2mg IVIO

ontact Medical Control As Necessary |

Pearls

REQUIRED EXAMS GCSRR Lung SoundsCardiac ExamdVD

1  *Unstableq Severe Hypotensiorsigns of Sho¢clhMS Secondary to Arthythmia
1 Not all cases of tachycardia need to be rate controljag psis hypovolemig and acute hemomrhage will daorseif their ability to compensate is taken away
1  Adenosine has a very short half Iffssec or lespso it must be infused rapidly in a patent |V sgeeferably the AC fossa or more proximal



EMR

B EMT
AEMT
Paramedic
Medical Control
Pertinent Positives and Negatives Differential 1 Head Injury

1 AgeVSSpQ, EtCQ@, RR 1 Home meds prior to EMS Arrival | §  Pericardial Tamponade §  Spinal Cord Injury

1  SAMPLE History (Digoxin Lasix ASAViagra Cialig T Pericarditis 1 Sick Sinus Syndrome

f  OPQRST History 1 Respiratory Distress 1  Pacemaker Failure 1  Acute Ml

f  CHFCADChest Pain History . Orthopnea JVD 1 Hypothermia 1 AV Block1°, 2°, 3°)

QRSD.12sec(<3small squarels 1 Sinus Bradycardia o

General Approaclt Adult, Medical

v

Continuous Cardiac Monitor
Supplemental @to maintain Sp@>93%

A IV Access Protocol49

Extemal Cardiac Pacing Procedure _
P Ye
p159

HR<60bpm AND
Unstable/ Imminent
Arrest

Consider analgedisedation
= Fentanyllmcg kg IV10(max100mcg) No
AND/ OR ¢
Midazolam0.1mgkg IVIO(max5mg) or
0.2 mg'kg IMIN(max10mg) 12-Lead ECG Procedure STEMD Go To STEMI Treatment Protocol
P OR p129 p42
Lorazepan®.1mg kg IVIQ' IM (max2mg)
Consider IVF bolus/IND, repeatas | Yes . - )
A indicated for patient condition < Symptomatic No » Look for and Treat Underlying Causes
. Atropine1.0mg IVIO Consider Spgg:gcoorercjﬁise and Poisonin
May Repeat ever§-5min; Max3mg
Consider SEPSIS Screeni
Consider push dose EpROmcg {190 68 p
P | everyl-2 minutes SBPL0Q MAP>65,
or signs of improved perfusion
l > Improving <
¥ YCD
No

v

Consider External Cardiac Pacing Proced
p159
Epinephring1:1,000) 2-10 meg min IV 10O
P Titrate to SBPLOQ MAP>65,
OR signs of improved perfusion

Consider HypotensiohShocKNonTraumg | Notify Receiving Facility
Protocol 3 Contact Medical Control As Necessa

Pearls

REQUIRED EXAMS GCSRR Lung SoundsCardiac ExandVD

1 Notall cases of bradycardia need to be treated with medicine or pacssggood clinical judgement and follow symptoms

1  Continually monitor for signs of decompensation and be prepared to move to external cardiac pacing if the patient cdmatiters ®lace the pads while
reaching for the meds

1  Atropineis unlikely to work in cases of complete heart hlogkopine is contraindicated in patients with narrow angle glaucoma

1  Eldery patientsdiabetics and women are more likely to have atypical chest p&@Bfatigue weaknessback painjaw pain

1 Havea low threshold to get®-Lead ECGThey are minimally invasiypainless and can evolve with time
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Abdominal Pain’ Gl Bleeding Adult
v

Pertinent Positives and Negatives - )
Age VS SpQ, EtCQ@, RR NauseaVomiting Diarrhea Differential
SAMPLE history Constipation AAA+/- Rupture
OPQRST history HematochezigBloody Perforated Ulcer
Last Meal Oral Fluids Stoo) Appendicitis
Menstrual/ Pregnancy History Recent Travel Ectopic Pregnancy/- Rupture
Anticoagulant Use Recent Antibiotics

1  Diverticulitis

1  Small Bowel Obstruction

1  Splenic Enlargemerit
Rupture

General Approaclt Adult, Medical

IV Access Protocol - Nausea antbr
p49 Vomiting

OndansetrorD.15mg kg (max4mg)
IMIQODTIM

Hypotension

Consider IVF bolus/IND, repeat as indicated (SBK100), MAP
for patient condition <65 or signs of poo

perfusion

Peri-umbilical Region
Small bowel obstruction
Large bowel obstruction

Peptic ulcer disease
Myocardial infarction

Appendicitis
Abdominal aortic aneursym

Repeat and Document BP

No
v

itis

Nomotensive Consider Chest PafBuspected Acute Coronary
(SBP-100 Syndrome Protocol 41

Gastric Ulcer
Ureteric colic
Pneumonia
Diverticulitis

y
Inguinal hernia
IBD
uTl
Testicular torsion

S

Consider Pain Management ProtocdAdult,
Medical B8

Hepatitis
Pneumonia

Cholecystitis
Ureteric colic
Appendicitis
Ureteric colic
Inguinal hernia
IBD
uTl
Testicular torsion

ShockHypotension(NonTraumg Protocol
p63

Notify Receiving Facility
Contact Medical Control As Necessary

Pearls
REQUIRED EXAMS GCSFocal Tendernesfkebound Tendernes®istal PulsesAbdominal Masses
Nothing by mouthNPQ Status for all patients with abdominal pain
If pain is above the umbilicugerform al2-Lead ECGGo to Chest Pain Protocal as indicated
Abdominal pain in women of child bearing age should be treated as an ectopic pregnancy until proven otherwise
The diagnosis of AAA should be considered in patre@years old Assess the abdomen for a midline pulsatile mass and feel for pulses indest
Rebound tenderness is pain thairigreasedvhen releasing pressure from palpation
Appendicitis may present with vaguygerirumbilical pain that slowly migrates to the Right Lower Quad(@hf) over time
Blood loss from the Gl Tract has a very distinct suned all of your senses when evaluating your patie@kBleed patients have a high risk of serious
hemorrhage
Abdominal Pain and known pregnancgo to OB Protocol

Medical Protocols Adult




Allergic Reactionr Adult

VB Medical Control

Pertinent Positives and Negatives 1  Lung Sounds beforsN\D after Differential 1  Aspiration/ Airway
Age VS SpQ, EtCQ, RR intervention Urticaria(Rash Only Obstruction
SAMPLE history 1  Allergen Exposure Anaphylaxi¢Systemic Effegt Vasovagal Event
OPQRST history 1  Toxic/ Environmental Exposure ShockVascular Effegt 1  Asthma/ COPD
Onset and Location of Symptoms Subjective throattightnesg ORdclosing Angioedema 1 CHF

General Approaclt Adult, Medical
v v

Allergic Reaction Anaphylaxis

Multi System involvement or

FlushingHives ltching, Erythema Hypotension respiratory distressAMS
Nomal BPNo Respiratory Involvement DyspneaWheezingChest Tightnes¥omiting or
Abdominal Pain

v

Epi0.3-0.5mg IM(1:1000

Consider Airway Management Protocol32p

IV Access Pratocol 49

Consider IVF bolus/IND, repeat as indicated
for patient condition ™

v

Albuterol2.5mg 3mL Neb
May repeat QOmin, Max 3

Consider Hypotensid&hock Protocol 63

Methylprednisolone125mg IVIO ]
Consider push dose EpPOmcg @190

Diphenhydraminé&0mg If suspected imminent arrest
IV IM/IQ PO Everyl-2 minutes SBPL00, MAP>65, or signs|
of improved perfusion

Improving

Famotidine20mg IVIO If available

12-Lead ECG Procedure12p

|

Monitor and Reassess
Document Response to Medications

No

v

Consider ALS if not already done

Epi0.3-0.5mg IM(1:1000

Epi Infusior2-10mecg min 1V10

Notify Receiving Facility
Contact Medical Control As Necessary

Pearls

REQUIRED EXAMS GCS$Skin CardiovasculagrPulmonary

1 Epinephrine InfusiarMix 1mg(1:1,000 in 250mL NS If worseningrefractory anaphylaxj€ontact Med Control as soon as practicatart at2mcg min, titrate up,
1  Famctidinedilution no longer required Infuse ove2 minutes

1 Ingeneralthe shorter the time from allergen contact to start of symptari®e more severe the reaction

1 Consider the Airway Management Protocol early in patients with Severe Allergic Reaction or subjective throat closing

Medical Protocols Adult




Behavioral EmergenciesAdult

VB Medical Control

Pertinent Positives and Negatives Psychiatric llines’sMedication History Differential Hypoglycemia
Age VS SpQ, EtCQ, RR Medic Alert BraceletDM History EtOH Intoxicatioh Withdrawal Hypoxia
SAMPLE history Anxiety Agitation or Confusion Toxic Ingestion Head Injury
OPQRST history Suicidal Homicidal Thoughts or History Substance UseAbuse Occult Trauma
Situational Crisis Evidence of Substance Us®verdose Schizophrenia Cerebral Hypoperfusion

Stage
Call for Law Enforcement atat Additional
Resources

Consider Need for ALS Level Service
EARLY Evidence of
Exposuré
Consider Safety of ALL Responders including Toxidrome
Law Enforcement

Consider Overdose and Poisoning Protoc
p54

Remove Patient from stressful environmgn Evidence of Head Injury Adult Trauma Protocol
use verbal calming techniques Head Injury p80

Consider Restraints Procedures Appropriate
p169

Diabetic Emgz%enaes Protocol < Blood Suga

*Haloperidol5 mg IM
AND'OR
>700R Midazolam0.1mg kg IVIO(max5mg OR

Unobtainable ) Midazolam0.2 mg'kg IM IN (max10mg)
Due to Condition Yes OR

LorazeBanO.lmg kg VIO IM SMaXZmQ

IV Access Protocol
(When Appropriate p49

Uncooperative A

ANDDanger To Self
or Others

Consider Ketamingmg kg IVIO
(max200mg) -OR
Ketaminedmg'kg IMIN
(max400mg

Notify Receiving Facility Reasses$-ollow Mental StatusSpQ,
Contact Medical Control As Respiratory Effort and Rate CLOSELY
Necessary Monitor for Laryngospasm

Contact Medical Control Refusing

Pearls
REQUIRED EXAWS GCS$Skin CardiovasculgrPulmonary
Safety Firs¢ For ProvidersPolice and PatienitsNever restrain any patients in the profface dowr) position.
Physical anflor chemical restraints should ONLY be used if patient is deemed a danger to themselves or others and is uncooperative andfgge measurg
to deescalate have failed or were deemed unsafe to attempt
All patients who require chemical restraint MUST be continuously monitored by ALS Personnel
Patients who are actively fighting physical restraints are at high risk for Behavioral EmergencieSusiddy DeatiHave a low threshold to activate ALS for
chemical restraint
There are multiple possible causes of behavioral emergeni€ezp a broad differential when evaluating and treating these patients
Transport of patients requiring handcuffs or Law Enforcen(idtestraintrequire LE to ride in the ambulance to the hospidghey have the keys
*Avoid Haloperidol in patients with known history of MAOI Antide pressan{iBenelzingTranylcypromingORhistory of Parkinso® Disease
If a patient with severe agitation suddenly becomes cooperajuiet, reassess them quicklySsudden Cardiac Death is common in this population

Medical Protocols Adult




Diabetic EmergenciesAdult

VB Medical Control

Pertinent PositivesNegatives
Age VS Blood Glucose Reading
SAMPLE History
OPQRST History
Last MealHistory of Skipped Meal

Diaphoresis

Siezures

Abnormal Respiratory Rate
History of DKA

Differential
Toxic Ingestion
Head Injury
Sepsis
StrokeéTIA

1  Seizure
EtOH Abus®Vithdrawal
Drug AbusANithdrawal

General Approaclt Adult, Medical

v

Awake AND

Protecting Airwa

Blood Glucose

[
>70and<250

Go To Appropriate Adult Medical
Protocol

Consider Glucagalmg IM
Onetime

Glutoselsg PO
May repeat i
ORAppropriate PO intake

IV Access Protocol

p49

v

Dextrose Dosing
D10W 125mL IVIO OR
Titrate to effect

Clinically
Dehydrated

No

|

Hypotensio
(SBE100 MAP
<65or signs of
poor perfusion

!

Repeat BG

Go To Appropriate Adult Medica
Protocoal

IV Access Protocol

A p49

within 20 min

Consider Sepsis Screening Prota

Hypotension/ ShocKNonTraumg

Protocal B3

l p62
70

Taking Oral
Diabetes Med

Notify Receiving Facility
Contact Medical Control As Necessa

Consider Sepsis Screening Protg
p62

Go To Appropriate Adult Medical
Protocol

Consider Sepsis Screening Protd
p62

Notify Receiving Facility
Contact Medical Control As Necessa

Execute and Document Refusal
Transport Protocol 60

Accepts
Transport

Pearls
REQUIRED EXAMS SpQ, Blood GlucoseSkin Respiratory Rate and EffariNeuro Exam
Do NOT administer oral glucose to patients that@swallow or adequately protect their airway
Simple Hypoglycemia for these protocols is definedhgisoglycemia caused by insulin ONLY and not suspected to be due to occult infection or trauma
Prolonged hypoglycemia may not respond to Glucagerprepared to start an IV and administer IV Dextrose
Alcoholics and patients with advanced liver disease may not respond to Glucagon due to poor liver glycogen stores
Patients on oral diabetes medications are at a very high risk of recurrent hypoglycemia and should be tran§jmrtadt Medical Control for advigatient
counseling if patientis refusingee Refusal after Hypoglycemia Treatment Protocoal for additional information as necessary
Always consider intentional insulin overdosad ask patients family/ friends/ witnesses about suicidal ideation or gestures
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IV Access Adult

VB Medical Control

General Approaclt Adult, Medical

. IF Viable Site Identified

First Access Fo .

Cardiac Arest Extremity Venous Access
Procedure pr7

No viable IV site

Intraosseous Venous Access
Procedure P78

EmergenOR

Consider INM/PO Medications As Potentially Emergen
Appropriate for Condition MedicalORTraumati
Condition

Consider Second IV Access Site Extremity Venous Access 3 7
Grilical Medical Trauma Patients < Procedure p77 Successft»» Go To Appropriate Medical Protoco

Unsuccessful
Peripherally Exhausted

Extemal Jugular Venous Acce
Procedure
p179

Intraosseous Venous Access CopsidetloZomalidocanc o
Procedure Patient is awal Allow Lidocaine to sitin the

(Life Threatening Eventpl78 & aware of pai marrow for30 seconds prior to
9 P fluid infusion through the line

Monitor Access Site for Swellirfgain
RednessEvidence of Extravasation

Monitor Infusion of 1V Fluids

Life Threatening
Condition

: Notify Receiving Facility
Contact Medical Control Contact Medical Control As Necessa

Pearls
In the setting ofCARDIAC ARREST QldhY preexisting dialysis shunt or central line may be used by Paramedics
For patients who are hemodynamically unstable or in extremMeglical Control MUST be contacted prior to accessing any preexisting catheters
Upper Extremity sites are preferred over Lower Extremity sitesver Extremity I\Vs are discouraged in patients with peripheral vascular disease or diabeteg
In postmastectomy patients and patients with forearm dialysis fist da®id |V attemptsblood draws injections or blood pressures in the upper extremity on
affected side
Saline Locks are acceptable in cases where access may be necessary but the patient is not volumghdepietad |V does not mandate 1V Fluid infusion
Thepreferred ordeof IV Access:i®eripheral IYExtemal Jugular |Vhtraosseous NJNLE SBiedical acuity or situation dictate otherwise
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OB Generat Adult

VB Medical Control
Differential

Pertinent Positives and Negatives Headache PreEclampsid Eclampsia 1  Threatened Impending/
Age VS SpQ, EtCQ, RR Abdominal Pairt/- Contractions Ectopic Pregnancy Missed Spontaneous Abortion
SAMPLE history Blurred Vision Hvoertensive Encephalo th‘{/[ Head Injury Cushin@ Reflex
OPQRST history Vaginal Bleeding p phalopa (Bradycardia- HTN

) . . Uterine Rupture .
Pregnancy Histor{GR and ) Chest PairDyspneaHypoxia Pulmonary Embolism 1  Domestic Abuse

General Approaclt Adult, Medical

Remember you have TWO patients durinl;

pregnancy evaluate treat and protectBOTH Knowrf Suspecte

PregnancyORMissed
Period

Go To Appropriate Medical Protoc%l

Left Lateral Recumbent Position takes presgure
off of the Inferior Vena Cava and prevent:
supine hypotension Yes

\ 4

PreeclampsiandEclampsiare typically

encountered ir8” timester, but may be in Left Lateral Recumbent Position

late 2" timester and up td weeks after
delivery

1V Access Protocol

p49

Consider Diabetic Emergencies Prot

Blood Sugar D48

Labor/ Imminent Delivery Protocol

Seizure Protocol Seizure Activi p52

p61

Magnesium Sulfatelg IV 10 T
Overl0 minutes

v

If persistentORrecurrent seizure
M consider
Magnesium Sulfateg IV10

Vaginal Bleedirl
Abdominal Pai

Bleeding

Hypotension ans_ider IVF bolu;/llﬂ repeat as
Shock indicated for patient condition

v

Consider ShodkHypotension
(NonTraumg Protocol 53

Notify Receiving Facility Consider TXAgm IVIO
Contact Medical Control As Necessa Over10 minutes

Pearls

REQUIRED EXAMS GCSMental Status Neuro, Abdominal ExamCardiovascular

1  Magnesium is the priority for pregnant seizufeslampsig but if seizing on EMS arrival give INIMidazolam until IV Access achieved

1  Continuous monitoring is requireds magnesium may cause hypotension and decreased respiratory drive

1  HypertensionSevere headachgision changefRUQ paindiffuse edema may indicate preeclampsiiais may progress to seizuieslampsiq
1  Any pregnant patient involved in an MVC or other trauma should be evaluated by MD for evaluation and fetal monitoring

Medical Protocols Adult




OB/ Vaginal Bleeding Adult
v

Pertinent Positives and Negatives Abdominal Pair/- Contractions Differential
Age VS SpQ, EtCQ@, RR Blurred Vision Ectopic Pregnancy 1  Threatened Impending/
SAMPLE history Estimated Blood Lo¢Bads/ Domestic Violence Missed Spontaneous Abortion
OPQRST history Tampons Per Hoyir Sexual Assault 1  Nommal Menstrual Period
Pregnancy Histor{GR and ) Chest PairDyspneaHypoxia Dysfunctional Uterine Bleeding

General Approaclg Adult, Medical

Knowr Suspected
PregnancyORMissed
Period

OB General Protocol
p50

IV Access Protocol
p49

Consider IVF bolus/IND, repeat as indicated
for patient condition consider permissive
hypotension in setting of ongoing serious

hemorrhage

Consider TXAgm VIO overlO min

Blood Sugar Diabetic Emergencies Protocol

p48

No

v

Shock Hypotension(NonTraumg Protocol
p63

Consider Abdominal Pain Protocol . . Cramping Consider Labéfmminent Delivery Protocol 5@
p45 Urge to Push If situation appropriate

Notify Receiving Facility
Contact Medical Control As Necessa

Pearls
REQUIRED EXAMS GCSMental Status Neuro, Abdominal ExamCardiovascular

Always suspect pregnancy as a cause of vaginal bleeding in reproductive age; watieen report regarding menstrual history and sexual activity may not bg
accurate

Ectopic pregnancy is a surgical emergéregtients with vaginal bleedingnstable vital signs and suspected ectopic pregnancy should be transferred to a
receiving facility for emergent evaluation and management when possible

Always have a high suspicion for domestic violence/andexual assault when evaluating a female with a reproductive or GU related complaint
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Paramedic

VB Medical Control

Pertinent Positives and Negatives
Age VS SpQ, EtC@, RR
SAMPLE history
OPQRST history
Pregnancy Histor{GR and )
Estimated Due Date

Prenatal Caré High Risk Pregnan
Time of Contraction Onset
Frequency

Rupture of Membranes and Time|
Sensation of Fetal Movement

Labor/ Imminent Delivery- Adult

Differential

Endometritis
Normal Active Labor
Abnormal Presentation
Prolapsed Cord 1
Preterm Labor

1  Threatened Impending/ Missed
Spontaneous Abortion

Premature Rupture of Membranes
Placenta PreviaPlacenta
Abruption

General Approaclg Adult, Medical

Unable To Deliver

Create air passage by supporting presenting part
infant

Place? fingers alongside the nose and push away fi
the infant@ face

Transport in Kne€hest or Left Lateral Recumben
Position

M Contact Medical Control

Abnormal Vagina
BleedingHypertension

No
\ 4

Left Lateral Recumbent Position

OB General Protocol
p50

v

Inspect Perineum
NODigital Vaginal
Exam

Cord
Once the cord stops pulsatintipen doubleclamp
approximatelyl0-12cm from the infan® abdomen}
Cord should be cut between the two clamps

Y

No Crowning

\ 4

Monitor and Document VS
Reassess Frequently

Crowning >36 Weeks Gestation

Crowning >36 Weeks Gestation

\ 4

IV Access Protocol4p

Y

Crowning <36 Weeks Gestation
Abnormal Presentation
Severe Vaginal Bleeding

Multiple Gestation

v

Activate ALS

Expedite Transport to Nearest OB|

Receiving Facility

v

Prolapsed Cord
Shoulder Dystocia

Breech/ Footling/ Abnormal
Presentation

Crowning Delivery Imminent

7

v

7

Hips ElevatecKnees to Chest

Transport knees to chest
Unless Delivery Imminent

Control delivery with gentle support ¢
head to prevent injury to MothéBaby

Insert Gloved Fingers Into Vagina
Relieve Pressure on Umbilical Cord

Encourage Mother to Refrain from
Pushing

Check for nuchal cord present slip
over head gently

Moist Saline Dressing Over Cord
Eval Fetal Heart RateCord Pulsation

Support Presenting Parf3oNOTPull

Gently apply downward pressure to
deliver anterior shoulderthen upward
to deliver posterior shoulder

Pearls
REQUIRED EXAMS GCSMental Status Neuro, Abdominal ExamCardiovascular

1

1
1
f

If Delivery is Completedjo toNewly Born Protocdlor evaluation and management of the infant.53

Notify Receiving Facility

Contact Medical Control As Necessa

Remember that you have TWO patients during Pregnadyr and Delivenbe sure to monitor and protect both throughout your management

After Deliverymassage the uterus through the anterior abdomen and wait for the pla¢é&tEy/ ERull on the umbilical cord to expedite the afterbirth
Record the APGAR Scores for the infadn@ihute andSminutes after deliveryif either in the Moderately Depressed rangentinue to record and document
every5 minutes while supporting the infant per the Newly Bom Protocol
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Newly Born- Peds

VB Medical Control

Pertinent Positives and Negatives Prenatal Caré High Risk
Age VS SpQ, EtCQ2, RR Pregnancy
SAMPLE history Time of Contraction Onset
OPQRST history Frequency
Pregnancy Histor{GR and ) Rupture of Membranes and Ti
Estimated Due Date Sensation of Fetal Movement

1  Congenital Heart Defect

Maternal/ Newborn Infection/

Sepsis

1  Airway Obstructiorg Secretions

1  Choanal Atresiémperforate
nare9

Differential
Maternal Medication Effec?T
Hypovolemia
Pneumothorax
Hypoglycemia

Labor/ Imminent Deliveryg Adult,

Airway Suctioning Medical
Routine Suctioning of the Newborn is NO LONG ¢
Recommended
Clear Amniotic Huid
Suction ONLY when obstruction is present/and
BVM is required
Meconium Present
NonVigorous Newboms may undergo suctioning

under direct laryngoscopy No Pulse Oximetry
v

Term Gestation ]
Breathing or Crying Provide WarmthDry Infant

Good Muscle Tone Wipe Mouth then Nose As Needed

Conltfagt Medica:_Control Warm, Dry and Stimulate Infant SkinTo-Skin Contact With Mother
ny Questions Clear Mouththen Nose As Needed If Situation Appropriate

. . . Points A
0 Points 1 Point 2 Points Totaked No

Activity i Ams and Active
(Muscle Tong Legs Flexed Movement

Heart Rate<100 Labored Breathing

>100b P : :
e Agonal Breathin® Persistent Cyanosis

Active
Grimace Some Motion
(Reflexes Flaccid Flexion of (Sneeze
Irritability) Extremities | Cough Pull
Body Pink o s Yes
Pink +

Pulse Absent <100bpm

?gﬁiaéirgf Blue Pale | Extremities
Blue

Respirations|  Absent SIow |\ orous Cr BVM Assisted Ventilations wift0-15L

Irregular X30 seconds60bpm

Severely Depressed 0-3 Pulse Oximetry
Continuous Cardiac Monitor

Moderately Depressed 4-6

Excellent Condition 7-10 ¢ Supplemental Qvia BlowBy
Maintain SpQ >93%

Heart Rate<100 Pulse Oximetry

SkinTo-Skin Contact With Mother
If Situation Appropriate

Yes

BVM Assisted Ventilations wit0-15L
X30 seconds60bpm

Pulse Oximetry
Continuous Cardiac Monitor

Neonatal Resuscitation Protocol Notify Receiving Facility
S H R .
po4 eart Rate<60 Contact Medical Control As Necessa

Pearls

REQUIRED EXAWNVS GCSMental Status Neuro, Abdominal ExamCardiovascular
Most Newborns requiring resuscitation will respond to supplemenIB¥Ms airway clearing maneuversf not, go to Neonatal Resuscitation Protocol
Consider birth trauma during evaluation of ngigorous Newborppneumothoraxhypovolemiahypoglycemia
Term gestationstrong cry/ adequate respirations with good tone will generally need no resuscitation
Expected Pulse Ox Reading&rth ¢ 1min =60-65% 1-2min =65-70% 3-4min =70-75% 4-5min =75-80% 5-10min =80-85% >10min =>90%
APGAR scores Anin and5 min. AppearancePulse Grimace Activity, Respirations Each score ge 1 or 2 points(Total10). If either in the moderately
depressed rangeontinue to record and document evesyninutes

Medical Protocols Peds




Overdose and Poisonindh\dult

VB Medical Control

General Approaclg Adult, Medical

Call For Additional Resour¢&tage Until

Safe Hazmat Scene

Assess Mental Alteredrespiratory ) Airway Management Protocol
Status& Airwa depression p32

If suspected opioid overdose
Naloxone0.4-2.0mg INIVIQ'IM

Awake
Protecting Airway

Diabetic Emergencies Protocol
p48

Blood Sugar

>70

v

12 Lead ECG Procedure Arrhythmia/
p129 STEMI

1V Access Protocol
p49

Consider IVF bolus/IND, repeat as
indicated for patient condition

- Go To Appropriate Arrhythmia Protoco

Consider Defib Pad Placement

Consider ALS Early

Assess for specifi
ingestiong exposures
p55

Carbon MonoxidéCyanide Protocol
p57

OrganophosphtBCholinergic
p56

Pearls

REQUIRED EXAMS GCS$SMental StatusSkin Blood Glucose
Resuscitate firshemodynamically unstable patients are high risk for cardiac arrest
Be suspicious of scenes where multiple people/andnimals appear to be affected
In opioid overdose; poor respiratory efforts is what kills patie pesmphasis should be on ventilation support FIRST and naloxone administration.second
Patients are unreliable historians in overdose situatjqsticularly in suicide attemptsTrust what they tell youbut verify(pill bottles, circumstancesetc.).
Critical Scene Informatioifime of IngestiofNumber and Type of meds ingest&eizure or mental status chang&ease consider bringing pill botieontents
emesis and reliable contact info to the ;EBs will be important in patient evaluation and assessment
Be careful of offyassing in cases of inhalation of volatile agents
Many intentional overdoses involve multiple substanagsne with cardiac toxicitya 12-Lead ECG should be obtained on all overdoses situation permitting
If smoke exposure consider carbon monox{dganide protocol @3.
Consider Cyanide when exposed to any products of combystiming incidents or industrial organic chemistry exposure
Poison Contral 1-800-222-1222
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EMR

EMT

A-EMT

Paramedic

VB Medical Control

Overdose- Adult

Beta Blocker Overdose

Clinical Features

Cardiovasculag hypotension bradycardia AV block

Pulmonary bronchospasmwheezing

Metabolic¢ HypoglycemigHyperkalemia

Neurog Stupor

Common Beta Blockers

Metoprolol (LopressorToprobXD)  Propanololinderal LAlnnoPran XL
Atenolol (Tenomir) Sotalol

Labetalol Carvedilo[(Coreg

Many beta blocker ingestions do not cause symptoregceptions are the
elderly, poor cardiaérespiratory reserveand coingestions with other cardiac
medications

Consider Glucagamg IVIO may repeat if available

B Manage symptoms of Bradycardia per Protoc# p

Cocaine or Sympathomimetic Overdose
Clinical Features

HypertensionTachycardipAgitation SeizureDilated Pupils
Common Sympathomimetics

Cocaine Pseudoephedrine
Ephedrine Methamphetamine
Phenylephrine Amphetamines
Terbutaline

Patients on MAOIs for depression may have symptoms of a
Sympathomimetic Overdose after eating certain foods such as aged
cheeseg beer, mushrooms

Patients with Cocaine or Sympathomimetic Overdose are at high risk
Arrhythmias Myocardial Infarction and Stroke

Sympathomimetics are drugs that mimic the effects of the
sympathetic nervous system

Calcium Channel Blocker Overdose
linical F r
Cardiovascculag hypotension bradycardiashock
Pulmonaryg pulmonary edemarales crackles
Metabolicg Hyperglycemigcan be a marker of severjty
Neurog Seizuresmyoclonusdizzinesssyncope
Glg Nausea and vomiting
Common Calcium Channel Blockers
Amlodipine(Norvasg
Diltiazem(CardizemTiazay
Nicardipine
Nifedipine(Procardia
Verapami(Calan Verelar)
Sustained release preparations may have delayed onset of toxic symptfups
to 12 hours)
Overdoses with Calcium Channel Blockers have a high mortalilectrical
conduction abnormalitiesvasodilation myocardial depression are severe

Consider Calcium Chloridgm IVIO
Consider Glucagd2mg IVIQ, if available for hypotensigmmay
repeat if available
Manage symptoms of Bradycardia per Protoc#l p

Midazolam0.1mgkg IVIO(max5mg) or
P 0.2mgkg IMIN (max10mg)
OR Lorazepa®.1mgkg IVIQ'IM (max2mg)

TCA Overdose

Clinical Features

Neurog AMS seizures

Cardiovasculag Hypotensionarrhytmias wide QRS interval
Common_Tricyclic Antidepressants

Amitriptyline

Clomipramine

Doxepin

Imipramine

Nortryptyline

Protriptyline

If QRS0.12
P Sodium BicarimEdkg V10 slow push
may repeat ever minutes until narrowing of QRS

Antipsychotid Acute Dystonic Reaction

Clinical Features

Dystonia refers to sustained muscle contractidnsquently causing twisting
repetitive movements or postureand may affect any part of the body
Common-

Antipsychoticg i.e. Haldo| Prolixin Thorazine

Antiemeticsq i.e. prochlorperazinemetaclopramide

Antidepressantsg i.e. buspirone sumitriptan

Antibioticsq i.e. erythromycin

Anticonwulsantg; i.e. carbamazepingrigabatrin

H2 Receptor Blockersi.e. ranitading cimetidine

Recreational Drugsi.e. cocaine

Acute dystonic reactions are extrapyramidal side effects of antipsychotic an
certain other medications90%occur within5 days of starting a new med

Diphenhydraminé&0mg IVIQ IM/PO
P | If not improving consider Midazolar.1mg kg I\V10(max5mg) or
0.2mg kg IMIN (max10mg)

o

Opioid Overdose

S
Cardiovasculag hyptension
Pulmonaryg respiratory depression
Neurog AMS pin point pupils

OxycodongPercocef Oxycontin MS Contil
HydrocodonéVicodin Norcq Vicoprofer)
Morpine

Heroin

Dilaudid

Fentanyl

Codeing(T3)
Methadone

Naloxone0.4-2.0mg INIVIQ'IM

Medical Protocols Adult
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VB Medical Control

Pertinent PositivesNegatives
Age VS SpQ, EtCQ, RR
SAMPLE history
OPQRST history

1
f

History of Ingestion or Suspected Ingestion

Dysrhythmias
SLUDGEM
DUMBELLS

1
1

Time of Ingestion

Type Number and Dose of Pills Tak@n
known)

Seizures

Mental Status Change

Vomiting

1
1
1

Cholinergid Organophosphate OverdoseAdult

Differential
Head Injury Ll
Hazmat Exposure 1
Electrolyte Imbalance

DM, CVASeizure
Sepsis

Stage
Call for Law Enforcement afmt
Additional Resources

Consider Hazma6Generak Adult 79

Begin Triage and Decontamination
As Appropriate

General ApproachAdult Medical

Scene Safe

Evidence 0
Exposuré
Toxidrome

Organophosphated Pesticide Exposuré
Cholinergic Crisis Patient Management

Consider provider safetpumber of patients and early
notification of receiving facility

Toxicity to the crew may occur from inhalation or topic3
exposure to the offending agent

DuoDote ANDOR Mark Kit may be used for civilians IH
cache released from the State of Wisconsin

Estimate Symptol

Asymptomatic

v

Consider IV Access Protocol

p49

Severity

\ 4

Minor Symptoms
Respiratory Distress SLUDGEM

Major Symptoms
Altered Mental StatusSeizure
Respiratory DistregEailure

v

v

IV Access Protocol
p49

IV Access Protocol
p49

v

v

Atropine2mg VIO IM

resolve as available

Repeat @ min until symptoms

Atropine2mg IVIQ'IM
Repeat @ min until symptoms
resolve as available

DuoDote X1 dose IM

at 10 minutes

EMS Provider Usmnly, if available
May repeat A if symptoms retum

DuoDote 8 doses IM
EMS Provideonly, if available

»la

Seizure Adult Medical Protocol
p61

Lad )

Y

Seizure

Notify Receiving Facility
Contact Medical Control As
Necessary

Pearls

REQUIRED EXAMental Status HEEN THeart, Lungs Abdomen Extremity, Back Neuro

*Each DuoDote Kit contaiB80mg2-PAM and2.1mg of Atropine The kits in the ambulance are intended for responder use. dfiyhen the emergency cache

has been released by the State of Wiscojtsiase kits may be used for the general public
SLUDGEM Salivation Lacrimation Urination (Incontinencg, Defecation(Incontinencg, Gl Upset Emesis Miosis

For patients with major symptomghere is no max dosing for Atropineontinue administering until salivatiésecretions improved

Follow all Hazmat procedurestrictly adhere to personal protective equipment for exposure prevention and begin decontaminatian early

Patients who have been exposed to organophosphates are highly likelydake sure to use all responder PPE and to avoid exposure to clothing or exhal
of victims Helicopter EMS is generally NOT appropriate for these patients

Acholinergic crisigs an ovesstimulation at a neuromuscular junction due to an excess of acetylch@i@h, as of a result of the inactivity or inhibition of the
AChE enzyme&vhich normally breaks down acetylchaline
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VB Medical Control

Pertinent PositivesNegatives
Age VS SpQ, EtC@, RR
SAMPLE history
OPQRST history

HeadacheNause&Vomiting
Chest PaipArrhythmias
Respiratory Distress
Seizures

Carbon Monoxide PoisoningAdult

Differential
Acute Myocardial Infarction
Hypoglycemia
Diabetic Ketoacidosis

1 Influenza
§  Other toxic

inhalation
Tension Headache

Known or suspected CO Exposure
Source and Duration of Exposure
Dysrhythmias

Subarachnoid Hemorrhage

Mental Status Change Acute Stroke 1

Vomiting

General ApproachAdult Medical

Stage
Call for Law Enforcement afat
Additional Resources

Provider Safety

Consider Need for ALS Level Servig
EARLY

Consider SCBA if Toxic Inhalation

Suspected Yes

v

Remove patient from Suspicious
Environment Administer100%6 02

High Suspicion of Cyanide
(exposed to any products of combustianining
incidents or industrial organic chemisjry

Cyanokit 70mg kg IVIO
(max5g)

Infuse overl5 minutes if
available

Diabetic Emergencies Protocol

p48

Assess Blood Sugar Level

T
>70
Consider Safety of ALL Responders

including Law Enforcement

CarboxHgb
(SpCQAvailable

Go To Appropriate Medical Treatme

Clincal Suspicion
Protocol ici

of CO Toxic

SpCC15%
AND OR

Symptoms o
HypoxiaOR
CO Toxici

Measure Sp@
on Room Air

Asses and

Docment SpC! Treatment for CO Not Indicated

v

Go To Appropriate Medical Treatme
Protocol

SpCQ15%AND OR
Sp@<93%

Administerl00 02 via NRB

12-Lead ECG Procedure Arrhythmia/ >
p129 STEMI
4

Sinus Rhythm
v

Go To Appropriate Cardiac Arrhythmia
or STEMI Protocol 4p

Treatment for CO Not Indicated

BEFAST Procedure
p165

Suspected Stroke Protocol
p64

Consider Screening Horwork Positive
Environment for elevated CO

Go To Appropriate Medical Treatme
Protocoal

Notify Receiving Facility
Contact Medical Control As
Necessary

Negative

Pearls

REQUIRED EXAMS GCSMental Status Neuro, Abdominal ExamCardiovascular
Fetal hemoglobin has a stronger affinity for CO than adnitl will preferentially take the CO from the Motheiving her a FALSE LOW SpCQ. level
Hospital evaluation should be strongly encouraged for any pregnant or suspected to be pregnant;fatiabspitals should have access to Badievice

The absence or low levels of SpCO is not areliable predictor of firefighten exposures to other toxic byproducts of combusti@onsider the Cyanide
Poisoning Protocol

Multiple patients presenting with vagufluenzalike symptoms simultaneously should raise your suspicion of CO expdsirabout home heating methods

generator useexposure to combustible fuels
Medical Protocols Adult




Pain Management Adult

VB Medical Control

Pertinent Positives and Negatives Differential
Age VS GCS Head injury Pneumdhemo-thorax
SAMPLE History Spine Injury Pericardial effusion
OPQRST History Compartment Syndrome Aortic Dissection
History of chronic pain Fracture Sprain Strain Internal organ injury

General Approaclit Adult
Medical-OR Trauma

// ~

/
None ¢ Mild Pain // Assess Pain\ Moderate/ Severe Pain
04 0-10Pain Scale (5-10)

v v

Sos cey A?;:ﬂ'ggg:;n RISnalkg Place patient on cardiac monitaontinuous
SpQ and EtCQ

Consider Ibuprofen PO
10mg kg(Max400mg) Consider IN Fentangmcg kg (max50mcg
per narig

Consider NITROUS Procedure
p182

Y +

1V Access Protocol

Reass ? ¥ Worsening 049
Consider* Ketorolacl5mg IV OR

** Ketorolac30mg IM

Consider Fentan@l5-1mcgkg IVIQ'IM
(max100mcg
Max3doses

Consider Ketamin@.25mgkg IVIO
(max dose25mg)
Max3doses

Consider Ondansetrob15 mgkg IVIQ/
ODTIM (max4mg)

Document response to meg€gS |
(HRBR SpQ, EtCQ)

Continue with Adult Specific Protocol

Notify Receiving Facility
Contact Medical Control As Necessa

Pearls
REQUIRED EXAMtal Signs GCSNeuro ExamLung SoundsAbdominal ExamMusculoskeletal ExamArea of Pain

1  Provider discretion to be used for patients suffering from chronic pain related isidoggever please note that history of chronic pain does ng
preclude the patient from treatment of acute pain related etiologies
Pain severitf0-10) is a vital sign to be recorded prand postmedication delivery and at disposition
As with all medical interventionassess and document change in patient condition @anel posttreatment.
Opiate naive patients and the elderly can have a dramatic response to analgesic medjcatidiew and titrate up as appropriate
Allow for position of maximum comfort as situation allaws
Acetaminophen or Ibuprofen if no contraindications may be considered for analgesic benefit in the setting .of fever
** Ketorolac is contraindicated in Pregnancyanticoagulation or bleeding diathesesnticipated surgeryNSAID uséncluding EMS
administered ibuprofer), Gl bleedingpossible intracranial hemorrhageenal disease Extreme caution in females of reproductive age
(hospitals will not give to patients without a negative pregnancy tgselderly patients and potential renal insufficiency
*QOral medications are contraindicated in anyone who may need an emergent surgery or procedifiia doubt, don@give PG.
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Refusal Protocoi Adult

Differential
Mental Status Cardiac Dysrhythmia 1 Sepsis
Pale Cool Skin Hypoglycemia 1  Occult Trauma
Delayed Cap Refill Overdose 1  Adrenal Insufficiency
Toxidrome

VB Medical Control

Pertinent Positives and Negatives
Age VSBRRRSpQ
SAMPLE history
OPQRST history

General Approaclg Adult, Medical

>18 Years of AgOR

Court Emancipated MinddR

Legally Married Person of Any AQR

Unwed Pregnant Femakd8 IF and ONLY EEMS Call
Related to Pregnancy

ParenfLegal Guardian of Patien Pediatric Refusal Protocol
Can Be Contacted pl108

Yes

|

Altered Mental Statu®R
Impaired Decision Making Abili§R Transport Required Under Implied Consent
Hallucinations or Thought DisordoR 1 OR

Incapacitated OR Police Protective Custody

Suicidal or Homicidal Ideation

l

No

v

Clinically Intoxicatett OR C  Consult PD To Determine Appropriate Disposition
EtOH Use ANPrudent EMS ProvidBelieves 1 C  Transport by Ambulance or Alternatig@/isconsin State Statutel.45)
TreatmentlSNeeded C Pdlice Officer Name and Badge Number REQUIRED in Documentation

l

Iio

Bronchospasm Resolved after ONE Nebulizer Treatment
OR L Ves»> Refusal After EMS Treatment Protocol
InsulinOnlylnduced Hypoglycemia Resolved After ONE p60

Treatment

|
No

v

Document assessment including physical exam and \dttaisast ongpreferentially two>5 minutes apar} full set of vitalgGCSAVPUBR HR RRSpQ and
evidence of decision making capacity

Blood glucose check and documentatfonany patient with history of diabetesEtOH seizure OR altered mental status

Assure that the patieriparent/guardian understands the possible consequences of refusal

Complete documentation of refusal and obtain signatures

Contact OrLine Medical Control for refusals that arise after EMS treatment has been initiated

Pearls

REQUIRED EXAMS GCS$SNature of Complaint
*Incapacitated definition A person whpbecause of alcohol consumption or withdrawialunconscious or whose judgment is impaired such that they are
incapable of making rational decisions as evidenced by extreme physical debilipdiysical harm or threats of harm to themselyethers or property Evidence
of incapacitationinability to stand on ones owstaggeringfalling, wobbling vomit/ urination/ defecation on clothinginability to understand and respond to
guestions DTsunconsciousnessvalking or sleeping where subject to dangeastile toward others
** |ntoxicated definition A person whose mental or physical functioning is substantially impaired as a result of the use af alcohol
If there is ANY questiodo not hesitate to involve Law Enforcement to ensure the best decisions are being made on behalf of the patient

Medical Protocols Adult




Refusal After EMS TreatmentAdult

VB Medical Control

Pertinent Positives and Negatives _Differential .
1  AgeVSBRRRSPQ Mental Status Cardiac Dysrhythmia 1 Sepsis

: Pale Cool Skin Hypoglycemia 1  Occult Trauma
msANELE h|§tory Delayed Cap Refill Overdose 1 Adrenal Insufficiency
1 OPQRST history ;

Toxidrome

Refusal Protocot Adult, Medical

Reason for EM

BronchospasiResolved after Nebulizer o
Activation

Insulinonly Induced Hypoglycemia

) 4

Asymptomatic After One Treatment
:rfﬁ ergggg; EC OnS'S;Z?t withiMid Asymptomatic After Treatment
Ni r;_ N0 Sput xat;?ébr_llor:]o Patient is on insulin ONI@oes not

pain no sputum e take ANY oral diabetes medicatiyns
hemoptysis ANYWN 02 ANYWNo———— . . S

; Presentation consistent with simple
Not hypoxic after Treatmer(BpQ * ;
- hypoglycemia
>93%) Transport Required ; ’
Complete Resolution of Symptoms OR Miralisian i aferircatment
Vital Signs WNL after Treatment Police Protective Custody No indication of intentional overdose
) Contact OrLine Medical Control as necess

Consider Additional Patient Safety Measures
A Family Member or Caregiver is available to stay with the patient to /assisate EMS if symptoms return
Assure that the patieriparent/ guardian understands the possible consequences of refusal
Request the patient to follow up with their physician as soon as possibloatudcontact9-1-1 if symptoms retum

l |

ALLYe® ANYWQ

Document assessment including mental staptg/sical exanvitals, and SpQ
Blood sugar evaluation and documentation &ory patient with history of diabetes Transport Required
EtOH OR altered mental status OR

Assure that the patieriparent/guardian understands the possible consequences Police Protective Custody

refusal Contact OrLine Medical Control as necessary
Complete documentation of refusal and obtain signatures

Pearls

REQUIRED EXAMS GCSNature of Complaint

1 *Incapacitated definition A person whobecause of alcohol consumption or withdrawialunconscious or whose judgment is impaired such that they are
incapable of making rational decisions as evidenced by extreme physical debilpdtysical harm or threats of hamm to themselyethers or property Evidence
of incapacitationinability to stand on ones owstaggeringfalling, wobbling vomit/urinatior/ defecation on clothingnability to understand and respond to
guestions DTsunconsciousnessvalking or sleeping where subject to dangeastile toward others
Simple Hypoglycemia for these protocols is definedhgigoglycemia caused by insulin ONLY and not suspected to be due to occult infection or trauma
** |ntoxicated definition A person whose mental or physical functioning is substantially impaired as a result of the use af alcohol
Ifthereis ANY questiodo not hesitate to involve Law Enforcement to ensure the best decisions are being made on behalf of the patient
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Seizure- Adult

VB Medical Control

Pertinent Positives and Negatives
Age VS GCSSpQ, Blood Sugar
SAMPLE History
OPQRST History
Seizure HistoryMed Compliance

Differential
Hypoxia Drugs EtOH Abuse
Hypoglycemia Drugs EtOH Withdrawal
Electrolyte Imbalance Occult Head Injury
Eclampsia Tumor
Stroke Liver/ Kidney Failure
Hyperthemia Infection/ Sepsis

Bowel or Bladder Incontinence
Tongue Biting

Pregnancy History

Evidence of Trauma

Number of Seizures and Duratio

General Approaclt Adult, Medical

Consider ALSarl Environmenta Notify Comm Centy
nst y ) and Hazmat Tean) HazmajGeneral Protocol
Prolonged Selzgrets AregBAD for Neurologic CagisoZLIgXlC Ensure Responde p79

SLCOITE and Public Safety

Actively Seizing 0
EMS Arrival

Diabetic Emergencies Protocol

P48 Blood Glucose

Blood Glucose€———<70——p|

>70 >70
Y v
Loosen Constrictive Clothin:
Protect Patient from Injury 9 Midazolam0.1mgkg IVIO(max5mg) OR
Consider Airway Management Protocol Midazolam2md kg IM IN(max10mg)

IV Access Protocol p32 OR
p49 Lorazepan®.lmgkg IVIQ'IM (Max 2mg)

\ 4 \ 4
Loosen Constrictive Clothing
Protect Patient from Injury

Monitor and Reassess

IV Access Protocol
p49

Normal Mental
Status

Seizure

Yeﬁw

No

c N?\t/l'fy dReIC%'V'”g 'lzic”',fly Midazolam0.1mg kg IVIO(max5mg) OR
ontact Medical ontro S Necessal | MIdaZOIamngkg IMIN(maXlOmg)

OR

. » Lorazepan®.1 mg kg(max2mg) IV IQ' IM
Contact Medical Control for additional me dsg
as needed [
Pearls

REQUIRED EXABlood SugarSp, GCSNeuro Exam
Midazolam is effective in terminating seizurd3o not delay IMIN administration to obtain IV access in an actively seizing patient
Do not hesitate to treat recurre nprolonged(>1 minute) seizure activity
Status epilepticus B2 successive seizures without recovery or consciousness in betiiérrse patients require airway management and rapid transport
Assess for possibility of occult traupsabstance abuse
Active seizure in known or suspected pregnasfyweeks give Magnesiurdgm VIO overlO minutes

Medical Protocols Adult




EMR

B EMT

i Sepsis Adult

VB Medical Control

General Approaclt Adult, Medical

Are Systemic Inflammatory Response Syndrd8IR »
criterial met?

1 Temperature>38°C(1004°F OR ChiliRigors
1  Temperature<36°C(96.8°F) 1  Monitor and reassess patient as indicated
1 Pulse>90 ‘ <2 Criteria ) 1  Notify Receiving Hospital for any changesin
1 Respiratory Rate20 Met patient condition
1 EtCQ<5 1  Consider Pain Mgmt Protocol
1  Acute Mental Status Changes from Baseline
Continue Treatment per Appropriate Medical
Protocol
>2 Criteria Met
Is the patien® history/ complaint suggestive of an
infection? (Consider all sources of infectipn
1  Respiratory
T uTl
1  Abdominal Infection
f  Blood Stream Catheter Infection f  Monitor and reassess patient as indicated
I Bone or Joint Infection ————No————» ¢ Notify Receiving Hospital for any changes in
1 Skin or Soft Tissue Infection patient condition
1  Central Nervous System Infectiire. Meningiti9
1  Endocarditis
i Recent Surgery Continue Treatment per Appropriate Medical
Protocol

Yes

Notify Receiving Hospital 6SEPSIS AL ERIE part of radio report

Begin IVFand Consider Sho¢kNon-Trauma Protocol Notify Receiving Facility
Consider ALS interceptVF resuscitation and pressors with early Contact Medical Control As Necessary
antibiotics are key to patient survival

Pearls

REQUIRED EXAMS SpQ, Blood GlucoseNeuro ExamCincinnati Stroke Scale

SIRSThe bod® inflammatory response to an insult that results in the activation of the immune response

SepsisSIRS documented or highly suspected infection

Severe SepsiSepsist sepsis induced organ dysfunction

Septic ShockSepsianduced hypotension persisting despite adequate fluid resuscitation resulting in tissue hypoperfusion

Surviving Sepsis Campai¢®SE An international initiative to reduce mortality in patients with sepdigortality with severe sepsis B0-50%
and increases t60%when shock is presentThere are750,000new cases an@10,000US fatalities are attributed to sepsis annually

The importance of early identification of sepsis and prompt appropriate treatment cannot be under&d&is the critical first link

Fluid resuscitatiorpressors and EARLY antibiotics are the things that save lives in sepsis

Medical Protocols Adult
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Hypotension/ Shock(Non-Traumg - Adult

VB Medical Control

Pertinent Positives and Negatives
Age VSBRRRSpQ
SAMPLE history
OPQRST history
Source of blood los# any(G| vaginal AAA ectopig
Source of fluid lossf any(vomiting, diarrhea fever)
Pregnancy history

Mental Status

Pale Cool Skin
Delayed Cap Refill
Coffee Ground Emesis
Tarry Stools

Allergen Exposure

Differential
Cardiac Dysrhythmia 1 Sepsis
Hypoglycemia 1  Occult Trauma
Ectopic Pregnancy 1  Adrenal Insufficiency
AAA

=4 =4 =4 -8 _a_n

General Approaclg Adult, Medical

\ 4

Diabetic Emergencies

Blood Glucose ~<70or>250 Protocol  §8

Go To Appropriate Cardiac Dysrhythm Abnorm 12 Lead ECG Procedure
OR STEMI Protocol 42p p129

BOTH Nomal

IV Access Protocol Consider Airway Management Protocg
p49 p32

Consider Sepsis Screening Protoco
p62

\ 4

Repeat and Document Bissess for evidence of
adequate perfusion

Consider IVF bolus/IND, repeat as indicated Etiologies& Considerations
for patient condition
CAUTION in CHfelume overload

Hypovolemic
Norepinephrine infusion IF Available (Dehydration GI Blee)
Start4-16mcg min IV10

Titrate to SBR-100, MAP>65, or signs of Distributive
improved perfusion (SepsisAnaphylaxik
OR
Epinephring(1:10,000) infusion Cardiogenic

Start2-10mgmin VIO (STEMICHF)

If suspected imminent arrest
p Consider push dose EpROmcg ({90 Obstructive

Acute Adrenal Insufficiency - .
State where the body cannot produce Sep m?fuitrﬁrs)r(SWB:é.Oer:\f/IuéliDo;ﬁS, OLSIURS (PETamponadg

enough steroidsPrimary adrenal diseas
vs recent discontinuation of steroids
(Prednisongafter long term use

Methylprednisone2mg kg M 10 Notify Receiving Facility

M (max125mg) Contact Medical Control As Necessary

Pearls

REQUIRED EXAMS GCSRR Lung soundslVD

1  Shock may present with normal VS and progress insidiotatyycardia may be tHest and onlysign of shock

1 *Patients receiving a fluid bolus should be continuousfgva uated for signs of fluid overload@his is especially true for patients with suspected obstructive (
cardiogenic etiologies of shack

1 Ifevidence or suspicion of traummove to Hemorrhage Protocol early

1 Document respiratory ratéSpQ and breath sounds with 1V Fluidgsd consider Pulmonary Edema Protocol as appropriate

Medical Protocols Adult




Suspected Stroke Adult

VB Medical Control

Pertinent PositivéNegative
SAMPLE History
OPQRST History
History of CVATIA
Previous Cardia®&/ascular Surgery
Anticoagulant Use

Weaknesg Paralysis Differential

Aphasid Dysarthria T TIA T Occult Trauma
Headache 1  Seizure 1 Stroke _

Vertigo 1  Hypoglycemia -Ischemid~85%)
Seizure 1  Tumor -Hemorrhagi€~15%)

General Approaclg Adult, Medical

v

BEFAST Stroke Screen Procedure
pl65

>1item(s) positive

Keep Scene Timel0 min.

v

Blood Glucose € <70 or >250»

Diabetic Emergencies Protocol

p4s

Go To Appropriate Cardiac Dysrhythm
OR STEMI Protocol 42p

12 Lead ECG Procedurel29

Airway Mangement Protocol

0,
SpQ@ <«— <93%—> 030

1
>93%

Establish Definite Time of Last | _ Call EarléStroke Aler to
Known Well(actual time) <24hours» Stroke Facility

FASIED Stroke Screen 166
If FASTED positive alert adpotential LV®@
>24 hours (Large Vessel Occlusjon

1V Access Protocol

p49
“«€—SBR10Gp> Monitor and Reassess BP

SBP100

Consider ShodkHypotensionNon
Traumg Protocol 63

Monitor and Reassess Symptoms

Notify Receiving Facility
Contact Medical Control As Necessal

Pearls

REQUIRED EXAMS SpQ, Blood GlucoseNeuro ExamBEFAST Stroke Scale
In Stroke BEFAST, Sudden onset oBalance loss or incoordinatioiyed vision changedacial AsymmetryArm Strength Speech difficulty or
Terrible headache
Be very diligent observing for airway compromise in suspected acute Ssakdlowing vomiting, aspirating.
Consider Elevate Head of Stretci&30 degrees
Hypoglycemialnfection and Hypoxia can present with Neurologic defgpecially in the elderly
IV Access is importasitut establishment of a line should not significantly delay initiation of transp®bine lost is brain lokt
Pre-notification to the receiving hospital is critical to ensure timely brain imagidginistration of thrombolytics and thrombectomy
procedures
When calling in last known well timelentify actual time vsduration of symptoms
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Syncope or Neabyncope

VB Medical Control

Pertinent Positives and Negatives Differential DM, CVASeizureTox
Age VS SpQ, EtCQ, RR Head Injury Sepsis
SAMPLE history Electrolyte Abnormality Hypothermia
OPQRST history Psychiatric Disorder Hypothyroidism
History of DMmedic alert bracelet Cardiac Dysrhythmia Pulmonary

General Approaclg Adult, Medical

\ 4

Diabetic Emergencies
Blood Glucose 152 Protocol g8

Go To Appropriate Cardiac
Dyshrhythmia or STEMI Protocol

<€—Abnormat— 12 Lead ECG Procedure 12p

12-Lead Normal
Blood Glucose70and<250

Suspectedpg;roke Protocol “€—Positive— BEFAST procedure 165

Negative

IV Access Protocol 49

Consider IVF bolus/IND, repeat as
indicated for patient condition

|

Notify Receiving Facility
Contact Medical Control As Necessa

Consider causes of presyncofimpending arrest syndrome
Acute coranary syndronf&C$ :look for evidence of ischemia
Tachydysrhythmias
Bradydysrythmias and heart bloks
Wolff-ParkinsoAwhite (WPW: look for short PRorolonged QRS and a delta wave
Brugada Syndroméook for rugada sin with coved ST segment elevaitimm in>1 V1-V3 followed by a negative T Wave
Hypertrophic Cardiomyopaatt{#iCM: look for evidence of left ventricular hypertrophy with deep narrahagger liké Q waves in lateral and inferior legaeay
also have left atrial enlargement
Long or short Qintervals look for a Q Te3000r >450
Arrythmogenic Right Ventricular Dyspla@®& VD look for epsilon waves/- T wave inversions inlW/3
MiscellanousPEright sided heart strairelectrolyte abnormalitiedCH etc.

Delta Wave Epslion Wave

Wolff-Parkinson-White Brygada Hypertrophic Arrythymogenigc Right Ventricular Dysplasia
{wpw) Syndrome Cardiomyopathy (ARVD)

Pearls
REQUIRED EXAWMS GCSHead Neck Blood Glucose
Pay special attention to head and neck exam for bruising or signs of. injury

SyncopéAltered Mental Status may be the presenting sign of environmental hazaodss Protect yourself and other providefscommunity if concern
Involve Hazmat early

Safer to assume hypoglycemia if doubt exi®echeck blood sugar after dextrégkitose administration and reassess
Do not let EtOH fool yol Alcoholics frequently develop hypoglycemidcoholic Ketoacidos{®&\KA and often hide traumatic injuriés
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General Approaclt Adult, Trauma
v

= \75925“2? A N s OPQRST History Differential
Time of InjuryMechanism of Injury Pain/ Swelling 1 Stroke 1  Elder Abuse

Mental Status 1 STEMI 1 Domestic Violence
DS Hypotensior/ Shock 1 Overdose 1  NonAccidental Trauma
SAMPLE History

Assessment

Activate MCI Incident

l ) Notify Comm Center
Consider Base Hospital

Multiple
Patien

Consider Additional
Resources
MCI if Necessary

No
Unsafe Stage l

Call for Law
o Enforcemgnt antbr . Pulseless Traumatic Cardiac Arrest
Insufficient Additional Primary Survey ™ Aoneic Protocol [0
Resources p

A\ 4

Minimize Scene Time
Notify Receiving Facility ¢
Trauma Patient Eary

Sufficient

Notify Comm
Center, Activate
Hazmat Resource

Exsanguinating ) Hemorrhage Control
Hemorrhage Protocol 81

Consider Airway Obstructi Obstructed Airway
Procedure {32 Ventilations Inadequate

. ShockHypotension
Airway Manage ment

(Traumg Protocol 85
Protocol (82 Ventilations Adequate

| BP and HR Adequate
Airway Patent
Poor Chest Compliance OR
Unstable VS

Support Airway
Support Oxygenatign
Consider Chest Support Circulation
Decompression
Procedure {63

A\ 4

Selective Spinal Motion Evaluate and Treat Per

Restriction Protocol 84 ApproPp ;(l)a:;i;rau ma

Pearls
REQUIRED EXAMtal SignsGCSLoss of Consciousnedsocation of Pair(then targeted per Appropriate Trauma Protocpl
1 If presentation is not consistent with traumatic mechanism consider potential medical etiologies
1 Trauma Destination for patientsl8- Pediatric Destination Determination Protocd 18
1 Assess for major trauma criteria immediately upon patient contact
-RR<100r >29; SBR90; Pulse<50 or >140, GC13; Sp2<93%
-Transport to Trauma Centaminimize scene time to goal e10 minutes
Disabilityc assess for neuro deficits including paralysisaknessabnormal sensation
Suspect Tension Pneumothorax when
-Mechanism consistent with Chest TraunResp Distres®ecreased Breath Sounds/D Low BPTachycardiaTracheal Deviation
-Signs and Symptoms of Tension Pneumothorax may be presgnadr withoutpositive pressure ventilations
-Needle Decompression should be performed witBl'd4ga needle at the™ intercostal spacemidclavicular line
-If repeat decompression necessacpntinue to move laterally along the superior aspect of3eib

Trauma ProtocolsAdult




\YB Medical Control

Destination Determinationc Adult, Trauma

Step One

Measure Vital Signs and Level of Conscioushess

A

Any Airway Compromise not
able to be managed by EMS
should be taken to the CLOSH
FACILITY for stabilization
immediately

Glasgow Coma Scale M3
Systolic blood pressurgnmHg <100mmHG

Respiratory rate <100r>29 bpm
OR need for ventilation support

No

v

Step Two

Assess Anatomy of Injury

A 4

Penetrating Injury to headheck torso, extremities proximal to knee
Chest wall instability or deformity

»2 proximal long bone fractures

Crusheddegloved or mangled extremity

Transport to Level or 2
Trauma Center
Notify via Radio as early a:
possible

<18transport to Levell
Pediatric Trauma Center

Amputation proximal to wrist or ankle
Pelvic fracture

Open or depressed skull fracture
Paralysis

e R EE]

No

v

Step Three

Assess Mechanism of injury and evidence of High Energy Impact

Falls> 201t
High Risk Auto Crash |
Auto vs PedestriavBicyclist thrownrun over or significant20 mph) impact

Motorcycle crast»20 mph

No

v

Assess Special Patient or System Considerations

Agexp5 years
Anticoagulation and bleeding disorders
Burns

- without other traumg transport toburn facility

- with traumatic mechanispitransport totrauma center
End Stage Renal Disease requiring Hemodialysis
Pregnancy0 weeks
EMS provider judgment

No

v

Step Five

Transport according to Appropriate Trauma Protocol

https:// www.dhswisconsingoVv/ publicationgp0/ p007 3Qpdf

Trauma ProtocolsAdult

Transport to closest
appropriateLeveled Trauma
Center

Consider Trauma Center or

Specialty Resource Center

Contact Medical Control as
needed




VB Medical Control

Pertinent Positives and Negatives
Age VS Pulses distal to wound
SAMPLE History
OPQRST History
Description or photo of offending creature
Tetanus status

Immunization History of
Creature(if known)
Domestic vsWild Animal
Allergic Reaction
Hypotension ShockFever

Differential
1  Penetrating Trauma
1  Dry Bite(Snakg
1  Absces&ellulitis

Bites and Envenomations Adult, Trauma

1  NonAccidental Trauma
1 Projectile Injury

Hemorrhage Control Protocol
p81

General Approaclt Adult, Trauma

Offending

Organisn(s)
Neutralized

No
h 4

Evaluate Pain

Moderate OR
- >
Severe

Call For Resources
Stage Until Scene Safe

Contact Dane Cénimal Control
1-608-2552345

Allergic Reaction Protocol
p46

Consider Pain ManagemeaqiAdult,
Protocol B8

None or Mild
Y

Identification of

Spider, Bee Wasp Hornet

v

Immobilize Injury
Remove jewelry distal to bite

Yes

Consider
Midazolam0.1mg kg (max5mg IV 10

Offending Organi

Mammalian Bite(including Human

\ 4

Snakebhite

Immobilize Injury
Remove jewelry distal to bite

A\ 4

v

Immobilize Injury

Remove jewelry distal to bite

Wound Care Procedure
p179

Mark Edges of Erythema with Marking B

Notify Receiving Facility
Contact Medical Control As Necessa

REQUIRED EXAMS GCSEvidence of IntoxicationAffected Extremity Neurovascular Exam
Cat bites may not initially appear seriqsit can progress rapidly to severe infection
Human bites have higher rates of infection than animal bites and necessitate evaluation in the Emergency Departmentdticantib
It is not necessary to bring the offending inseasimals or reptiles to the ED for identificatichis may result in added danger to others
Bites on the hands and lacerations over knuckles should be assumedfaghe Bites until proven otherwiseand need evaluation
Brown recluse spider bites are usually painless at the time of Bligén and tissue necrosis develops over hours to days
Immunocompromised patients have higher risk of infectiohhink Diabetes ChemotherapyOrgan Transplant

Trauma ProtocolsAdult




M

Burnsc Adult, Trauma

Medical Control

Pertinent Positives and Negatives
Age VS
SAMPLE History
OPQRST History
Mechanism of Buntheat, gas chemica)
Time of Injury

Differential

1  Blast Injury

1 Radiation Injury
1  Electrical Injury
1  Cyanokit Need

Singed Facial Hair
WheezingHoarseness
Subjective Throat Swelling
Loss of Consciousness

Cellulitis

Dermatitis

Drug ReactioiStevenslohnson
Syndromég

Consider Need for Airway General Approaclt Adult, Trauma

Management EARLYf concemn
request ALS

Consider CN Exposure for Enclo
Space Fire with Synthetic Materi

Estimate TBS.
Burned/ Severit

A\ 4 \ 4
Minor Burn

Serious Bum Ciitical Burn

<S%TBSAIL ¢ 2" Degree Burn
No inhalation Injury
Nomal BPSpQ

5-15%TBSA2" ¢ 3“ Degree Burn
Suspected Inhalation Injury
HypotensionAltered Mental Status

>15%TBSA2" ¢ 3 Degree Burn
Burn with Trauma
Burn with Airway Compromise

v v

Remove Ring8racelets and Constrictin
ltems

Remove Ring8racelets and Constrictin
ltems

Remove or Cool Heat Soufenot
already dong

Remove or Cool Heat Sou@enot
already don¢

Apply Dry Clean Sheet or Nddherent
Dressing
Consider Plastic Cling Wrap Applicatio

Apply Dry Clean Sheet or NAdherent
Dressing
Consider Plastic Cling Wrap Applicati

A IV Access Protocol IV Access Protocol

2 A p49

A\ 4

Consider Pain ManagemeaqtAdult
p58

LR Preferred over NB available
500mL IVIO
Given ovetl hour

Consider Airway ManagemeqtAdult
p32

Burn to Hand
Feet Face or
Perineum

Transport to Designated Burn Center

Notify Receiving Facility
Contact Medical Control As Necessal

Notify Receiving Facility
Contact Medical Control As Necessa|

Pearls
REQUIRED EXAMS GCSLung SoundsHEENPosterior Pharynx

1
1

Burns to face and eyeremove contact lenses prior to irrigation

Chemical burns require removal of contaminated clothbngsh away dry powder before irrigatiofrlush with copious warm water on scene and continue
irrigation en route Be sure to brush excess away and remove contaminated clothing BEFORE beginning.iEag8tiorubation is strongly recommended if
suspicion of inhalation injurySuspicion is high in patients involved in an enclosed spac@firehave facial burns or show signs of airway involvement
carbonaceous sputupfacial burns or edemdnoarsenesssinged nasal hairagitation hypoxia or cyanosis

Indications of possible Cyanide PoisoninBxposure to fumes from burning Nitriieolyurethane vinyl) Seizurescoma cardiac amrestheadachevertigo andor
cherry red skin color from increased venouadoncentration

Trauma ProtocolsAdult




VB Medical Control

EMS Discretion based on scene or situat
to inititate resuscitation. Recommend
OLMC consulation as soon as possible

General Approaclt Adult, Trauma

v

Injuries Incompatible With Life
(Incineration Decapitation Hemicorpe ctomyor
Obvious Signs of Death

Traumatic Cardiac Arrest Adult, Trauma

Do not attempt resuscitation
Contact LBME
Criteria for Deathwithholding
Resuscitation Policy 1p

T
No
ACLS meds and CPR are less effectivel i
traumatic arrests and priority should be o
treating reversible causes

Potential Medical cause of arrést
(including hangingsuspected hypothermijairowning
or lightning strikep
No
v

Go To Cardiac Arrest Adult Protoca
p37

Did Cardiac Arrest occur prior to EMS arfval

Yes No
v

Apply Continuous Cardiac Monitor \ 4

Begin Resuscitation

Asystole or PEA40? Begin HPCPR Procedur5

I
Yes

¢ +—Isolated Penetrati

Do not attempt resuscitation Isolated Penetrating Injuries to the Thoré&bdomen \ 4
Contact LBME Does the patient meet all three criteria
Criteria for DeathWithholding 1. EMS Witnessed Arrest 1
Resuscitation Paolicy 1§ 2. Isolated penetrating injury to the thorfabdomen

3. Transport time to Levle/III less tharl5 min. Bilateral Chest Decompressio

Yes Procedure 163
v
Begin Transport
Perform interventions concurrently
Provide early notification to hospital

Blunt or
Multisystem injuries

Hemorrhage Controtonsider pelvic

N ) binder, tourniquets wound care

Airway Management

IV Access Protocol 49

Bilateral Chest Decompression Procedure| Consider TXAgm IVIO
p163 Over10 minutes

Airway Management
*consider BIAD for isolated penetrating trauma to thorax/amd

abdomen Rapid transport to nearestll
trauma center _

Follow PosROSC protocol arg_Ye
contact OLMC as needed

IV Access Protocol 4

Consider TXAgm IVIO No
QOverl0 minutes v

Continue Resuscitation During Transport
Follow PostROSC protocal if pulses are restared
Contact OLMC as needed

Contact OLMC for field
termination orders

Pearls

REQUIRED EXARupillary Light ReflexPalpation of PulsesHeart and Lung Auscultation

1  Special consideration for patientg hanging suspected hypothermiadrowning, or lightning strikes follow medical cardiac arrest protocol an
consider early OLMC consultation
Injuries incompatible with life inclugelecapitation incineration massively deforming head or chest injuoy obvious signs of deatp15)
Consider using medical cardiac arrest protocols if uncertainty exists regarding etiology of arrest
Use of along spine board will make chest compressions more effglstivever if spinal immobilization interferes with CPR use reasonable
effort to limit patient and spine movement
Be aware that these may be crime scerds your best to avoid disturbing forensic evidence
If provider safety becomes a concetransport of deceased patients to the hospitslacceptable
Pregnancy EDC can be estimated by palpating the gravid ytdvoge the level of the umbilicus is generaB2 weeks
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Chemical Electrical Burrg Adult, Trauma

VB Medical Control

Pertinent Positives and Negatives
Type of exposuréheat, gas chemica) 1
Central and Peripheral Pulses (blunt vs penetrating
NauseaVomiting Diarrhea 1  Voltage of Electrical Curre (it
Chemical Naméf known) known)

Differential
Thermal Injury
Chemical Burn
Electrical Injury
Blast Injury

Time of Exposurgluration)
Mechanism of secondary injury Abrasion
Contusion
Laceration

Compartment Syndrome

General Approaclg Adult, Trauma

Consider need for Airway
Management EARLY

. o Chemical Electrical Burn Patient Managemerjt
Consider Responder and Citizen Safe

Follow Downed Power Lines Safety Power Lines Scené

Consider provider safetpumber of patients and early
notification of receiving facility

HazmatGeneral Protocol
p79

Estimate TBS.
Burned/ Severit

A\ 4 A\ 4

Minor Burn Serious Bum Ciitical Burn

<SUTBSAL ¢ 2" Degree Burn
No inhalation Injury
Nomal BPSpQ

5-15%TBSA2" ¢ 3" Degree Burn
Suspected Inhalation Injury
Hypotension Altered Mental Status
Preferred Transfer to Burn Center

>15%TBSA2" ¢ 3¢ Degree Burn
Burn with Trauma
Burn with Airway Compromise
Preferred Transfer to Burn Center

Irigate Involved Eye) with 2L NS or
Sterile Water X5 minutes
Repeat as needed

Consider BurnTrauma Protocol
p69

S

Continuous Cardiac Monitor for ALL
Y

Consider Cardiac Dysrhythmia Protoéds
»

Electrical Burns

Y

Eye Involveme

No
\ 4

Flush Bumed Areas with Normal Sal

Appropriate

x 15 minutes
Repeat as needed

Consider Pain Managemewdult
p58

4
Notify Receiving Facility
Contact Medical Control As Necessal

Pearls

REQUIRED EXAMental Status HEENTHeart Lungs Abdomen Extremity, Back Neuro
Provider Safety is paramounEnsure Chemical Source is not a hazard to responders and Electrical Sources are not contacting patient p
assessmentDomRallow yourself or your crew to become victims
Safety Firdt Assure a Chemical source of burn is NOT a hazard to resporsre an Electrical source of burn is OFF or no longer contad
pt.
High Voltage Electrical Bur@600volts) require spinal immobilizatiorcontinuous cardiac monitor and IV access regardless of external
appearance of injury
Chemical burns require removal of contaminated clothiomysh away dry powder before irrigatiorfr-lush with copious warm water on scene
and continue irrigation en routeBe sure to brush excess away and remove contaminated clothing BEFORE beginning irrigation
Superficial appearance of Electrical Burns does NOT indicate severity of underlying tissue damage
Attempt to locate contact points in Electrical Burgsnerally contact point with source and where patient is ground@d not refer to them as
entry or exit wounds Surface appearance may belie the damage below
Electrical Burns cause ventricular and atrial irritability and dysrhythraiggipate cardiac problems and treat accordingl
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Chest Injurygc Adult, Trauma

VB Medical Control

Pertinent Positives and Negatives SAMPLE History Differential Bronchial Tree Injury
Type of injury OPQRST History Simple Pneumothorax Tracheal Disruption
Mechanism(blunt vs penetrating Evidence of Intoxication Tension Pneumothorax Great Vessel Laceration
Respiratory EffortAdequacy Evidence of MuliSystem | 1  Pericardial Tamponade Cardiac Contusion
Abnormal Breath Soundanilateral vsbilateral) Trauma Aortic Root Disruption Cardiac Laceration

General Approaclg Adult, Trauma

v

Selective Spinal Motion Restriction
Protocol B4

IV Access Protocol Consider Pain Managemeni
p49 Protocol p8

'

Mechanism Penetrating————

A\ 4 \ 4
Stabilize Foreign Body if
Assess Breath Soun@&pQ applicablge Assess Breath
SoundsSpQ

[ 1 [ 1
Clear and Equal Decreased Unilateral OpenORSucking Decreased Unilateral Clea_r and Equal
Bilaterally Breath Sounds Chest Wound Breath Sounds Bilaterally

Support Support
Ventilations Apply Occlusive Ventilations
Assist Ventilations as Needed | Monitor VS watch Dressing and Assist Monitor VSwatch Assist Ventilations as Needed
for JvDtracheal Ventilations for JvVDtracheal
deviation deviation

\ 4

Signs of Tensi

Continuous Cardiac Monitor
Pneumothor.

Yes
v v

ChestDedless Continuous Cardiac Monito
Procedure §63

\ 4 v

Consider Airway Manageme| Notify Receiving Facility Consider Airway Managemel
Protocol 82 Contact Medical Control As Necessal Protocol 82

Pearls

REQUIRED EXAMental Status HEENTHeart, Lungs Abdomen Extremity, Back Neuro

1 Consider tension pneumothorax in any patient with penetrating chest traun@R blunt chest trauma with decreased unilateral breath
sounds hypotension tachycardia hypoxia, tracheal deviation(late) or JVD(late)

1 Aortic root injuriesbronchial disruption and tracheal disruptions are common with major deceleration injigeMVQ

1 Cardiac contusions are common with blunt chest trayemad may present with ectopyPVCs or even STEMI appearance on cardiac monitor

1 Pericardial Tamponade is a surgical emergency and needs rapid trankpok for muffled heart tongsypotension tachycardia
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Prolonged Crush Injurg Adult, Trauma

VB Medical Control

Pertinent Positives and Negatives Differential
Age VS GC_S Building pollapsgtrench 1 Compartment Syndrome
SAMPLE Hl_story collapse |nc_iustr|al a_cm_dent 1 Entrapment without Crush
OPQRST History ) heavy equipment pinning 1 Fracture SprainStrain
Crushed under heavy loa@0 min

General Approacig Adult, Trauma Management of Crush Injury Patient
Crush Injury should be suspected in prolongéd
\ 4 pinnings>1 hour, AND proximal to the knee or|
elbow.

IV Access Protocol 49

Selective Spinal Motion Restriction Consider IVF Bolug/ I, Repeat as Th;sra;:)rg(tac;loicr)]l ;f\laoc':l';?];?;(éﬁ;ﬁ;h:gb?;nﬁé:ﬁet
Protocol B4 indicated for patient condition

\ 4
Continuous Cardiac Monitor P NS EERA e e TICH P
(when possible

3 Sodium Bicarbonats0OmEq IVIO
Hemodynamical AND*

Unstable

Go To Appropriate Cardiac Arrest Protg

. Shock Hypotension(Traumg Protocol
At risk of crush syndrome p85

Immediately Prior to Extrication hyperkalemidrhabdo

Albuterol2.5mg 3mL Neb
Repeat as needed to run
continuously No

v

Consider Pain Managememdult
p58

Sodium BicarbonatsOmEq VIO
P AND¥

Calcium Chloridﬁ 110 over3 min

Shock/ Hypotension(Traumg Protocol
p85

Notify Receiving Facility
Monitor and Reassess for Fluid Overloae Contact Medical Control As
Necessary

Pearls
REQUIRED EXAMtal SignsGCSLung SoundsNeuro ExamMusculoskeletal Exam
Structural CollapseCrush Scenes are often full of hazamevider safety is the most important consideration
Patients may become hypothermieven in warm environments
-Hypothermia can lead to coagulopathwyhich will increase bleeding times and have worse outcomes for the patient
Crush injuries can result in hyperkalemia from shift of Potassium out of injured €alidiac monitoring is required ari@-lead ECG preferred
whenever possibléas dicated by the situatign
Monitor extremities for signs of compartment syndrome after crush inj&ain, Pallor, ParesthesiasParalysis Pulselessness anioikilothermia
(inability to regulate core body temperatuye
*Utilize different IV lines or flush between bicarb and calcium to prevent precipitation in the line
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Near Drowning/ Submersion Injuryc Adult,

Traum
\YB Medical Control rau a
Pertinent Positives and Negatives
Submersion in water regardless of depth
SAMPLE History
OPQRST History

Temperature of water
Mental Status Changes

1  Degree of Water Differential
Contamination Spinal Trauma
1 Vomiting Pre-Existing Medical Condition
1  CoughingWheezingRales Hypothermia
RhonchjStridor Aspiration

f The Bends

1  Pressure Injury
o  Barotrauma
o Decompression Sickness
Postimmersion Syndrome

General Approaclit Adult, Trauma

A\ 4

Selective Spinal Motion Restriction
Protocol B4

Mental Status

v v v

Awake and Alert Awake but Altered Unresponsive

\ 4 \ 4

Remove Wet Clothing Consider Airway Management Protocg
Dry and Warm Patient p32

Monitor and Reassess

Encourage Transport and Evaluateven
if asymptomatic

\ 4

Remove Wet Clothing Go To Appropriate AdultlE DICAICardiag
Dry and Warm Patient Arrest Protocol

Monitor and Reassess

\ 4 \ 4

Continuous Cardiac Monitor Continuous Cardiac Monitor

Consider IV Access Protocol IV Access Protocol

p49 p49

Notify Receiving Facility
Contact Medical Control As
Necessary

Pearls

REQUIRED EXAMental Status HEENTHeart Lungs Abdomen, Extremity, Back Neuro
Have a HIGH index of suspicion for possible spinal injutieg diving injury or submersion with unclear details should be fully immobilized
Hypothermia is often associated with nedrowning and submersion injuriesConsider the Hypothermia Protocals appropriate
All patients with NearDrowning/ Submersion Injury should be transported for evaluation due to delayed presentation of respiratory.failurg
With diving injuriegdecompressiort barotraumg consider availability of a hyperbaric champeontact Medical Control early
Neardrowning patients who are awake and cooperative but with respiratory distress may benefit from/ ®BaiEve Pressure Ventilation
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Environmental Hyperthermiag Adult, Trauma

VB Medical Control

. L. . . Differential CNS Lesion or Head Injury
Pertinent Positives and Negatives Hot, dry or sweaty skin
Age VS Mental Status Seizures Alcohol Withdrawa(DT$ Abuse or NegledEldery or

’ Hyperthyroidism(Thyroid Stomh disabled
SAMPLE History Nausea . o .
OPQRST History Hypotension Shock Dehydration 1  Medication(Serotonin

Time and length of exposure to hot environment Fever Coca_me e Sl E e e SyndromeMallgnant
Sepsis Hyperthermig

General Approaclt Adult, Trauma

y
Remove Patient from Hot Environment

(if applicable
Consider Overdos&ympathomimetic Protoc -
p65 ¢

Estimate
Severity of
Symptom

If Evidence of Sympathomimetic O

\ 4 v
Heat Cramps Heat Exhaustion Heat Stroke

Dizzinesd.ightheadednes$ieadache

Iritability, Nausea Marked Alteration in Level of Consciousne

Normal or Mildly Depressed Mental Status May Be Sweating OR HBiry, Red Skin
Mild Tachycardi§<150) Extremely High Templ04'F

Normal or Mildly Elevated Temp

Painful Spasms of Extremities &ad
Abdominal Muscles
Normal Mental Status
Nomal Vital Signs

A\ 4

SemiReclining Position with Head Elevate
Applyl00%Oxygen

Rapid Cooling with Cold Packponge with
Cool Water and Fan

| v
1V Access Protocol
p49

Keep Patient Supine
Apply1l00®%Oxygen
Sponge with Cool Water and Fan

Oral Fluids
Sponge with Cool Water and Fan

Tolerating Oral
Fluids

\ 4
A4 Consider ShoakHypotension(Trauma

| Any Abnorm N IV Access Protocol P85
p49 OndansetrorD.15mgkg IVIO
+ (max4mg
Consider ShodkHypotension If ShiveringConsider
(Traumg p85 Midazolam0.1 mg'kg IVIO
Consider .
A | Ondansetror.15 mgkg(max
4mg) IVIQODT
Execute and Document Patie Requires Ye 4 Notify Receiving Facility
Refusal Protocol 5f Transport > Contact Medical Control As Necessa

\ 4

Reassess and Document Mental
Status VS and ability to take PO

Pearls
REQUIRED EXAWNVS GCSSkin HEENNeuro, Evidence of IntoxicationMental Status
Extremes of age are more prone to heat emergencies due to inability to easiéksiiate from hot environments
Patients on Tricyclic AntidepressamsiticholinergicsDiuretics(i.e. Lasiy are more susceptible to heat emergencies due to medication effeq
Cocaingamphetamines and salicylates all may elevate body temperature or interfere with the ability teegiitate
Sweating generally disappears as body temperature rises at@e
If Heat Cramps resolved without IV Access or Medicatfmmigents may refuse transpartFtolerating oral fluids and VS normal
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Environmental Hypothermiag¢ Adult, Trauma

VB Medical Control

Pertinent Positives and Negatives T
Age VS Mental Status 1  Confusion
SAMPLE History 1  Arrhythmias Jwaves on
OPQRST History ECG
Time and length of exposure to cold environmen§

Cold or clammy skin Differential 1
Alcohol Intoxication q
Hypothyroidism(Myxedema Comja
Dehydration 1
Hypotension Shock Sepsis

CNS Lesion or Head Injury
Abuse or NegledEldery or
disabled

Medication(beta blocker
overdoseg opiate overdosg

General Approaclg Adult, Trauma

v

Remove Patient from Cold Environment
(if applicable
Remove Wet Clothing
Dry and Warm the Patient

v

IV Access Protocol Localized Cold Injury Only
p49 (Frostbite

Manage Wounds Per Bum Protoc@(
Do NOT Rub Skin To Wam
PREVENT Refreezing

NS Warmed Fluids ’io

Blood Glucose Procedure Diabetic Emergencies Protocol
p151 I‘ 70— pas

500mL IVIO over30 min

4 >70
Consider Pain ManagemeqiAdult Y
p58

Estimate
Severity of
Sympto

v v v

Mild Hypothermia Moderate Hypothermia
90-95°F (32-35°Q) 82-90°F (28-32°Q)

Severe Hypothermia
<B2°F(<28°0)

Shivering more violepataxia and

Sympathetic Nervous System Excitatipn incoordination apparent

Heart rate blood pressure and respiratory ral

ShiveringHypertensionTachycardia
Tachypnea
Awake But May Be Confused

Stumbling pace and Moderate Confusion
Appears pale as surface vessels constrict

decrease
Disorientedconfused and combative

retain heat Paradoxically may discard clothing

y

Extemal Rewarming Measures

12-Lead ECG Procedure
pl29

IV Access Protocol Consider Airway Management Protocol
p49 p32

Consider IVF Bolus/I®
(Wamed if availablg,
Repeat as indicated for patient conditic

v

Notify Receiving Facility
Contact Medical Control As Necessa

Pearls
REQUIRED EXAMS GCSSkin HEENNeuro, Evidence of IntoxicationMental Status
Hypoglycemia is found in many hypothermic patiettscause hypothermia may be a result of hypoglycemia
Severe hypothermia may cause myocardial irritability and rough handling can theoretically eBlns@Mase handle carefully
-Do not withhold intubation or CPR for this concdiat only the most experienced provider available shogdahtlyattempt intubation
Below86°F (30°C), antiarrhythmics may not be effectivdf given they should be given at reduced intervalBo NOT attempt to pace below
86°F. If antiarrhythmics necessary for severely hypothermic pati@antact Medical Control
Extremes of agemalnutrition, EtOH and drug abuse and outdoor hobbiesployment all predispose to hypothermia
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Extremity Injury¢ Adult, Trauma
v

Pertinent Positives and Negatives SAMPLE History Differential Abrasion
Type of injury OPQRST History Vascular Disruption Contusion
Mechanism(blunt vs penetrating Evidence of Intoxication Amputation

Central and Peripheral Pulses Evidence of MulSystem | Fracture Dislocation I(_:aocrﬁrat:fmnent Svndrome
Neuro Function Distal to Injury Trauma Sprain Strain pa y

General Approaclg Adult, Trauma

v

Consider Pain Managemen Selective Spinal Motion Restriction
Protocol p8 Protocol B4

Soft Tissue Swelling LacerationAbrasion
Bony Deformity Penetrating Injury

Palpate Pulses Severity/
Evaluate Distal CM Hemorrhage

Mild-Moderate, SevereExsanguinating

Pulses Absent Simple Wound Complex Wound

Pulses Present

Consider Pain Managemerj

Protocol B8 Direct Pressure
4 (if time allow9

Pad and Splint Extremity in Gentle InLine Traction
Place N (Avoid Excessive Fojce

\ 4

Tourniquet Procedure
\ 4 p173

Reassess and Document C
After Splinting

A\ 4

\ 4

IV Access Protocol Consider Pain Managemer) IV Access Pratocol
p49 Protocol 58 p49

Consider Hemorrhage Contt Consider ShodkHypotension
Protocol 81 (Traumg p85

Notify Receiving Facility
Contact Medical Control As Necessa

Pearls

REQUIRED EXAMental Status HEENTHeart Lungs Abdomen Extremity, Back Neuro
Immobilization of bony injuries should include the joint above and beld@int injuries require immobilization of bone above and below
Palpate and document CirculatipiMfovement and Sensation both before and after splint application
Tourniquets should remain in place once hemorrhage control is adeqdte tourniquet is tight enough when the bleeding stops
If active hemorrhage and bofsoft tissue deformitypriority should be put on hemorrhage contriiist, then splintingg remember AB,Q3
If amputated extremities availableeal in a plastic bag and place in cool water and bring to the hospital with the patient
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Eye Pairg Adult, Trauma

VB Medical Control

Pertinent Positives and Negatives Involved Chemical MSDS
Age VS Visual Acuity ContactCorrective Lens Use
SAMPLE History OShooting or 6Streaking Lights
OPQRST History Rust Ring
Time of Injury dLowering Shadein Vision

Differential
1  Globe Rupture 1  Retinal Artery Occlusion
1  Acute Closed Angle Glaucoma §  Chemical Burn
Stroke Y  Retinal Venous Thrombus

General Approaclg Adult, Trauma

Nature of

Pain/ Vision Loss .
Complaint

Injury

\ 4

Assess Visual Acuity

Go To Appropriate Trauma Protocol %—N Isolated to Ey¢s)

Assess Pupils

Focal

) Stroke Protocol l
Deficit p64

Mechanism Blunt/ Trauma

A\ 4

Unrecognized

Chemical Agen Irigate with>1L NS or Sterile Water

\ 4

No
¢ Cover and Protect Both Eyes

Shield and Protect Both ¢ Yes—_ Globe Rupture
Eyes

IV Access Protocol
9 No
p4 \ 4 \ 4
OndansetrorD.15mgkg IVIQODT Shield and Protect
(max4mg) ™ Both Eyes

Assess Visual Acul

Consider Pain Managemeridult
p58

Notify Receiving Facility
Contact Medical Control As Necessa

Pearls
REQUIRED EXAMS GCSVisual Acuity Neuro ExamExtraocular Movements

Stabilize any penetrating object®O NOT remove any embeddetnpaled objects

If Long Spine Board not indicatetainsport with head of stretcher elevated &0 degrees to help reduce intraocular pressure
Remove contact lenses when possible

Always cover both eyes to prevent further injury

Orbital fractures increase concern for globe or optic nerve ipjiajow visual acuity and extraocular movements for changes
Normal visual acuity can be preseaven with severe injury
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Hazmat Generalc Adult, Trauma

VB Medical Control

Pertinent Positives and Negatives Differential CNS Lesion or Head Injury
Age VS Mental Status 1  MSDS Sheet Info Alcohol Intoxication Abuse or NeglegEldery or
SAMPLE History 1  Mode of Release Hyperthyroidism disabled
OPQRST History 1 Number of Victims Drug Abusglntoxication Medication(beta blocker
Time and length of exposure to toxic environment Sepsis overdoseg opiate overdose

Scene Assessment

Stepl ¢ Site Control
o Contact Paison 1 Respond to suspected Hazmat release from
Overdose and Poisoning il el v uphill and upwind
Protocol p4 N 1-800222.1222 1  Utilize binoculars for scene siz@
1  Wear all appropriate PPE
Control the scene by preventing entry into the
area

Exposure

Step2 ¢ Identification of Products
Consider Burng Adult, H e I As soon as safely possibl® products)
Trauma Protocol 69 azmat Exposure involved ]
¢ ) 1 Ifmoderately or extremely hazardousotify
HIT

Do NOT Use Water To Flus 1 Uulldze ERG for ID of placaydsntainers or
Elemental metal¢sodium product(s)

potassium lithium)

Phenols Step3 ¢ Hazard and Risk Assessment

1  Utilize the ERG to make risk assessment

If available dilute these burns

with (in order of effectivenegs

T (Polyelhylene Glycol 9 Inhalational Step4 ¢ Personal Protective I_Equipment _

1  Glycerol Iniur 1  Use the ERG to determine PPE requirement

1 Vegetable Oil Jury 1 Structural Firefighting Protective Clothi(®FP}3
is not recommended for many Hazardous

Materials

o Step5 ¢ Information and Resource Coordination
Additional Helpful Numbers 1  Communicate with additional units as
Chemtrec 1-800-4249300 Albuterol2.5mg' 3mL Neb appropriate

Chemtelt 1-8882553924 1  Update HIT Leader on their arrival

Infotract: 1-800-5355053 Ipratropium0.5mg Neb Step6 ¢ Control Measures
3E 1-800451-8346 1  Confine and Contain product release as
appropriate
1  Consider additional resources as needed

Step7 ¢ Decontamination
2.5mL Bicarb i mL NSNeb Consider appropriate decon after Hazmat
) incident
Inhaled Sodium Bicarb to neutrali i S 1 Confer with HIT Leader as necessary
the HCI formed in the lungs

Step8 ¢ Temmination Activities
Before leaving the scene document all action
and equipment used
Document possible parties namesidresses
Notify Receiving Facility and phone numbers
Contact Medical Control As Necessa Turn the scene over to responsible party

Pearls

REQUIRED EXAMS GCSSkin HEENTNeurg, Evidence of IntoxicationMental Status
The most important factor in Hazmat response is provider safgtyu cai2help anyone else if yd@e a victim as well
In any Hazmat situatigrronsider that the exposure may not be accidentahsider intentional releasesecondary devices and terrorism
Always park upwind and uphill of any potential exposuegsl be conscious of any symptoms you may begin to develop
Communication is kegontact the appropriate Hazmat authority early and notify the Hazmat leader as well as the Comm Center of findin
In a largescale eventhave the Comm Center activate Dane County Mass Casualty Plan and notify the Base Hospital to get prepared
Inhaled bicarb is controversial but seems to helslan SKandis FHAkgun M Cakir ZInandi T Gérglner M The effect of nebulized NaHBO
treatment on"RAD Sdue to chlorine gas inhalatiotnhal Toxicol2006Oct 18(11):895-900.
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Head Injury¢ Adult, Trauma

VB Medical Control

Pertinent Positives and Negatives SAMPLE History Differential NonAccidental Trauma
Type of injury OPQRST History Skull fracture ] .
. . . L . Spinal Cord Injury
Mechanism(blunt vs penetrating Evidence of Intoxication Epidural hematoma
. . . - Subdural Hematoma
Loss Of Consciousness Evidence of Mul#System ConcussionContusion S A
Vomiting Altered Mental Status Trauma LacerationHematoma 9

General Approaclg Adult, Trauma

v

Elevate Head of Stretch&b-30 degrees while Selective Spinal Motion Restriction .
maintaining Spinal Precautions B Protocol 84 Nasal Airways are CONTRAINDICARED

in patients with significant
Maxillofacial traumac the cribriform
plate may be broken and result in th
Blood Glucose NPA going into the patier® brain

A\ 4

Diabetic Emergencies Protocol
p438

>70

Seizure Protocol
p61

Airway Management Protocol Consider Airway Management Protocol
p32 p32

If evidence of herniation \ 4 M Consider TXAgm IV 10 overlOmin

Goal EtCis 30-35mmHg Maintain Sp@93% As Appropriate

Goal EtC®3545mmHg

Consider TXAgm IV 10 overlOmin
As Appropriate

IV Access Protocol
p49

Monitor and Reassess >5/100R Pain Managemenidult
Frequent Airway and GCS Evaluations Severe p58

A\ 4

Notify Receiving Facility | Document Response to Meds
Contact Medical Control As Necessa Repeat GGSpQ, EtCQ

Pearls

REQUIRED EXAMental Status HEENTHeart Lungs Abdomen Extremity, Back Neuro

1 IfGC<13consider Air transport or Rapid Transport

1 Airway interventions can be detrimental to patients with head injury by raising intracranial presswversening hypoxiaand secondary brai
injury) and increasing risk of aspirationWhenever possible these patients should be managed in the least invasive manner to safely mai
02 saturation>90% (e. NRB BVM with 10006 02)
Acute herniation should be suspected when the following signs are preseutie unilateral dilated and nereactive pupilabrupt deterioration
in mental statusabrupt onset of motor posturingabrupt increase in blood pressum@brupt decrease in heart rate
Only in suspected acute herniatigrincrease ventilatory ratérate 20/ minute) and target EtC®30-35mmHg
Increased intracranial pressu(kCH may cause hypertension and bradycar(@ashings responye
Hypotension usually indicates injury or shock unrelated to the head injury and should be treated aggressively
Most important vital sign to monitor and document is level of conscious(@&p
Concussions are periods of confusion or loss of conscioufin@gsassociated with trauma which may have resolved by the time EMS arriv
Any confusion or mental status abnormality which does not return to normal witBiminutes or any documented loss of consciousness sha
be transported to an Emergency Departmeiiny guestions or clarificatiopnsontact Medical Control
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Hemorrhage Controt Adult, Trauma
v

Pertinent Positives and Negatives Differential

Type of injury Eé?sn%fitl;“ury Vascular Disruption Abrasion
Mechanlsn(blum Vs penetrating Diminished pulsé capillary Amputauon . Contu5|pn
Central and Peripheral Pulses refill Fracture Dislocation Laceration

Neuro Function Distal to Injury Sprain Strain Compartment Syndrome

oun
Severity/

Mild-Moderate, SevereExsanguinating
Simple Wound Complex Wound

Direct Pressure

Bleeding )
Controlled Extremity

v

Tourniquet Procedure
p173

Consider ShodkHypotension(Traumg Reassess BP >
p85 -

Hemostatic Dressing for Seve
Hemorrhageif available

SBP>100

Consider Wound Packing
ProcedurgAs Appropriate

Consider IV Access Protocol p179

p49

Consider TXAgm IVIO overlOmin
As Appropriate

Notify Receiving Facility Moderate

OR > Consider Pain Managemerdult
Contact Medical Control As Necessa p58

Severe

Pearls

REQUIRED EXAMental Status HEENTHeart Lungs Abdomen, Extremity, Back Neuro
Hypotension in trauma needs blood products earlyo minimize scene timeGoal for scene time in major trauma cases shoulét@min.
Multiple casualty incident or obvious life threatening hemorrhagmnsider Tourniquet Procedure aod Hemostatic Dressing FIRST
Hemostatic Dressings are appropriate for hemorrhage thatdaa controlled with a tourniquetsuch as junctional wounds in the groin or axil
Remember hemostatic agents are contraindicated in wounds that violate the thoracic or abdominal;ghuitgure use sterile roll gauze
SigngSymptoms of Shock includatered mental statugpallor, hy potension(SBR<100), cap refill>3 seg faint/absent peripheral pulses
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Lightning Strikeg Adult, Trauma

VB Medical Control

Pertinent Positives and Negatives
Type of StrikéDirect SplashContac)
Central and Peripheral Pulses
NauseaVomiting Diarrhea
Amnesia ConfusionNeuro Deficits

Differential
Thermal Injury
Electrical Injury
Blast Injury
Acute Myocardial Infarction

1  Duration of Unresponsiveness
(if applicablg
Time of Strike
Wounds to Handd~eet or Areas
of Contact

General Approaclt Adult, Traum%

Stage Lightning Strike Patient Management
Call for Law Enforcement afmt Scene Safe

Additional Resources

Typicallyvictims of lightning strikes who do not suffer
cardiac or respiratory amest survivigpical tiage protocol
do not apply under these circumstanceand resuscitation

should be provided to those who are Piit.

ECG evidence of direct myocardial damage from lightn
strike includes ST segment elevatidwave inversion and|
prolongation of the QT interval

Go to Appropriate Medical Protocol;

Most injuries occur outdoordut contact with plumbing
phone linesetc. that are struckcan injure people indoars

stimate Sympto
Severity

Cardiorespiratory Arrest

v

Cardiac Arrest Adult Protocol
p37

IV Access Protocol
p49

v

Full Spinal Immobilization Procedurt
p169

Altered Level of Consciousness

v

Inadequate Respirations

Blood GlucosgSpQ, 12-Lead ECGull
Spinal Immobilization Procedures

v

IV Access Protocol

A 040

Airway Management, Adult Protoco
p32

IV Access Protocol
p49

Cardiac Arrhythmig Adult Protoco]
As Appropriate

v

Full Spinal Immobilization Procedu
p169

SeizureAdult Medical Protocol

p6l

Seizure

Notify Receiving Facility
Contact Medical Control As
Necessary

Pearls

REQUIRED EXAMental Status HEENTHeart, Lungs Abdomen Extremity, Back Neuro
National lightning safety guidelines state that risk continues3fbominutes after the last lightning is seen or thunder heard
Lightning not striking twice israyth; if there is continued risk to EMS providasmove the patient to a safe place before treatment
Full spinal immobilization should be performadny patient with altered level of consciousnessspinal injuries are common from the
concussive force of the strike afat involuntary muscle spasms
There are reports of patients surviving prolonged periods of arrest after lightning stikeatment for cardiopulmonary arrest is per ACLS
protocols but decision to terminate resuscitation should be made in coordination with Medical Control
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VB Medical Control

Pertinent Positives and Negatives

Age VS SpQ, EtCQ, RR
SAMPLE History
OPQRST History
Situational Crisis

Adult, Trauma

Pyschiatric llinessMedication History
Medic Alert BraceletDM History
Anxiety Agitation or Confusion

Suicidal Homicidal Thoughts or History{

Evidence of Substance Us®verdose

Differential
Illicit Drug Intoxication
Drug EtOH Withdrawal
Primary Psychosis
Hypoglycemia

Electronic Control Devicé.k.a. TASERC

Hypoxia
Head Injury
Occult Trauma

== = -8 a9

Toxic Ingestion

Stage
Call for Law Enforceme AND OR
Additional Resources

General Approaclg Adult, Trauma

Cerebral Hypoperfusion

Scene Safe

TheThomasA. Swift Hectric Rifle (TASER

The TASER fires two small dbke electrodes ST

Exposuré

which stay connected to the main unit by Toxidrome
conductive wire as they are propelled by s
compressed nitrogen charges

Location of

A\ 4

ANYElectrodes PresentIn The
Eye FaceNeck Groin Spinal Column
or Axilla

v

DO NOT REMOVE ELECTRODE
Stabilize in Place and Transport

A\ 4

Examine Site for Bleedipgxpanding
Hematoma or Distal Neuro Deficit

Begin Triage and Decontaminatjon
As Appropriate

Electrodes

Superficial Soft TissuEXCLUDING
Eye FaceNeck Groin Spinal Column
or Axilla

v

Place one hand flat on the patient

surrounding the puncture sitd°lace
your other handpliers firmly around
the base of the probe

In one fluid motion pull the probe
straight outfrom the puncture site
Repeat procedure with second prob

Examine Site for Bleedingxpanding
Hematoma or Distal Neuro Deficit

Refer to Police Custody Poliés
Appropriate [27

Notify Receiving Facility
Contact Medical Control As
Necessary

A\ 4

Removed by Law Enforcement prior
EMS Evaluation

around the probe and stabilize the ski

A\ 4

Examine Site for Bleedingxpanding
Hematoma or Distal Neuro Deficit

Consider Behavioral Emergenaies
)

Adult, Medical Protocol $2

Arrhythmia on
Monitor

Go To Appropriate Cardiac
DysrhythmiaAdult Medical Protocol

Pearls
REQUIRED EXAMental Status HEENTHeart Lungs Abdomen Extremity, Back Neuro

Safety firstc for ProvidersPolice and PatientsNever restrain any patients in the proffiace dowr) position.
Document the site of electrode penetration as well as whether the barb was completely intact or broken on removal

Patients who require repeated deployments of the Electronic Control Device are at a significantly higher risk of catdigotgsras well as

in-custody death Have a high index of suspicion and a low threshold to treat per the Behavioral Emergencies Protocol

Patients who are actively restrained by Law Enforcement require an officer be present in the ambulance patient compantimettethsport

It is a patient safety issue as well as a medicolegal liability for the EMS Provider

Trauma ProtocolsAdult




Selective Spinal Motion Restrictiog Adult,

T
I rauma

General Approaclg Adult, Trauma

\ 4

Maintain Manual €Spine Stabilization Until
Evaluation antbr Immobilization Complete

Blunt Trauma Assess Mechanism o
(With OR WithoutPenetrating Trauma Injury (MOI)

v v

Altered level of consciousne@R
(GCx 15 OR

Clinical IntoxicatiohOR

Midline Neck Pai©R

Midline Tenderness to Palpation of C
SpineOR

Paraspinal Muscle Tenderness to
PalpationOR

Neurologic DeficitOR

Abnormal Sensatio®R

ANY Anatomic Deformit®R
Distracting Injury* OR

Inability to Communicat®©R
Significant Mechanism of Inju@R

IsolatedPenetrating

Neurologic Deficit®©R

Abnormal Sensatio®R

Apply Rigid Cervical Collar as per Stan Altered Level of Consciousné3R
(GC15) OR

Clinical Intoxicatioh

\ 4
Midline Thoracic or Lumbar PaDR
Tenderness to Palpation of Spia&k
Neurologic Deficit©R 0

Abnormal Sensatio®R ALLWNOQ
Anatomic Deformity of Spin@R

Inability to Communicat©R
Distracting Injury* Spinal Motion Restriction not indicated

000000 O 00000

]
ALLNQ

OO 0 00O O

Spinal Motion Restriction not indicated

1
ANYWe€)
v

Full Spinal Motion Restriction Indicate

v

Evaluate and Treat per Appropriate Ad
” Trauma Protocol

Notify Receiving Facility
Contact Medical Control As
Necessa

Pearls
REQUIRED EXAMotor Function both upper and lower extremitiesSensation of upper and lower extremitiesubjective abnormal sensatigifenderness to
palpation of bony prominences OR paraspinal muscles
*Clinical Intoxicationg A transient condition resulting in disturbances in level of consciousnegaition perception affect or behavioror other
psychophysiological functions and respons€emmon examples inclupaaxig emotional instability flight of ideastangential thought or motor incoordination
** Distracting Injuryq Examples includéut are not limited tq long bone fracturedislocationslarge lacerationsdeforming injuriesburnsORany condition
preventing patient cooperation with histary
ALLshallow water near drowningdiving injuries and highroltage electrical injurie@ightning »1000V AC o500V DGMUSTbe fully immobilized
Ifimmobilizationindicated but refusedadvise the patient of risk of deathermanent disability or long term impairmen€leady document the refusal and the
conversatior(re: risk); Apply a cervical collaf allowed and transport in neutral alignment
Long spine boards have risks and benefits for patieStsnal immobilization should always be applied when any doubt exists about the possibility of spinal
trauma
Itis always safer and better patient care to assume that a Cervical Spine injury has occurred and provide patecsivould be the standard of care in traumsa
patient management
Long spine boards can be very useful for extricating patiémtssferring locationsand providing a firm surface for chest compressions
Very thoughtful consideration should go into any decision to NOT use the rigid cervical collar OR long spine board

Trauma ProtocolsAdult




Hypotension/ Shock(Traumg ¢ Adult, Traume
v

Pertinent Positives and Negatives
Type of injury
Mechanismblunt vs penetrating
Central and Peripheral Pulses
Neuro Function Distal to Injury

. . Differential
Time of Injury Vascular Disruption Abrasion
Deformity

A ' Amputation Contusion
II?E;frirl:lnlshed A G Fracture Dislocation Laceration

Sprain Strain Compartment Syndrome

General Approaclt Adult, Trauma

v

Consider Hemormrhage Control
Adult Trauma &L

\ 4
1V Access Protocol

p49

Consider IVF Bolus/I\®, Repeat as
indicated for patient conditionconsider
permissive hypotension in setting of
ongoing serious hemorrhage

= Consider TXAgm VIO overlOmin
As Aﬁgmﬁriate

Consider Norepinephrind-16 mcg min
P | VIO Titrate to SBP100, MAP>65, or

siﬁns of imﬁroved Eerfusion

Consider push dose EpROmcg everyl-
P | 2minutes SBPLOO MAP>65, or signs of
improved perfusion

Notify Receiving Facility
Contact Medical Control As Necessary

Pearls

REQUIRED EXAMental Status HEENTHeart Lungs Abdomen, Extremity, Back Neuro

1 Hypotension in trauma needs blood products easlso minimize scene timeGoal for scene time in major trauma cases shoulel@min.

1 Remember the Triad of Death in TraumBlypotensionHypothermia and Coagulopathi/F are important during resuscitatidout it is
important to remember how fluids impact these three elements

1  Muliple casualty incident or obvious life threatening hemorrhagmnsider Tourniquet Procedure amtl Hemostatic Dressing FIRST

1 Hemostatic Dressings are appropriate for hemorrhage thatidas controlled with a tourniquetsuch as abdominal and pelvic wounds

1 SigngSymptoms of Shock includ&itered mental statuspallor, hypotension(SBR<100), cap refill>3 sec faint/absent peripheral pulses

Trauma ProtocolsAdult




\YB Medical Control

General Approaclg Adult, Medical

v

¢
¢

Log Member into Rehab Sector
Assist in removal of all PPE

Baseline
Assessment

OO 0000

Chest PailOR

Shortness of Breath not Improving wit2?OR
Iregular HR anr HR>1600R

STEMDR

SyncopeDisorientation OR Confusi@R
Member Requesting Transport For Any Rea

I
ALLNQ

feEereXerere]

Temp>1005°F OR
Systolic BB1600OR
Diastolic BB21000OR
Pulse=1000R
RR<12 or>20 OR
SpQ@ <B3%O0R

T
ALLWNO0Q
h 4

Hydrate orally
Begin temperature controls based on memb

Public Safety Personnel Rehaglspecial
Operations

Criteria for Entering Rehab

Use of @" 30-minute ORI5-
minute selfcontained breathing
apparatus(SCBAcylinderOR

A singles0-minute SCBA cylinder
OR

40 minutes of intense work withou
SCBA

Infection Control
Members with direct involvement
with patient care or exposure to
bodily fluids must be
decontaminated fully prior to entnj
into the Rehab Sector and accessing
rehab supplies

Consider Cyanide

(If exposed to any products of combustjon
mining incidents or industrial organic

chemistry without proper functioning gear

Go To Appropriate Adult Medical

Notify Incident CommandBegin e PC

Protocol

Consider Transport to Medical
Facility

Hydrate orally

Begin temperature controls
based on member temperature
and environment

Rest forat least10 minutes
Reassess Vital Signsl@tminutes

Abnormal VS

temperature and environment
Rest forat least10 minutes
Reassess Vital Signslatminutes

(as Previous

Release Member From Rehab Divis

Notify Receiving Facility
Contact Medical Control As
Necessary

and Initiate Transport to Hospital

Notify Receiving Facility
Contact Medical Control As
Necessary

Consider Transport to Medical
Facility

Continue temperature controls
Orally hydrateconsider IV Fluids
Rest forl0 minutes

Reassess Vital Signs eveminutes

Abnormal VS
(as Previous

ANYWe$£)

| Evaluate and Treat per Appropriate Ad
Medical Protocol

Pearls
REQUIRED EXAMental Status Skin Condition Temperature Heart Rate Respiratory RateBlood PressureSp, SpCO

This Protocol was name ublic Safety Rehatand should be applied to any situation during which Firefighteasy Enforcement OfficerEmergency Medical
Services or ANY Emergency Response Personnel are exerting themsetvihanutes
0 This INCLUDES training operatj@pgcial events and neemergency operations lasting longer thd®dminutes

Per NFPA584Requirementshe Rehab Site should be set up in a location that provides shelter for the merisbfersenough away from the active scene that
the turnout gear SCBA and protective equipment may be safety dofied provide protection from the environmental conditions

0 Ideally members should be shielded from view of the active scémeeduce anxiety and to prevent members from trying to exit rehab inappropriately
The purpose of this Protocal is to protect the physical and mental condition of members operating at the scene of an grmem@draining exercise and to
prevent decompensation of the individuaBy keeping the individuals safeimproves the safety and integrity of the team as well as the operation

At a minimumturnout coat and nomex hood should be removed and tumout pants pushed down to the knees while seated.in Rehab

il
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Quick Reference Peds(<12y/0)

VB Medical Control

Normal Vital Signs In Children

Respiratory Rate

Heart Rate(Beats Per Minutg (Breaths Per Minutg

Systolic Blood Pressure Weight (kg)

Awake Rate Sleeping Rate

Wisconsin EMSC Recommended Weight Conversi

Modified Glasgow Coma Scale for Infants and Children 22lbs=1kg -OR 1Ib =0.45kg)

Child

Score

Infant

Kgs Lbs

Kgs

Lbs Kgs

Eye Opening

Spontaneous

To Speech
To Pain
None

P NWD

Spontaneous
To Speech
To Pain
None

2kgs

9kgs

16 kgs

21

10

36 16

22

10

37 17

23

10

38 17

24

11

39 18

Best Verbal
Response

Oriented Appropriate

Confused

Inappropriate Words

Incomprehensible Sounds

None

Coos and Babbles
Iritable, Cries

Cries in Response to Pain
Moans in Response to Pain

None

26

12

41 19

27

12

19

28

13

20

29

13

42
43
44

20

Best Motor
Response

Obeys Commands

Localizes Painful Stimulus
Withdraws in Response to Pain
Flexion in Response to Pain
Extension in Response to Pain

None

PNWOWRMOOOO | PNDNWDAO

Moves Spontaneously and Purpos
Withdraws in Reponse to Touch
Withdraws in Response to Pain

Abnormal Flexion Posture to Pai

Abnormal Extension Posture to Pain

None

16

31

14

46 21

17

32

15

47 21

18

33

15

48 22

19

34

15

49 22

www.chawisconsinorg

Equipment

Resuscitation Bag

Infant/ Child

RED
Infant
6-9kg

Nrani Na

PURPLE
Toddler
10-11kg

Child

YELLOW
Small Child
12-14kg

WHITE
Child
15-18kg

Child

Child

Child

Child

Adult

Oxygen Mask
(NRB

Pediatric

Pediatric

Pediatric

Pediatric

Pediatric

Pediatric

Pediatrié
Adult

Oral Airway
(mm)

60

60

70

80

80

Laryngoscope Blad
(Size

1 Straight

1 Straight

2 Straight

2 Straight

2 Straight
OR Curved

2 Straight
OR Curved

3 Straight
OR Curved

Endotracheal Tube
(mm)

3.5 Uncuffed
3.0 Cuffed

3.5 Uncuffed | 4.0 Uncuffed

3.5 Cuffed

4.5 Uncuffed
4.0 Cuffed

5.0 Uncuffed
4.5 Cuffed

5.5 Uncuffed
5.0 Cuffed

6.0 Cuffed

6.5 Cuffed

King Airway

Sized (Cleay

Sizel (White)

el (White

Sizel (White)

Size2 (Greern)

Size2 (Green)

Size2.5
(Orange

Size3
(Yellow)

Size3
(Yellow

LMA

NA

#2

#2.5

#3

#3.5

#4

Suction Catheter
(French)

10

10

10

10

10-12

BP Cuff

Neonatal#s/
Infant

Small Adult

IV Cathete(ga)

16-20

10(g8)

15

NG TubgFrench
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Destination Determination

\YB Medical Control

Step One Measure Vital Signs and Level of Consciousness

Any Airway Compromise not
able to be managed by EMS
should be taken to the CLOSEST
FACILITY for stabilization

Glasgow Coma Scale M3 immediately

Systolic blood pressurénmHg <70+ @ge in years mmHG

Respiratory rate <10or Inadequate Effort
ORneed for ventilation support

No
\

Step Two Assess Severity of lllness

\ 4

Transport to Pediatric ICU Capable Faci
Notify via Radio as early as possible

Prolonged Seizur@RStatus Epilepticus

Cardiac AredDRRespiratory Arrest

Severe Respiratory Distre€3yanosiORSpQ <90%)

Massive Gastrointestinal Bleeding Yes

Life Threatening Dysrhythmias

Compromised Airway not relieved by EMS Appearance Work of Breathing

Signs or Symptoms of Sepsis or Shock Tone Abnormal Breath Sounds

Interactiveness Retractions

| Consolability Nasal Flaring
LooKGaze

SpeechCry

N+o

Step Three Assess for Potential Tir&ensitive Problems Circulation to the Skin
Pallor

Mottling

Cyanosis

Altered Mental Statud\OTExplained by Simple Hypoglycemia
Significant Allergic Reaction Transport to closest appropriate Pediatr
Impending Cardia®RRespiratory Collapse ICU Capable Facility

Multiple Medications Administered During TransprtcludingAlbuterol)

|
No

v

Step Four Assess Special Patient or System Considerations

Age<lyear
AnticoagulatiorAND' ORhistory of bleeding disordés)
Significant Toxic IngestidrPoisoning Overdose HistoryProvenOR
Suspectejiwith deteriorating vital sign®Rnot responding to therapy
Burns

- without other trauma transport to Rirn Facility

- with traumatic mechanisptransport to Tauma Center
End Stage Renal Disease requiring Hemodialysis
Medically complex patients requesting transport to IBICU Facility
EMS provider judgment

Contact Medical ContrgiConsider Pediatric
ICU Capable Facil®RSpecialty Resource
Center

I
No

v

Transport according to Appropriate Medical Protocol

Medical Protocols Pediatric




General Approaclt Peds Medical

VB Medical Control

Pertinent Positives and Negatives Mental Status
Age VSBRRRSpQ . Differential
SielleSLE histﬁryp el Cardiac Dysrrl1ythmia 1 Sepsis
OPQRST history DR (R . Hypoglycemia 1  Occult Trauma
Source of blood losg any(G| vagina) AAA ectopig _?;)::ezgr;gnd Stk Ectopic Pregnancy 1  Adrenal Insufficiency
Source of fluid lossf any(vomiting, diarrhea fever) Al Iery en Exnosure AAA
Pregnancy history 9 P

Assessment Keep scene time to a minimum and notify receivir
facility early of critical patient

\ 4 All Patients should remain Nothing By Mo@PQ
Patient Unless Specified by Treatment Protocol

PresentatiorOR
Traumatic

Mechanis
Unsafe Stage

Call for Law
Enforcement antbr

Insufficient Additional Resource!

Go To Appropriate Peds Trauma
Protocoal

Sufficient lepsrf éeiCSS_> Peds Cardiac Arrest Protocad5p

Notify Comm Center
Activate Hazmat
Resources Present

Peds Airway Management Protoco ¢ Obstructed Airway Exsanguinating ) Peds Hemorrhage Control Protoco
p90 Ventilations Inadequate Hemorrhage pl127

Ventilations Adequate

BP and RR Adequate

Appearance Work of Breathing
Tone Abnormal Breath Sounds Support Airway

Interacu'ver_u_ass Retractions Support Oxygenatign Contact Medical Control
Consolability Nasal Flaring Support Circulation

Doesm@Fit Protocol
Exhausted Protocol

\ 4

Evaluate and Treat Per
Appropriate Peds Medical >
Protocol

Circulation to the Skin
Pallor
Mottling
Cyanosis

Notify Receiving Facility
Contact Medical Control As Necessal

Pearls

REQUIRED EXAMS GCSNature of Complaint

1  Continuous Cardiac Monitor should be applied earlyafoynon-traumatic pain complaint between the ear lobes and the umbil{pedly buttor). Considerl2-
Lead if conceming findings on Cardiac Monitor

T Include Blood Glucose reading oty patient with weaknessaltered mental statusseizure loss of consciousness or known history of diabetes

1  Measureand documenSpQ@, EtCQ for ANY patient with complaint of weakneattered mental statusrespiratory distressrespiratory failure or EMS managed
airway.

1 IfhypotensivgSystolic BRReference Page Valuand or clinical evidence of dehydratipoonsider Peds IV Access Protocol and Stidak Traumg Peds Medical
Protocol

1  Any patient contact which does not result in an EMS transport must have an appropriately executed and completed refusal form

1 Never hesitate to consult Medical Control for assistance with patient refusals th@neest all required fieldsclarification of protocols or for patients that make

you uncomfortable

Medical Protocols Pediatric




EMR

B

EMT

A

Paramedic
Medical Control

A-EMT

General Approaclt Peds Medical

Goal is to support oxygenation and ventilatio]
with the least invasive method possible with
progression to advanced airways ONLY if legs

invasive methods have failed

Anticipate and Prepare for the Difficult Airway

Assess Airwafpbstruction
blood, vomit, FB etc.)

ABR?

(RReffort, adequacy

Evaluate and Treat Per Appropriate
Peds Medical Protocol

Inadequate
LEMON Rule 4
1 Look Externally Consider Need for ALS Level Service
1  Bvaluate with3:3:2 Rule
' Mallampati Classification Basic Airway Maneuvers Obstructes ' O0STUCtiON suspected50 to Airway
' Obstruction (Open AirwaySuction NPA vsOPA | structe Obstruction Procedure 132
1 Neck Mohility(or lack thereof
Unobstructed
BVM with airway adjunct
Consider Advanced Airway
Placement ETBIAD
Consider Rapid Sequence o
fm—' . o
Unsuccess P Aiway Protocol @1 Success
) 4 \ 4
Each Attempt should include (;hange in approach Post Advanced Airway Sedation
operator and or equipment Protocol B2
If endotracheal tube placement is atte mpteafter
two (2) unsuccessful attempts move towards
alternative airway device Evaluate and Treat Per Appropriate
Peds Medical Protocol
Surgical Airway 148
Consider if unable to oxygendteentilate with
P any other less invasive method
Consider early if sign of facial traufeavelling
distortion or complete obstruction
Post Advanced Airway Sedation
Protocol 82
Evaluate and Treat Per Appropriate Pddedical Notify Receiving Facility
Protocol Contact Medical Control As Necessa
Pearls
REQUIRED EXAMS GCS$Head Neck Blood Glucose
1 IfBIAD in place and adequately ventilafiogygenating- Do Not Remove
91 Digital capnography is the standard of care and is to be used with all methods of advanced airway management and endrdiubatieal If a service uses colc
change capnometry only and an Invasive Airway Device is pacédercept with a digital capnography capable senittédSThe completed
1  Goal ECO=35-45mmHg
1 If Airway Management is adequately maintained with a-Batye Mask and waveform Sp&93%, it is acceptable to defer advanced airway placement in favol
basic maneuvers and rapid transport to the hospital
1 Alwaysassume that patient reports of dyspnea and shortness of breath are physigiogjgsychogenic
1  Gastric decompression with Oral Gastric Tube should be considered on all patients with advancedifitimayand situation allow
1  Once securecevery effort should be made to keep the endotracheal tube in the ainsaynmercially available tube holders aned@lars are good adjuncts
9  For all protocolsan Advanced Airwagttempt is defined aspassing the tip of the laryngoscope blade or Blindly Inserted Airway D@l&B tube past the teeth

90

f



EMR

B

EMT

A

Paramedic
Medical Control

A-EMT

Airway Management, Peds Medical

P Consider Pediatric Intubation Procedurel3p

v

Preparation
1V, 02, Continuous Cardiac MonitpBpQ@, EtCQ, BP

Check Laryngoscope bu®heck Video Laryngoscope FunctiemT BalloarStylet
SyringesPositioning
Prepare Rescue Airway Device
Medications Drawn Up and Labeled
Ensure backup airwagltemative techniques and second provider prepared
Optimize hemodynamics and consider preparing a push dose Epine pit®@

Preoxygenate
100602 x5 Minutes

8 Vital Capacity Breaths via BVM or NRB
Continue Until Airway Secured
Continue apneic oxygenation via Nasal Can(iubvailable

v

Goal is to support oxygenation and ventilation with thg
least invasive method possible with progression to
advanced airways ONLY if less invasive methods haye

failed.

Pretreatment
Atropine0.02mg kg for patients at risk of severe bradycar¢tiaax0.5mg)
(<1y/o OR already brady

Indications for Rapid Sequence
Airway Management

Determining whether RSA is indicated for a patient is
multifactorial, requires experienced clinical judgemeand a
robust trainind QA support systenThese indications to
consider RSA are meant to serve as guidelines and RSA shpuld
not be considered if unable to ventilate with BVM unless all
other options have been exhausted

1 Failure to oxygenate
1 Failure to ventilate
i Failure of airway protection

v

Paralysis and Induction
Etomidate0.3mgkg IVIO(max30mg) OR

Ketamine2mg kg 1V1O, max200mg
THEN
Succinylcholin@mgkg IVIO(max200mg) OR
Rocuroniunml.Omg kg(max100mg)

v

Placement with Proof
Continuous EtC®) Auscultation Chest Risé~ogging in Tube
Secure Device
Capture Video Documentation of tube placement and attach to EMR
Print capnography strip and document depth

v

Post Placement Management

PostAdvanced Airway SedatipReds p2

Each Attempt should include change in approadperator and
or equipment
If endotracheal tube placement is attempteafter two (2)
unsuccessful attempts move towards alternative airway dev

Notify Receiving Facility

Contact Medical Control As Necessa

1
1

E ]

Pearls
REQUIRED EXAMS GCSHead Neck Blood Glucosg.ung ExaPosterior Pharynx

Digital capnography is the standard of care and is to be used with all methods of advanced airway management and endrdinbelieal If a service uses colc
change capnometry only and an Invasive Airway Device is pacédercept with a digital capnography capable senittédSThe completed

If Airmay Management is adequately maintained with a B&fglve Mask or supraglottic airway and waveform Sh3%, it is acceptable to defer advanced
airway placement in favor of basic maneuvers and rapid transport to the hospiEaldotracheal Tube placement is a complicated skill that is not without

potential consequence

Gastric decompression with Oral Gastric Tube should be considered on all patients with advancedibiimayend situation allows
Once secureckvery effort should be made to keep the endotracheal tube in the aijwaynmercially available tube holders anet@lars are good adjuncts

For all protocolsan Advanced Airwagttempt is defined aspassing the tip of the laryngoscope blade or Blindly Inserted Airway DBIEB tube past the teeth
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EMR
B EMT
A AEMT

Paramedic
Medical Control

Invasive Airwayg Peds Medical

\ 4

Assess and Document
BR HR SpQ, Continuous Cardiac MonitoringtCQ

Monitor VS Closely

Signs of

Discomfort No Notify Receiving Facility

Contact Medical Control As Necessa

Yes

|

Rising BRncreasing HRTearing Pulling at Lines and Tupes
Coughing or Gagging on Invasive Airway Device
Clinical Signs of Agitation

\ 4
Fentanyllmcg kg 1VIO(max100mcg)
AND/ OR

REMEMBER
Midazolam0.1mgkg IV1O(max5mg) or Midazolam0.2 Itis critical that we do no
mgkg IMIN (max10mg) administer paralytics
OR without adequate
Lorazepan®.1mg kg IVIQ IM (max2mg sedation

OR
Consider Ketamin2mg kg IVIO(max200mg)

P May Repeat Sedaticfmax3 dose$

Consider Ondansetrod15mg kg(max4mg)
IVIQIM

!

Notify Receiving Facility Contact Medical Control

Improved

e No M  Consider Rocuroniurt.Omg/ kg (max

Contact Medical Control As Necessa 100mg)

Pearls

REQUIRED EXAMS GCSNature of Complaint

1  Paralytics block movement of skeletal muscle buNf@Tlchange awarenesfkemember that without sedatigmatients may bewakebut paralyzed

1 Monitor Vital Signs closely when managing airways and sedafibanges that indicate paianxietyas well as tube dislodgmennay be subti€at firsf)!!

1  Document Vital Signs before and after administration of every medication to prove effectiveness

1 ANYchange in patient conditigmeassess from the beginningse the mnemoni®OPEDislodgment Obstruction PneumothoraxEquipmen} to troubleshoot
problems with the ET Tube

Ketamine may be considered for sedation AFTER standard regimen exhausted AND if Kéfarusesl as induction agent for intubation

Continuous End Tidal €® mandatory for all intubated patientscolor change is not sufficient proof of ET Tube in the trachea

= =9
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EMR
B EMT
A A-EMT

Paramedic
Medical Control

Pertinent PositivesNegatives Differential
1 AgeVSSpQ, EtCQ 1  WheezingRhonchi T S o S el
1 SAMPLE history 1  Accessory Muscle Use P 1 Inhaled ToxingCQCN etc.)
) o f  Tension Pneumothorax !
1 OPQRST history 1  Decreased Ability to Speak I et 1  Anaphylaxis
1  Asthma COPDCHF history 1  History of CPAtubatior/ICU Admission P 1 Asthmd COPD
. . T STEMICHF
1 Home meds used prior to call from previous flares
(Nebs Steroids Theophylling 1  Smoke Exposurénhaled Toxins
General Approaclg Peds Medical
Airway Patent No—3 Peds Airway Management Protocol
Respirations Adequat&pQ >93% p90
Yes
* . .
Allergic ReactiofAnaphylaxis ——Yes—p el Ierglsllggactlon fokel
T
No
v
Cardiac Monitor
Wheezing Lower Airway <—i;:/Respiratory Exar\n;; ' Stridor/ Upper Airway
v :
Albuterol2.5mg 3mL Neb 06 puffs Nebulized Epinephrinmg Neb
MDI (Max3 dose$ EEELILPANELE
. Racemic Epinephrir225%3mL/5mL
B | lpratropium0.5mg Neb Max doses Normal Saline Neb
A Consider Peds IV Access Protoco 5, Consider Peds Airway Management Protagol Albuterol2.5mg 3mL Neb o6 puffs
p104 ” p90 MDI(Max 3 dose$
Consider Consider
P | Methylprednisolon@mgkg IVIO al b“ter",{/lzbﬁr(“,\?ai";'a';':e%o'ﬁ P Methylprednisolone@mgkg IVIO
(max125mg (max125mg
l No B | Ipratropium0.5mg Neb MaxX doses No l
T g Consider EM.0Imgkg IM(1:1000 T
< Improving = (max0.3mg = Improving >
Consider Mag Sulfatdmgkg IVIO
B2 (max2gm)
Infuse overlO minutes
ve , Notify Receiving Facility » -
Contact Medical Control As Necessal
Pearls

= =4 =4 —a_a_A

REQUIRED EXANMS 12 Lead GCSRR Lung SoundsAccessory muscle useasal flaring
Do not delay inhaled meds to get an extended histokgsessments and interviews may be carried out simultaneously with breathing treatments
Supplemental @should be administered for all cases of hypptéahypneaand subjective air hunger
Magnesium Sulfate is contraindicated if there is a history of renal failure
Keep patient in position of comfort if partial obstruction

EpiPen Jiis 0.15mg and is indicated for patient®0lbs. The adult EpiPen 3530mg and is indicated for patient60lbs.

Severe Asthma attacks may have such severe obstruction that they do NOT wBeses ofSilent Chestneed aggressive management with inhaled and IV
medications This is an ominous sign of impending respiratory failure
1  * Albuterol max3 doses total 