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Air Medical
Washington County EMS

Rescue
Clinical Practice — Standing Protocols GP 01
General Protocols Revised: 5-08-06

Introduction: WCEMS has adopted and attempts to follow the Brazos Valley Regional
Airmedical Activation Protocol. If conflicts arise between the following guidelines and local
healthcare or medical rescue operations then contact medical control for assistance.

Our primary Airmedical provider is currently PHI-12 (Bryan) due to geographical locations.







Blood Draw

Washington County EMS Policy
Clinical Practice — Standing Protocols GP 02
General Protocols Revised: 5-08-06

When drawing blood, blood tubes should be filled in the order according to the latest National
Standard Guidelines. By drawing blood in this order you will not cross contaminate the anti
coagulants skewing the results and rendering the blood useless.

Draw blood in the following order:

1°- 1 Red top
2" 1 Blue top
3. 2 Purple top

Effective Date: 8/4/2005

When initiating IV access the IV site will be prepped with appropriate alcohol / iodine swab prior
to initiation to decrease risk of contamination.

EMT-Intermediates and Paramedics may choose to draw blood for several reasons. It is routine
to draw blood on most medical calls however the decision is ultimately left to the attending
Paramedic. There are also certain situations when LEO (law enforcement officers) may request
blood draws. If this is due to an investigation or by court order, the paramedic should make
copies of the court order to file with paperwork. Consent from patient should also be attempted.
During these situations ask the LEO what type of blood tubes he would like to utilized.



Blind Nasal
Tracheal
Washington County EMS Intubation
Clinical Practice — Standing Protocols GP 03
General Protocols Revised: 5-08-06

Introduction:

This method should not be attempt if a basilar skull fracture is suspected. This method of
intubation requires that the patient be breathing. BNTI is a difficult skill in the best of scenarios.
Routine practice of this skill and its steps are essential to the success of this procedure. Recent
studies do not suggest this procedure to patients who have a sympathetic response, this could
cause adverse affects. These patients should be referred to RSI protocol (i.e. CHI w/ICP, AAA).

EMT-Intermediate’s & EMT-Paramedic’s

While maintaining ventilations, hyperventilate the patient with 100% oxygen.

Assemble, check equipment and lubricate the distal end of a proper size tube.

The BVM is removed with in-line cervical traction being performed, if indicated.

Remove the oral airway.

Place the patient’s head and neck into a relaxed position. If spinal injury is suspected maintain
the head and neck in a neutral (in-line) position.

6. Inspect the nose, and select the large nostril as your passageway.

7. Insert the ET tube into the nostril, with the flanged end of the tube along the floor of the nostril
or facing the nasal septum, in order to avoid damaging the turbinate. The gently guide it in an
anterior to posterior direction.

8. As the tube is felt to drop into the retropharyngeal space, listen closely at the open end of the
tube for the patient’s respirations. These sounds are loudest when the tube is proximal to the
epiglottis. Care must be taken when the tube tip reaches the posterior pharyngeal wall, because it
must then be directed toward the glottic opening. At this point in the procedure, the tip of the tube
may become “hung up” in the periform sinus. You can recognize this by the “tenting up” of skin
on either side of the Adam’s Apple. With the patient’'s next inhaled breath, advance the tube
rapidly into the glottic opening and continue passing it until the distal cuff is just past the vocal
cords. At this point, the patient may cough, buck, or strain. Gagging is a sign of esophageal
placement, but bulging and anterior displacement of the larynx usually indicates correct
placement of the tube. When correctly placed in the trachea, the patient’s exhaled air will be felt
coming from the tube. At the same time, breath condensation should intermittently fog the clear
plastic tube.

9. Hold the tube in place with one hand to prevent displacement.

10. Check for proper placement by observing breath sounds, chest rise and the absence of lung
sounds over the epigastrium. Check breath sounds in five locations.

11. Inflate the distal cuff with 5 to 10 mL of air.

12. Secure the tube while continuing to assist ventilations.

13. Recheck proper tube placement

arONE

NOTE: Use Endotrol tubes if available, in sizes of 6.0, 7.0, & 8.0.




Facility Bypass
Washington County EMS Protocol
Clinical Practice — Standing Protocols GP 04
General Protocols Revised: 5-08-06

Introduction: In general WCEMS crews will attempt to follow the regional by-pass protocol
flow chart outlined by the Brazos Valley RAC (N) facility by-pass protocols (see below).
However, sound judgment by the on-scene in-charge paramedic must be utilized. There is
no protocol that can properly plan on each and every scenario. Paramedics working for
WCEMS should be well versed in what the local hospital (TMC) can and can not handle. If

guestions arise pertaining to facility bypass then contact medical control immediately for
guidance.




Chest

Washington County EMS Decompression

Clinical Practice — Standing Protocols GP 05

General Protocols Revised: 5-08-06
INTRODUCTION:

The purpose of this protocol is relieving the existence of a tension pneumothorax by reducing
pressure from air built up within the pleural space.

CLINICAL SIGNS/SYMPTOMS: dyspnea/tachynea, diminished/absent breath sounds on affected
side, hyper resonance on affected side, distended neck veins (unless associated with severe
hemorrhage).

INDICATIONS FOR TREATMENT: loss of radial pulse, loss of consciousness, respiratory
distress and cyanosis, traumatic arrest with suspected thoracic injuries(in the traumatic arrest
situation when arrest is refractory to advanced airway control and volume replacement — with
suspicion of thoracic trauma) In patients whom are not arrested but have the MOI for a tension
pneumothorax, these patients should be demonstrating deteriorating vitals signs. This does not
mean you should wait for late (tracheal deviation) signs it simply means have a reason for
performing this procedure.

| THERE ARE NO CONTRAINDICATIONS FOR THIS PROCEDURE.

Paramedic

1. Assist ventilation with 100% oxygen with BVM.

2. ldentify the second rib (midclavicular), located just inferior to the clavicle, or the fifth rib
(midaxillary) generally located at the nipple.

3. Using aseptic technique, insert 14 gauge over-the-needle catheter, immediately superior to
the fifth or sixth rib, mid axillary or second or third ICS midclavicular.

4. Insert catheter through the parietal pleura until air escapes.

5. Remove needle (stylet), leaving plastic catheter in place.

6. Attach IV tubing to end of catheter, place cut end of tubing in bottle/cup of water — keep
reservoir below decompression site. Or utilize some other form of one-way valve (i.e. gloved
finger) A commercially available one-way valve is available for use on our units.

NOTE:

A. Decreased lung compliance (squeezing of ambu-bag becomes more difficult) is a indication
of developing tension pneumothorax.

B. The intercostal artery and vein run around the inferior margin of each rib and improper needle
placement can lacerate one of the vessels with resultant hemorrhage.

C. Ifincorrectly diagnosed, needle insertion may result in creation of a pneumothorax.

D. Poor technique or inappropriate insertion can cause laceration of lung.



Washington County EMS Combitube

Clinical Practice — Standing Protocols GP 06

General Protocols Revised: 5-08-06

USING THE COMBITUBE

1.

2.
3.

No

10.

Test the cuffs. Tube #1 (blue) should hold -100 cc of air and cuff #2 (clear) should
hold -15 cc of air.

Lubricate the outside of the device with a water soluble lubricant (if available).

With one hand open the mouth and pull the tongue forward. With the other hand,
insert the distal end of the Combitube into the oropharynx following the natural
curvature of the oropharynx using caution not to tear the cuffs on any sharp teeth
edges.

Advance the Combitube until the teeth (or gums) fall between the 2 blank lines of
the tube. Do not force the tube. Remove and reposition the tube if it will not advance
with gentle pressure.

Once the Combitube has been placed, inflate the large cuff through the blue (#1)
pilot balloon, using -85cc of air. The tube will shift slightly as if it is being ejected from
the mouth due to normal adjustment of the tube to fit the oropharynx.

Next, inflate the small cuff through the white (#2) pilot balloon using — 12 cc of air
Attempt to ventilate the patient by attaching the BVM to the blue (#1) tube. Listen
for lung sounds, gastric sounds and watch for either chest or stomach rise. The
esophageal placed Combitube may cause an audible vibration of the vocal cords and
is not a cause for concern.

In the majority of cases, the Combitube will have entered the esophagus and is ready
for use by ventilating with the BVM attached to the Blue (#1) port.

If no chest rise and fall is noticed, lung sounds a re absent, and gastric sounds
are heard, then the clear (#2) tube has probably entered the trachea. In these cases,
connect the BVM to the clear (#2) tube and attempt to ventilate, listening for lung
sounds over the chest and epigastric areas. If lung sounds are present, then confirm
by using the end-tidal CO2 detector (monitor), and if satisfactory ventilate the patient
through this clear (#2) port. In these cases, medications can be given through the
clear (#2) port as if it were an endotracheal tube intubation.

Tube position and adequacy of ventilation should be checked frequently during use
of the Combitube.

Special Notes:

-The Combitube is for adult patients only and is meant to be a rescue device for those
patients that cannot be successfully endotracheally intubated.

-The EtCO2 detector/monitor can be used to help confirm ventilation of the proper tube.
-The Combitube is contraindicated in the following patients:

-Under 16 years old and or under 4 feet tall (too small and risk of
esophageal perforation).

-Intact gag reflex, history of recent caustic ingestion, known esophageal
trauma, or known esophageal disease.

-Patients with tracheostomy or laryngectomy.




Dead-On-Scene
(DNR) with copy
of TDH DNR
Washington County EMS Form
Clinical Practice — Standing Protocols GP 07
General Protocols Revised: 5-08-06

INTRODUCTON: Competent and informed patients have a moral and legal right to consent to or
refuse recommended medical procedures, including CPR. The generally accepted method for
withholding CPR at the patient’s request in the prehospital environment is through the State of
Texas Prehospital Do Not Resuscitate (DNR) Order. Signed forms, bracelets, or necklaces are
used to identify the existence of DNR orders. Even though CPR may be withheld, it is still
appropriate, depending upon the advanced directive, not to withhold 1V fluids, oxygen, pain
medications, or other supportive care interventions.

Dead-on-scene (DOS) refers to those patients in which resuscitative efforts may have been
attempted without success, or in certain instances, not attempted due to evidence of obvious
clinical and biological death being present, in either situation patient transportation was not
initiated.

All Certification Levels

Indications for withholding resuscitation (no DNR required).
Signs of obvious death (no DNR paperwork required) as evidenced by:
- Decomposition

Incineration
Rigor mortis
Decapitation
Dependent lividity
Obvious mortal wounds (severe traumatic
injuries with obvious signs of vital organ
destruction such as brain, thoracic contents,
etc.) with no spontaneous pulse or
respirations.
Extended “down time” after SCA.
Remember the victims chance of survival
reduces 10% per minute.
Patient has a Valid State of Texas
Prehospital DNR Order.

Resuscitation must be attempted in any patient in w hich none of the above circumstances
are present or are questionable. EMS personnel freq  uently encounter patients who have
valid DNR paperwork and wish no resuscitation effor ts to be initiated. The decision to
honor, or not honor, an out-of hospital DNR must be made quickly and accurately. This

order does not mean the patient refuses all medical care. Other treatment may be
provided prior to cardiac or respiratory arrest. M ore extensive limitations of treatment are
accomplished through advance directives where speci fic treatments or procedure can be

refused. Patients with a terminal iliness are uniq  ue and require thoughtful consideration
at critical times. Healthcare providers should alw  ays remember: “to cure something,
relieve occasionally, comfort always.”

10




Dead-On-Scene
(DNR) with copy
of TDH DNR
Washington County EMS Form Cont.
Clinical Practice — Standing Protocols GP 07
General Protocols Revised: 5-08-06

The person who executes the DNR order may request to have any of the following procedures
withheld, with documentation of each procedure present at the top of the DNR order:

Cardiopulmonary resuscitation;

Endotracheal intubation or other advanced airway management;
Artificial ventilation;

Defibrillation;

Transcutaneous cardiac pacing, and

Administration of cardiac resuscitation medications.

~Poo T

Resuscitation may be withheld in the pulseless and apneic patient ONLY if the following criteria
has been met.

a. An official Texas DNR identification bracelet or necklace is being worn by the patient; OR

b. An official TDH out-of-hospital do-not-resuscitate order is presented upon patient contact with
all necessary patient information, signatures and boxes completed and presented on the
form; OR

c. The patient’s private physician is either on-scene or via phone directs the provider to withhold
any resuscitative efforts. (Phone conversations should be documented through EMS
communications).

The Texas DNR form is not to be honored, and full resuscitative efforts including BLS and ACLS
are to be initiated, if any of the following conditions exits:

THE PATIENT:

a. Destroys the form and removes the identification device; OR

b. Directs someone in their presence to destroy the form and remove the identification device;
OR

c. Communications to the responding health care professionals or the attending physician that it
is his/her intent to revoke the order; OR

d. Notifies the attending physician, if the physician is not present, that the order has been
revoked.

THE PERSON WHO EXECUTED THE ORDER:

a. Destroys the form and removes the identification device; OR

b. Directs someone in their presence to destroy the form and remove the identification device;
OR

c. Notifies the attending physician, if the physician is not present, that the order has been
revoked.

THE ATTENDING PHYSICIAN: (or the physician’'s design ee)

a. If present at the time of revocation, records in the patient’'s medical record the time, date, and
place of the revocation; OR

b. If not present, records the time, date and place that the physician received notice of the
revocation; and

c. Enters the word “VOID” on each page of the order in the person’s medical record.

11




Dead-On-Scene
(DNR) with copy
of TDH DNR
Washington County EMS Form Cont.
Clinical Practice — Standing Protocols GP 07
General Protocols Revised: 5-08-06

In addition to the above, the Texas DNR orderisno tto be honored if:

The patient is known to be pregnant.
Unusual or suspicious circumstances are
involved (suspected homicide or suicide).

If any of these reasons for revocation are met the provider must:

Initiate full resuscitative efforts.

Record the time, date, and place of the
revocation for

DNR order revocation incident reporting to
the TDH by the Washington County EMS
Administrative Assistant’s Office.

NOTE: The following instructions provide suggested modifications to the Out of Hospital DNR
Order (revised September 27, 1996) to comply with legislative changes effective on September 1,

1999.
0
0

(0]

Only one qualified family member’s signature is required.

Only one witness must meet the qualifications listed on the reverse side of the
form.

An individual is no longer required to have a terminal condition.

A photocopy or other complete facsimile or the completed form may be used for
any purpose for which the original written order may be used.

The instructions listed on the back of the OUT-OF-HOSPITAL DNR for must be
completed.

12




Washington County EMS EtCO2

Clinical Practice — Standing Protocols GP 08
General Protocols Revised: 5-08-06
Introduction:

Capnography is the VENTILATION VITAL SIGN . Capnography is a non invasive method for
monitoring the level of carbon dioxide in exhaled breath (EtC02), to assess a patient’s ventilatory
status. A true capnograph will produce both an EtC02 value as well as a waveform (capnogram).
EtCO02 is a predictable source and relates directly to the PaC02 (arterial partial pressure of C02)
of the patient. However the PaC02 is not exactly replicated by the EtC02 there is typically a 2-
5mm/Hg difference between the two readings.

Indications:

Washington County EMS does not want to restrict the use of this equipment nor do we advocate
the use on every call, to limit confusion this will be used as a guideline for EMS crews. The use of
the EtC02 monitors are indicated in several circumstances. The use of these monitors will be
used (when possible and at the paramedics discretion) during the following circumstances.

1. Airway Vigilance
a. For ETT placement and ongoing placement assessment
b. During Rapid Sequence Intubation procedures
c. Safety during transport of intubated patients (monitoring extubation)
2. Assessment of CPR/ACLS efficiency and predictive outcomes
3. Evaluation of Respiratory Compromised Patients — ASTHMA/ COPD/CHF
a. Due to the cost involved in the equipment. If the equipment is to be utilized
in non intubated patients there should be supporting signs and symptoms
prior to the use of this  (non re-usable) equipment. (i.e. low 02 saturations,
excessive tachypnea, poor lung sounds, excessive edema, etc...)
b. The need for more aggressive treatments/medications and assessment post-
treatments
4. Assessment of Head Injury Patients
a. Management of C02 level through changes in ventilation support.
5. Assessment of respiratory depression due to sedati on, analgesia, or overdose

Contraindications: None

Attention: Capnography is extremely useful in warning you of an adverse event. We have
been taught that ECG’s will and can provide you with early warning of hypoxia or poor ventilation
and it does. However, it provides you with approximately 5-10 seconds of warning time.
Oximeters will provide you with 30-60 seconds of warning time. Capnography can provide you
with 2-4 minutes of warning time of an adverse event. Keep this in mind when treating your
patients. To prevent misinterpretation, confusion, and accidental damage of this equipment.
This equipment should be utilized only after comple ting the in-service provided by

WCEMS and viewing the video.

13




External Jugular
Washington County EMS Access
Clinical Practice — Standing Protocols GP 09
General Protocols Revised: 5-08-06
INTRODUCTION:

External Jugular Vein Cannulation should be attempted only by paramedic and EMT-I who have
been trained in its use. Cannulation of this vein may be used as a primary site in the cardiac
arrest situation. EJ access may also be utilized on any patient requiring access if the paramedic
determines other peripheral attempts not indicated due to poor peripheral access, small veins and
large bore being necessary, etc...The paramedic’s judgment is utilized to decide if external
jugular access is indicated, however, the paramedic should have justifiable reasons for not
initially attempting other peripheral sites. If proven unsuccessful on first attempt the caregiver may
perform a second attempt in the same EJ vein. If access is emergent the IO access should be
attempted when EJ Cannulation is unsuccessful.

EMT-Intermediate and Paramedic

Establish the need for External Jugular Cannulation.

Obtain proper materials.

Lay patient flat and head down to help prevent air embolism (practice C-spine protection in

trauma) when practical.

4. Pick a side of the patient’s neck as an IV site.

5. In the medical Cannulation roll the patient’s head to the side and find a landmark, this will
help you find the external jugular vein. In traumatic Cannulation this will be done without
turning the head and maintaining C-spine alignment.

6. Prep the IV site using aseptic technique.

7. Obtain a 14 or 16 gauge IV catheter and in the upper half of the external jugular vein proceed
to stick the vein at a 45-degree angle, the angle is because the EJ vein rolls up and down
instead of side to side.

8. Once a flashback is obtained advance as usual, go inline with the vein, and thread the IV
catheter.

9. Once the IV catheter is threaded be sure to occlude your IV and connect the IV tubing as
quickly as possible to prevent an air embolism.

10. Confirm placement by fluid administration, and secure the catheter/tubing as any other V.

11. In Traumatic cannulation you can apply a C-collar over your IV site.

12. If the external jugular cannulation proves unsuccessful then you proceed to Intraosseous.

wp e
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Geographical
Washington County EMS Response Area
Clinical Practice — Standing Protocols GP 10
General Protocols Revised: 5-08-06

Introduction:
This protocol is designed to assist EMS crews as to what the Washington County EMS response
area is.

Geographical Area:
These protocols shall only be utilized under medical direction in Washington County EMS 911
service area, mutual aid areas, any mutual aid assistance request, and when on transfers.

Duty Status:

The Washington County EMS personnel shall utilize these protocols under medical direction only
when acting in their official capacity when representing the Washington County EMS Standards
Operating Procedures. Employees who drive up on an accident scene in our response area and
begin rendering aid are allowed to follow these protocols.

15




Washington County EMS Glucometer

Clinical Practice — Standing Protocols GP 11
General Protocols Revised: 5-08-06
Introduction:

When used properly, this device is very useful in detecting the blood glucose
level of the Diabetic patient. It may be used by all certification levels (EMT-B to EMT-P) who
have been properly trained in its use.

1. Preparation:
A. Use universal precautions.
B. Alcohol prep for sterile technique.
C. Load the Glucometer and the Lancet device.
D. If not already done calibrate the Glucometer using the code strip.

2. Stick the patient’s finger with the Lancet device and gently squeeze the patient’s finger to
form a drop of blood.

3. Touch and hold the EMD of the Test strip to the drop of blood until the Glucometer
beeps. The blood will automatically be drawn into the test strip. The timer will begin to
count down form “30” seconds.

4. After “60” seconds the blood glucose result (level) will appear in the display window. If
“LO” appears, the blood glucose level is below 20mg/dl. If “HI” appears the result is
above 600mg/dI.

5. Record the results and this result will register in the glucometer until the next glucotest is
performed.

16




Intraosseous
Washington County EMS Infusion (manual)
Clinical Practice — Standing Protocols GP 12
General Protocols Revised: 5-08-06

INTRODUCTION: For administration of fluids and medi  cations where quick peripheral
venous access is not possible (2 unsuccessful attem pts in 90 seconds). Intracsseous
infusion may be used in pediatric and adults patien ts in cardiac arrest, hypovolemic
pediatric patients, or patients deemed “critical” a nd venous access is required. Other
indications may include a respiratory compromised p atient, hemodynamically unstable, or
altered level of consciousness where IV accessisn  eeded.

Manual IO insertion:

Paramedic

1. Select a site of two finger breath below the tibial tuberosity either midline or slightly lateral to
the midline. May consider malleolus of the ankle of adult patient.

2. Use 15 gauge for adult, 18 gauge for pediatric bone intraosseous needle.

3. Place rolled towels or sandbag under the knee. Insert needled into the proximal tibia using a
slow, boring, twisting straight motion until you have penetrated the bone (you will feel a
sudden decrease in resistance as the needle enters the marrow cavity). Aspiration of
blood/marrow confirms proper placement of the needle.

4. Attach IV tubing for infusion of fluid.

5. Secure the needle and tubing to the patient’s leg. Splint involved limb for protection.

NOTE: For pediatric patient the initial dosage of fluid in hypovolemic shock should be 20 mi/kg.
Reassess, if perfusion is still diminished, then a second bolus 20 ml/kg should be administered.
Continue to reassess the patient and bolus if needed.

MISCELLANOUS INFORMATION:

a. Ifinfiltration occurs, do not use the same bone, as fluid will leak out of the original penetration
site.

b. Potential complications are very rare but may include:

Osteomyelitis
Sepsis

Fat embolism
Marrow damage

IF COMPLICATION SHOULD OCCURR TREAT AS YOU WOULD A CONVENTIONAL IV.

17



Washington County EMS EZ-10 Infusion

Clinical Practice — Standing Protocols GP 12

General Protocols Revised: 5-08-06

The EZ-10 infusion system is designed to assist the paramedic in situations when intravenous
access in necessary but difficult or unobtainable. This device in preferred over manual insertion
due to its ease of use and higher statistical success rates among adult patients. The EZ-10
device can be used on both adults and pediatric patients. The provider may opt to use manual
insertion with pediatric patients if he/she feels with manual insertion on these patients. As
mentioned in the manual 10 protocol the indications are the same. This devise is indicated for
patients who necessitate 1V access but has two unsuccessful attempts (90 seconds or less) and
in certain situations is acceptable as the primary method of access (cardiac arrest, respiratory
arrest, unconscious hemodynamically unstable patient).

Other examples of when the EZ IO is acceptable to be utilized as an alternate access device
(when normal IV access is unsuccessful) are:

AMI

Closed Head Injury
Arrythmias

Burns

CHF

All shock states
Renal failure patients

Contraindications:
This procedure is contraindicated in the following situations:
- Fracture of the tibia or femur
Previous orthopedic procedures (knee replacement)
Extremity that is compromised due to disease process (such as PVD)
Infection over the site
Inability to locate anatomical landmarks
- Excessive tissue over the site
When a contraindication is found the paramedic should assess the other extremity or the
described alternative site (humerus).

Procedure:

BSI precautions

Determine indications as described in the introduction of this protocol.
Assess for contraindications

Locate proper anatomical landmarks and EZ-IO site of insertion.
Clean site using aseptic technique

Prepare the EZ-IO driver set

a. open case and prepare driver

ogkrwnE

b. open EZ-IO cartridge, select appropriate needle (adult ), and attach
appropriately
c. remove safety cap from needle
7. Using one hand to stabilize the driver and the other hand to stabilize the site begin

insertion at a 90 degree angle to selected site.
Continue to insert needle allowing the driver to do the work. Do no push hard.
Stop when you feel the sudden decrease in resistance.

©®
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10.
11.
12.
13.
14.
15.

Remove driver from needle set.

Remove stylet from needle catheter.

Flush catheter with 10-20cc syringe of 1V fluid.

Attach appropriate tubing to 10 catheter.

Stabilize the catheter if needed utilized kerlex or appropriate technique.
Begin infusion and attach wristband.

EZ-IO PD & EZ-IO AD needle sets

15 mm in length

——

—

25 mm in length

Length is the only difference between PD & AD neesits

Alternate EZ-1O Site Technique:
Humeral Head Acce

Insertion site identification summz

Orient Arm Preferred Approach Alternate Approach

EZ-10 Quick Reference Information
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MAST/PASG
Washington County EMS

Clinical Practice — Standing Protocols GP 13
General Protocols Revised: 5-08-06
Introduction:

This device increases the peripheral vascular resistance (PVR). As PVR is a component of blood
pressure, BP typically rises with their application and inflations. However as PVR rises cardiac
output may fall. Therefore, you must elevate PVR in settings of low BP with caution because of
the possibility of lowering cardiac output. Furthermore, if uncontrolled bleeding is occurring with
the patient, raising the blood pressure may increase bleeding.

Controlled clinical trials have been conducted to determine if this device will improve vital signs
and survival rate. The general consensus is that the PASG should probably not be applied in any
clinical scenario in which bleeding cannot be controlled such as penetrating chest or abdominal
trauma. However, it must still be remembered that elevation of systolic pressure beyond 90 to
100 systolic should be done only with caution in setting of the patient with possible uncontrolled
internal hemorrhage.

INDICATIONS:

1. Shock secondary to external hemorrhage that can be controlled.
2. Spinal shock without evidence of other internal injuries.
3. Isolated fracture of legs without evidence of other internal injuries.
4. Systolic blood pressure less than 50 mmHg.
5. Anaphylactic shock.
TREATMENT OF POST TRAUMATIC HEMORRAGE AND/OR SHOCK:
Controlled External  Uncontrolled External Interna | High Space
Hemorrhage Hemorrhage Hemorrhage Shock
a. PASG, if indicated a. Don't use unless a. Don't use unless (hypovolemia with an
Hypoperfusion. SBP under 50 systolic. SBP under 50 systolic. “intact” vasculature,
b. IVs-LR @ 20ml/kg b. IVs-LR@ 20ml/kg b. IVs-LR@ 20ml/kg NO LEAK). Neuro-
rapidly, reassess, to maintain a BP  to maintain a BP shock.
if shock symptoms high enough for high enough for a. PASG, if
persist continue 1V adequate perfusion. adequate perfusion. indicated
bolus & reassess. Producing a peripheral  Producing a peripheral

Remember: IV infusion  pulse, maintaining LOC  pulse, maintaining LOC
carries little if any O2 & adequate SBP of 90- and adequate SBP of 90-
& dilutes clotting factors. 100 mmHg. 100 mmHg.
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MAST/PASG
cont.
Washington County EMS
Clinical Practice — Standing Protocols GP 13
General Protocols Revised: 5-08-06

CONTRAINDICATIONS: Conditional — Pregnancy (deflate Abd. compartments).

Absolute Contraindications
a. Pulmonary edema
b. Bleeding that cannot be controlled
c. Cardiac tamponade

APPLICATION/INFLATION:
1. Apply PASG when the patient is placed on the backboard.
2. Simultaneously inflate the lower compartments until air exhausts through the relief
valves, the Velcro makes a crackling noise, or SBP 90-100 mmHg.
3. If SBP is below 90 mmHg, open the abdominal stop cock and inflate the abdominal
compartment.

DEFLATION:

1. Two large bore IVs must be inserted and sufficient volume of fluid and/or blood given to
replace volume lost from hemorrhage.
Record Vital Signs.
Obtain physician’s permission to deflate.
Slowly deflate abdominal compartment monitoring Vital Signs.
If BP drops 5 mmHg or more, stop deflation and infuse more fluid/blood until vital signs
stabilize again (this usually requires at least 200cc).
Continue to deflate if indicated, emptying abdominal then leg compartments, while
monitoring vital signs.

arwN

o

Splinting Purpose:

1. The PASG trousers make an excellent splinting devise for multi-system trauma
patients who do not have any of the above absolute contraindications. The pants
can serve to stabilize the hips, pelvis and lower extremities that may have multiple
fractures.

2. In these circumstance be sure to notify receiving hospital of the purpose of the PASG
trousers. (i.e. “PASG were applied to patient for splinting purposes only”)
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Washington County EMS

Medication List

Clinical Practice — Standing Protocols

GP 14

General Protocols

Revised: 5-08-06

DRUG:

Lidocaine

Lidocaine

Lidocaine (1 gm pre-mix)

Atropine

Atropine

Lasix

Dopamine

Valium

Adenosine

Nitroglycerin

Proventil

Benadryl

Narcan

Dextrose (D50)

Thiamine

Catapress
Trandate

Phenergan

PROTOCOL:

V-Fib/Pulseless V-Tach

Ventricular Ectopy

Sinus Tach after cardioversion
or defibrillation (if indicated)
Ventricular Ectopy
Asystole/PEA

Bradycardia

CHF

Cardiogenic Shock

Seizures/sedation

PSVT

Chest pains/CHF

Asthma/COPD/Allergic
Reaction

Allergic Reaction

Alcohol Emergency
Tox. Emergency

Diabetic Emergency

Alcohol Emergency/Stroke
Tox. Emergency

Hypertensive Crisis
Stroke

Nausea, Vomiting &
Motion Sickness

DOSAGE:

1-1.5mg/kg
(max 3 mg/kg)

0.5 mg/kg
(max 3 mg/kg)

1 mg/min. of
conversion
1mg

0.5-1 mg

40 mg

5-20
mcg/kg/min.

5-15mg (2.5
mg/dose)

6 mg, followed
by 12 mg

0.4 mg tablet

2.5 mg/3ml

50 mg

1-2mg

25 gm/50 ml

100 mg

0.2 mg
20 mg

12.5 - 25mg
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Washington County EMS

Medication List
cont.

Clinical Practice — Standing Protocols

GP 14

General Protocols

Revised: 5-08-06

Epinephrine 1:10,000

Morphine Sulfate
Succinylcholine
Vecuronium

Sodium Bicarbonate

Amiodarone

Amiodarone

ASA

Fentanyl

Fentanyl

Activated Charcoal
Oral Glucose

Versed

V-Fib/Pulseless V-Tach
Allergic Reaction (Shock)
Asystole/PEA

CHF/Pain Mgmt/Chest pain
Rapid Sequence Intubation

Rapid Sequence Intubation

Asystole/PEA/V-Fib
Pulseless V-Tach

V-Fib / Pulseless V-Tach

V-Tach w/ a Pulse/PSVT
Ventricular Ectopy

Chest Pain

RSI

Pain Management

Tox. Emergency

Diabetic Emergency

Psych Emergencies, RSI, Seizure

V-tach, and PSVT/Symptomatic
Bradycardia

1mg

2-10mg
1-1.5 mg/kg
0.1mg/kg

1 mEqg/kg

300mg VP

150mg IVP

324mg / PO
50-100mcg
25-50mcg/prn
15 grams
15grams

1-10mg
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Non-
Washington County EMS Certified/Licensed
Clinical Practice — Standing Protocols GP 15
General Protocols Revised: 5-08-06

Introduction

ON SCENE- Allied Health Personnel (i.e. nurse) are not necessarily trained in pre-hospital care
and in-addition may not be state (TDH) certified/licensed to deliver pre-hospital care. The on-
scene Washington County crew will solely determine the participation of patient care
administered by any allied health personnel. Before allowing these personnel to assist

with patient care, verify that they are certified/l  icensed in an allied profession and

regardless of the certification/license of the indi viduals, scene control will remain with the
primary crew. Participation should only consist of assisting in basic life support
procedures, lifting, and gathering equipment/suppli es (safety techniques should be

followed). In the instance where a physician who is not the patient’'s personnel physician appears
on scene and elects to direct the care of the patient, thus assuming medical control of the scene,
the following guidelines should be used:

- The physician should identify him/herself and their specialty to the on-scene EMS crew.
After identification, contact should be made with the hospital physician to secure the
approval of using the on-scene physician’s orders.

If approval by Medical Control, the on-scene physician MUST accompany the patient to
the hospital and fill the necessary documents, including the back of the BLS run form and
sign/date witnessed.

Nothing in this policy shall be construed so as to be in conflict with Rule 197.1-197.6 of
the Texas State Board of Medical Examiners and EMS Directors Rules.

Inter-facility Transfers- On rare occasions the local hospital will request transport allowing one of
their nurses to attend to the patient. These patients are usually obstetric type emergencies and
the attending nurse is under the order of the patients 