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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.

21




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

24




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 attending physician and any specialized
equipment and/or medication shall be provided by the transferring facility (accompanied with the
nurse). Should any other facility department request a nurse to attend the patient, they will work
directly under the order of the patients attending physician and provide any specialized
equipment and/or medication.
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Patient Restraint
Washington County EMS
Clinical Practice — Standing Protocols GP 16

General Protocols Revised: 5-08-06

Introduction:

The paramedic must use both clinical knowledge and sound judgment when deciding to restrain
patients who require treatment and transport to definitive care facilities. The paramedic and
his/her crew safety should remain the highest priority. Law enforcement officers should be
requested anytime this situation presents itself to EMS crews. Anytime handcuffs are utilized to
restrain patients during transport by EMS an officer with a key must be present in the patient
compartment of the Medic unit. EMS Supervisor(s) or command staff should be notified and when
possible arrive on scene to assist.

Indications:
This protocol is intended to be utilized for patients who are required to be treated and transported
to a definitive care facility by EMS crews. This patient may be in custody of law enforcement or
simply not of sound judgment and can not legally refuse EMS treatment but is unwilling to
cooperate (i.e. conscious and combative adult under the influence of illegal substances who is not
alert / oriented to person — place and event). This protocol may be used when:

- patient is combative

- hallucinating

- offensive posture

- _is threat to oneself or rescuers

EMT — Basic

Initiate Assessment accordingly and reassure patient.

Assess ABC'’s

Provide supplemental 02 and Sp02 monitoring as indicated.

Perform blood glucose check when safe.

Secure patient using soft restraints.

a. Secure one hand above patients head and one below waist when possible.

b. Utilize only triangular bandages for restraining wrist and ankles (use slip-knot
technique)

c. Do NOT restrain patient that would promote difficult respirations (i.e. using soft
restraints, towels, blankets across chest or diaphragm)

d. Utilize backboard and spider straps as indicated for spinal precautions or to
assist with immobilization.

agrONE

EMT — Intermediate \

Continue with Assessment
Initiate IV access
Assist with Advanced Airway Control as indicated.

wn =

Paramedic \

Monitor ECG.

Monitor EtC02 and Sp02 when possible (especially if chemically sedating).

Initiate 1V access if not already performed or when safe to do so.

If soft restraints are not functioning adequately then provide “chemical restraints” as

needed utilizing:

a. Versed 2-10mg IV or IM

i. Obviously IV Versed will provide faster results, however, it will not always

be possible to perform IV access on these patients prior to sedation. In
these situations the paramedic may utilize the IM route but 5-15 minutes
should be anticipated for results.

rpONE
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Washington County EMS

Patient Status

Clinical Practice — Standing Protocols GP 17

General Protocols

Revised: 5-08-06

Introduction:

Patient status updates allows for the prioritization of the patient’s clinical status. Crews should
update communications with the patient status as soon as feasible. This signifies that the crew
has recognized and determined the urgency of the patient. This announcement allows additional
responding medic units, supervisors, command staff, and receiving facilities to react accordingly.
Patient status should be given on all calls (medical and trauma). Patient status categories may
not be utilized during mass casualties if triage officer utilizes START Triage methodology.

1. Critical

a. Critically ill or injured patient (immediate life threatening illness or injury) needing
immediate (advanced — paramedic) intervention.
b. Examples might include:

i.
.
iii.
iv.

2. Urgent

Cardiac arrest or post cardiac arrest

Severe respiratory distress (potential RSI candidate) medical or trauma
Respiratory failure or impending failure

Hemodynamically unstable

a. Potential life threatening injury or iliness
b. Examples might include:

i.
ii.
iii.
iv.
V.

GCS 8-12

Altered level of consciousness
Acute Coronary Syndrome Event
Status Epilepticus

Unresponsive patient

3. Non Urgent
a. Non-urgent patient who may require medical attention but advanced life support
measures during transport are probably not indicated and when indicated are not
time sensitive.

Minor injuries occurring during low speed MVC

GCs15

Hemodynamically stable chest pain not felt to be an ACS event or
ischemia.

Fall patient with only minor injuries who requires spinal immobilization

4, Refusal (or possible refusal)
a. A patient who is initially refusing assessment, treatment, and transport by EMS
and is legally able to do so. These patient may (frequently do) change their
minds and will require re-triage.
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Resource
Allocation /
Washington County EMS Notifications
Clinical Practice — Standing Protocols GP 18
General Protocols Revised: 5-08-06

Introduction: This protocol serves as a guide for paramedics and EMT’s working for WCEMS
in trying to determine when more resources (clinical resources) are required or indicated. The
EMS crew should be prepared to manage any call without assistance (in case there is no
resources available) however, when resources are available the EMS crews should request
assistance in the following circumstances:

Once the EMS Crew determines the patient status (according to the patient status
protocol) and the patient is deemed “critical”. It will be our policy to have a third
attendant on any critical patients when resources are available.

When there are more patients than can be adequately taken care of by the EMS

crew.
0
(0]
(0]

(0]

Multiple critical patients

Multiple urgent patients

1 critical patient with numerous stable/refusals may constitute more
resources

Any scene in which heavy rescue is dispatched should result in a command
staff response / or back up unit (if command staff is unavailable).

The in-charge Paramedic should also notify supervisor(s) in certain situations as well. The

supervisor may or may not decide to arrive on location depending on the scenario. The following
scenarios should result in supervisor notifications:

Any time patient restraints are anticipated in the care of a patient

When confronting any combative patients

Any unusual circumstances that could potentially be harmful to the rescuer or the patient
Inability to gain access to the patient (due to locked doors or other situations)

“Urgent” Pediatric patients (if resources are available)

As soon as it is determined that special or unusual situations exist that may require specialized
training from a clinical perspective should result in supervisor notification (Lieutenant, Captain, or
Director) who will then notify the special operations division appropriately. Examples may include:

Confined Space Rescue situations

Technical Rescue situations

Water Rescue situations

Special Immobilization Techniques

Other situation may also constitute more EMS resources, such as outlined in the TIC/Hazardous
Response Protocols. Please familiarize yourself with these other protocols as well.
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RSI
Rapid Sequence

Washington County EMS Intubation
Clinical Practice — Standing Protocols GP 19
General Protocols Revised: 5-08-06

INTRODUCTION: For advanced airway management (endotracheal intubation) in special
situations where oral intubation or nasal intubation is not possible or not recommended (ex. nasal
intubation vs basilar skull fx.) Drug overdoses status Epilepticus, severe edematous from burns of
the upper airway, and specifically indicated for the head injury patient, so hypoxia can be avoided
and hyperventilation provided (when indicated). When normal means of intubation (i.e. Nasal or
oral tracheal intubation) can not be carried out due to the following:

Presence of gag reflexes when airway
management is indicated (i.e. overdose,
GCS<8, etc.)

Clenched teeth,

General combativeness

When Nasal Intubations are contraindicated
or “not suggested” due to adverse affects
such as sympathetic responses

Paramedic

(Remember the 5 P’s of RSI: Preparation, Pre-oxygenate, Pre-medic __ate, Paralyze, Pass ETT)

1. Must have two rescuers to perform RSI safely and correctly.

2. Prepare: Assemble the required equipment. Try to get accurate Mallampati Score (see
diagram Pg. 28) to anticipate difficult airway it should be documented whenever possible.

3. Assure that the IV line is functioning and secure. (If resources available and time allowed 2"
IV should also be established)

4. Apply cardiac monitor and pulse oximeter.

5. Pre-oxygenate using High Flow 02 via NRB-mask for 2-4minutes. Do not use BVM unless
02 sat below 85%. Oxygen (reference oxygenation below).-DENYTROGENATION!!

6. Pre-medicate with 1-1.5 mg/kg of Lidocaine IVP (2-3 minutes prior to intubation). A
defasciculating dose of Vecuronium (0.01 mg/kg) may be used as an alternative to
Lidocaine. (IE high AVB, bradycardic rhythm, and extensive cardiac hx.)

7. Pre-medicate cont... If indications are present (i.e. conscious or semiconscious) are
present for sedation then patient should be sedated. The paramedic has two primary choices
for sedation to administer. Fentanyl (Sublimaze) 50-100mcg (or 1-3mcg/kg) or Versed
(Midazolam) 2-10mg. Every RSI scenario is different and this protocol relies on sound clinical
decision making of the on scene paramedic. Consider this information when deciding on
which sedation medication to utilize. Fentanyl has much less cardiovascular affect thereby
has little affect on patients blood pressure and heart rate which makes it very useful on
undiagnosed multi-system trauma patients. However the hypnotics/amnesia affects of
Versed makes is particularly useful in conscious ‘medical’ scenarios. However, Versed (as
most benzodiazepines) may have a profound affect on the patient’s blood pressure. If there
are known allergies or hypersensitivity to these “primary” medications then consider the
alternate sedation medications that are available and listed below, however, remember the
possible side effects of Valium (i.e. hypotension) and Morphine (extended onset and duration

times)
Alternative — Diazepam(Valium) 5-10mg
IVP
Alternative — Morphine Sulfate : 5-10 mg
IVP.
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RSI
Rapid Sequence

Washington County EMS Intubation (cont..)
Clinical Practice — Standing Protocols GP 19
General Protocols Revised: 5-08-06

8. Have another rescuer apply the Sellick’s maneuver to occlude the esophagus and maintain
pressure until the ET tube is in place and the cuff is inflated (should the use of a BVM
become necessary due to hypoxia before intubation or with attempts, cricoid pressure must
be maintained)

9. Paralyze: Administer 1.5 mg/kg of succinylcholine VP and continue ventilations.

10. Apnea and jaw relaxation is indications that the patient is sufficiently relaxed to precede with
endotracheal intubation.

11. Pass the Tube: Perform endotracheal intubation. If you are unable to place the tube in 20
seconds, stop. Then ventilate the patient with 100% oxygen using the BVM for 30 — 60
seconds before attempting the procedure again.

12. Once the tube is in place confirm with auscultation, fogging of endotracheal tube, and
increased oxygen saturation, release cricoid pressure and properly secure the tube.

13. If indicated maintain sedation with which ever sedation medication was initially utilized.
Preferably Fentanyl 50-100mcg. If this does not adequately subdue the patient and/or there
is an extended transport time, then administer 0.1mg/kg of Vecuronium . Consider
additional sedation medication when continued paralysis is indicated. Vecuronium should
never be used as an initial front line paralytic. It should only be utilized after successful
intubation and there is need for continued paralysis of the patient.

ABSOLUTE CONTRAINDICATIONS : Spontaneous breathing with adequate ventilation without
need for airway protection. Inadequate personnel or other resources to safely carry out the
procedure.

OXYGENATION: In head injury without s/s of herniation syndrome maintain an expired CO?2 of
30-35 mmHg (the patient is ventilated approximately 14 breaths/minutes). An onset of
decorticate (contractual) posturing with unequal pupils (herniation syndrome) the patient should
be hyperventilated at 24 breaths per minute, to decrease the monitored end-tidal CO2 to
approximately 25-28 mmHg.
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RSI cont..
Washington County EMS Mallampati Signs
Clinical Practice — Standing Protocols GP 19
General Protocols Revised: 5-08-06
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Transport

Ventilator
Washington County EMS (Autovent 3000)
Clinical Practice — Standing Protocols GP 20
General Protocols Revised: 5-08-06

Introduction:

This device accurately and safely performs ventilations to both intubated and non-intubated
patients. The device is to be utilized at the paramedics discretion but the guidelines below should
be followed when utilized. The device may not be the best ventilation mode for every patient (i.e.
a patient with restricted ventilations, who may require forceful ventilation, with asthma and/or
burns). The paramedic must know and understand what the limits of this device are. This
particular ventilator is a three setting device with Tidal Volume, Inspirations Time and Rate. It is
imperative that routine maintenance, calibration and inspection are performed on this equipment.
**This device may not be available on every WCEMS unit due to repairs and cost of this
equipment. This protocol should be utilized when the device is available.

EMT-Basic, Intermediate, and Paramedics

Autovent 3000 (parameters):
Gas driven (non-electrical) ventilator (must have 50psi source).
Not suggested on multi-system (field) trauma patients.
May be used on any patient who weighs >20kgs.
Tidal Volume should be calculated by the patients weight (kg) multiplied
by 8-10cc.
| 0 (i.e. 10cc X 80kg => a TV of 800cc)
Any Medical device is subject to mechanical failure — so every patient
should be closely monitored for proper oxygenation and ventilation
during the use of this device.

Application:
Determine need for assisting patients ventilations.
Assure ventilator is attached to a 50psi source.
Set Tidal Volume (TV) to proper setting using above formula.
Determine which inspiration time will be utilized (child or adult) and set appropriately.
Set rate of ventilations.
Quickly test pressure alarm feature by placing you hand over the end of the standard 15
mm adapter and listening for high pitched noise.
Apply to the patient either by attaching directly to ET tube or by using a face mask.
Monitor the patient for proper ventilation:
- Sp0O2

Lung sounds

Chest wall expansion

Presence of cyanosis

EtCO2

ogkrwnE
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Contraindications:
Patient <20kgs
No other contraindications present unless inadequate oxygenation is present.
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Immunization
Washington County EMS Program
Clinical Practice — Standing Protocols SP 01
Special Patients Revised: 5-08-06
Introduction:

In the wake of September 11™, 2001, Washington Count EMS formed what is now known as the
“Special Operations Division” of the counties EMS Department. This division was formed in
attempts to deal with the unfortunate and abnormal situations that are, at times, outside of the
normal training of the Paramedic curriculum. In 2003 due to the possibility of a bioterrorism
incident occurring in our country, the WCEMS department partnered with the Texas Dept. of
State Health Services (locally) to assist in the smallpox vaccination program. Several of our team
members were vaccinated with smallpox vaccination. Since this time numerous “white paper”
studies have shown the effectiveness of paramedics administering vaccines. The results have
been overwhelmingly positive for numerous reasons. First, Paramedics are already trained in
both the cognitive and psychomotor objectives of medication administrations. Paramedics
routinely administer subcutaneous, IM, and Intravenous medications in their day to day
profession. Paramedic education involves didactive, laboratory, clinical, and field instruction
totaling approximately 1,200hrs beyond that of the entry level emergency medical technician.
Some states are allowing EMT'’s to administer vaccines. Our special operations rescue
paramedics undergo an additional eight hours of training in vaccination and administrative
paperwork issues. The training is sponsored by the Texas Department of State Health Services
Immunization Programs Department.

As EMS continues to evolve into an “expanded scope of practice " and to meet its community
needs more EMS Vaccination programs are highly likely. With funding cuts and budgetary
concerns for state funded agencies more and more local healthcare issues are being dealt with
within its local healthcare community. The mobility, existing training, and available advanced life
support equipment make EMS extremely useful as a vaccination program.

The programs goal is:
- To have the ability to perform our own (in-house) vaccines to existing and new hire

employees
Ability to provide vaccinations to other public safety personnel if needed (police, fire,
government officials, etc...)
Assist the public health agencies with mass vaccinations in lieu of a bioterrorism or
pandemic event
We are also a TVCP Provider (Texas Vaccine for Children Provider) which enables us to
provide “free” vaccines that are required by law for infants and school aged children.

Our Special Operations Division is focusing on the mobility of this program . Our paramedics
are accustomed to working in adverse conditions on a daily basis. Our paramedics will bring the
mobile TVCP program to the “door” so to speak of underserved or “hard to reach” areas of our
county to children who may otherwise go unvaccinated. EMS has the advantage of bringing
healthcare interventions to the public wherever it is, rather then depend on the public to travel to a
more controlled setting.

Authorization: Special Operations Paramedics (only)

Only paramedics trained in the vaccinations and vaccination program are allowed to participate in
the program. Paramedics giving vaccines must follow this outline exactly and are to be familiar
with all aspects of this protocol. The guidelines were developed with medical direction input,
Centers for Disease Control guidelines, and the assistance of regional DSHS representation.

33




Only paramedics who are “active” within the special operations division have automatic
authorization . Other who have been trained by the Special Operations Lieutenant may
participate in emergency situations as authorized by the EMS Director or Special Operations Lt.
All vaccinations are standing orders and do not require physicians orders.

Patient and Vaccine Information:
Informed consent is required
Only a parent or legal guardian can consent for the immunization of a child (not a
babysitter, not a grandparent, not a sibling, etc...) per Texas Family Code 32.001.
If there are any concerns about a patients vaccination schedule or eligibility, refer the
patient to the local DSHS nurse or the patients primary care physician
Refer to the individual vaccine package insert for dosage information. Different vaccine
manufactures will recommend different amounts of their product.
Refer to the individual vaccine package insert for proper vaccine handling and storage
recommendations. State requirements for ordering vaccines and other TDSHS
requirements must be adhered to.
Records of the patient eligibility screening form must be maintained on file for a period of
3 years. If requested, the records must be made available to the Texas Department of
State Health Services.
Vaccines supplied by TDSHS and administered to a child who is eligible for the TVCP
program may not be charged to the child or parent. However, administrative charges for
paperwork filing or supplies (syringes, band aides, etc...) may be charged up to $14.00.
It will be the policy of Washington County EMS to not charge but to ask for “donations” for
supplies used.

Absolute Contraindications:
No live attenuated virus vaccines (MMR, varicella) are to be administered to the following
patients:
Pregnant female patients, or females who may become pregnant in the next three
months.
Patients or close family contacts with cancer, lymphoma, leukemia, high dose steroid
dependency, or AIDS.

Procedure:
1. All parents are to be asked the following questions:

A. Are you the consenting adult?

B. Have you read the information consent forms? Do you have any questions?

C. Is your child well today except for a minor iliness (such as a common cold)?

D. Is your child taking any medications?

E. Does your child have any allergies to eggs, ncomycin, streptomycin, or
thimcrosal (antideptic containing mercury) serious enough to have seen a
physician?

F. Does your child or anyone in the child’'s family have a weakened immune
system?

G. Has your child had an injection of gamma globulin (immune globulin) during the
past 5 months? Gamma globulin is often used for hepatitis A prophylaxis before
international travel.

H. Does your child have a seizure disorder or any type of neurological problem?

I.  Has your child ever had a reaction to vaccines in the past (e.g. allergic reaction,
high fever>105°F, or shock)?

2. If “Yes” to any of these questions, vaccination should be deferred and referral made for
the patient to see the county health department for further guidance.
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3. The following vaccines may be given:
-dT: adult tetanus, diphtheria toxoid
-DT: pediatric diphtheria, tetanus toxoid
-DTaP: diphtheria, tetanus, acellular pertussis
-DTP: diphtheria, tetanus toxoid, absorbed whole cell pertussis vaccine
-Hep A: hepatitis A
-Hep B: hepatitis B
-Hib: conjugated Haemophilus influenza —type B
-Influenza: “flu shot”
-IPV: inactivated polio vaccine (since January 1, 2000)
-MMR: measles, mumps, rubella
-PCV7: pneumococcal conjugate
-Varicella: chicken pox
In addition to these vaccines our paramedics will also be trained in performing a Th
(tuberculosis skin test).

4. Administer the needed vaccines according to the table on the following page. Approved
paramedics may administer vaccines to employees, to children and any other requesting
parties who meet the needed requirements.

5. Report any possible adverse reactions following immunization. Persons who administer
vaccines are required by law (National Childhood Vaccine Injury Act of 1986) to report
adverse events following vaccination. The Vaccine Adverse Event Reporting System
(VAERYS) is the reporting agency. Reporting forms and information about reporting
requirements or completion of forms can be obtained 24 hours a day by calling VAERS in
Rockville, Maryland, at (800) 822-7967.

To prevent any injuries during our vaccination clinics the standard precaution suggested by CDC
and DSHS will be adhered to. Patients will be lying down or sitting down during vaccinations (in
case a patient faints). A fully stocked emergency response vehicle will be on site during all
clinics. This may or may not be an MICU ambulance. Our command staff response vehicles are
equipped at the MICU level including all allergic reaction, monitoring, advanced and basic airway
management equipment. So it is allowable to have a command staff present in lieu of a MICU
ambulance.
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. L Co Dosing Dosing Side Effects of
Vaccine Indications Contraindications Schedule Notes Vaccine/Notes
5 doses Documentation
; of the valid
Child with valid givenat2 | 0.5ccIM<5 medical
: mos, 4 yrs, give in o
medical mos. 6 antorolateral contraindications
DT (pediatric) contra|nd|ca_t|on Age > 7ylo mos, 15- thigh. > 5 to pertussis
to pertussis - vaccine is
vaccine 18 mos, yrs, give in required on the
and 4-6b | ~ deltoid Squired oft
immunization
years
record.
Initially
and in 1-2
mos and
3" dose
6-12 mos Some doctors
after the recommend dT
. . initial 0.5cc IM to every 5 years
dT (adult) Patients >7 y/o Child< 7 y/o dose. deltoid (especially in
Booster at dirty wounds).
11-12
years old
and 10
years
thereafter.
5 doses
givenat2 | 0.5ccIM < o
DTaP . mos, 4 yrs, given in If feve_r >104°F,
Children aged Age > 7vylo crying, or
(preferred) or 2 months- 6 Contraindication to mos, 6 anterolateral seizures then
DTP ears ertussis component | oS 15- thigh. >5 selezlgmed'cal
(alternative) y P P 18 mos, yrs, give in attent'or|1
and 4-6 deltoid. on.
years
Hepatitis A Travel outside Dose #1
USA, those at now and
risk (contact dose #2
with sewer given 6
water) mos after
dose #1
Initially,
then 2™ o
_ dose 1 Pa_m at _|njec_t|0n
All children month site. High risk
born after Jan later. then 0.25 cc IM < | patients include:
1,1991, and all 31 aose 5 yrs, give IVDA,
susceptible in homosexual,
. X 3-6 mos .
Hepatitis B children born anterolateral inmates,
after dose . . .
after Jan 1, 41 In thigh, > 5 international
1982 who are o yrs, give in travelers,
children, : . .
at least 11 . deltoid dialysis, group
typically
years old. . home, health
birth, 2
care workers.
mos, and
6 mos of
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age.

4 doses
at 2 mos,
. Child aged 2 4 mos, 6 0.5cc IMto Pain at injection
Hib Age >5ylo anterolateral .
months- 4 y/o mos, and thiah site
12-15 g
mos.
Every fall for
people age >50 Vaccination
y/o; women in changes every
3" trimester fall based on
pregnancy,; prediction of
Influenza nursing home Every fall what influenza
residents; strain will be
persons < age most prevalent
50 y/o with in the upcoming
chronic medical winter season.
conditions
Polio virus is
shed in the stool
4 doses for 6 weeks after
with 1PV OPV. OPV may
Age > 18 y/o IPV- at 2 mos, cause vaccine-
IPV All children allergy to ncomycin | 4 mos, 6- associated
or streptomycin 18 mos, poliomyelitis in
and 4-6 immunodeficient
yrs. children and was
replaced by IPV
in Jan 2000.
Persons born before People with
Jan 1, 1957 AIDS can still
(naturally immune). 12-15 receive MMR.
Children >12 History of Rash, joint
: mos of . .
mos old. anaphylaxis to eggs. ; 0.5 cc SQ in | swelling, low
) . age with :
MMR Persons born MMR (live vaccine)- b posterior grade fever.
ooster at :
after Jan 1, not for pregnant 4-6 vears deltoid
1957. females or y
. : of age.
immunocompromised
patients or family
members.
All children <23 4 doses High risk
PCVv7 i i .
mos of age, given at: children 24
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and other -2 mos mos-59 mos
children -4 mos of age who
between ages -6 mos have not
of 24 mos-59 -12-15 been
mos with mos vaccinated
chronic disease should
or illness. receive 2
doses of
PCV7 given
2 mos apart.
A prescription is
Patient >65 y/o required for a 2™
Patient < 2 y/o dose in the
Pneumococcal with long-term future — usually
iliness with 5 years after
increased risk initial
of pneumonia vaccination.
Age 12
mos-
12y/o
. (who
Children > 1y/o have had
who have not chicken
had chicken Children < 1y/o ox) need
pox. If child had Varicella (live P
. - 1 dose. If
chicken pox vaccine)- not for
_ >13 yl/o,
Varicella when < 1y/o pregnant females or need 2
they need a immunocompromised
X . doses of
booster. patients or family varicella
Children born members. )
vaccine
after Jan 1, .
1983 with the
’ 2" dose
1-2 mos
after the
1% dose.
Recommended Childhood Immunization Schedule:
Vaccine Birth |2 4 6 12 15 mos |4-6 14-
mos | mos | mos | mos yrs 16
yrs
Hep B Hep | Hep Hep
B B B
Diphtheria/Tetanus DTP | DTP | DTP DTP DTaP | dT
Hib Hib Hib Hib Hib
IPV (Polio) PV PV PV IPV
PCV7 PCV7 | PCV7 | PCV7 | PCVY
MMR MMR MMR
Varicella Varicella
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Obstetrical
Washington County EMS Emergencies
Clinical Practice — Standing Protocols SP 02
Special Patients Revised: 5-08-06
INTRODUCTION:

Most pregnancies progress in an orderly, normal fashion. Abnormalities during pregnancy affect
both mother and child. Thus, care of the pregnant patient focuses on the evaluation and
treatment of both mother and in-utero child. Common emergencies encountered in the
prehospital environment are — bleeding, abnormal presentation of child, complicated deliveries
and abdominal pain. Rapid assessment and recognition of acute problems including the
possibility of having to support two or more lives with complications is the primary focus of the
prehospital environment.

EMT Basic

1. ABCs and administer supplemental oxygen 100% ASAP, with oximeter before & during.

2. If the obviously pregnant women (greater then 20 weeks gestation) requires spinal
immobilization, securely package her supine and tilt the spine board 45 degrees on the left.

3. Assessment/Vital Signs (include fetal heart rate if possible).

4. Collect any aborted tissues and transport with the patient. Transport the patient greater than
20 weeks gestation on her left side.

5. Reference SPECIAL SITUATIONS/CONDITIONS listed below. Remember get an APGAR
scores at one and five minutes after birth. Infants with scores of 3 or less require aggressive
resuscitation.

EMT-Intermediate (In addition to above)

1. Blood glucose assessment, if indicated.
2. Start IV NS tko.

Paramedic (In addition to above)

Blood glucose assessment, if indicated and not yet done.

Obtain ECG if indicated.

Start IV NS and give 10-20 ml/kg IV bolus for hypotension (SBP < 90 mm Hg). Maintain a
SBP of >90 mm Hg.

4. A pregnant patient in cardiac arrest should be managed with rapid transport to the hospital
and early notification of the ED that the patient is a pregnant arrest (this allows the ED to
mobilize a team for emergent C-section if necessary). Pregnant arrests should be managed
with a small elevation (pillow, sheet) under the right hip to shift the uterus off the great
vessels in the pelvis during resuscitation attempts.

wnp e
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Obstetrical
Emergencies
Washington County EMS Cont.
Clinical Practice — Standing Protocols SP 02
Special Patients Revised: 5-08-06

Consider the following while performing your assess ment and history taking:

1. Prenatal care? Last Menstrual Period? Pain —type and location? Is pregnant high risk?
Have there been any complications? Due date (gestation)? Gravida? Parita? Contractions? If
so, how far apart? Bleeding? Rupture of membranes? Urge to push? Any vaginal discharge?
Cramping? Previous miscarriages? Fetal movement?

SPECIAL SITUATIONS/CONDITIONS: One of the major considerations in managing a
prehospital delivery is timing. If birth is imminent, - stay and deliver the baby . If high risk or
complicated, attempt to delivery en-route to the hospital. This patient would be considered
“critical” according to our patient prioritization protocol and a third attendant should be requested
when resources are available, when delivering in the field

a. Cord presentation — relieve pressure to maintain a Pulsatile cord, transport rapidly, placing her
in the knee chest position and keep cord moist with saline dressing.

b. Limb presentation — support presenting part, place mother in Trendelenburg & knee-chest
position.

c. Breech Birth — rapid transport with delivery en-route if necessary.

d. Cord around neck — unwrap cord from neck and deliver normally, keep face clear, suction
mouth & nose, etc

e. Eclampsia/Pre-eclampsia — Magnesium Sulfate is often used in the emergent treatment.
Contact On-Line medical control only.

f. Infant not breathing — stimulate with dry towel, rub back, flick soles of feet with fingers.
Suction, ventilate 100% BVM, begin chest compressions if HR<60. Reassess quality of
ventilation efforts, if indicated intubate —failure to respond usually indicates hypoxia — airway
management is paramount in neonates.

g. Inverted or prolapsed uterus/abruptio placenta/profuse vaginal bleeding/ placenta previa/
ruptured ectopic pregnancy: Shock management with rapid transport to the hospital. These
patients should be managed philosophically like trauma patients.

h. Post — partum hemorrhage — fundal massage (with or without placental delivery)& shock
management as indicated.
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Washington County EMS Pediatric ACLS

Clinical Practice — Standing Protocols SP 03

Special Patients Revised: 5-08-06

EMT Basic

wp e

ABCs (CPR if indicated).
Give supplemental oxygen ASAP, with oximeter before & during O2.
Assessment/Vital Signs

EMT-Intermediate (In addition to above)

1. Administer IV's, Intubation (ET only) and MAST (legs only) at the discretion of the
attending paramedic

Paramedic (In addition to above)

Administer Defibrillation, 10’s, Intubation, fluid challenge, reactive airway disease
medications (SQ epi, benadryl, Albuterol, etc...)and MAST trousers (legs only, can be
performed in the field). First line PALS medications may be performed in a full arrest situation
without physicians orders. As soon as reasonably possible the paramedic should contact
medical control for physician input on medications.

PEDIATRIC BRADYCARDIA

(pediatric bradycardia is usually the result of hypoxia)
Obtain ECG.
Administer intubation.
Start IV or 10 NS, 20 ml/kg IV bolus if indicated.
With severe cardio-respiratory compromise (poor perfusion, hypotension, respiratory
difficulty) administer

PN PE

Epinephrine IV/IO: 0.01 mg/kg (1:10,000). ET: 0.1 mg/kg (1:1,000), doses up to 0.2 mg/kg
(1:1,000) may be effective. Repeat every 3 — 5 minutes at the same dose.
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VF or Pulseless VT

a. Continue CPR, secure airway
b. Ventilate with 100% oxygen
c. Obtain IV or IO NS tko.

ASYSTOLE & PULSELESS ARREST - See attached Algorith  m

(confirm cardiac rhythm in more than only one lead)
Determine pulselessness and begin CPR .

(20 ml/kg IVP if indicated)

DON'T DELAY DEFIBRILLATION d.

d. Defibrillate (as indicated)

2 J/kg (initially)— 4 J/kg (subsequent shocks) e.

e. Epi 1:10,000 (0.01 mg/kg)IV/IO

ET: 0.1 mg/kg (1:1,000) g 3 =5 min.
f. Amiodarone 5mg/kg (may repeat)
g. Defibrillate 4J/kg 30 — 60 seconds

after medication.
h. Epi IV/IO/ET:

0.1mg/kg (1:1,000)

IV/10 doses up to 0.2mg/kg

Repeat q 3 — 5 minutes.

ow

Asystole
Continue CPR, secure airway

. Ventilate with 100% oxygen
. Obtain IV or IO NS tko.

(20 ml/kg IVP if indicated)
Epinephrine IV/10: 0.01 mg/kg 1:10,000
ET: 0.1 mg/kg 1:1,000
Epinephrine IV/IO/ET:
0.1 mg/kg (1:1,000)
(IV/I0 doses up to 0.2 mg/kg
of 1:1,000 may be effective)
Repeat q 3 — 5 minutes

i. Lidocaine 1mg/kg may be an alternative to Amiodarone
j. Defibrillate 4 J/kg 30-60 seconds

EMD/PEA
a. ldentify & treat
cause:
* Hypoxemia
* Acidosis
* Hypovolemia
* Tension pneumo-
thorax
* Cardiac Tampo-
nade
b. Continue CPR,
c. Ventilate with
100 % O2
d. Obtain IV or IO
NS (20 ml/kg)
If indicated).
e. Epi. (1:10,000)
IV 0.01mg/kg
ET 0.1 mg/kg) .
(1:1;000)
after medications
f. Repeat Epi. 3-5
minutes.

NOTE: FOR NEONATES GIVE 0.1 — 0.3 mg/kg of Epineph rine IV or IO (ET use 1:1,000 at 0.1

mg/kg). Fluid resuscitation for Neonates should be

10cc/kg bolus (repeat as indicated).
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Pediatric
Medication
Dosages
Washington County EMS
Clinical Practice — Standing Protocols SP 04

Special Patients

Revised: 5-08-06

Atropine

Dextrose 50%

Diazepam

Epinephrine 1:10,000

Epinephrine 1:1,000
Lidocaine

Sodium Bicarbonate

Narcan

Succinylcholine 2% (Anectine)
Dopamine Drip

Lidocaine Drip

Benadryl

Morphine Sulfate

Amiodarone

0.02 mg/kg

0.5 gm/kg (use D25% for
infants)

.25 mg/kg (ie. 99 Ibs. = 45 kg
give 2 cc)

0.01 mg/kg (Neonate 0.01- 0.03
mg/kg)

0.1 mg/kg
1 mg/kg

1 mEqg/kg (use 4.2% in
neonates)

0.1 mg/kg

1 mg/kg

2 — 20 mcg/kg/min
20 — 50 mcg/kg/min
1 -2 mg/kg

0.1 - 0.2 mg/kg

5mg/kg IVP /10
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Washington County EMS Special Operations

Clinical Practice — Standing Protocols SP 05

Special Patients Revised: 5-08-06

Introduction:

EMS providers are more likely today than ever before to come into contact with a terrorist attacks,
threats, hoaxes, or violent acts than ever before. Whether a true terrorist threat, domestic
violence situation, or other potential violent situation should arise the EMS crews should notify the
special operations team and command staff on a routine basis for these situations. All members
of the special operations team will have received federal training on operating, patient handling,
and PPE. The team will also train routinely on the equipment to assure competency. This protocol
refers specifically to those paramedics or EMT’s selected to be on the Special Operations Team
however, can be authorized by EMS Command Staff in disaster circumstances. These protocols
are supplement to the protocols and standards found in the standard protocol manual.

Note: In certain situations patient treatment modalities may necessitate change. The following are
some acceptable changes in patient treatments for the special operations paramedics (team) or
authorized personnel during these situations.

Airway Management
Due to the need to remain inconspicuous in certain situations, unconscious patients needing
airway management can have the Combitube placed initially instead of a “rescue device” in
unsuccessful traditional intubation attempts.

Hemorrhage Control
In certain situations such extremely combative patients or violent patients, direct pressure
techniques may or may not be an option. In these and potentially other situations the use of
modern hemorrhage control agents such as Quik-Clot or early tourniquets usage may be
indicated. If tourniquets are utilized then the date and time should be written directly on the
patient when possible.

Medications
Certain medications may be utilized by paramedics in these situations. Below is a list of pre-
authorized medications such as antidotes. In certain large scale emergencies and with Medical
Directors approval we may also be administering certain antibiotics.

Name: Amount/Supplied: Indications:
1. Pralidoxime Chloride 1. 300mg/ml (2ml) in 1. Nerve Agent Antidote
Injection Auto- injector 2. May also be used in
2. Should administer certain
600mg organophosphate
poisonings

2. Atropine Auto-Injection 2. 2 mg Auto- Injection 2. Nerve Agent poisonings
(2mg) only
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** The equipment stated above will not be located in EMS unit but can be found in EMS store

room or special operations trailer with other WMD equipment.
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Special Trauma
Considerations in
the Pediatric

Washington County EMS Patient

Clinical Practice — Standing Protocols SP 06

Special Patients Revised: 5-08-06
INTRODUCTION:

To provide good trauma care for children you must have the proper equipment, know how to
interact with frightened parents, know the normal vital signs for various ages and be familiar with
the injuries that are more common in children. Fortunately the assessment sequence is the same
for children as for adults. If you perform your assessment well, you will obtain the information
needed to make the right decisions in management.

COMMON MECHANISMS OF INJURY IN CHILDREN:

1. Falls — from a height usually land on their heads because it is the largest/heaviest part of their
body.

2. Motor vehicle crashes

3. Auto — pedestrian: Waddell's triad — a combination of left femur, spleen and right head
injuries. Because we drive on the right side of the road, bumper of the car generally hits
the child’s left femur while the fender hits the spleen area. The child flies through the air
and lands on the right side of the head.

2. Burns

3. Airway obstruction, from a foreign body

4. Child abuse

INORMAL PEDIATRIC VITAL SIGNS: |

AGE WEIGHT(KG) RESPIRATIONS PULSE * SB(KG)P
NEWBORN 34 30-50 120 - 160 >60
6MO-1YR 8-10 30-40 120 - 140 70-80
2-4YR 12-16 20-30 100 - 110 80 -95
5-8YR 18 -26 14-20 90 - 100 90 - 100
8-12YR 26 — 50 12-20 80— 100 100 - 110
>12 YR >50 12-16 80 — 100 100 - 120

* Systolic Blood (kg) Pressure
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C-SPINE STABILIZATION :
0 Most children (8 years and under) require padding under their back and
shoulders to keep cervical spine in neutral position.

BAG —VALVE — MASK:
0 The rates are 40 per minute for a child less than a year of age, 20 per minute for
greater than 1 year of age, and 15 per minute for an adolescent. Make sure that
your BVM does not have a pop-off valve.

INTUBATION:

o Blind nasotracheal intubation is difficult, if not impossible, in the child less than 8
years old, as the larynx is too far anterior. Choose an endotracheal tubs size that
slips through the child’s nose (about the size of the little fingernail). Another
guide is 4 + Age in years = Size of tube (mm).

4
CIRCULATION:

o Capillary refill may be used along with other methods to assess the circulation
but do not depend on it alone to diagnose shock. At the present time the
capillary refill test is considered controversial. Mottle skin is a normal finding in
an infant less than six months of age, but it also may be a sign of poor
circulation, so note it. A weak, rapid pulse with a rate over 130 is usually a sign
of shock in all children except neonates.

VOLUME REPLACEMENT:

o The initial bolus should be 20 cc/kg of with Ringer’s Lactate, given as rapidly as
possible. If there is no response, another 20 cc/kg can be given. If the child is in
late shock and you cannot see/feel a vein, or cannot star an IV in two attempts or
90 seconds, perform intraosseous infusion. Remember that the child’s blood
volume is about 80 to 90 cc/kg, so a 10 kg child has less than 1 liter of blood. 3
or 4 laceration can cause 200 cc blood loss, which is about 20% of the child’'s
total volume.
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INTRODUCTION:

In order to adequately care for the mother and unborn child that have been traumatized, one must
be aware of the following facts. Any significant trauma to the pregnant patient could result in
significant injury to the unborn fetus. The attending paramedic should initiate IV access and
monitor patient appropriately (ECG, Sp02, and EtC02 when indicated):

1.

The average maternal heartbeat will increase by 10 to 15 beats per minute when compared
to the non-pregnant.

The systolic and diastolic blood pressure of the pregnant patient will often decrease by 10 to
15 mm Hg in the second trimester of pregnancy and then return to normal by term.

The pregnant patient under goes a significant increase in circulating blood volume about 40
to 50%. This presents an increase in both plasma and red blood cells. However, there is
usually a greater increase in plasma compared to the increase in red blood cells, thereby
resulting in a relative state of anemia for many pregnant patients.

The pregnant patient may lose 30 to 45% of her circulating blood volume before hypotension
develops.

When the pregnant patient is lying flat on her back, the enlarged uterus can cause significant
compression of the inferior vena cava, thereby reducing venous return to the heart by up to
25 to 30%. This can then result in hypotension. Therefore, when possible, pregnant patients
should be transported in the left lateral recumbent position. If it is necessary to immobilize
the patient supine, then the backboard should be tilted upward 20 to 30 degrees towards the
patient’s left side. This will help to “roll” the pregnant uterus away from the inferior vena cava.

Gastric emptying and motility are decreased during pregnancy. This, combined with the
compression of the enlarge uterus on the stomach, increase the risk of aspiration in patients
with a decreased level of consciousness.

Trauma to the pregnant patient can result in very significant amounts of OCCULT bleeding —
either intrauterine or retroperitoneal.

Abruptio placenta is the leading cause of traumatic fetal death. Vaginal bleeding is seen in
about 75% of these cases.

Maternal hemorrhage that does not result in decrease blood pressure can still reduce fetal

blood flow by 20 to 25%. Trauma significant enough to cause shock in the mother is
associated with a fetal mortality of about 75%.
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Alcohol

Washington County EMS Emergency

Clinical Practice — Standing Protocols AM 01

Adult Medical Revised: 5-08-06
INTRODUCION:

A patient who is showing signs of intoxication such as unconsciousness, confusion,
disorientation, dizziness, has alcohol on the breath, anger and/or fainting.

EMT-Basic

=

ABCs.

2. Administer supplemental oxygen at 100% ASAP, with oximeter before & during O2, be
prepared to assist ventilations if patient is hypoventilating.

3. Assessment/Vital Signs. CHECK FOR TRAUMA, place patient in a left lateral position on the

stretcher.

EMT-Intermediate (In addition to above)

1. Intubate patient if indicated.
2. Check blood sugar with glucometer and draw blood. (draw slowly)
3. Start IV NS tko.
Paramedic (In addition above)
1. Obtain ECG.
2. Intubate patient if indicated. May refer to RSI protocols.
3. Check blood sugar with glucometer and draw blood. (draw slowly)
4. Start IV NS, run wide open if systolic <90. If the systolic is >90 run tko.
5. THIAMINE 100 mg IVP.
6. If blood glucose is 50 or below, give 50 ml D50 (50% dextrose) VP, may be repeated if

indicated.
7. NARCAN 1 -2 mg IVP, may be repeated.
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INTRODUCTION:

Allergic reaction and anaphylaxis represent a spectrum of the same problems. At its extreme
end, anaphylactic reactions are life threatening with a mortality rate of 3% requiring swift action.
Care is focused on reducing or stopping the allergic reaction. The cardinal signs of anaphylaxis
are stridor, bronchospasm, and hypotension. Allergic reaction can progress to anaphylaxis within
minutes. Any patient presenting with urticaria (hives), shortness of breath, or shock felt to be due
to allergic reaction such as a bee sting, penicillin shot, ect...

EMT-Basic

1. ABCs

2. Safely and rapidly remove patient form source of exposure, if necessary.

3. Administer supplemental oxygen 100% ASAP, with oximeter before & during O2.

4. Assessment/Vital Signs.

5. Place the patient in a trendelenburg position if indicated. Use this position with caution in
patients with COPD, or extreme obesity since this position may cause respiratory
compromise.

6. Assist ventilation’s with BVM for severe respiratory distress.

7. Albuterol 2.5mg nebulizer, if indicated (dyspnea)

EMT-Intermediate (In addition to above)

1. Intubate if necessary

2. Start IV NS TKO

3. Albuterol 2.5mg Nebulizer , if indicated (dyspnea)
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Paramedic’s (In addition to above)
1. Obtain ECG.
2. Ventilate via BMV if necessary
3. Intubate if necessary (may refer to RSI if indicated)
4. Administer the appropriate following treatment:
Localized Localized with Dyspnea Systemic reaction & Shock
(BP <90 Systolic)
1. IV of NS at TKO 1. IV of NS TKO 1. IV of NS wide open
2. Benadryl 50mg IV/IM 2. Epinephrine 1:1000 2. Epi 1: 10,000 1mg IVP

0.3mg SQ

3. Benadryl 50mg IV/IM

4. Albuterol 2.5mg nebulizer
if indicated (dyspnea)

3. Benadryl 50mg IV/IM
4. Consider Mast trousers
5. Call for orders on

Dopamine

NOTE: Following the administration of epinephrine, the patient should receive diphenhydramine
(Benadryl) intravenously. Benadryl blocks both H1 and H2 histamine receptors, thereby limiting
the effects of additional histamine release.

Key Points: Administer Epi with extreme caution in patients if evidence of Ischemic heart disease
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INTRODUCTION:

Any patient who is short of breath and has a history of asthma, or any patient short of breath not
felt to be in heart failure with wheezes. The goal of prehospital care is to maintain oxygenation,
ventilation and reduce bronchospasm.

EMT-Basic

ABCs.

Give 100% supplemental oxygen, with oximeter before & during O2.

Place the patient in a sitting or semi-sitting position, assist ventilation if the patient tires and
starts to hypoventilate.

4. Assessment/Vital Signs.

5. Report and document the use of any drugs, and/or inhaler within the previous 24 hours.

wp e

EMT-Intermediate (In addition to above)

1. Start IV NS tko.

Paramedic (In addition to above)

Obtain ECG.

Start IV NS tko (if not yet done).

If severe, administer PROVENTIL (Albuterol) 2.5 mg/3ml, 1unit dose by nebulizer.
NEBULIZATION WITH PROVENTIL MAY BE REPEATED ONCE FO R ADULTS. Consider
EPINEPRHRINE 1:1,000 may be given, a dose of 0.3 mg is given subcutaneously with
tuberculin syringe.

wp e

NOTE:

Use all forms of epinephrine with caution in any patient with cardiovascular heart disease, HR >
140, or age > 50. Pediatric give no more than 0.3 mg Epinephrine, regardless of age or weight.
Be prepared to treat the patient appropriately should respiratory arrest occur.
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INTRODUCTION:

Any patient who is complaining of shortness of breath with history of COPD, bronchitis,
emphysema or heavy cigarette consumption. Heart failure must be ruled out (assistingin R/ O
of MI and/or failure to obtain a 12 Lead ECG).  Patients with heart failure usually have a history
of PND (paroxysmal nocturnal dyspnea) but not COPD patients. Patients with COPD usually
have a history of chronic productive cough. When they get short of breath, the sputum increases
in amount and/or changes color.

EMT- Basic

1. ABCs.

2. Administer 02 by most appropriate method. Do not deprive the patient in distress of high
oxygen flow, regardless of history.

3. Place the patient in a sitting or semi-sitting position, assist ventilation if the patient tires and
starts to hypoventilate.

4. Assessment/Vital Signs.

5. Report and document the use of any drugs, and/or inhaler within the previous 24 hours.

EMT-Intermediate (In addition to above) ‘

[N

. Start IV NS tko.

Paramedic (In addition to above) |

Be prepared to intubate or RSI (see protocol) is indicated.

Obtain ECG. Monitor EtC02 and Sp02.

Start IV NS tko (if not yet done).

Nebulaization with Albuterol 2.5mg/3cc may be repeated once in 5— 10 minutes from initial
dose.

e SN

NOTE: All patients should be carefully monitored during treatments, especially patients with
history of coronary artery disease.

Note: When the Patient is unable to assist with hand held nebulizer, utilize the NRB with
attachments of the hand held nebulizer. Remove the bag from the NRB and attach the nebulizer
medication chamber, the tubing and connect to O2 port.
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Washington County EMS CVA / Stroke

Clinical Practice — Standing Protocols AM 05
Adult Medical Revised: 5-08-06
INTRODUCTION:

Definitive care for the patient with a “brain attack” (as it is now called) is no longer just
rehabilitation. Hospitals now have the opportunity to intervene in acute central nervous system
ischemia by treating certain patients with thrombolytic therapy. This opportunity carries with it a
significant challenge-the rapid and careful assessment, selection, and treatment of appropriate,
non-hemorrhagic patients within 3 hours of symptom onset . With the recent advent of stroke
designation facilities these patients may require bypass protocol utilization. Refer to bypass
protocol. When lowering blood pressure in acute CVA WITHOUT marked elevation in diastolic
pressure (130 mmHg or greater) you are decreasing blood flow to the brain and increasing
ischemia. Hypoperfusion should be avoided to promote adequate blood flow to the brain, ideally a
systolic blood pressure of 160-180 mmHg. A higher than normal pressure is indicated in stroke
patients to profuse in and around cerebral ischemia or hemorrhage. AHA recommends Labetalol
due to the ease of titration and limited effects on cerebral blood vessels. Labetalol should be
avoided in patients with asthma, cardiac failure, or severe cardiac conduction abnormalities.

EMT-Basic

ABCs

Administer supplemental oxygen 100% ASAP, with oximeter before & during O2.
Assessment/Vital Signs. Thrombolytic checklist.

Elevate head approximately 30 degrees to promote venous draining. (If trauma suspected
elevate the head of the back board 30 degrees.

rprONE

EMT-Intermediate (In addition to above).

If time indicates start bilateral IV as directed below Paramedic’s:
Draw blood
Check blood glucose and treat if indicated (under Paramedic Direction).

wnN e

Paramedic (In addition to above)

Obtain ECG.

If onset of CVA is less than 90 minutes, then start bilateral Saline IV’s tag one IV for possible

use of t-PA only, and use other IV for drug administration. If over 90 minutes from onset of

symptoms then just start one IV Normal Saline.

Draw blood.

Check blood glucose and treat if indicated.

Minimize on scene time. Remember: Time is death of the brain.

DO NOT treat the BP with any acute signs of CVA. (i.e. paralysis, drooling, impaired speech,

flaccid on one side of the face, ECT...), unless BP is > 220/systolic or >120/diastolic or a

MAP >130mm/hg.

7. If BP is above 220/systolic or 120/diastolic or MAP>130mm/hg then administer 20 mg of
Trandate IVP and re-evaluate the blood pressure every 5 minutes.

8. THIAMINE 100 mg should be administered IVP, empirically to all cachetic, malnourished, or
chronic alcoholic patients with symptoms of CVA.

9. Transport to the hospital code 3.

10. When time permits the Thrombolytic Therapy Checklist for Ischemic Stroke. (SEE

THROMBOLYTIC THERAPY CHECKLIST FOR ISCHEMIC STROKE)

N

ook w
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CVA / Stroke
Washington County EMS cont...
Clinical Practice — Standing Protocols AM 05
Adult Medical Revised: 5-08-06

Cincinnati Prehospital Stroke Scale
Facial Droop (have patient show teeth or smile):
* Normal—both sides of face move equally
» Abnormal—one side of face does not move as well as the other side

Left: normal. Right: stroke patient with facial droop (right side of fa€ejhari R, et al.
Acad Emerg Medl997;4:986—-990.

Arm Drift (patient closes eyes and holds both arms straight out for 10 secds):

» Normal—both arms move the same or both arms do not move at all (other findings,
such as pronator drift, may be helpful)

» Abnormal—one arm does not move or one arm drifts down compared with the other
Abnormal Speech (have the patient say "you can’t teach an old dog new tricks"):

* Normal—patient uses correct words with no slurring

» Abnormal—patient slurs words, uses the wrong words, or is unable to speak
Interpretation: If any 1 of these 3 signs is abnormal, the probability of a str@kés.
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CVA / Stroke
Washington County EMS cont...
Clinical Practice — Standing Protocols AM 05
Adult Medical Revised: 5-08-06

Thrombolytic Checklist for Ischemic Stroke (PREHOSPITAL): Inclusion Criteria (The 3 following
boxes must be answered YES and checked.

Age 18 years or older
Clinical dx Ischemia Stroke causing measurable neuro deficit

Type of symptom onset less than 180 minutes before fibrinolytic treatment
begins

Thrombolytic Checklist for Ischemic Stroke (PREHOSPITAL): Exclusion Criteria (The 9 following
boxes must be answered NO and checked)

Active internal bleeding (e.g. gastrointestinal bleeding or urinary bleeding within
the last 21 days)

Known bleeding diathesis, including but not limited to

Recent use of anticoagulant (e.g. Warfarin Sodium - Coumadin) and elevated
prothombin time greater than 15 seconds.

Less than 3 months ago: intracranial surgery, serious head trauma, or previous
stroke

Within 14 days of major surgery or serious trauma

Lumbar puncture with in 7 days

Witnessed seizure at stroke onset

Recent acute Myocardial Infarction

On repeated measurements, systolic blood pressure greater than
185 mmHg or diastolic blood pressure greater than 110 mmHg at
time of treatment, requiring aggressive treatment to reduce blood
pressure to with in those limits
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Washington County EMS Dehydration

Clinical Practice — Standing Protocols AM 06
Adult Medical Revised: 5-08-06
INTRODUCTION:

Dehydration can be a very serious condition and due to our geographical location in southeast
Texas it can be encountered frequently paramedics. Patients suffering from dehydration may
have a history of recent iliness, fever, vomiting, diarrhea. Physical findings for these patients may
include poor skin turgor, little or no urine output, dry mucous membranes. This protocol is also
meant for those patients suffering from compensated hypovolemia (normotensive and
tachycardia) and uncompensated hypovolemia patients (hypotensive and tachycardia)

EMT-Basic

rprONE

Assessment including ABC'’s

Administer 02 by appropriate method

Initiate cooling mechanisms if appropriate (ice packs)
Check blood glucose level

EMT-Intermediate (in addition to above)

Establish 1V access (large bore if possible)

Paramedic (in addition to above)

rprONE

o

Treat blood glucose if indicated (see appropriate protocol)

Continuously monitor patient using ECG, Sp02, and EtC02 (if indicated).

Perform 12-LEAD ECG

Administer IV bolus (20cc/kg) and re-assess blood pressure. Bolus may be repeated X2
to maintain adequate blood pressures.

Administer 12.5 — 25mg of Phenergan for complaints of nausea or vomiting.

59




Diabetic Glucose
Washington County EMS Emergencies
Clinical Practice — Standing Protocols AM 07
Adult Medical Revised: 5-08-06
INTRODUCTION:

Sorting out the possibilities of disorders in glucose metabolism has been made much easier with
the advent of the glucometer. The old adage of “when in doubt give sugar” is no longer valid
when a glucometer is available. Diabetics may have abnormally high or low blood glucose
leading to symptoms. The blood glucose level at which hypoglycemia occurs in an individual is
variable, but is generally accepted as <50 mg/dL. Therefore, for simplification, hypoglycemia is
defined as a blood glucose level < 50 mg/dL with any degree of altered mentation. Although
known diabetic patients with alteration and blood glucose levels below 70 may also be treated
according to this protocol. The goal in managing diabetic conditions in the prehospital setting is
glucose measurement, treatment of identified abnormalities, and search for precipitating causes.

EMT Basic

ABCs.

Administer supplemental oxygen 100% ASAP, with oximeter before & during O2.
Assessment/Vital Signs.

A patient who has a history of diabetes and is exhibiting symptoms, administer INSTANT
GLUCOSE 15 grams (1 tube) by mouth, for hypoglycemic patient who is able to swallow on
their own and is capable of protecting their airway. May be repeated once if no response in
15 minutes.

el

EMT-Intermediate (In addition to above)

1. Check blood sugar with test strip and draw blood. (draw slowly).
2. If indicated by glucometer and neurological status is altered, start IV NS.

Paramedic (In addition to above)

Obtain ECG.

Check blood sugar with test strip and draw blood slowly.

If indicate by glucometer and neurological status is altered, start IV NS, and give 50 ml/25 gm
of D50 (50%dextrose) IVP.

4. Fluid therapy for hyperglycemia (BS > 300 mg/dL with associated signs and symptoms of
hypoperfusion). Infuse 1 liter of NS over 30 to 60 minutes, followed by NS at 150 ml/hr.
Monitor patient for signs/symptoms of fluid overload.

wp e

NOTE: Signs and symptoms of hypoperfusion include weight loss, dehydration, hypotension and
tachycardia.

Fluid therapy in hyperglycemia should be used with extreme caution in patients who cannot
tolerate sudden, extreme fluid increases, (renal failure, dialysis, CHF, elderly ect.). REMEMBER
that diabetics are prone to cardiovascular problems, and they typically present with less obvious
symptoms. Refer to the appropriate protocol if additional problems are present or suspected
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Washington County EMS

Heat Related
Emergencies

Clinical Practice — Standing Protocols AM 08

Adult Medical

Revised: 5-08-06

Introduction:

Heat related emergencies can be very common in southeast Texas due to heat and humidity
being in excess during most of the spring, summer and fall. This protocol is intended to guide the
paramedic through the treatment of emergencies. It can be difficult at times to make a sound
judgment as to exactly what is going with the patient. These patients will normally be found with
some exposure to heat. Patient may be normothermic or hyperthermic with any of the following
signs and symptoms:

weakness

dizziness

nausea

vomiting

sSyncope or near syncope
severe sweating
tachycardia

EMT-Basic

wn

Assessment (monitor patient with diagnostic monitors as directed by the paramedic —
Sp02, EtCO02, etc...)
02 via most appropriate method (usually NRB @100% fi02)
External cooling techniques
a. Remove clothing if necessary
b. Cold packs to armpits, groin, etc...
c. Use wet towels if needed
d. Be cautious about excessive cooling

EMT-Intermediate (in addition to above)

Initiate 1V access and perform advanced airway management as indicated by the
Paramedic.

Paramedic (in addition to above)

BOoxo~NoG

Monitor patient with ECG, Sp02, EtC02

Vascular access (if not already done)

Administer fluid bolus @ 20cc/kg of Normal Saline.
Trendelenburg if patient is hypotensive

If patient is nauseous or vomiting refer to appropriate protocol.

. If patient is unconscious or unresponsive or has any need for advanced airway

management then the paramedic may opt to intubate or perform RSI procedures when
indicated.
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Hypertensive
Washington County EMS Crisis
Clinical Practice — Standing Protocols AM 9
Adult Medical Revised: 5-08-06
INTRODUCITON:

This protocol is for the treatment of life threatening elevation of blood pressure. For this protocol
the guideline for the definition of hypertension will be a systolic of 180 mmHg or a diastolic of 100
mmHg, with signs or symptoms. |If the blood pressure is 220/120 (map 130 mmHq) it MAY be
treated with or without signs or symptoms.

EMT-Basic

1. ABCs
2. Administer supplemental oxygen 100% ASAP, with oximeter before & during O2.
3. Assessment/Complete mental status assessment/Vital Signs.

EMT-Intermediate’s (In addition to I. above).

1. Start IV NS tko and draw blood if possible.

NOTE: IF SIGNS AND SYMPTOMS OF A CVA (BRAIN ATTACK ) ARE PRESENTED THE
PATIENT SHOULD NOT BE TREATED FOR HYPERTENSION. TR EATMENT COULD CAUSE
CEREBRAL ISCHEMIA. IF SIGNS AND SYMPTOMS OF CVA AR E PRESENT REFER TO
THAT PROTOCOL.

Should any one or more signs and symptoms of a hypertensive crisis (restlessness, shortness of
breath, blurred vision, nausea or vomiting, headache, dizziness, vertigo) accompany the elevated
blood pressure, treat the blood pressure.

Paramedic (In addition to I. and Il. above).

Obtain ECG.

Start IV NS tko and draw blood if possible.

CATAPRESS 0.2 mg (if the patient is capable, have them chew the medication and place it

under their tongue) if not, administer PO. Monitor Vital Signs every five minutes after drug is
administered.

4. Transport code one to ER.

5. Should blood pressure remain elevated with no change in signs/symptoms after 30 minutes,
repeat CATAPRESS 0.2 mg

wp e
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Nausea, Vomiting
or Motion Sickness
Washington County EMS Episodes
Clinical Practice — Standing Protocols AM 10
Adult Medical Revised: 5-08-06
INTRODUCTION:

The purpose of this protocol is to alleviate the nausea or vomiting episode occurring with a
patient. due to a primary medical problem (i.e. AMI, CVA, allergic reaction, side effects from
medications, flu like symptoms, ear infections, etc.), or simply from unknown etiologies. The
primary objective of this protocol is to increase patient comfort by alleviating the nausea and
vomiting symptoms, as well as decrease the chance of aspiration (especially with a fully spinal
immobilized patient).

EMT-Basic

ABCs, protect the patient’s airway (proper positioning) and have suction readily available.
Administer supplement oxygen 100% ASAP, with oximeter before & during 02.
Assessment/Vital Signs.

wp e

EMT-Intermediate (In addition to above)

1. Startan IV NS at TKO (if dehydrated treat appropriately).

Paramedic (In addition to above)

Obtain ECG
Administer Promethazine (Phenergan) 12.5 mg — 25 mg IVP  or IM, g-30 minutes PRN.
Pediatrics: with verbal physicians order administer 0.1 mg/kg IVP or IM, g-30 minutes PRN.

wh e

Contraindications:

Comatose states

Hypersensitivity

CNS depression

Reye’s Syndrome

Vomiting in children with unknown etiologies

Precautions:
Phenergan when used with other CNS depressants may have a potentiation (enhancement)
effect on each other and should you have any question contact medical control. The following
are the most common adverse reactions that can occur with use:
- Dizziness
Sedations
May impair mental and physical ability.
Allergic reaction
Hyperexcitability
Dystonias —impairment of muscle tone.
Nausea and vomiting.
Its use in children may cause hallucinations, convuIS|ons and sudden death.
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Pain
Washington County EMS Management
Clinical Practice — Standing Protocols AM 11
Adult Medical Revised: 5-08-06

INTRODUCTION:

Pain frequently accompanies fractures, dislocations, significant musculoskeletal injuries and
burns. If a patient with these injuries does not have respiratory or cardiovascular compromise,
give Fentanyl Citrate or Morphine Sulfate for pain relief to increase comfort and reduce anxiety.
Pain management is considered a high priority and patients should not go throughout transfer in
severe pain unless absolutely necessary. The in charge paramedic has two primary options for
pain management. For fast and short term relief of pain, the paramedic should use Fentanyl
Citrate which has a rapid onset time and relatively short duration time (@~30 minutes). Fentanyl
also has fewer cardiovascular affects than Morphine and virtually no histamine release or emetic
effects. However, there are certain situations that may indicate the use of MS over Fentanyl (long
term pain management, when cardiovascular affects are wanted, burns, etc...) so the
pharmaceutical decision for pain management is left up to the in charge paramedic. If he/she has
any doubt then immediate consult with medical control should be performed.

Paramedic

Scene safety/ABCs
Administer supplemental oxygen with oximeter if indicated.
Assessment/Vital Signs.
Obtain ECG and monitor EtC02 (continuous monitoring)
Start an IV at tko.
Fentanyl Citrate 25-50mcg IVP (IM is as alternate route when no IV access is obtainable)
increments is acceptable q 2-5minutes until desired effect or 1-3mcg/kg
7. Morphine Sulfate 2to 5 mg IVP (IM is an alternate route when no 1V access is obtainable)q
5 to 30 minutes until desired effected. Do not exceed
10mg in the field.
8. It may be necessary to administer 12.5-25mg of Phenergan if patients begin to complain of
nausea or begins vomiting.

ouhrwnpE

*** Both Fentanyl and Morphine can be reversed with Narcan.

Warnings:

May cause hypotension.(morphine)

May cause respiratory depression

May cause nausea and vomiting.(morphine)

Do not use in head injury patients unless performing RSI

Do not use in undiagnosed abdominal pain.

Do not use in combination with excessive alcohol, barbiturates, or other
depressant drugs.

ouhrwNE
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Psychiatric
Emergencies:
Depression,
Suicide Concern,
Anxiety Disorder,

Washington County EMS etc.

Clinical Practice — Standing Protocols AM 12

Adult Medical Revised: 5-08-06
INTRODUCTION:

Psychiatric emergencies require careful assessment. It is important to maintain a professional
demeanor with the necessary degree of authority in one’s voice. In all cases, substance-induced
disorders (intoxication, withdrawals, ect.), organic causes (cerebral lesions etc.), endocrine
emergencies (hypoglycemia and hyperglycemia etc.), and hypoxia must be ruled-out before a
patient’s condition is diagnosed as psychiatric. Remember that these patients are often agitated,
suicidal and may be under the influence of alcohol or drugs. This creates a particularly
hazardous situation for prehospital providers. A behavioral emergency is an intrapsychic
(psychiatric condition); environmental, situational, or organic alteration that results in behavior
that cannot be tolerated by the patient or other members of society.

| EMT-Basic

Scene safety.

ABCs

Administer supplemental oxygen 100% ASAP, with oximeter before & during O2.
Assessment/Vital Signs.

Physical restraints as needed for patient and provider protection (must clearly document
need).

agrLONE

| EMT-Intermediate (In addition to above)

1. Ifindicated by the paramedic start an IV of NS at tko.

| Paramedic (In addition to above)

1. Obtain ECG if indicated.
2. Treat the following if the patient is a risk to themselves or others.

a. Due to the numerous types of disorders (depression, schizophrenia, anxiety disorder,
manic disorders, suicide concerns, etc...) it difficult to accurately assess a patients
mental sanity in the field. The paramedic primary concern should be safety of himself,
crew then the patient.

b. Once patient contact is made these patients should not be left alone unless crew safety

dictates. These patients should have constant vigilance.
Refer to patient restraint protocol when indicated.
If sign of EPS (extra pyramidal syndrome) then treat with Benadryl 25-50mg IVP.

e. Law enforcement should be consulted with any suicidal or overdose patient. These
patients can not sign a refusal.

NOTE: EPS SIGNS-
- Dystoria (muscle tone)
Dyskinesia ( a defect involuntary movement)
Akathesia (inability to sit still)
Abnormal posture
Excessive salivation

oo
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Seizure & Status
Washington County EMS Epilepticus
Clinical Practice — Standing Protocols AM 13
Adult Medical Revised: 5-08-06
INTRODUCTION:

Seizures are defined as an episode of abnormal neurologic function caused by an abnormal
caused by electrical discharge of brain neurons. Remember that “everything which falls down
and shakes is not a seizure.” There are many episodic disturbances of neurological function,
which can mimic a seizure. Status Epilepticus is a true medical emergency defined as either
continuous seizure activity for 30 minutes or more, or two or more seizures which occur without
full return of consciousness. Most patients with seizure disorders evaluated by EMS are post-
ictal, having seized prior to EMS arrival.

EMT Basic

1. ABCs, do not force anything into the patient’s mouth.

2. Administer supplemental oxygen 100% ASAP, with oximeter before and during O2, assist
ventilations with BVM if indicated.

3. Assessment/Vital Signs.

4. If no evidence of significant trauma, place patient in a left lateral position on the stretcher.
Secure the patient; LOOSELY strap the patient to the stretcher; do not over-restrain. If the
patient has a seizure, tight restraints may cause injury to the patient. If the patient has
another seizure, do not try to force anything into the mouth or to restrain the patient. If
trauma or head injury is suspected, use the protocol also.

EMT-Intermediate (In addition to above)

1. Start IV NS tko.

NOTE: Look for reason for seizure:

a. Check temperature in children <6 years of age or anyone who you suspect for heat
stroke or heat exhaustion.

b. Check blood sugar with test strip, treat if indicated.

c. Check ECG.

d. Consider causes for seizures other than hypoglycemia and seizure disorder, then
refer to the appropriate protocol (examples can include overdose, hypoxia,
eclampsia, and alcohol withdrawal).

Paramedic (In addition to above)

wp e
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Obtain ECG.

Start IV NS tko (if not yet done).

IF THE PATIENT IS ACTIVELY SEIZING administer VALIUM 5-10 mg IVP slowly, over 2 to
5 minutes.

Observe for respiratory depression and hypotension.

If no IV access is available administer Versed 2-5mg IM
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Seizure & Status
Washington County EMS Epilepticus Cont.
Clinical Practice — Standing Protocols AM 13
Adult Medical Revised: 5-08-06

ADDITIONAL NOTES: Caution should be used for administering Valium to pregnant women and
head trauma patients. Blood sugar test strips are designed to be stored and performed at 65
degrees to 85 degrees F. Two fold errors are common with all glucose test strips in an
ambulance; thus a wide range is allowed for hypoglycemia.

This should be counterbalanced by the concern of glucose to someone who might have cerebral
edema causing a further rise in intracranial pressure.
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Toxicological
Emergencies/Poisoning/
Washington County EMS Overdose
Clinical Practice — Standing Protocols AM 14
Adult Medical Revised: 5-08-06
INTRODUCTION:

It is impossible to include all potential toxic exposures or poisonings in this protocol.
Management of the poisoned/exposed patient focuses on several principles. Decontamination
limits further absorption and minimizes the extent of toxicity; supportive care limits the effects of
the serious complications of poisoning on the primary systems at risk; and definitive care limits
the severity or duration of toxicity through the use of pharmacologic antagonists (antidotes) or
enhances elimination of the toxin itself. The poisoning/exposure may be accidental or intentional.
It is important to remember that a toxic exposure poses a significant risk to both rescuer and
patient. Appropriate scene management and decontamination are critical.

EMT-Basic
1. Scene safety (park unit upwind, use appropriate Personal Protective Equipment). Identify
substance and assure appropriate patient decontamination completed by trained, equipped
providers.
2. ABCs.
3. Administer supplemental oxygen 100% ASAP, with oximeter before & during O2.
4. Assessment/Vital Signs. Obtain history of the incident (what, when, how much, other drugs
or alcohol ingested, circumstance around event).
5. Contact the Poison Control Center: 1-800-222-1222.
6. Flush skin/mucous membranes with appropriate solution, if indicated.
EMT-Intermediate (In addition to above)
1. Start IV NS tko if indicated and draw blood slowly.
2. Check blood sugar with glucometer.
3. Intubate the patient if indicated.
Paramedic (In addition to above)
1. Obtain ECG.
2. Conscious Patient: Unconscious Patient:
a. Contact Poison Control first , give 15 grams a. Start IV NS tko, if not
yet done.
ACTIVATED CHARCOAL followed by a minimum b. Check blood sugar,
give D50 if
of 8 ounces of warm tap water. If the patient vomits, indicated.
inspect emesis for pills and record. c. Administer NARCAN
2mg IVP / IM

d. If possible alcohol

use, administer

100mg of Thiamine
IVP.

e. If the patient is

unconscious and

at risk for aspiration

then paramedic may

intubate or refer to

RSI protocol.
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Toxicological
Emergencies/
Poisoning/
Washington County EMS Overdose Cont.
Clinical Practice — Standing Protocols AM 14
Adult Medical Revised: 5-08-06

NOTES:
*Ammonia Inhalants — May be use at Paramedic Discretion with suspected comatose/lethargic
Patients

*Every attempt should be made to convince attempted suicide patient to go with the ambulance to
the hospital instead of law enforcement. (Suicidal patient cannot sign refusal)

*Be aware that the history from an overdose patient is often inaccurate, and additional amounts
or different drugs may have been ingested.

*The 3 most common calcium channel blockers include, verapamil, nifedipine, and diltiazem.
Others include: nicardipine, nimodipine, felodipine, amlodipine, bepridil, flunarizine, isradapine,
nisoldipine, nitrendipine. Symptomatic Calcium channel blocker overdose (bradycardia,
conduction delays, hypotension, lethargy, slurred speech, nausea/vomiting): Administer Atropine
1.0 mg IVP for symptomatic bradycardia.

*Symptomatic Tricyclic Antidepressant overdose: (sustained tachycardia >120 bpm, widened
QRS complex (>.10), or hypotension not responsive to IV fluids): Administer Sodium Bicarbonate
1 mEqg/kg IV bolus over 2 minutes.

*Symptomatic Organophosphate poisoning (muscle fasciculation, diarrhea, wheezing, abdominal
cramping, salivation, seizures, altered mental status): Administer Atropine 2 mg bolus every 5 to
15 minutes until signs of atropinization occur (mydriasis, trachycardia, flushing, anhidrosis, drying
of secretions).
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Washington County EMS 12-Lead ECG

Clinical Practice — Standing Protocols AC 01
Adult Cardiac Revised: 5-08-06
Introduction:

This serves as a guideline of when to perform a 12-LEAD ECG for Washington County EMS
Protocols. A 12-LEAD should be performed on the following patients when care of the patient will
not be compromised by taking the 1-3 minute(s) to perform the procedure. The prehospital 12-
LEAD is now a recommendation by the American Heart Association as a standard of care. All
certification levels who have completed the 12-LEAD training in NEOP may perform a 12-LEAD
ECG in the presence or direction of the Paramedic. Pre-hospital 12-LEAD ECG's benefit the
patient by alerting receiving physicians to potential fibrinolytic candidates, appropriate
patient/hospital triaging, and decreases time to in-hospital or out of hospital fibrinolytic therapy.

a. Patients presenting with chest pain or discomfort who are >30 years
old with AMI risk factors (history of HTN, smoking, diabetes, family
history, hypercholesterolemia, cocaine use, etc...)

b. Consider atypical presentation in diabetes and elderly patients.

Any patients calling 911 with an acute non traumatic chest pain.

Any patient who the paramedic thinks is suffering an acute cardiac

event in the absence of chest pain (i.e. SOB, with unknown etiology,

numbness or tingling to jaw or arm).

e. Any patient for whom a physician requests a prehospital 12-LEAD
ECG be acquired whether or not a cardiac patient.

e o

EMT-Basic, Intermediate, Paramedic

1. Prepare patient for procedure (skin preparation, explanation of procedure to patient,
exposing chest for precordial lead placement, etc..).

2. Turn on monitor and apply standard limb leads for lethal rhythm determination (refer to
appropriate protocol if you discover a lethal rhythm present on ECG).

3. Apply precordial lead as follows:

V1 —4™ICS to the right of the sternum

V2 — 4™ ICS to the left of the sternum

V3 — between V2 and V4

V4 — 5" ICS midclavicular

V5 -5"ICS anterioaxillary line (between V4 — V6)
V6 — 5™ ICS midaxillary line

4. Attempt to reduce most common technical problems (i.e. have patient sit still and rest
extremities on stretcher or chair.

5. Press 12-LEAD button on ECG machine and allow the machine to interpret rhythm.

70



Acute Coronary
Syndrome
“Chest Pain”
Washington County EMS
Clinical Practice — Standing Protocols AC 02
Adult Cardiac Revised: 5-08-06

Introduction: Acute myocardial infarction (AMI) and unstable angina (UA) are part of a spectrum
of clinical disease collectively identified as acute coronary syndromes (ACS). The
electrocardiograph (ECG) presentation of these syndromes encompasses ST-segment elevation
myocardial infarction (STEMI), ST-segment depression, and nondiagnostic ST-segment and T-
wave abnormalities. A non—ST-elevation myocardial infarction (NSTEMI) is diagnosed if cardiac
markers are positive with ST-segment depression or with nonspecific or normal ECG’s. Sudden
cardiac death may occur with any of these conditions. ACS is the most common proximate cause
of sudden cardiac death and should be treated progressively and efficiently by Paramedics which
will promote better outcomes. The primary goals of therapy for ACS patients are to reduce the
amount of myocardial necrosis, preserve left ventricular (LV) function and preventing heart failure.
The paramedics should be knowledgeable in the possibility of the major adverse cardiac events
(MACE) Paramedics should treat acute, life-threatening complications of ACS, such as VF,
pulseless VT, bradycardia’s, etc.....according to those protocols.

EMT - Basic

ABCs
Administer supplemental oxygen 100% ASAP, with oximeter before & during O2.
Assessment/Vital Signs.
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EMT-I's (In addition to above):

1. Start IV NS and draw blood. (Remember pain associated with IV access release
catecholamines into the blood stream, which can increase HR & oxygen demand on
the heart, so numerous attempts should be avoided. Most proficient attendant should
perform skill when possible).

2. If chest pain appears to be cardiac, BP > 100 systolic, under the direction of the
paramedic administer Nitroglycerin 0.4mg tablet sublingual.
3. Under the paramedic’s direction administer ASPIRIN (324 mg), give 2 tablets to

swallow and 2 tablets to chew.

Paramedic’s (In addition to above):

1. Obtain ECG. Upon initial assessment perform standard (limb leads) ECG to identify life
threatening arrhythmias. If arrhythmia is found then go to appropriate protocol.

2. Complete patient assessment, this includes placing precordial electrodes for 12-LEAD
acquisition. History should include PAIN — (OPQRST) O-onset, P-provocation, Q-quality, R-
radiation, S-severity, T-time & duration.

3. Attach precordial leads (remember- if the precordial leads are attached and 12-LEAD
acquired while the patient assessment is being performed, your on scene time is not
adversely affected).

4. Acquire prehospital 12-LEAD before administering any medications (when possible) to obtain

a TRUE baseline 12-LEAD. Administering the following medications: nitroglycerin, ASA,

Morphine, and Lidocaine can normalize ST segments, which can hide a true AMI and delay

definitive treatment. Remember not all AMI's are detectable on 12-LEAD ECG's, so all chest

pain suspected to be of cardiac origin (ischemia) should be treated.

Administer 324mg of ASA — PO

Oxygen by 15LPM — NRB if not done yet

Establish IV access and draw blood slowly.

No g
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10.

11.

12.
13.

Administer 0.4mg of Nitroglycerin  — SL (if BP > 100 systolic) repeat X2 PRN. When Acute
Inferior Wall Ml is suspected by paramedics with compromised clinical status (low blood
pressure, low HR, etc...) then suspicion of Right Ventricular Involvement should be
considered. Paramedics may opt to perform a right sided 12-LEAD ECG. Use coronary
vasodilators judiciously and after IV access with these patients. Fluid bolus to promote
preload should be considered when 12-LEAD suggest RVI (right ventricular involvement)
Administer Morphine Sulfate 2mg IVP , Repeat until chest pain is relieved or total of 10mg
have been administered.
Call medical control to give full report and transmit (fax any AMI’s found or if there is any
concern over the 12-LEAD ECG) to receiving ER via fax modem when possible.
If an AMI is suspected by 12-LEAD then (when time permits) complete thrombolytic checklist
and establish a 2" IV (0.9% Saline) for possible TPA use.
Administer 12.5mg of Promethazine as needed for nausea and vomiting.
For Acute STEMI confirmed with diagnostic 12-LEAD ECG consider Labetalol 10mg (slow
IVP). Paramedic should assure no contra-indications for beta blockers exist:

- Active CHF

- Active Asthma

- HR <60

- Systolic BP <100

- Heart Blocks

- STEMI induced by cocaine use
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Asystole/PEA
Washington County EMS

Clinical Practice — Standing Protocols AC 03

Adult Cardiac Revised: 5-08-06

The survival rate of cardiac arrest with asystole is dismal. The focus of the resuscitation is
high quality CPR and to identify reversible causes or complicating factors for both Asystole and
PEA.

CONSIDER POSSIBLE CAUSES : Hypoxia, Hyperkalemia, Hypokalemia, Hypoglycemia,
Hypothermia, Toxins, Tamponade, Tension Pneumothorax, Thrombosis, Trauma, etc...

EMT- Basic

1. Assess the patient for unresponsiveness.

2. If unresponsive, check for respirations.

3. If no respirations, give two breaths; add supplement oxygen 100%, ASAP, with oximeter
before & during O2.

4. Check pulse. If no pulse, begin chest compressions. Quality CPR should be performed
according to newest AHA standards.

EMT-I's (In addition to above)

1. Intubate/start IV NS tko.

2. Confirm Intubation according to protocol.

Paramedic (In addition to above)

1. Obtain ECG. Assure proper monitoring of Sp02 and EtC02. EtC02 has been useful in
documenting early indications of return of spontaneous circulation in patients experiencing
PEA.

2. ALWAYS CHECK AND CONFIRM ASYSTOLE IN TWO DIFFERE NT LEADS.

3. Paramedics should Intubate/start IV as soon as practical. Paramedics and Supervisors are
instrumental in the CQI process during a SCA event. They must assure quality CPR is being
performed and compressions are interrupted as little as possible (see page 4).

4. EPINEPHRINE 1:10,000 1mg IV/IO for initial dose. Repeat q 3-5 minutes. If there is no IV or
IO access readily available then administer 2 mg down the ETT (attempt to dilute), repeat q
3-5 min.

5. ATROPINE 1.0 mg IVP/IO or 2mg ETT (g 3 — 5 min), up to 3mg for Aystole or PEA with slow
rate (less then 60 ECG rate)

6. Consider Transcutaneous Pacing for patient experiencing PEA with rates below 60.

7. CONSIDER SODIUM BICARBONATE 1mEg/kg initially and 0.5 mEg/kg q 10 min may be

indicated or is permissible under “special resuscitation situations” such as TCA overdose,
preexisting metabolic acidosis, or hyperkalemia (ie a dialysis pt. who has missed dialysis).
May be contraindicated with lactic acidosis — the common acidosis of cardiac arrest. Use
sodium bicarbonate with extreme caution is normal SCA. It can create extracellular alkalosis
that will shift the oxyhemoglobin saturation curve and inhibits oxygen release
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Washington County EMS Bradycardia

Clinical Practice — Standing Protocols AC 04
Adult Cardiac Revised: 5-08-06
INTRODUCTION:

The treatment of Bradycardia, like the treatment of tachycardia, challenges us to remember
to “treat the patient, not the monitor.” Autonomic influences, hypothermia, drugs and intrinsic
cardiac conducting system disease may lead to Bradycardia. In particular, acute MI can
affect cardiac conducting system and produce bradyarrhythmias ranging from sinus
Bradycardia to high degree AV block. While ACLS defines Bradycardia as a heart rate less
than 60/minute, the hearts of many people, particularly trained athletes will beat at much
slower rate. Clinicians must be aware of the concepts of absolute bradycardia (heart rate less
than 60 beats/min.) and relative bradycardia (defined as rhythms that are faster than 60
beats/minute, but are still inappropriately slow for the clinical situation at hand.

EMT Basic

ABCs
Administer supplemental oxygen 100% ASAP, with oximeter before & during O2.
Assessment/Vital Signs.

wn e

EMT-Intermediate (in addition to above)

1. Intubate if necessary
2. Start IV of NS at TKO unless hypotensive or signs of shock are present

TREAT ONLY WHEN ONE OR MORE OF THE FOLLOWING SIGNS OR SYMPTOMS EXIST:
a. Systolic BP less than 90 mmHg.

b. Acute neurological symptoms exist with a BP of 140/90 or less (ie. Unconsciousness, any
alternation in LOC, disorientation, fainting, seizures, confusion, dizziness).

PVCs

Severe shortness of breath and/or CHF.

Consider during chest pain.

Consider PVCs in the setting of an acute Ml. *Remember No Lidocaine *
Other symptoms of shock

@ ~oao

Paramedic (In addition to above)

1. Monitor ECG rhythm and obtain 12 lead if time allows (per patient condition)

2. For symptomatic high degree AV block (second or third degree AV blocks) Apply
TRANSCUTANEOUS PACING (TCP) without delay Note: If patient presents as
conscious and symptomatic Paramedic may provide atropine prior to pacing. If patient
presents as unconscious , lethargic, or severely symptomatic, pacing should be provided
without any delay.

3. Start IV of NS at TKO unless hypotensive or signs of shock are present

4. In the appropriate clinical situations the Paramedic may choose to sedate patient prior to
pacing with Versed 1-5 mg IV or IM. Note: With successful pacing an increase in patient
mental status and hemodynamic status sedation may also then be indicated

4. ATROPINE 0.5-1.0 mg IVP

a. If rate >60 bpm, observe patient closely.

If the rate is still <60 bpm repeat ATROPINE 1 mg IVP g 3 -5 min. (max dose 3.0 mg ).

If the heart rate is still less than <60 or >60 bpm and hypotension exists start a

Dopamine drip , run at 2-10 mcg/kg/min. Another option the paramedic may choose is

perform an Epinephrine drip at 2-10 mcg/min. Epinephrine drip: Mix 1 mg into 250 ml

of D5W, drip 2 — 10 mcg/min (2 mcg/min = 30 micro drips/min).

oo

NOTE: Do not delay TCP if unable to obtain IV access, the conscious patient may require
sedation with versed 1-5mg prior to pacing. See AHA algorithm below for further guidance.
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CHF
Washington County EMS

Clinical Practice — Standing Protocols AC 05
Adult Cardiac Revised: 5-08-06
INTRODUCTION:

Congestive Heart Failure (CHF) is a symptom, not a diagnosis. The underlying cause of

CHEF is usually organic heart disease resulting in left ventricular failure (LVF) or hypertension, but
may also be volume (renal failure) or toxin related. As with most medical emergencies, in the
conscious and awake patient with CHF, reassurance will greatly aid treatment. Aggressive
adequate prehospital treatment may greatly decrease morbidity and mortality with these patients.
As the patient becomes more agitated respiratory distress is worsened. Care goals include high
flow oxygen, ventilatory assistance with positive pressure ventilation if needed, B/P reduction,
reduction of pulmonary edema and cardiac monitoring.

SIGNS & SYMPTOMS:

History of heart failure or pulmonary edema. Wheezing, rales/rhonchi, cyanosis, nocturnal
orthropnea, pedal & lower extremity edema, confusion, Abd. distention (ascites), distended neck
veins, frothy pink sputum, use of accessory muscles on respiration, and difficulty speaking.

EMT-Basic

1. ABC

2. Give 100% oxygen with proper positioning, ventilatory assistance if indicated, apply oximeter
before and during O2.

3. Assessment/Vital Signs.

EMT-I (In addition above)

1. Start IV D5W tko.

2. Under the direction of the paramedic give NITRO Tablet SL if systolic BP is over 100 mmHg.

3. Record any urine output (does not need a foley).

Paramedic (In addition to above)

9. Start IV D5W tko (if not yet done).

10. Perform Diagnostic 12-LEAD ECG ASAP

11. In patients who may be experiencing overlapping respiratory diseases (COPD and CHF) and
12 lead reveals no AMI it's allowable to administer Albuterol 2.5mg nebulizer.  In some
CHF patients due to anxiety, shortness of breath, etc... it is difficult to get a clear diagnostic
12-LEAD. Inthese cases it is permissible to administer Albuterol with no 12-LEAD if
indicated with signs and symptoms.

12. Give one 1/50 (0.4 mg) NITRO Tablet SL if systolic BP is over 100 mmHg. If chest pain is
present with s/s of CHF then re-administer nitro as needed (according to Chest Pain/ACS
protocol). If lengthy transport exists and patient is experiencing little or no relief of pulmonary
edema you may re-administer Nitro 0.4mg with or without symptoms of chest pain.

13. LASIX 40 mg IVP, if no relief in 15 minutes give LASIX 40 mg IVP. AHA endorses a
0.5mg/kg-1.0mg/kg dose of Lasix. The standard dose of 40mg is a good general dosage for
pre-hospital treatment however, if the paramedic feels the dose may be low due to patients
size then he/she may opt to give the weight based dose.

14. For severe pulmonary edema associated with CHF, give 2 to 5 mg MORPHINE SULFATE
IVP q 5 to 30 minutes until desired effect. Do not exceed 10 mg in the field. *** Can be
reversed with Narcan.

15. Record any urine output (does not need a foley).

Note: When the Patient is unable to assist with hand held nebulizer, utilize the NRB with
attachments of the hand held nebulizer. Remove the bag from the NRB and attach the nebulizer
medication chamber, the tubing and connect to O2 port.
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General Care for
Washington County EMS SCA
Clinical Practice — Standing Protocols AC 06
Adult Cardiac Revised: 5-08-06

General Rules for the following Protocol

Paramedics working for WCEMS must realize that recent studies have shown that frequent or
long interruptions in precordial chest compression for rhythm analysis, advanced airway
management, rescue breathing or moving the patient has been associated with post resuscitation
myocardial dysfunction, reduced survival rates, and a decreased probability of conversion of VF
to another rhythm. A strong quality improvement process is required and when at all possible
supervisor paramedics should be onscene with sudden cardiac arrest patients. Paramedics and
supervisors should assure chest compressions are minimized during advanced airway
procedures and defibrillation attempts. (i.e.compressing right up to the point where the intubator
is inserting the laryngoscope into oropharynx). Once advanced airway is placed, it's no longer
required to deliver “cycles” of CPR. Give continuous chest compressions without pauses for
breaths. Respirations should be given at 8-10 respirations per minute.

1. If an arrhythmia is to be treated, do so in the following order:

FIRST: Treat the rate.
SECOND: Treat the rhythm.
THIRD: Treat the patient’s blood pressure.

2. If a patient converts to another treatable rhythm after defibrillation, refer to the appropriate
protocol.

3. If the arrest rhythm was VF or VT and no antiarrhythmic treatment was given, lidocaine bolus
followed by maintenance infusions should be initiated unless contraindicated, i.e., in patients
with ventricular escape rhythm.

4. Protocols may overlap with one another.
EXAMPLES: A patient in CHF with Bradycardia. Your evaluation of the pt. In conjunction
with the Physician direction will determine treatment order. If the paramedic is in doubt then
call medical control.

5. There is no longer adequate evidence to support TCP during a full arrest scenario.

6. Some protocol and drug dosages range are taught as absolutes. However, clinician
judgment based on the individual patient must also be used.
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General Care for
Washington County EMS SCA
Clinical Practice — Standing Protocols AC 06
Adult Cardiac Revised: 5-08-06

Defibrillation/cardioversion — The shocks are shown as joules or watts/seconds of delivered
energy in these protocols. First shock efficacy for monophasic shocks is lower than first
shock efficacy of biphasic shocks. Due to current expert consensus on defibrillation
monophasic defibrillators should shock at 360j on first (and all subsequent shocks) shock.
Biphasic defibrillators should be charged to the manufactures suggested joules depending
setting. Our (Medtronic LP-12's) devices should be charged to 200j for first shocks and then
increased (300-360). If your response time is greater then 5 minutes (basically not
witnessed) and has no bystander CPR then immediate action of one EMS crew member
should be CPR while defibrillator is being prepared. Studies have shown that a brief period
of CPR chest compressions can deliver oxygen and energy substrates, increasing the
likelihood of ROSC after initial defibrillation.

Drugs can be given IVP through D5W, Ringer’s Lactate, or Normal Saline IV. If no IV or
intraosseous line is available, some drugs can be given down the endotracheal tube: Epi,
Lido, Atropine, & Narcan. Epinephrine, atropine, and Lidocaine can be given via ET tube, but
at 2 — 2.5 times the IV dose. Drugs administered down the ETT should be a third choice
option after unsuccessful IV and 10 attempts are made or if a prolonged attempt for these
routes are obvious (difficult IV or 10 access patient).

Combination administration of multiple antidysrhythmics should not be performed. (i.e. If you
administer Amiodarone to ventricular fibrillation then don’t administer Lidocaine)

. Lidocaine is not longer the drug of choice for most arrhythmias however, when treating
arrhythmias requiring Lidocaine be sure and max out on the dose (3 mg/kg) before using
other indicated drugs. In patients > 70 y.o. and/or liver disease, the ini  tial dose should
be 1mg/kg and Infusion reduced by 50%.

. If return of spontaneous circulation (ROSC) is post Amiodarone administration or successful
conversion of VT (w/pulse) using Amiodarone then administer infusion at 1mg/min. For
recurrent or resistant arrhythmias you may re-administer 150mg of Amiodarone g-10minutes.
Max dose of Amiodarone is 2.2g dalily.

. The following medication can be given by an approved System Approved EMT/EMT-I at the
paramedic’s direction and supervision.

Nitroglycerin
Aspirin

Oral glucose
Albuterol
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Paroxysmal
Supraventricular
Tachycardia

Washington County EMS (PSVT)
Clinical Practice — Standing Protocols AC 07
Adult Cardiac Revised: 5-08-06

Introduction:

Indications for treatment include sustained paroxysmal superventricular tachycardias with a
ventricular rate above 150/min, unstable patient with serious signs or symptoms (chest pain,
dyspnea, decreased LOC, decreased B/P, shock, pulmonary congestion, CHF, AMI). If the rate
is particularly rapid (> 180 beats/min), or the arrhythmia is sustained, congestive heart failure may
occur.

EMT Basic

ABCs
Administer supplemental oxygen 100% ASAP, with oximeter before & during O2.

Assessment/Vital Signs.

wp e

EMT-Intermediate (In addition to above)

1. Start IV NS tko

Paramedic (In addition to above)

1. Obtain ECG.
2. Start IV NS tko (if not yet done).
STABLE: UNSTABLE, CONSCIOUS: UNSTABLE,UNCONS :
a. Vagal maneuver: a. Versed 1-5 mg IVP a. Synchronize cardiovert @
* Carotid sinus massage not b. Synchronize cardiovert @ 50 joules. 50 joules.
with pts having carotid bruits. c. If not converted, synchronize cardiovert b. If not converted, 100,
* No ice H20 immersion vagal @ 100, 200, 300, 360 joules. 200, 300, 360 joules.

if the pt has ischemic heart disease.
* Pressure on eyeballs may cause

retinal detachment.

Instruct pt to hold their breath &

bear down as if having BM.

b. ADENOSINE 6 mg, rapid IVP
(over 1-3 seconds).

c. After 1-2 min. repeat ADENOSINE
12 mg rapid IVP,
repeat once in 1-2 min.

d. If a narrow QRS complex with BP
low, Synchronized cardiovert @ 50
joules. Continue cardioversion if
indicated.

e. Wide QRS complex (uncertain type)
give Amiodarone 150mg IVP q 5-
10 minutes.
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Shock: Hypovolemic,
Anaphylactic,
Neurogenic, Septic,
Cardiogenic,

Washington County EMS Unknown

Clinical Practice — Standing Protocols AC 08

Adult Cardiac Revised: 5-08-06

EMT Basic

Assess the patient for unresponsiveness.

If unresponsive, check for respirations.

If no respirations, give two breaths; add supplement oxygen 100% with oximeter before and

during O2, ASAP.

4. Check pulse. If no pulse, begin chest compressions.

5. If the patient is hypotensive (BP <90 systolic) place them in a Trendelenburg position without
head injury. With patients experiencing respiratory compromise place in upright, sitting
position is preferred.

wp e

EMT-Intermediate (In addition to above)

Rapid assessment for type of shock and prepare for immediate treatment/transport.
Start 2 IVs (set rate as indicated)
Apply MAST if appropriate.

wp e

Paramedic (In addition to above if not yet done)

1. Obtain ECG, rapid assessment for type of shock and prepare for inmediate transport.

Hypovolemic Anaphylactic Neurogenic Septic Cardiogenic Unknown
a. Start2IVs LR a. Start IV NS a. Stabilize spine a. Start IVNS  a. Start IV NS tko a. Start IV
bolus 20cc/kg wide open. b. Start IV NS wide open. b. Treat the rate, with fluid
as indicated. b.Epinephrine wide open. b. Dopamine & rhythm first. Challenge.
b. Apply MAST 1:10,000 1 mg . c. If BP is less then b. Consider
if appropriate. IVP. <90 systolic start MAST
c. Don't use c. Benadryl 50 mg Dopamine c. If the pt
Dopamine IVP has no
d. Consider MAST response
e. Consider Dopamine Dopamine

DOPAMINE FOR CARDIOGENIC SHOCK:

Treat the rate, rhythm and BP by administering a Dopamine drip. Put 200 or 400 mg into
250 cc D5W, start at a rate of 2-5 mcg/kg/min. *** 38 micro drops per-minute = 5 mcg/kg/min, for
a 100 kg patient. Continue to monitor the ECG and Vital Signs (titrate Intropin to patient’s blood
pressure as needed).

Additional dopamine information:
Side effects: Tachydysrhythmia, V-Tach, V-fib, HTN, nausea & vomiting: ischemia (infarction).
These effects may require reduction in dose of therapy or even discontinuation of this infusion.
200 mg into 250 cc D5W = 800 mcg/ml or 13.3 mcg/micro drop.
400 mg into 250 cc D5W = 1600 mcg/ml or 26.7 mcg/micro drop.
For a 70 kg patient, starting a 2 mcg/kg/min = 5 micro drops/min.
20mcg/kg/min.= 53 micro drops/min.

Dosage Effects:
Renal Dose: 2 — 5 mcg/kg/min
Inotropic (Beta) Dose: 5 — 10 mcg/kg/min
Pressor (Alpha) Dose: > 10 mcg/kg/min
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Ventricular

Fibrillation /
Washington County EMS Pulseless V-Tach
Clinical Practice — Standing Protocols AC 09
Adult Cardiac Revised: 5-08-06

EMT-B

wn e

Assess mental status.

If unresponsive, check for respirations.

If no respirations, give two breaths; add supplemental oxygen 100% ASAP, with oximeter
before & during O2.

Check pulse. If no pulse, begin chest compression.

EMT-I (In addition to above)

1. Intubate/start IV NS TKO.
2. Vital Signs.

Paramedic (In addition to above)

AED: Remove, attach conventional defibrillator, if indicated continue to defibrillate at the last

level of joules delivered by AED.

1. Defibrillate with 200 joules when using biphasic device or 360 joules using monophasic
device.

2. Immediately continue CPR for approximately 2 minutes. Continue CPR even while
defibrillator is charging.

3. Intubate and attempt IV access as soon as possible but minimize time without
compressions being performed. (see page 4 “cardiac life support protocols”).

4. EPINEPHRINE 1:10,000 1mg IVP/IO (or 2x the dose ETT as last resort), repeated
(subsequent doses should be 1mg g 3-5 minutes)

5. Defibrillate 300 joules using biphasic defibrillators or remain at 360j using monophasic
devices.

6. Immediately continue CPR for approximately 2 minutes. Continue CPR even while
defibrillator is charging.

7. Administer IV AMIODARONE 300mg (peripheral) rapid IV Push (Amiodarone should be
administered prior to 4" shock @ 360 joules) do not delay defibrillations if problems
preparing or administering Amiodarone. Consider an additional 150mg bolus if no
conversion.

8. Defibrillate with 360 joules (monophasic or biphasic)

9. Immediately continue CPR for approximately 2 minutes. Continue CPR even while
defibrillator is charging.

10. LIDOCAINE 1 — 1.5 mg/kg g 3-5 min. (max dose 3mg/kg) is also an available option for
antiarrhythmic if Amiodarone is not readily available or there is a delay in administering
Amiodarone.

11. MAGNESIUM SULFATE 1-2 g IVP, over 1-2 minutes (for torsades des pointes or severe
refractory VF).

12. CONSIDER SODIUM BICARBONATE 1mEqg/kg initially and 0.5 mEg/kg g 10 min may
be indicated or is permissible under “special resuscitation situations” such as TCA
overdose, preexisting metabolic acidosis, or hyperkalemia (ie a dialysis pt. Who has
missed dialysis). May be contraindicated with lactic acidosis — the common acidosis of
cardiac arrest. Use sodium bicarbonate with extreme caution is normal SCA. It can
create extracellular alkalosis that will shift the oxyhemoglobin saturation curve and
inhibits oxygen release

NOTE: Vasopressors and Antiarrhythmic should be administered during CPR in between defibrillations if possible.
However do not delay defibrillation in order to administer medications. After approximately 2 minutes (5 cycles) of CPR

the paramedic should perform a rhythm check and defibrillate accordingly. In ROSC post defibrillation scenarios, patients
should receive 150mg of Amiodarone followed by 1mg/min infusions to decrease chances of recurrent ventricular
fibrillation.
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Ventricular
Tachycardia

Washington County EMS (with a pulse)

Clinical Practice — Standing Protocols AC 10

Adult Cardiac Revised: 5-08-06
INTRODUCTION:

Ventricular tachycardia (VT) is defined as three or more successive beats of ventricular origin at a
rate of greater than 100 beats per minute. There are no normal looking QRS complexes and the
rhythm is usually irregular. VT may be either well tolerated or associated with grave, life-
threatening hemodynamic compromise. The hemodynamic consequences of VT depend largely
on the presence or absence of a pulse (pulseless VT is treated the same as Ventricular
Fibrillation). Paramedics are tasked with deciding rhythm interpretation as well as the
hemodynamic affects of the rhythm. The major emphasis should be placed on whether or not the
patient has rate-related cardiovascular compromise, with s/s such as altered mental status,
ongoing chest pain, hypotension, or signs of shock. Paramedics should immediately provide
synchronized cardioversion. Serious signs and symptoms are uncommon with rates below 150
per minute.

EMT-Basic

1. ABCs.
2. Give 100% oxygen; apply oximeter before and during O2.
3. Assessment/Vital Signs.

| EMT-Intermediate (In addition to above)

1. Start IV NS tko.

| Paramedic (In addition to above)

1. Obtain ECG.
If stable patient: Torsades De Pointes (Polymorphic with prolong QT interval) give

Magnesium Sulfate 1-2 gm IVP, over 1-5 minutes.

a. Start IV NS tko (if not yet done).

b. Amiodarone 150 mg/kg IVP. Repeat as needed (max dose
2.2g/24hours)

c. Amiodarone maintenance infusion may be indicated with successful
conversion using Amiodarone. When indicated start at Img/min.

d. If V-Tach is not resolved, give Versed 1-5 mg IVP and synchronize
cardiovert at 100 joules. Increase joules 100-200-300-360 as
needed.

If unstable, conscious patient:

Start IV NS tko (if not yet done).

Versed 1-5 mg IVP.

c. Synchronize cardiovert at 100 joules, if no conversion repeat at 200
joules, 300 joules, 360 joules (max).

d. Amiodarone 150mg IVP very slow and repeat as needed to max
dose of 2.2g/24hrs.

e. If no conversion, cardiovert with 360 joules.

Amiodarone maintenance infusion may be indicated with successful

conversion using Amiodarone. When indicated start at Img/min.

o
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Ventricular
Tachycardia

Washington County EMS (with a pulse) Cont.
Clinical Practice — Standing Protocols AC 10
Adult Cardiac Revised: 5-08-06

If unstable, unconscious patient:

a.

b.
c.

d.
e.

Note:

Synchronize cardiovert at 100 joules, if no conversion repeat at 200
joules, 300 joules, 360 joules (max).

Start IV with NS tko (if not yet done).

Amiodarone 150mg IVP. Repeat as indicated upto 2.2g/24hrs. If
Amiodarone converts rhythm then administer maintenance infusion.
If no conversion, synchronize cardiovert at 360 joules.

Cardiovert at 360 joules.

Automatic Implantable Cardioversion Defibrillator (AICD): Follow above listed protocol.

If the synchronizer will not synch on the QRS, delays in synchronizer occur, or the patient has
since wave pattern where you cannot tell which portion is the QRS and T wave, turn off synch
and blindly cardiovert (defibrillate). Stable ventricular tachycardia with short transport time may
not require cardioversion at the scene. Paramedics should assure the mode of the defibrillator.
Low energy unsynchronized shocks is very likely to produce ventricular fibrillation. If problem
occur with synchronized cardioversion then the paramedic should perform high energy (standard)

defibrillation shocks.
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Ventricular Ectopy
(Symptomatic
PVCs Heart
Washington County EMS Rate>60)
Clinical Practice — Standing Protocols AC 11
Adult Cardiac Revised: 5-08-06

INTRODUCTION:

Isolated or non-VT PVCs are rarely treated except for needed symptomatic relief. In the setting
of an acute myocardial infarction, PVCs indicate the need to aggressively treat the
ischemia/infarction with oxygen, nitroglycerin, morphine, and thrombolytic therapy. Simply
making the PVCs diminish with Amiodarone or lidocaine does little to the underlying pathology
and can lure physicians into an invalid clinical security that the problem has been resolved.
Routine prophylactic lidocaine administration is not recommended for patients with acute MI.

NOTE: If heart rate is less than 60/minute do not administer Amiodarone or Lidocaine.

Treat PVCs only if the patient is symptomatic:
- Chest pain

R on T phenomena

Multifocal PVCs

Couplets

Runs of Ventricular Tachycardia

Potential for occurrence of Ron T

phenomenon

EMT-Basic

1. ABCs
2. Administer supplemental oxygen 100% ASAP, with oximeter before & during O2.
3. Assessment/Vital Signs.

EMT-Intermediate

1. Intubate/start IV NS tko.
2. Vital Signs.

Paramedic (In addition to above)

1. Obtain ECG and monitor appropriately. If time allows the perform a diagnostic 12-LEAD
ECG.

Amiodarone 150mg (slow) IVP. May repeat once if indicated.

Start Amiodarone maintenance infusion at Img/min.

Lidocaine is an alternative (but not primary) medication to Amiodarone. 0.5mg/kg up to
max of 3mg/kg. If the paramedic opts for lidocaine administration then he/she should also
use Lidocaine maintenance infusion (1-4mg/min).

PN
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Basic Trauma Life

Support/Primary &
Washington County EMS Secondary Survey
Clinical Practice — Standing Protocols AT 01
Adult Trauma Revised: 5-08-06

IPRIMARY SURVEY: Less than two minutes. Does not nec _ essarily have to be in exact order |

1. Scene survey
2. LOC
3. C-spine control
4. Airway Assess
5. Pulse check
6. Skin Qualities: temp, color, dry/moist
7. Neck:
Trauma
JvD
Trachea
8. Chest:
DCAPP/BLS/TIC
Breath sounds (two fields only)
9. Abdomen: Rigid
Pain, etc.
10. Pelvis: DCAPP/BLS/TIC

11. Lower extremities: DCAP/BLS/TIC/PMS
12. Upper extremities: DCAP/BLS/TIC/PMS
13. Back check

CRITICAL INTERVENTIONS:
1. Basic or Advanced Airway Management (In-line intubation)
2. Removal of airway obstruction
3. Stop major bleeding
4. Seal sucking chest injury
5. Decompress tension pneumothorax

SECONDARY SURVEY:
1. Re-assess LOC/ABCs

2. Vital signs
3. History: SAMPLE (s/s, allergy, medication, past history, last meal/fluid intake, events
to incident).
4. Head: Pupils
DCAP/BLS/TIC
5. Neck:
6. Chest: Breath sounds (four fields)
7. Hearttones
8. Abdomen:
9. Pelvis (remember to scoop for fracture)
10. Extremities: DCAP/BLS/TIC/PMS

11. Skin Qualities
12. Repeat vital signs
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Burns: Thermal,
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Washington County EMS Electrocution
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Adult Trauma Revised: 5-08-06

THERMAL BURNS

EMT- Basic

1. Scene safety (turn off the power or contact the electric department, extinguish flames, wear
PPE).

2. Evaluate the patient according to Initial Assessment & Treatment of Trauma Patient. Look
closely for any evidence of inhalation injury (hoarseness, stridor, sooty sputum, and singed
facial hair). May refer to Rapid Sequence Intubation Protocols

3. Prepare for rapid transport, if significant burn or inhalation injury.

4. Remove any jewelry, belts, shoes, etc, from areas of burns as these object may retain heat
and increase the burn; also swelling of burned areas may make subsequent removal difficult.
In addition, remove any burned or singed clothing that is not stuck to the underlying skin of
the patient.

5. Assess depth of burn (first, second third) as well as the total area of the burn (use “rule of
nines) or for smaller/irregular burns, the size can be estimated using the surface of the
victim’s hand as about 1% to the total body surface area (TBSA).

6. Perform local burn care as follows:

Ice is absolutely contraindicated.

b. Do not apply ointments or solutions to burns.

c. Do not attempt to open blister.

d. Small burns (2" degree < 10% of TBSA):

(1.) Wear sterile gloves and mask until burn(s) are covered.

(2.) Cooling should be done with sterile water, but this should be
undertaken for a maximum of one minute since the burn is only 1 or
2 millimeters thick. Cooling for longer periods of time is detrimental
and induces hypothermia. With extended transport time rotation of
the cooling process should be administered.

(3.) Following the brief period of cooling, manage burns by the use of
clean, dry sheets and blankets to keep the patient warm and prevent
hypothermia.

o

e. Larger burns: 10% TBSA 2™ or 3" degree

(4) Wear sterile gloves and mask until burn(s) are covered.

(5) Cover with dry, sterile or clean sheets (It is not necessary to have
sterile sheets). Do not use wet dressing since they may cause
hypothermia.

(6) Cover with additional sterile clean sheets or blankets to prevent loss
of heat.
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Burns: Thermal,
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Washington County EMS Electrocution cont.
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Adult Trauma Revised: 5-08-06

EMT-Intermediate and Paramedic (In addition to abov  €)

7. If evidence of inhalation injury present with progressive airway compromise, intubation may
be required if long transport times. Refer to RSI protocols.

8. IV therapy on major burns should be attempted en-route to hospital as not to delay arrival to
receiving facility.

Burns IV Fluid Resuscitation Formula:

% Burn Area x Pt. Wt. In Kg = ml/hr

4
Give this amount over the first 8 hrs;
Give an equal amount over the next 16
hrs.
Shock needs more aggressive IV fluid
replacement and should be treated
according to shock protocol.

9. Morphine Sulfate 4 =10 mg IV push, with SBP >90 mm Hg for moderate to severe pain form
burns. Pulse Oximeters, EtCO2, and ECG monitoring is mandatory during and after
administration of Morphine Sulfate.

10. Early notification of receiving facility

11. Consider Airmedical activation and burn facility locations.

NOTE: Shock in the very early stages of a burn is generally not associated with the burn, thus
one should rule out other life-threatening injuries.

CHEMICAL BURNS:

EMT-Basic, EMT-Intermediate & Paramedic:

rprONPRE

Scene safety.

Evaluate the patient according to Initial Assessment & Treatment of Trauma Patient.
Remove any and all clothing that has been saturated or contaminated with the chemical.

If dry chemicals are present on the skin, brush them off prior to irrigation (contact medical
control with name and amount of chemical as special considerations are needed for certain
chemicals).

Flush the chemical off of the body with large volumes of water or saline unless
contraindication to irrigation with water exists (remember Sodium metal generates
tremendous heat when exposed to H20). If chemical burns involve the eyes, flush with
copious amounts of water, Ringer’s Lactate, or Normal Saline: using a minimum of 2 liters for
each eye. If the substance is alkaline in nature perform continues irrigation during transport.
Contact lenses should be removed properly if present.
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ELECTRICAL BURNS/ELECTROCUTION:

EMT Basic

=

Scene safety.

2. Evaluate the patient according to Initial Assessment & Treatment of Trauma
Patient.

3. Cover entrance and/or exit wounds with dry sterile dressings.
4. Splint any fractures or deformities as required.

EMT-Intermediate Paramedic(In addition to above):

4. Obtain ECG, Sp02, and EtC02 monitoring and treat if indicated

5. Establish 2 large bore IVs with Ringer’s Lactate.

6. Administer Morphine Sulfate if indicated, 4 — 10 mg IV push, with SBP >90 mm Hg for
moderate to severe pain from burns/injuries. (Fentanyl may be a substitute in necessary — refer to
pain management protocol for drugs and dosages)

7. Continuously monitor for arrhythmias.
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Closed Head

Washington County EMS Injury

Clinical Practice — Standing Protocols AT 03

Adult Trauma Revised: 5-08-06
EMT Basic

1. ABCs according to Initial Assessment & Treatment of Trauma Patient, suspect C-spine injury,
& provide 100% O2.

2. If the patient is hypoventilating, assist or provide ventilation with supplemental oxygen,
maintaining good ventilation (not hyperventilation) at rate of about 15 breaths per minute.

3. Have suction readily available. Be prepared to log roll patient, should vomiting occur (not
with pelvic fracture).

4. Take seizure precautions (i.e. IV, 02, & Monitor Sp02, EtC02, and ECG) and prepare for
rapid transport.

5. Record baseline observation (Glasgow Coma Score), sensation, and voluntary motor activity.

EMT-Intermediate

Initiate 1V access in addition to above using Ringers’ solution and consider advanced airway
management strategies.

Paramedic (In addition to above)

6. May require endotracheal intubation while observing C-spine precautions. If the patient is
unconscious or had decrease LOC with limited gag reflex, endotracheal intubation should be
performed.

7. Initiate two large bore IVs Ringer’'s Lactate and run at appropriate rate. In the past it was

thought that fluids should be limited in head-injured patients. It has been found that the

danger of increasing brain swelling by giving fluids is much less than the danger of allowing
the patient to be hypotensive.

Apply cardiac monitor and treat the arrhythmia.

If seizures occur and are prolonged greater then 15-30 seconds, administer Valium slow IVP

in 2.5 mg increments (10 mg maximum for adults) until seizure stops. If intubation has not

been performed prior to seizure, it should be considered after diazepam has been
administered so that hyperventilation if needed may be more effectively performed and the
airway better protected.

10. Refer to RSI protocol if indicated.

©

NOTE: Recently it has been shown that hyperventilation actually has only a slight effect on brain
swelling, but causes a significant decrease in cerebral perfusion from vasoconstriction. This
causes cerebral hypoxia. The injured brain does not tolerate hypoxia. Hypoventilation or hypoxia
increases mortality. Hyperventilation for head injury is no longer recommended, except in
herniation syndrome . Characterizations of herniation syndrome are decrease LOC, rapidly
progresses to coma, dilation of the pupil and outward-down-ward deviation of the eye on the side
of the injury, paralysis of the arm and leg on the side opposite the injury, and decerebrate
posturing.
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Drowning/Near

Washington County EMS Drowning

Clinical Practice — Standing Protocols AT 04

Adult Trauma Revised: 5-08-06
EMT Basic

Be aware of potential for C-spine injury in association with drowning. Try to immobilize or
protect the C-Spine during rescue when indicated . Move the patient to stable surface.
ABCs

Administer supplement oxygen 100% ASAP, use oximeter, have suction ready, be prepared
to log roll if vomiting occurs.

Treat for hypothermia if indicated.

Assessment/Vital Signs.

EMT-Intermediate (In addition to above)

If indicated by paramedic intubate (in-line endotracheal intubation).
Start IV LR ko.

Paramedic (In addition to above)

If indicated, provide more definitive airway (in-line endotracheal intubation) while observing
C-spine precautions, if not yet done.

Start IV LR tko, if not yet done.

Obtain ECG and treat arrhythmia as indicated.

Always transport to hospital.
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CHEMICAL SUBSTANCES TO THE EYE(S):

EMT Basic, EMT-Intermediate & Paramedic

Evaluate the patient according to Initial Assessment & Treatment of Trauma Patient.
Flush the affected eye(s) with copious amounts of water, Normal Saline — using a minimum of
2 liters for each eye. If the substance is alkaline in nature, perform continues irrigation during

transport. Contact lenses should be removed correctly if present.

BLUNT OR PENETRATING EYE INJURIES:

EMT Basic, EMT-Intermediate & Paramedic

agrwNRE

o

Evaluate the patient according to Initial Assessment & Treatment of Trauma Patient.

Have the patient lie flat or with the head slightly elevated.
DO NOT attempt to open the injured eye(s).
Instruct the patient to close both eyes.

DO NOT place any type of compressive dressing over the injured eye(s), and be careful not

to apply any pressure to the eye.
In general, DO NOT remove any penetrating object from the eye.
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Helmet Removal
Washington County EMS

Clinical Practice — Standing Protocols AT 06

Adult Trauma Revised: 5-08-06

INTRODUCTION: THE FOLLOWING GUIDELINES SHOULD BE F OLLOWED WHEN
DEALING WITH A PATIENT WHO HAS A POSSIBLE SPINAL IN JURY AND IS WEARING

A HELMET.

EMT-Basic, EMT-Intermediate & Paramedic

A. Motorcycle Helmets (and other helmet types, notinc  luding football): These
helmets should be VERY carefully removed using proper two-person technique
to ensure proper cervical alignment. No patient should be immobilized without
proper removal of these helmets. Airway is not accessible with a helmet on.

1. One rescuer stabilizes the helmet by placing his/her hands on each side of
the helmet, with the fingers on the mandible to prevent movement. The
second rescuer loosens the strap under the chin.

2. The second rescuer places one hand on the mandible at the angle of the jaw
and the other hand posteriorly at the occipital region. The rescuer holding
the helmet pulls the sides of the helmet apart and gently slips the helmet
halfway off the patient’s head then stops.

3. The rescuer maintaining stabilization of the neck repositions and slides his or
her posterior hand superiorly to prevent the head from falling back after
complete helmet removal. After the helmet is completely removed, the
rescuer can proceed with spinal immobilization.

B. Football Helmets: Should be left on if at all possible during immobilization of
these patients. These patients also have shoulders pad in place, which keeps
the spine in alignment. By removing the football helmet you may cause serious
spinal damage to these patients. All facemask on these helmets should be
removed with Trainers’ Angel and/or proper equivalent device. This will give the
rescuer better access to the patient’s airway. If for any reason you must remove
the helmet in a critical situation you should have multiple rescuers to assist in
removal. Remember you must remove the shoulder pads at the same time you
remove the helmet to maintain alignment of the cervical and thoracic spine.

NOTE: Rescuer(s) will not be able to apply a cervical collar to the patient
wearing a football helmet. The helmet must be totally immobilized to the
backboard to properly transport the patient. It is the responsibility of the rescuer
to become familiar with the latest football helmet/face mask and shoulder pads
removal technique.
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Adult Trauma Revised: 5-08-06
INTRODUCTION:

The initial assessment and treatment of a trauma patient must be performed in a rapid,
systematic, and thorough fashion. Evaluation of the patient according to establish priorities will
help to identify serious life threatening situations quickly, so that intervention can take place,
possibly preventing further deterioration in the patient’s status.

The most important priorities in the evaluation and treatment of the trauma patient are found in
the primary survey of the patient. Frequently, patient assessment must occur simultaneously with
patient treatment during this phase of the patient’s evaluation. At times, invasive procedures (in-
line intubation, removal of airway obstruction, stop major bleeding, seal sucking chest wound,
decompress tension pneumothorax) or initiation of rapid transport may be required before the
complete, overall patient assessment is achieved.

BASIC & ADVANCED TREATMENT:

The primary survey of the trauma patient should be performed in less than 2 minutes as followed:

1. Level of consciousness, AVPU & Glasgow Coma Score (Motor, Verbal, and Eye
Response)

2. Rate and quality of breathing.

3. Rate and quality of pulse (carotid & radius). Note the skin quality.

4. Quick head-to-toe survey to identify any “Load-and-go”; shock, respiratory difficulty,
decrease LOC, tender & rigid belly, pelvic fracture (never role “scoop”), bilateral
femur fractures. NOTE: Don't forget to check the patient’s back for injuries.

The secondary survey should be preformed en-route to the hospital in the following order:

Vital Signs.

SAMPLE History of patient and trauma event.
Head-to-toe exam.

Further bandaging and splinting if indicated.

. Continue monitoring.

EASSMENT, REASSMENT, REASSMENT, ECT...

gokrwhpE

NOTE: BTLS (Basic Trauma Life Support) Acronyms -

DCAPP: Deformity, contusions, abrasions, penetrations, paradoxical motion.

DCAP: Deformity, contusions, abrasions, penetrations.

BLS: Burns, lacerations, swelling.

TIC: Tenderness, instability, crepitation.

PMS: Pulse, motor, sensation.

CRITICAL INTERVENTIONS:
Listed are the only aspects of patient care that, in most cases, would be performed prior to the
initiation of the patient’s transport.

BLS, ALS Airway Management (In-line intubation)
Removal of airway obstruction.

Stop major bleeding.

Seal sucking chest injury.

Decompress tension pneumothorax.

P20 T
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CRITICAL ACTIONS:

a. Maintain C-spine (In-line).

Recognize “Load-and-go”.

Give oxygen.

Transport in appropriate amount of time.

®lalo|s

Contact receiving facility (active trauma alert and/or trauma code).
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Insect / Animal /
Washington County EMS or Snake Bite
Clinical Practice — Standing Protocols AT 08
Adult Trauma Revised: 5-08-06

Introduction:

This protocol is intended to be utilized when the paramedic suspects or has evidence of an
envenemation by snake or insect. Patient may present with pain or swelling to site of bite. These
patients are usually well aware of the historical incident, however, some people may not know the
difference between snakes or insects. When time permits the paramedic or EMS crew should
attempt to visualize the insect or snake to assist with identification purposes.

EMT-Basic

rwONPRE

Assessment and appropriate monitoring techniques

Administer 02 via most appropriate method

Avoid tourniquets

If bite is to an extremity attempt to keep affected extremity below the level of the patients
heart.

EMT-Intermediate (in addition to above)

Initiate IV LR access and airway management as directed by the paramedic.

Paramedic (in addition to above)

© N

Initiate IV LR access

Monitor with ECG, Sp02, and EtCO02 (if indicated)

Be prepared for seizure activity and treat according to protocol.

If you strongly suspect significant envenemation then by-pass protocols may be utilized
to assure anti-venom can be readily available. The paramedic should be aware of local
hospital treatment modalities.
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KNIFE AND GUNSHOT WOUNDS:

EMT-Basic

Truncal wounds (chest, abdomen, back, proximal extremities).

1. Evaluate/treat ABCs according to Initial Assessment & Treatment of Trauma Patient.
2. Prepare for rapid transport, even if vital signs are stable.
3. If impaled object — do not remove.
4. Treat open chest wound according to guidelines for sucking chest wound.
5. Treat evisceration of abdominal contents by covering the tissue with saline-moistened gauze,
sponges or sterile towel. DO NOT try to replace abdominal contents through the wound.
EMT-Intermediate (In addition to above)
6. While en-route start 2 large bore IVs with Ringer’'s Lactate and run at the appropriate rate per
patients condition
Paramedic (In addition to above)

7. Establish 2 large bore 1Vs with Ringer’s Lactate (attempt IV en-route to hospital) and run at
the appropriate rate per patient’s condition.

8. If airway is compromised or deteriorating then manage appropriately up to and including RSI
protocol if indicated.

NECK WOUNDS:

EMT-Basic

1. ABCs according to Initial Assessment & Treatment of Trauma Patient, maintain a high index
of suspicion for C-spine, tracheal blood vessel and lung injuries.

2. Prepare for rapid transport, even if vital signs are stable.

3. Monitor closely for signs of soft tissue swelling in the neck that could lead to airway
obstruction.

4. Have suction set up and ready to clear airway of blood or secretions.

5. Observe closely for signs of a tension pneumothorax.

| EMT-Intermediate (In addition to above)

6. En-route start 2 large bore Vs with Ringer’s Lactate and run at the appropriate rate per

patient’s condition.
| Paramedic (In addition to above)

7. Establish 2 large bore 1Vs with Ringer’s Lactate (attempt IV en-route to hospital) and run at
the appropriate rate per patient’s condition.

8. Intubation may be required if airway compromise from neck swelling.(see RSI if indicated)

9. Chest decompression may be necessary if s/s of tension pneumothorax develop.
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HEAD/FACE WOUNDS:

EMT Basic
1. ABCs according to Initial Assessment & Treatment of Trauma Patient, suspect C-spine,
tracheal, and blood vessel injuries.
2. Prepare for rapid transport.
3. Have suction available.
4. Elevate the head of backboard 15-30 degree — DO NOT try to elevate head by flexing the
neck.
EMT-Intermediate (In addition to above)
5. En-route start 2 large bore Vs with Ringer’s Lactate and run at the appropriate rate per
patient’s condition.
Paramedics (In addition to above)
6. Intubate patients that are unconscious or decrease LOC without gag reflex.
7. Maintain good ventilation (not hyperventilation) at a rate of about 15 breaths per minute with
high-flow oxygen.
8. Intubation maybe required if any airway compromise from the neck swelling.

NOTE: Recently it has been shown that hyperventilation actually has only a slight effect on brain
swelling, but causes a significant decrease in cerebral perfusion from vasoconstriction. This
causes cerebral hypoxia. The injured brain does not tolerate hypoxia. Hypoventilation or hypoxia
increases mortality. Hyperventilation for head injury is no longer recommended, except in
herniation syndrome. _ Characterizations of herniation syndrome are decrease LOC, rapidly

progresses to coma, dilation of the pupil and outward-down-ward deviation of the eye on the side
of the injury, paralysis of the arm and leg on the side opposite the injury, and decerebrate
posturing.
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ISOLATED EXTREMITY WOUNDS:

EMT-Basic

1. ABCs according to Initial Assessment & Treatment of Trauma Patient, check neurovascular
status distal to wound.

2. Control bleeding with direct pressure first, then pressure dressing if required (Reference
Quick Clot).

3. Splint affected extremity as required.

4. Elevate affected extremity 15-30 degrees.

5. Rapid transport if extremity wound is close to the trunk, even if vital signs are stable.

EMT-Intermediate (In addition to above)

6. Administer IV LR as directed by the paramedic

Paramedic (In addition to above)

7. If wound is close to the truck or tight area with s/s of shock, initiate at least one large bore IV
Ringer’s Lactate and run at the appropriate rate per the patient’s condition.

8. IV’'s may also be indicated if the paramedic chooses to utilize the pain management protocol
or thinks he/she may utilize analgesics during transport.

9. Paramedic’'s must maintain high index of suspicion for acute traumatic rhabdomyolisis or
“Crush Syndrome ”. These patients mandate early recognition and treatment by prehospital
personnel. Without appropriate prehospital treatment these patients can rapidly deteriorate.
Treatment should follow these guidelines.

a) Maintain ABC'’s

b) Maintain renal flow by administering Ringers solution at 500cc/h  r and monitoring
urine output.

c) Attempt to prevent worsening rhabdomyolysis and sudden arrest by administering
50mEq of NaHCO3 (Sodium Bicarbonate) per Liter of R ingers’ solution (mix 1amp
NaHCO03 into 1L Ringers’)

IMPALED OBJECT:

EMT Basic

1. ABCs according to Initial Assessment & Treatment of Trauma Patient.

2. In general, do not remove impaled object. If impaled object is causing airway/compromise
resulting in respiratory distress, and this cannot be corrected without removal of the foreign
body, contact ER physician for further orders.

3. When possible, stabilize the impaled object on the body so that it does not move around and
cause more internal injury.
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4. Anyimpaled object to the torso (chest, abdomen, back, lower neck, or proximal extremities)
should be considered a potentially life threatening injury and treated as such. Transportation
should be initiated ASAP, even if the patient appears stable.

5. If manpower is available and time allows during transport, continue future evaluation and
treatment of patient according to page 30 guidelines.

EMT-Intermediate (In addition above)

6. Administer IV and assist management of airway as directed by the attending Paramedic.

Paramedic (In addition to above)

7. If wound is close to the truck or thigh area, with s/s of shock, initiate at least one large bore IV
Ringer’s Lactate and run at the appropriate rate per the patient’s condition.
8. Pain management protocols may be utilized as indicated.

SUCKING CHEST WOUND:

EMT-Basic

=

ABCs according to Initial Assessment & Treatment of Trauma Patient.

2. Seal the wound as rapidly as possible, preferably with Vaseline coated gauze, to prevent
further collapse of the lung.

3. In general, the dressing should be sealed on three sides only. This allows it to act as a
one way valve — allowing air in the pleural space (chest cavity) to get out when the lungs
expands, but preventing air on the outside from entering the chest cavity through the
wound.

4. Watch closely for s/s of a tension pneumothorax. If these signs develop, usually lifting
one corner to the occlusive dressing will relieve the tension pneumothorax.

5. Astime allows and manpower permits, continue evaluation and treatment according page

30.

EMT-Intermediate(In addition to above)

6. Administer IV's and manage airway as directed by in charge Paramedic

Paramedic(In addition to above)

7. Initiate two large bore IVs with Ringer’s Lactate and run at appropriate rate.
8. If lifting the gauze dressing does not relieve the s/s associated with a tension
pneumothorax, then needle decompression may be indicated.

NOTES: If the patient is awake and cooperates, have him/her cough (this removes as much of

the air as possible from the chest cavity), and then apply the Vaseline gauze immediately
afterwards.
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CLOSED HEAD INJURY:

EMT-Basic

1. ABCs according to Initial Assessment & Treatment of Trauma Patient, suspect C-spine
injury, & provide 100% O2.

2. If the patient is hypoventilating, assist or provide ventilation with supplemental oxygen,
maintaining good ventilation (not hyperventilation) at rate of about 12 breaths per minute.

3. Have suction readily available. Be prepared to log roll patient, should vomiting occur (not
with pelvic fracture).

4. Take seizure precautions (i.e. IV O2 Monitor) and prepare for rapid transport.

5. Record baseline observation (Glasgow Coma Score), sensation, and voluntary motor
activity.

6. Elevate head of backboard when possible.

EMT-Intermediate (In addition to above)
7. Initiate IV access and manage airway as directed by attending Paramedic.
Paramedic (In addition to above)

8. Also refer to Rapid Sequence Intubation Protocols.

9. May require endotracheal intubation while observing C-spine precautions. If the patient is
unconscious or had decrease LOC with limited gag reflex, endotracheal intubation should
be performed.

10. Initiate two large bore IVs Ringer’'s Lactate and run at appropriate rate. In the past it was
thought that fluids should be limited in head-injured patients. It has been found that the
danger of increasing brain swelling by giving fluids is much less than the danger of
allowing the patient to be hypotensive.

11. Apply cardiac monitor and treat the arrhythmia.

12. If seizures occur and are prolonged greater then 15-30 seconds, administer Versed or
Valium slow IVP in 2.0 2.5 mg increments (10 mg maximum for adults) until seizure
stops. If intubation has not been performed prior to seizure, it should be considered after
diazepam has been administered so that hyperventilation if needed may be more
effectively performed and the airway better protected.

NOTE: Recently it has been shown that hyperventilation actually has only a slight effect on brain

swelling, but causes a significant decrease in cerebral perfusion from vasoconstriction. This
causes cerebral hypoxia. The injured brain does not tolerate hypoxia. Hypoventilation or hypoxia
increases mortality. Hyperventilation for head injury is no longer recommended, except in
herniation syndrome . Characterizations of herniation syndrome are decrease LOC, rapidly

progresses to coma, dilation of the pupil and outward-down-ward deviation of the eye on the side
of the injury, paralysis of the arm and leg on the side opposite the injury, and decerebrate
posturing.
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Quick Clot

Absorbent

Hemostatic
Washington County EMS Agent
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Introduction

QuikClot is a sterile, traumatic wound treatment that rapidly arrests high- volume blood loss and
achieves homeostasis in large wounds, arresting the hemorrhage before the victim goes into
shock. QuikClot affects coagulation in moderate- to- severe wounds, including high- volume
venous and arterial bleeding. The granules act like a sponge absorbing the fluid from the blood
cell, and leaving the components that help form clots.

Indications:

QuikClot is to be used to stop moderate- to —severe bleeding by promoting rapid coagulation in
traumatic injuries. Injuries where dramatic blood loss is evident should be controlled with direct
pressure then the use of QuikClot. QuikClot is not an alternative to Physician care, it is to be used
only as a last ditch effort to stop bleeding. QuikClot is a temporary quick fix to moderate- to —
major bleeding. Only employees who have undergone proper training are cleared to utilize this
protocol.

Directions:
1. Apply direct, firm pressure to wound using sterile gauze dressing or best available substitute.
2. If bleeding is stopped or nearly stopped after approximately 1 minute of pressure, wrap and tie
bandage to maintain pressure on wound and seek further medical direction.
3. If moderate to severe bleeding continues, hold pack away from face and tear open tabs.
4. Use wiping motion to remove gauze and excess blood — immediately start a slow pour of one
QuickClot packet directly onto wound. Stop pour as soon as dry granules cover wound area.
Use only enough QuickClot to stop bleeding. If bleeding continues open second packet of
QuickClot (if available) and continue to use as directed.
5. Reapply firm pressure to QuickClot-covered wound using sterile gauze. Wrap and tie bandage
to maintain pressure.
6. Seek further medical attention immediately. Discard unused granules in open pack and show
empty pack to receiving medical personnel upon arrival at the hospital for removal directions
(Found on the back under “Medical Personnel”).
Contraindications:

Scalp wounds due to bleeding should be able to be stopped by dressings alone

Sucking chest wounds which pose an inhalation risk

Any injury close to the eye which would allow the QuickClot to enter the eye

Precautions:
Avoid contact with wet skin. Product reacts with small amounts of water and can cause
burning. Stop burning by brushing away granules and flooding area with large volume of
water. If ingested, immediately drink 2 or more glasses of water
Avoid breathing dust or getting in eyes. Dust may irritate eyes, nose, throat, and skin. If
inhaled, get to fresh air. Flush eyes with water for 15 minutes. Product contains trace
amounts of quartz.
Keep away from children
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Washington County EMS Principles
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INTRODUCTION:

The general initial assessment and management of a traumatically injured adult and child are
essentially the same. Airway and breathing must be evaluated and managed first followed by
assessment of circulation, then a brief neurological examination and complete exposure of the
patient. One of the most important responsibilities of the prehospital care provider is to spend as
little time on the scene as possible to evaluate the patient, to perform lifesaving maneuvers, and
to prepare the patient for transportation to the hospital. Our goal is to be on-scene no greater
then 10 minutes with critical trauma patient(s).

EMT-Basic

1. Scene safety.
2. ABCs (follow the prior page INITIAL ASSESSMENT & TREATMENT OF TRAUMA
PATIENT).

Glasgow Coma Score: Child/Adult Response

Best Motor: Best Verbal: Eye Response:
1- No Response 1- No Response 1- No Response
2- Extension (Decerebrate) 2- Incomprehensible  2- To Pain

3- Flexion (Decorticate) 3- Inappropriate 3- To Verbal Command
4- Withdraws from Pain 4- Disoriented 4- Spontaneously
5- Localizes Pain 5- Oriented & Converses

6- Obeys

Infant

Best Motor: Best Verbal: Eye Response:
1- No Response 1- No Response 1- No Response
2- Extension (Decerebrate) 2- Moans, Grunts 2- To Pain

3- Flexion (Decorticate) 3- Cries to Pain 3- To Speech

4- Withdraws from Pain 4- Irritable Cries 4- Spontaneously
5- Localizes Pain 5- Coos, Babbles

6- Spontaneous

Total Score: (GCS < 8? Intubate)

3. Administer supplement oxygen 100%, ASAP, with oximeter before & during O2.
4. Spinal immobilization if indicated.
5. Place patient in trendelenburg position if indicated.

EMT-Intermediate (In addition to above)

Advanced airway control as needed.
Peripheral intravenous access, administer LR tko.
Apply MAST/PAGS if indicated, inflate at the paramedic on scene direction.

wh e
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Paramedic (In addition to above)

=

Advanced airway control as needed. May refer to RSI protocols if indicated

2. Peripheral intravenous or intraosseous access (IO access in life threatening circumstances
only). Administer LR at 20 ml/kg by rapid infusion with signs and symptoms of
hypoperfusion.

3. Obtain ECG, if indicated.

4. Use pain management if indicated, reference Analgesic Protocol.

5. Use MAST/PASG if indicated, reference MAST/PASG Protocol.

NOTE:

Narcotic analgesia may mask signs and symptoms in multi-system trauma. Use with extreme
caution and perform very good assessments prior to pain management to r/o any abdomen or
occult injuries that could be hidden by administering analgesics.

104



Trauma Protocol:
Scene Survey,
Traumatic Arrest,

& Traumatic
Washington County EMS Shock
Clinical Practice — Standing Protocols AT 12
Adult Trauma Revised: 5-08-06

GENERAL TRAUMA PROTOCOLS

INITIAL SCENE SURVEY: (All levels of certification )

This protocol should be used in the initial assessment of the scene where a trauma patient(s) is

located.

1. Survey the scene for possible hazards and re-survey intermittently.

2. Protect yourself first, then victims from hazards (do not become a victim).

3. ldentify mechanism of injury and severity of mechanism.

4. Identify all potential patients and give appropriate size up to communications for resource
allocations.

5. Prioritize patients if more than one using the same international triage system — If multiple,
severely injured patients with inadequate resources, leave cardiac arrest victims until last.

6. Secure the scene.

TRAUMATIC ARREST:

EMT-Basic

1. If not already done, evaluate/treat ABC'’s according to Initial Assessment & Treatment of
Trauma Patient.

2. Initiate CPR and prepare for rapid transport.

3. Provide a more definitive airway using C-spine precautions.

EMT-Intermediate (In addition to above)
EMT-I's perform 1V’s, Intubation & Mast as directed by the paramedic on scene.
Paramedic (In addition to above)

4. Correct any causes for hypoxia that are present (obstructed airway, tension pneumothorax,
flail chest, ect).

5. Establish 2 large bore 1Vs with Ringer’s Lactate en-route to the hospital (unless pinned), only
administer enough for adequate peripheral perfusion. PERIPHERAL PERFUSION may be
defined as producing a peripheral pulse, maintaining level of consciousness, and maintaining
an adequate blood pressure of 90 — 100 mmHg systolic.

6. Apply MAST/PASG and inflate if indicated (see page 54).

7. Apply ECG electrodes and determine cardiac rhythm.

8. If rhythm other than PEA (EMD), treat cardiac arrhythmia per protocol during transport if
sufficient manpower available.

9. Continue to re-assess the patient and contact the receiving facility.

NOTES: PEA (EMD) in a trauma patient is most likely due to hypovolemia from blood loss.
Definitive therapy is usually required to stop the source of hemorrhage and blood transfusions are
needed usually ASAP. Hence rapid extrication and transport is essential. Remember that
Lactated Ringers’ and Normal Saline helps expand the circulating blood volume, but do not carry
oxygen. The paramedic and EMS crew must make every minute of scene time functional and
productive. The majority of care should be rendered during transport when possible.
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TRAUMATIC SHOCK

This protocol should be used for the treatment of traumatic shock (signs and symptoms of
hypoperfusion). Frequently, shock in a trauma patient is due to internal or external bleeding
(hemorrhagic shock), it can be recognized by hypotension, tachycardia, diaphoresis, pallor,
cyanosis, tachypnea, and other clinical signs of shock.

EMT Basic

1. Evaluate/treat ABCs according to Initial Assessment & Treatment of Trauma Patient.

2. Prepare for rapid transport.

3. Ifindicated, provide a more definitive airway using C-spine precautions.

EMT-Intermediate (In addition to above)
EMT-I's perform 1V’s, Intubation & MAST as directed by the paramedic on scene.
Paramedic(In addition to above)

4. Make sure shock is not due to hypoxia from airway obstruction, tension pneumothorax, flail
chest, or tamponade.

5. Establish 2 large bore 1Vs with Ringer’s Lactate en-route to the hospital (unless pinned), only
administer enough for adequate peripheral perfusion. PERIPHERAL PERFUSION may be
defined as producing a peripheral pulse, maintaining level of consciousness, and maintaining
an adequate blood pressure of 90 — 100 mmHg systolic.

6. Apply MAST/PASG and inflate if indicated (see PASG appendix).

7. Apply ECG electrodes and determine cardiac rhythm.

8. Continue to re-assess the patient and contact the receiving facility.

NOTES: Fluid resuscitation in children is performed according to weight. See
“special considerations” in pediatric protocols. Definitive therapy is usually
required to stop the source of hemorrhage and blood transfusions frequently are
needed ASAP.
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