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0010 Introduction

The following protocols have been developed and approved by the Denver Metro EMS Medical Directors
(DMEMSMD) group. These protocols define the standard of care for EMS providers in the Denver
Metropolitan area, and delineate the expected practice, actions, and procedures to be followed.

The following protocols have been developed and approved by the Denver Metro EMS Medical Directors
(DMEMSMD) group. These protocols define the treatments, procedures, and guidelines approved by the
Denver Metro EMS Physician Group. In Colorado, the scope of practice and acts allowed for EMT, EMT-
IV, AEMT, EMT-I and Paramedic certifications are defined by the Colorado Department of Public Health
and Environment, 6 CCR 1015-3 Chapter Two - Rules Pertaining to EMS Practice and Medical Director
Oversight. These protocols do not supersede Chapter Two allowances, but in some instances may not
include all acts allowed from Chapter Two depending on medical directors’ preference.

These protocols are consensus based incorporating current industry best practices and available evidence
to the extent possible. No protocol can account for every clinical scenario encountered, and the DMEMSMD



0030 General Guidelines: Consent 0021 GENERAL GUIDELINES: PATIENT DETERMINATION: “PATIENT OR NQ PATIENT

0032 GENERAL GUIDELINES: PATIENT NON-TRANSPORT OR REFUSAL

i Mo Patient does not have EaraEl ST i
Contact Base ifthere are any Ganseious adult or qusiiyi M| e This protocol is intended to referto individual patient contacts. In the avent of a multiple party incident, such EMS encounter with a personwho meets A who has decisi i
questions orconcems about minor? R i (R T a5 a multi-vehicle collision, it is expected that a reasanable effort will be made to identify those parties with patient criteria c;pm may refuse examination
decision-making ity implied consent acute illness or injuries. Adult patients indicating that they do not wish aszistance for themseles or ay !
Yesl dependent minors in such a multiple party incident do not ity require doc ion as patients. l treatment, andlor transport
— No protocol can anticipate every scenario and providers must use best judgment. When in doubtas Refer to General Guidelines: Consentfor
General Principles. Reasonableconcemthe to whether individual is a "patient”, err on the side of caution and perform a full assessmentand |s patienta candidate foran alternative disposition complete decisien-making-c apacity
N erson is experiencing 2 S
. Pl}?’d"ll“;‘f State OfHCOhmdo R T documentation than transpert to emergency department? guidelines
. :uyf::= sgeorolder gravely disabled. and. without * Forintoxicated patients refer to drug/ale ohal Ifin doubt about patient decision-making-
e Pt Sty s onk [ onal intervention may Doesthe person meet ANY of the following criteria? intoxication protocol capacity, Contact Base for physician consult
be a danger fo themselves or ) ) —— - . '
decisions. This includes the right = Person iz a minor (<18 years) + Follow agency specific protocols if applicable
. ; o others _—
o n:he i:lsa L e tthe N « Person lacks decision-making capacity (Referto consant protocol)
p:_oishp b pron = :hsﬂare Ol Transport under = Acuteillness, injury, or intoxication suspected bazed on appearance
R e S mental heafth . .
patient. _ hold = Person has a complaint resulting in a call for help
Determine presence of — o o o . B . . B R
* Acallto 9-1-1 itself doesnot decision-making capacity » 3rd party caller indicates individual iz ill, injured or gravely dizabled If patient has decision-making capacity and is
:eleuent:t?:iellm:nuahsng - = Person was found on the floor andfor has an unexpectediunexplained refusing transport determine if standing erder refusal
medical fre P nt IV ¥ €: Choose | Communicate change in their ability to stand, ambulate or transfer (se= lift assist
o SIHRE T S Can the patient protocol)
medications). butyou should try fo icate s choice?
inform the patientofthe needfor communicate choloe Noto A
therapies, offer agsin, andtreat to U: Understand @ toAny Ve Hg l l ——
the extentpossble Does the patient understand l l -
* The odor of alcohol on a patients ihe risks! benefis/ Standing Order Refusal A -
(IR Pm:‘ a:;’"f"?f consequences Yalues Individual mests definition of 2 Person does not meet definition of 3 _ Base Contact Required High Risk Patients
= patient ofthe + Attemptic assess ifthe pafient's Patient (PCR Required) patient, and does not require PCR or No base contact required « <5 vears old Base Contactis strongly
o T T ST R:Reason dees.onf in ine with how they have Able to safely assess and provide refusal of care iFALL criteria met: . 13“' 1d und recommended whenever you
the EMS system at any time after Is the patient able to reason care? years old unless have assessed the patient and
initially refusing care. and pmwdebgmd have beenasked during assesament : .13 anl_:l older,or 5 and parent/guardian onscene ! = b=abt P fih d
lznafion forthe # If possible, obtain collsteral elder if parentiguardian = Ifuncertain about IEHTSB cllrl_t'.ﬂ]u;gﬂrm!'ﬂn H a?
degs.on? information from friends or family to on scene patient’s d ecision-making provider, the patient is
Special Situations ¥:Values determine if the pafient's decisionis. l l » Patienthas decision- capaci high risk of detericration without
in line with other decisionsor . Ki 4 medical intervention.
I rare circumstances &  person B Is the decision in " Referto psychiatric/ making-capacity
than the pati ° ith the conversations _ Standard care per hehiu'lnml and apitated’ = Unable to safely assess —
Mnse“tn's“‘a)""*'d‘! patient's values system? * '::.?:::":qu;;?:zz:ﬁzi pratocol ive protocals and provide care, refer -~
* Court order (| . o) cara? to patient d etemmination
» Medical dursble power of Yesio Al l gecision to acospt (or reject) care? protocol
1l of the pafi
authorize trestment and transpot - " -
decisions whenthe patient lacks Deaslon-{;:?:;lgcapaw Duty to Respond _ N f= for sal
i ision-making « Providers must actwithin the limits of their legal autharity. e et
capacity = The duty to act begins at patient contact within the scope of an EMS profeszional's ability to access and + Any minorwith any co is a patientand requires a PCR
¥ ¥ njury isap req
* Law enforcament officer may assess the individual. = Confirmd ecision-making capacity
autheorize transpert of people in Scene Safety Management « Forced entry to azsess a potentially hostile person is not in the EMS providers scope and any entry should + EMS assistance offered and dedined
custody or detention fobe N be done by law enforcement, 3 ~ o
. EMS withdraw or disel from a person. regardess of mental refusal explained atient
evaluated but cannot dictate * heal:::H Ms.hlﬁefc?;ﬁlgleas:s_ A = Providers should prioritize s«benesafetr. if the situation escalates, providers should dizengage and request : E?ﬁﬁ?:nder:mﬂﬂs {t:;r?ai.lsd
treatment decisions. o Scene slmsaia or patient poses perceived safety risks to EMS law enforcement support. + Patient inded th the EMS system at fime after
o Law nt is unable to provide scene safety = If an individual with no apparent complaints refuses evaluation and departs the scene, do not attempt to SR L &y may 5Yys any time
a Lawelﬂoloamelinmnlolwinolgan acoessto the pafient physically restrain or datain tham. initially refusing care.
» D t with the p and = Referto psychiatric/behavioral health protocol for guidance on transport holds. + Name of Base Contact physician authorizing refusa of care unless
deescalate the situsfion - _(Lum_pletethurqugh ducumnta‘tiur!ufth_e_eneuunter, including the circumstances of the contact, the standingorder refusal
individual's actions, and the final disposition. » Signed refusal of care against medical advice d ocument, if possible



Presenter Notes
Presentation Notes
Patient Determination and Refusal Protocols moved to just after Consent protocol. 


0030 Consel

0030 General Guidelines: Consent

General Principles
An adult in the State of Colorado is
18 years of age or older.

Every adult is presumed capable of

making medizal treatment
decisions. This includes the right o
make "bad” decisions that the
prehospital provider believes are
nat in the best interests of the
patient.

A call to 9-1-1 itself does not
prevent a patient from refusing
treatment. A patient may refuse
medical freatment (IVs, oxygen,
medications), but you should try to
inform the patient of the need for
therapies, offer again, and treat to
the extent possible.

The odor of alcohol on a patient’s
breath does not, by itself, prevent a
patient from refusing treatment.

Caonscious adult?

li’

<1

Determine presence of
decision-making-capacity

Patient does not have

decision-making-capacity,

treat under implied or
inveluntary consent

0030 General Guidelines: Consent

!

LC: Choose /| Communicate

Can the patient communicate a

choice?
Yes l

U: Understand

Does the patient understand the
risks/ bensfits/ atternatives!
consequences of the decision?

=]

R: Reason

Values
Attempt to assess if the patient's
decision is in line with how they
have approached the other
guestions they have been asked
during assessment
If possible, cbtain collateral from
friends or family to determine if the
patient's decision is in lime with
other decisions or conversations
An example question to assess
wvalues: "How did you reach your

Is the patient able to reason and
provide logical explanation for
the decision?

]

M: Values

Is the decision in accordance
with the patient’s values

systemT
Yes l

decision to accept (or reject) care?”

Decision-making-capacity intact

Contact Baseifthereare any
guesfions orconcems about
decizion-making capacity

Conscious adult or gualifying
minor?

No Fafient does not have

Yes l

G |Princigl

* Anadultin the Stafke of Colorado

is 18 years of age or older.

» Everyadultis presumed capsable

of making medical treatment
deeisions. This includes the nght
to make "bad" decisions thatthe
prehospital provider believes are
notin the bestinterests ofthe
patient.

# Acallto 9-1-1 itself doesnot

prevent a pafient from refusing
treatment. & pafient may refuse
medical treatment (IVs oxygen.

medications), butyou should try fo

inform the patientofthe needfor

therapies, offer again, andinzst to

the extentpossble

* The ador of alcoha on & palienfs
breath does ncf. byitself. prevent

Reasonableconcemthe
PErson is eXpenencing &
behavioral health crisis orare
gravely disabled, and, with out
professionsl intervention may
be a danger to themselves or
others

fes 2l
Is a mental healh o

Noi

Determine presence of
decision-making capacity

Involuntary Consent

In rare circumstances a persen other than the patient may authorize consent. This may include:

* Court order (Guardianship)

* Law enforcement officer may authorize transport of prisoners in custody or detention in order to be
evaluated but cannot dictate treatment decisions.

gravely disabled.

Persons under a mental health hold or commitment who are a danger to themselves or others or are

It is sufficient to assume the patient lacks decision-making-capacity if there is a reasonable concern when

any person appears to have a mental illness and, as a result of such mental illness, appears to be an
imminent danger to others or to himself or herself or appears to be gravely disabled. Effort should be

made to obtain consent for transport from the patient, and to preserve the patient's dignity throughout the

process. However, the patient may be fransported over his or her ohjections and treated under
involuntary consent if the patient does not comply.

Contact Base if there are any questions or concerns about decision-making-capacity.

C: Choose | Communicate
Zan the patient
communicate a choice?

U: Understand

Does the patient understsnd
the risks! benefits!
sltematives! consequences

Y

decision-making
capacity, treat under
implied consent

holdin place?

ves l

Transport under
mental healih
hold

Mo to Any

Yalues

» Attempt to assess ifthe pafient's
decision isin line with how they hawe
approached the other guestionsthey
hawe been asked during assesament
If possible. obtsin collateral
information from friends or family to
detemmine if the pafient's decisionis
in line with other decisionsor
conversations.
* Anexample guestion to assess

walues: "How did youreach your

decision to accept (or reject) care?”

deescalate the situafion

Scene Safety Management
* EMS may withdraw or disengage from a person. regardliess of mental

a patient from ing tfreatment of the decision?
* A person is welcome to reengage B: Reason
the EMZ system at any time after Is the patient able to reason
initially refusing care. and provide logical
explanafonforthe
decision?
1 Tl il .
_W ¥:Values
In rane cn:n!'slanasa per_sono‘liet Is the decision in
than the palientmay suthorize accordance with the
consent. This may include: patient's values system?
» Cowurt order (Guardianship)
* Medical durable power of Nagto Al l
aftomey of the patientmay
authorize treatment and transpot - - i
DO ki
e ey Py =cision-making capacly
medical decision-making
capacity
* Law enforcement officer may
authonze transport of people in
custody or detention tobe
evaluated but cannot dictate ir -
———— heszlth hold status, for the following reasons:

o Scene is unsafe or pafient poses perceived safiety risks to EMS
o Lawenforcement is unable to provide scene safiety
o Lawenforcement cannot or will not gain acoessto the pafent

* Document ressonsble attempts fo communicate withthe person and




Conscious adult®

Determine presence of
decision-making-capacity

Patient doas not hawe

decision-making-capacity,
treat under implied or
imvcluntary consent

Consent

'

NEW

Conscious adult or qualifying
minor?

Reasonable concern the
person is experiencing a
behavioral health crisis or are
gravely disabled, and, without
professional intervention may
be a danger to themselves or
others

Determine presence of

- - ala ] ala

Patient does not have
decision-making
capacity, treat under
implied consent

Is a mental health
hold in place?

Transport under
mental health
hold




Cetermine presence of
dezision-making-capacity

C: Choose | Communicate

Can the patient communicate a
choice?

U: Understand

Dizes the patient understand the
risks! bensfits! alternatives!
conseguences of the decision?

B: Reason

Is the patient able to reason and
provide logical explanation for
the decision?

V: Values

Is the decision in accordance
with the patient’s values
system?

Diecisicn-making-capacity intact

0030 Consent

NEW

Determine presence of
decision-making capacity

C: Choose /| Communicate

Can the patient
communicate a choice?

U: Understand

Does the patient understand
the risks/ benefits/
alternatives/ consequences
of the decision?

R: Reason

Is the patient able to reason
and provide logical
explanation for the
decision?

V: Values

Is the decision in
accordance with the
patient’s values system?



Presenter Notes
Presentation Notes
Flow change only – No content change


Involuntary Consent
In rare circumstances a person other than the patient may authorize consent. This may include:

* Court order (Guardianship)

+ Law enforcement officer may authorize fransport of prizsoners in custody or detention in order to be
evaluated but cannot dictate treatment decisions.

* Persons under a mental health hold or commitment who are a danger to themselves or others or are
gravely disabled.

+ |t iz sufficient to assume the patient lacks decision-making-capacity if there is a reasonable concern when
any person appears to have a mental illness and, as a result of such mental illness, appears to be an

imminent danger to others or to himself or herself or appears to be gravely disabled. Effort should be
made to obtain conzent for transport from the patient, and to prezerve the patient's dignity throughout the
process. However, the patient may be fransported ower his or her objections and treated under
inveluntary consent if the patient does not comply.

Contact Bage if there are any questions or concerns about decision-making-capacity.

0030 Consent

Special Situations
In rare circumstances a person other
than the patient may authorize
consent. This may include:

o Court order (Guardianship)

o Medical durable power of
attorney of the patient may
authorize treatment and transport
decisions when the patient lacks
medical decision-making
capacity
Law enforcement officer may
authorize transport of people in
custody or detention to be
evaluated but cannot dictate
treatment decisions.



Presenter Notes
Presentation Notes
Removal of involuntary consent 


0030 Consent

Scene Safety Management

e EMS may withdraw or disengage from a person, regardless of mental
health hold status, for the following reasons:
o Scene is unsafe or patient poses perceived safety risks to EMS
o Law enforcement is unable to provide scene safety
o Law enforcement cannot or will not gain access to the patient

e Document reasonable attempts to communicate with the person and
deescalate the situation.




0031 Patient Determinasg

PATIENT DETERMINATION: “PATIENT OR NO PATIENT"

0031 GENERAL GUIDELINES: PATIENT DETERMINATION: “PATIENT OR NO PATIENT"

General Guidelines

This protocolis intended to refer to individual patient contacts. In the event of a multiple party incident, such
as a multi-vehicle collision, itis expected th at a reasonable effortwill be mad e to identify those parties with

Person is a miner Yes General Guidelines
(Age < 18 years) This protocol is intended to refer to individual

patient contacts. In the event of a multiple party acute illness orinpuries. Adult patients indicating th at they d o not wish assistance forthemsdlves or
No incident, such as a multi-vehicle collision, it is dependentminors in such a mulfiple party incident d o not necessanly require documeniation as patients.
¥ mp?dc;dﬁizlﬁmr;hm?cmlﬁlxgﬁe fo No protocol can anticipate every scenario and providers must use best judgment. When in doubt as
. H i H k| 1 ¥ 1 1
Person _Ial:hs dec!flon- Yes mijurie=. Adult palients indicating that they da not to whether individual is a “ patient™, errn:uﬂl;t::de ui_t;a'uuon and perform a full azsegsment and
making capacity wizsh assistance for themselves or dependent
(Refer to consent protocol) minors in such a multiple party incident do not
necessarily require documentation as patients. Does the person meet ANY of the following criteria?
No + Person is aminor (=158 years
- Mo protocol can anticipate every scenario _(_ v R )
and providers must use best judgment. When * Person lacks d ecision-making capacity (Refer to consent protocol)
Acute illness, injury, or Yos in doubt as to whether individual is a + Acuteillness, injury, orintoxication suspected based on appearance
intoxication suspected based “patient”, err on the side of caution and * Person has a complaint resulting in a call for help
on appearance perform a full assessment and I P [ _
dae ntation * 3rd party caller indicates individual isill, inpured or gravely disabled
* Perzon was found on the floor and/or has an unexpected/unexplained
No changein their ability to stand, ambulate orfransfer (see lift assist
v protocaol)

Person has

a complaint

resulting in a call for help l l
No Individual meets definition ofa Person doesnotmeetdefinition of a
v Patient (PCR Required) patient, and doesnotrequire PCR or
. Ableto safely assess and provide refusal ofcare
3" party caller indicates Yes care?
individual is ill, injured or

gravely disabled

'

Standard care per
protocol

Mo

combative protocols

Person does not meet Individual meets definition of
definiion of a patient, and a Patient

does not require PCR or {PCR Reguired)
refusal of care

Duty to Respond

Providers must act within the limits of th eir legal auth ority.

The duty to actbegins at pafient contact within th e scope of an EMS pro ional's ability fo d
assess theindividual.

Forced entry to assess a potentially hostile personis notin the EMS providers scope and any entry should
be done by law enforcement.

Providers should priontize scene safety; ifthe situation escalates, providers should disengage and request
law enforcement support.

If an individual with no apparent complainis refuses evaluation and deparis the scene, do not attempito
physically resirain or detain them.

Refer to psychiainc/foehavioral healih proiocolfor guidance on transport holds .

Complete thorough documentation ofthe encounter, including th e circumstances ofthe contact, the
individual's actions, and the final disposition.

r

h,

No Able to safely assess and Yes
provide care?

Refer to psychiatric/behavioral
and agitated/combative
protocols

Standard care per protocol




Person is a minor
(Age < 18 years)

Person lacks decision-
making capacity
(Refer to consent protocol)

Acute illness, injury, or
intoxication suspected based
on appearance

Person has a complaint
resulting in a call for help

3" party caller indicates
individual is ill, injured or
gravely disabled

Patient Determination
N=Y%

Does the person meet ANY of the following criteria?
Person is a minor (<18 years)
Person lacks decision-making capacity (Refer to consent protocol)
Acute iliness, injury, or intoxication suspected based on appearance

Person has a complaint resulting in a call for help

3rd party caller indicates individual is ill, injured or gravely disabled

Person was found on the floor and/or has an unexpected/unexplained
change in their ability to stand, ambulate or transfer (see lift assist
protocol)




031 Patient Determination

Duty to Respond

e Providers must act within the limits of their legal authority.

e The duty to act begins at patient contact within the scope of an EMS professional’s ability to access and
assess the individual.

e Forced entry to assess a potentially hostile person is not in the EMS providers scope and any entry should
be done by law enforcement.

e Providers should prioritize scene safety; if the situation escalates, providers should disengage and request
law enforcement support.

e If an individual with no apparent complaints refuses evaluation and departs the scene, do not attempt to
physically restrain or detain them.

e Refer to psychiatric/behavioral health protocol for guidance on transport holds.

e Complete thorough documentation of the encounter, including the circumstances of the contact, the

individual's actions, and the final disposition.
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0032 GENERAL GUIDELINES: PATIENT NON-TRANSPORT OR REFUSAL

EMS A person who has decision-making capacity EMS enCOUﬂtE;gmgrﬁ::iﬁaﬂn who meets A person who has decision-making-
Dispatch may refuse examination, treatment, and capacity may refuse examination,
zsuet l treatment, andior transport
Refer to General Guidelines: Consent for L h
complete decision-making capacity guidelines . . — » Refer to General Guidelines: Consentfor
+ . . - ) Is patienta candidate for an alternative disposition complete decision-making-capacity
I R T A T ST T than fransportto emergency department? guidelines
Cancelled Arrived an scene capacity, CONTACT BASE for physician consult. . ) )
PTA (see Patient « Forintoxicated patients referto druo/alcohol If in doubtabout patientdecision-making-
Determination) intoxication proto CO|_ _ _ ) capacity, Contact Base for physician consult
Documentaton Hequirements Inc Re sl = Follow agency specific protocols if applicable

Confirm decision-making capacity
EMS assistance offered and declined

Risks of refusal explained to patient

Patient understands risks of refusal

Mame of Base Station physician authonzing
refusal of care unless standing order refusal
* Signed refusal of care against medical advice
document, if possible

k.

If patienthas decision-making capacity and is

refusing transport determine if standing orderrefusal

r

l |

Mot a patient Patient

= Any minor with any complaintiinjury is a patient
l and requires a PCR -
y
Ambulance Ne Ambulance Standing Order Refusal Base Contact Required High Risk Patients
Transport Transport Mo base contact required .
if ALL criteria met + <5years ald Base Contact is strongly
« =18 years old unless recommended whenever you
« 18 and older, or 5 and parentguardian on scene have assessedthe patientand,
l olderif parentiguardian = If uncertain about in the clinical judgementof the
. on scene patient's decision-making EMS provider, e patientis at
Alternative Dispositions: Determine if » Patient has decision- capacity highrisk of deterioration without
* Intoxicated patients: refer to Standing Order making-capacity medical intervention.
. %ﬂ% ﬁ""" Refusal (SOR) + Unable to safely assess —
pmmlfi, Eppm’ and provide care, refer =
to patient determination
pratocol

Documentation Requirements for Refusal
r Y = Any minorwith any complaintinjury is a patientand requires a PCR
Standing Order Refusal Base Contact Required = Confirm decision-making capacity
Mo base contact required » < 5years old High Risk Patients . ggs{sas?sﬁno:e oﬂergd in; def'"fd
if ALL criteria met: * = 18 years cold unless Base Contact is strongly - ofrefusa expla_lne patien
parentfguardian on scene recommended whenever, in the = Patient understands risks of refusal
* 18 and older, or 5 and * If uncertain about clinical judgement of the EMS = Patientreminded they may reengage the EMS system at any time after
older if parent/guardian patient's decision-making provider, the patient is at high initially refusing care.
an scene . capacity risk of detericration without + Name of Base Contact physician authorizing refusal of care unless
+ Patient has decision- * Unable to safely assess medical intervention. standing order refusal
making-capacity and provide care N g N . ) ) ;
= Signed refusal of care againstmedical advice document, if possible




Standing Order Refusal

No base contact required
If ALL criteria met:

e 18 and older, or 5 and
older if parent/guardian
on scene

e Patient has decision-
making-capacity

NEW

It Non-Transport or Refusal

Standing Order Refusal

No base contact required
if ALL criteria met:

e 18 and older, or 5 and
older if parent/guardian
on scene

¢ Patient has decision-

e Unable to safely assess
and provide care, refer

to patient determination
protocol




High Risk Patients

Base Contact is strongly
recommended whenever, in the
clinical judgement of the EMS
provider, the patient is at high
risk of deterioration without
medical intervention.

High Risk Patients

Base Contact is strongly
recommended whenever you
have assessed the patient and,
in the clinical judgement of the
EMS provider, the patient is at
high risk of deterioration without
medical intervention.




Documentation Requirements for Refusal

Confirm decision-making capacity
EMS assistance offered and declined

Risks of refusal explained to patient

Patient understands risks of refusal

Name of Base Station physician authorizing
refusal of care unless standing order refusal
Signed refusal of care against medical advice
document, if possible

Any minor with any complaint/injury is a patient
and requires a PCR

palPatient Non-Transport or Refusal

NEW

Documentation Requirements for Refusal
¢ Any minor with any complaint/injury is a patient and requires a PCR

Confirm decision-making capacity
EMS assistance offered and declined
Risks of refusal explained to patient
Patient understands risks of refusal

Patient reminded they may reengage the EMS system at any time after
initially refusing care.
Name of Base Contact physician authorizing refusal of care unless
standing order refusal

e Signed refusal of care against medical advice document, if possible




YOS50 Field Pronouncement

D. Nonviable Birth:
1. If <22 weeks gestation, do not resuscitate
2. If gestational dates unknown, examine fingers
a. If not fused, resuscitate

b. If fused, do not resuscitate
3. Regardless of gestational age, if infant is born with no signs of life and has one of the
following, do not resuscitate
a. Decomposing and/or macerated, sloughing skin
b. Anencephalic infants, missing a major part of the head and/or brain
4. Keep mother and child together, if possible.
5. Contact Base



D.

Jermination of Resusciation

In newly born babies deemed a viable birth receiving resuscitation, if there is no heart rate and all
the steps of resuscitation have been performed, cessation of resuscitation efforts may be discussed
with the team and the family. A reasonable time frame for this change in goals of care are around 30

minutes after birth. Contact Base
Once the patient is pronounced, they become a potential cﬂrnner S case. From that point on the

patient should not be moved and no clothing or med :
removed or altered pending coroner evaluation. gExceptions may exist in order to keep newly born

and mother together




0070 LIFT ASSISTIMEDICAL ASSIST

Person mests patient critenis or was found on the floor and
has an unaxpectediunaxplsined changs in their shility to
stand, ambulste or transfer

Meets criteria for apatient {PCR required]:
= Perform patient assessment

= Complete vital signs

= Assess functions] mobility

Expanded screening — Does patient have any of
the following®

= Non-mechanical reason for fall

= Mew medical complsint or problam

= Traumatic injury

= Mew neurclogical deficit

= Resting haart rate =80 or <50 basts per minute
= Systolic blood presswre =200 mmHg or <110

mmHg

Assess functional mobility:

» Zan patient sit on the edge of the chair of bed
unsupported?
Can patient stand from sitting without assistance
{zan use walksr)?

Able to sccess kooations unassisted (kitchen,

bathroom, phone, ete.)

Patient has high risk factors for underlying
medicaltraumstic disease process that can kead to
worsening condition without hospital evaluation

= |f refusing transport, refer to refusal protocol

= |frefusslis bassd on an siemate disposition of
care {2.g. hospice), confirm and document.

Mests criteria for no patient, provide.
#s3i5tance and documant par sgancy
guidelines

If altered mentsl status, consider possible
CEUSES

If trawma susp=cted, treat per protocol

o Werify if patiznt is on blood thinners
Consider stroke with neurckogical deficit
Consider sepsis

Consider candisc cause

If unswre, 2nr on side of caution and
recommend physician svaluation

« Patient has no identifisd high-risk
factors. Offer transport and frest

Was OF as per protocol.
|5 Baseline
for Patient » If refusing transport, refer o

+ Provide assistance and document
per agency guidelines

refusal protocol

Consider contacting adult protective services if:

+ Patient cannot meet basic needs (food, hygiens,
medications ) and no capable help is present.

» Unsafe lving conditions pose an immediate risk
{e.g.. filth, hoarding, utilities shut off).

= Signs of sbuse, neglect (including s=if), or
exploitation.

+ Carsgiver sppears impaired, sbsent, shusve, or
unwilling to provide necessary cars.

+ Referto mandatory raporting protocol




y

l1Ical Assist

Person meets patient criteria or was found on the floor and
has an unexpected/unexplained change in their ability to
stand, ambulate or transfer

Paramedic

Yes No

l l

Meets criteria for a patient (PCR required):

e Perform patient assessment
e Complete vital signs
e Assess functional mobility

Meets criteria for no patient; provide
assistance and document per agency
guidelines




Expanded screening — Does patient have any of
the following?

 Non-mechanical reason for fall
e New medical complaintor problem

e Traumatic injury

e New neurological deficit

e Resting heartrate >90 or <60 beats per minute

o Systolic blood pressure >200 mmHg or <110
mmHg

iIst / Medical Assist

If altered mental status, considerpossible
causes
If trauma suspected, treat per protocol

o Verify if patient is on blood thinners
Consider stroke with neurological deficit
Consider sepsis
Consider cardiac cause
If unsure, err on side of caution and
recommend physician evaluation



Assess functional mobility:

e Can patient sit on the edge of the chair of bed
unsupported?

e Can patient stand from sitting without assistance

(canuse walker)?

o Gait is stable or unchanged — steady and without
shuffling?

e Able to access locations unassisted (kitchen,
bathroom, phone, etc.)

ASSIst / Medical Assist

e Patient has no identified high-risk
factors. Offer transportand treat
as per protocol.

- ¢ Provide assistance and document
Is Baseline per agency guidelines

for Patient e If refusing transport, refer to
refusal protocol



o

DLt Assist / Medical Ass

e Patient has high risk factors for underlying
medical/traumatic disease process thatcanlead to
worsening condition without hospital evaluation

e |f refusing transport, refer to refusal protocol
o |f refusalis based on an alternate disposition of

care (e.g. hospice), confirm and document.

»J >




O\Lift Assist / Medical Assist

Consider contacting adult protective services if:

¢ Patient cannot meet basic needs (food, hygiene,
medications) and no capable help is present.

¢ Unsafe living conditions pose an immediate risk
(e.g., filth, hoarding, utilities shut off).

e Signs of abuse, neglect (including self), or
exploitation.

o Caregiverappears impaired, absent, abusive, or
unwilling to provide necessary care.

o Referto mandatory reporting protocol
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040 Pediatr

2040 PEDIATRIC WHEEZING

= Pediatric Universal Respiratory
LDiziress protocol

= Aszsess: Sply, consider
waveform capnography. RR,
lung sounds, accessory muscle
use and mental status

!

Consider the cause of wheezing before
initiating specific therapy
Initial best ndicator is age. if patient €2

years old, bronchiolitis is most likely. Age = 2

reactive airways disease is more Fkely.

.

|
!

Age = 2 years old

Bronchiolitis most commaon

Viral Bness characterized by fever,
copious secretions and respiratory
distress typically seen Movember
thmugh April
= Most important interventions are o
provide supplemental oxygen and
suction secrefions adequately
= In children > 12 months of age with a
strong famiy history of asthma, a trial
of albuterc! may be warranted. i
ciinically responsive, consider stenoids
and additional bronchodilators
(albutersl + ipratropiem)

l

Age > 2 years old
Asthma most commaen

Presentation suggests asthma:
wheezing, projonged expirafory phase,
decreased breath sounds, accessory
muscle use, known hy of ssthma or
uterol use

I

Give nebuiized aluterol + Eirocium
May give confinuwous meb for severe
respiratory distress

!

EMT AEMT

EMT-I Paramedic

ic Whee
NEW

Zing

2040 PEDIATRIC WHEEZING

= Pediatric Universal
Respiratory Distress protocol
Assess: 3pd, consider |
waveform capnagraphy. RR.
lung sounds, accessary
rrusche use and mental status

C

years old,

2 reactive sinvays disease is more likely.

onsider the cause of wheezing bafore
initiating specific therapy
Initial best indizator is age. If patient £ 2

branchialitis is mare likely. Age >

Although bronchiolitis and
asthma are the most

- pneumania,
pulmanary edema. congenital
heart disease, anaphylaxis,
pneumothorax, sepsis,
metabolic acidesis (e.g.- DKA,
toxic: ingestion), foreign body

| o

!

Age = 2 years old
EBronchiclitis mora comman

= \iral illness characterized by fever,
copious secrefions and respiratory
distress typically seen November
through April

+ Most important interventions are o
pravide supplemental axygen and
suction secretions adequately

« Inchildren = 3maenths of age with a
strang family history of asthma. prior
albuteral use. orpremiaturity. a trial of
albuteral may be wamranted. If clinically
responsive, consider additional
bronchodilators (albuteral + ipratropium)

accessory muscle use, kmown hx of

Age =2 years old
Asthma maore commaon
Presentation suggests asthma:

wheezing, prolonged expiratory
phase, decreased breath sounds,

asthma or albuterol use

¥

Give nebulized slbuterol + ipratropium

May repeat x 3, then give continuous
aibutero! for severe respiratory distress

I

Administer oxygen to obtain
saturations = 90%

Nasal suction with 3 mL saline
Transport in pesition of comfort

= Monitor Sp02, RR, retractions, mental

status
+

[f worsening respiratory distress despie
abowe therapies, re-suction nostrils and
assist ventiations with BVM

|s response to treatment adegquate

e

o

r

Sewere exacerbation

= |M epinephrine if no response to neb
and severs distress

» Stan v

= IV methyiprednisclone

= 2lmlkg N2 bolus

EVM/OPA ventiation preferred in peds

-
.
¢
-

Is response o treatment adequate®

ve |

IV met] isolone
Wil help resolve acute asthma
‘exacerbation over hours, without
immediate effect. In severe
exacerbations, it may be given
prehospital but should not be given
fior midd attacks responding well to
bronchodilators.
IM epinephrine
Is indicated for the most sevens

attacks deemed Fe-threatening and
not responding to inhaled
bronchodilators.

1]

» Aszsess for pneumathoras
= Assist ventistions with BVM

BVMIOPA ventilation prefermed in peds

.

« Contnue monitoring and assessment
en-route

+ Be prepared to assist ventiations as
needed

» Contact Base for medical consult i
detarioration

Nasal Aspirators
» Masal aspirators are safe
and efiective.
= MNasal aspiration with
saline significantly
improves upper
T tract

= Administer axygen to abtain saturatians
= 40%

« Masal suction with 3 mL saline

+ Transport in position of comfort

= Manitor 5p02. RR. mental status

« Consider 20mL/kg MS bolus

¥

EMT-1 Paramedic

\L ~a

Although bronchiolitis and
asthma are the most
commen causes of

wheezing in infants and
children, respectively. you
should consider pulmonary
and non-pulmonary causes

of respiratory distress,

especially if patient not
responding as expected to

treatment:

Examples: pneumonia,
pulmanary edema, congenital
heart disease. anaphylaxis,
pneumathorax. sepsis.
mietabalic acidasis (2.g.: DHA.
toxic ingestion), foreign bady
aspiration, and croup.

es
Is response to freatment adegquate }—

Mo

¥

Sewere exacerbation

.

If worsening respiratory disiress despite
above therapies, re-suction nostrils and
assist ventilations with BWYM

BUM/OPA ventilation prafered in peds

Il epinephrine if no respanseta neb
and severs distress

Start IV
IV methylprednis olone:
20mlLikg NS bolus

I

IV methylprednisolons

‘Will help resalve acute asthma
exacerbation over hours, without
immediate effect. In severs exacerbations.
it may be given prehaspital but should not
be given for mild attacks respanding well
to branchaodilators.

IM epinephring

Is indizated for the most severe attacks
deemed life-threatening and not
responding foinhaled bronchedilators.

fes
Is response to treatment adequate? }—

Mo

Assess for pneumothorax
Assist ventilations with BYM

BVM/OPA ventilation preferred in peds

!

Continue maonitaring and assessmeant
en-raute

Nasal irators

» Masal aspirators are safe
and effactive.

= Nasal aspiration with saline
significantly improves upper
respiratory fract symptoms.

Be prepared to assist ventilations as
neadad

Contact Base for madical consult if
deterioration




tric Wheezing

NEW

Age < 2 years old

Bronchiolitis most commaon

= Viral @ness characterized by fever,
copsous secrefions and respiratony
distress typically seen Movember
threugh April
Miost important interventions are to
provide supplemental cxygen and
suchion secrebons adequately
In children > 12 months of age with a
strong family history of asthma, a trial
of albutercl may be warranted. If
clinically responsive, consider stenoids
and additional broncheodilators
{albutercd + ipratropism)

Age = 2 years old

Eronchiolitis more common

= Viral illness characterized by faver,
copious secretions and respiratory
distress typically seen Movember
thraugh Agril
Most imporiant inferventions are to
prowide supplemenial axygen and
suciion secretions adequately
In children > 3 months of age witha
strang family histary of asthma, priar
aloutercl use, orprematurity, 3 tral of
albutercl may be warmanied. If clinically
responsive, consider additional
bronchodilators (albuterol + ipratropiurm)




= Adrmanester oxygen to obtain
saturations > 90°%

= Masal suction with 3 mlL saline

= Transport in positon of comfort

Monstor 5p02, KRR, retractions, mental
status

NEW

2040 Pediatric Wheezing

Admiinister axygen to obtain saturations
= 80%
Masal suction with 3 mL saline

Transport in position of comfort
Maonitar Sp02, RR. mental status
Consider 20mL/kg NS bolus




2040 Pediatric Wheezing
N=Y

Give nebulized albuteral + ipratropium

Give nebulized lbyterol + ratrogium
May give confinuows med for severe
respiratory disiress

sy repest x 3, then give continuous
aibuterol for severe respirstory distress




Termination of Resuscitation

= |n newly bom babies recening resuscitation,
if there 5 no heart rate and all the steps
of resuscitation hawe been perfomed,
cessation of resuscitation efforts may be
discussed with the team and the family. A
reasonable ime frame for this change in
goals of care are around 30 min after birth.

8020 Neonatal Resuscitation

Field Pronouncement/ Termination of
Resuscitation

« Forinformation on pronouncement of
nonviable births, referto field pronouncement

protocol.
« Forinformation on termination of efforts of

newly born, refer to termination of
resuscitation protocaol.




5040 Tachyarrhythmia with Poor
Perfusion

NEW

Narrow QRS
Adult < 120 msec

Pediatric <90 msec

Narrow QRS
Adult < 120 msec

© ireguler (€) irregular

s Children who are stable
with AVYNRT generally
remain so and transport is
preferred over intervention

+ Try Valsalva maneuver

* Give adenosine IV if
suspected AV nodal
reentrant tachycardia
(AVRNT)

e EMT-I requires direct order

for adenosine

« Atrial fibrillation, flutter, or
MAT

+ Do not give adenosine

+ |f becomes unstable go to
box B

= Children who are stable

with AVNRT generally
remain so and transport is
preferred over intervention

= Try Valsalva maneuver
= Give adenosine IV if

suspected AV nodal
reentrant tachycardia
(AVRNT)

e EMT-Irequiresdirect order

for adenosine

« Afrial fibrillation, flutter, or

MAT

Consider IV fluids for
distributive or hypovolemic
shock

Do not give adenosine
If becomes unstable go to
boxB

If no reversible cause

(hypovolemia, sepsis),
consider diltiazem




N0 Uni

4010 UNIVERSAL ALTERED MENTAL STATUS

‘ Altered Mental Status (AMS) |

!

Assess AECs
Go to i
pediatric respiratory distress or pbstructed sirway
as appropriate

MNabxone

Check BGL and consider trial of ‘

'

BGL < 80 mg/dL or cinical
condition suggests hypoglycemia?

Perform rapid neurologic:
assessment including LOC and
Cincinnatl Prehospital Stroke Score
(CP35)

Consider other causes of AMS:
Head frauma, overdose, hypoxia,

hypercapnea, heaticold emengency, 4.| Alcohol intoxication? ‘

sepsis, & metabolic

l

Dwuring transport:

= Give supplemental cgygen,
monitor wital signs, airway,
breathing

b

EMT

EMT4

= Determine character of event

= Consider Seizure, Syncope, and
Ia

= Monitor and transport with
supportive care

Yes

Determine time: last seen nomal
‘Censider Stroke Alert criteria and

= Give fluid bolus if volume
depletion or sepsis suspected

« Cardiac rhythm /12 lead ECG for
unexplained altered mental status

[

Y= | /

FORMAT
CHANGE ONLY
No content
change

Altered Mental Status [AMS)

l

4010 UNIVERSAL ALTERED MENTAL STATUS

Assess ABCs

Go to pulseless amest, adull respiratory distress,

pediatric respiratory distress or obstructed sinvay

protocols 35 appropriste

|

Persistent AMS?

}N—o’

]

+ Determine characternistics of event

+ Consider Seimme, Syncops, and TIA

+ Monitor and transport with supportive
cans

If BGL < 80 mg/dL or clinical condition suggests
hypoghycemia, refer to hypoghycemia protocol

!

Gonsider trial of naloxone. If improved, refer to

!

If seizure sctivity present, refer to

seimre protocol

|

If any focal neure deficit or positive Cincinnati
Prehospital Stroke Score, refer to stroke protocol

|

If sus pected aleohol intoxication, refer to

|

Consider other csuses of AMS:

+ Head trauma

+ Heaticold emengency
» Sepsis
+ Meatabolic

'

Diuring trans port:

» (Give supplemental oxygen i indicated, monitor
wvital signs, ainway, breathing
= Give fluid bolus if volume depletion or sepsis

suspected

+ Cardiac rhythm /12 lead ECG for unexplained

altered mental status.




)OO PSsychiatric/Behavioral Patient

g Patients Who Have a Behavioral Health Complaint

E. ltis sufficient to assume the patient lacks decision-making capacity if there is a reasonable concern when
any person appears to have a mental illness and, as a result of such mental iliness, appears to be an
imminent danger to others or to himself or herself or appears to be gravely disabled. Effort should be
made to obtain consent for transport from the patient, and to preserve the patient’s dignity throughout the
process. However, the patient may be transported over his or her objections and treated under
involuntary consent if the patient does not comply. A patient being transported for psychiatric evaluation
may be transported to any appropriate receiving emergency department.

NEW - Transporting Patients \Who Have a Behavioral Health

Complaint
E.

It is sufficient to assume the patient lacks decision-making capacity if there is probable cause to believe a
person is experiencing a behavioral health crisis or is gravely disabled, and, as a result without
professional intervention may be a danger to themselves or others. Effort should be made to obtain
consent for transport from the patient, and to preserve the patient’s dignity throughout the process. If
consent cannot obtained, the person can still be transported under any of the following:

a. Responder on scene who is authorized, credentialed, and willing to initiate a transportation hold

(M-0.5) or a mental health hold (M-1) (C.R.S 27-65 et seq.). Follow agency specific guidelines
regarding use of transportation holds.
b. The patient may be transported over his or her objections and treated under implied consent.
A patient being transported for psychiatric evaluation that does not require medical assistance may be
transported to any appropriate 27-65 designated facility, walk-in crisis center, or receiving emergency
department.



Presenter Notes
Presentation Notes
What is a 27-65 designated facility? In Colorado, "27-65 designated facilities" refers to facilities approved by the Behavioral Health Administration (BHA) to provide involuntary mental health treatment as outlined in Title 27, Article 65 of the Colorado Revised Statutes.


T

e

g Patients on a

e

ransporting Patients on a Mental Health Hold

By law, patients detained on a mental health hold may not refuse transport. Similarly, by law, patients on
a mental health hold are required to be evaluated by a physician or psychologist and must be transported.

Although it is commonly believed that the original copy of the mental health hold form is required to
accompany the patient, a legible copy of the mental health hold form is also sufficient.

. The form documenting the mental health hold should be as complete as possible, including the correct
date and time that the patient was deta|ined. The narrative portion should be completed. A signature and

license or badge number is also required. Assure that the form is complete before departing.

. The mental health hold does not need to be started on patients who are intoxicated on drugs and/or

alcohol. Nor is it required for patients who are physically incapable of eloping from care, such as those
who are intubated, or physically unable.

The patient rights form does not need to accompany the patient. The receiving facility may complete this

form if there are concerns.
If possible, seek direction from the sending facility regarding whether the patient may require sedation
and restraint. Consider ALS transport if this is the case.

. Recall that patients who are a danger to self/others or gravely disabled due to mental illness may be

transported by EMS without a mental health hold, under involuntary consent.

Jsychiatric/Behavioral Patient

NEW — Transporting Patients on a Mental
Health Hold

nsporting Patients on a Mental Health Hold (M-1) — C.R.S 27-65 et seq.

Refer to agency specific guidelines regarding use of and requirements for transportation holds (M-0.5).
Although it is commonly believed that the original copy of the mental health hold form is required to
accompany the patient, a legible copy of the mental health hold form is also sufficient.

. By law, patients detained on a mental health hold may not refuse transport. Similarly, by law, patients on

a mental health hold are required to be evaluated by an evaluating professional (intervening professional,
physician or psychologist) and should be transported

. The form documenting the mental health hold should be as complete as possible, including the correct

date and time that the patient was detained. The narrative portion should be completed. A signature and
license or badge number is also required. Assure that the form is complete before departing.

The mental health hold does not need to be started on patients who are intoxicated on drugs and/or
alcohol.

The mental health hold patient rights form (M-2) for mental health holds do not need to accompany the
patient. The receiving facility may complete this form if there are concerns. Refer to agency specific
guidelines on requirements for transportation patient rights forms (M-0.51) for transportation holds.

. Consider ALS attendant if the patient may require sedation during transport.

If you have a reasonable concern the person is experiencing a behavioral health crisis or are gravely
disabled, and, without professional intervention may be a danger to themselves or others the patient can
be transported under implied consent.

EMS may withdraw or disengage from a person, regardless of mental health hold status, for the following
reasons:

a. Scene is unsafe or patient poses perceived safety risks to EMS

b. Law enforcement is unable to provide scene safety

c. Law enforcement cannot or will not gain access to the patient

d. Document reasonable attempts to communicate with the person and deescalate the situation.



Presenter Notes
Presentation Notes
Difference between a Transportation Hold (M-0.5) vs Mental Health Hold (M-1)


9085 MEDICATIONS

DILTIAZEM (CARDIZEM)

Description
Diltiazem is a class 4 antidysrhythmic calcium channel blocker. It inhibits extracellular calcium ion
influx across membranes of myocardial cells and vascular smooth muscles resulting in inhibition of
cardiac and vascular smooth muscle contraction. Inhibitory effects on the cardiac conductions system
acting principle at the AV node with some effects on the SA node.

Indications
+  Atrial Fibrillation/Atrial Flutter with a rapid ventricular response
+ Narrow complex tachycardia refractory to adenosine

Precautions
+ Use with caution in pregnant patients
+ Important to recognize and treat underlying causes prior to administration (example: IV fluid
resuscitation for hypovolemia)

Contraindications
+ Hypotension
Acute decompensated or symptomatic congestive heart failure
AMI
2™ or 3™ degree AV block
Patients who have received IV beta blockers within 3 hours

Ventricular tachycardia or any wide complex tachycardia of unknown origin
Sick sinus syndrome except in those with a functioning ventricular pacemaker
Patients with atrial fibrillation or atrial flutter associated with Wolff-Parkinson White syndrome
(WPW) or short PR syndrome.
* Concem for sepsis or sepsis syndrome

Adverse Reactions
« Hypotension
» Bradycardia
« 2™ or 37 degree AV block

Dosage and Administration
Aduit:

Atrial Fibrillation/Atrial Flutter with a rapid ventricular response (Base Contact)

Narrow complex tachycardia refractory to adenosine (Base Contact)
« 0.25 mg/kg IV/IO over at least 2-3 minutes. Half the dose in the elderly population
= Repeatin 10 minutes at 0.35 mg/kg IV/10 over at least 2-3 minutes if necessary
= For patients okder than 65 years old, half the dose with a maximum initial dose of ditiazem

10 mg IV and a maximum second dose of 20 mg

Protocol
+ Tachyarrhythmia with Poor Perfusion

Special Considerations
« A 12-lead EKG should be performed and decumented, when available.




0095 Diltiazem

Description
Diltiazem is a class 4 antidysrhwythmic calcium channel blocker. It inhibits extracellular calcium ion

influx across membranes of myocardial cells and vascular smooth muscles resulting in inhibition of
cardiac and vascular smooth muscle contraction. Inhibitory effects on the cardiac conductions system
acting principke at the AV node with some effects on the SA node.



0095 Diltiazem

Indications

« Ainal Fibrillation/Atnal Flutter with a rapid ventricular response
« Namow complex tachycardia refractory to adenosine



0095 Diltiazem

Precautions

» Use with caution in pregnant patients

« |mportant o recognize and treat underlying causes prior o administration (example: IV fluid
resuscitation for hypovolemia)



0095 Diltiazem

Contraindications
« Hypolension

Acute decompensated or symptomatic congestive hear failure
AMI

2™ or 3™ degree AV block
Patients who have received IV beta blockers within 3 hours
Ventricular tachycardia or any wide complex fachycardia of unknown ongin

Sick sinus syndrome except in those with a functioning ventricular pacemaker

Patients with atrial fibrillation or atrial flutter associated with Wolff-Parkinson White syndrome
(WPW) or short PR syndrome.

Concem for sepsis or sepsis syndrome



Adverse Reactions

« Hypoiension
« Bradycardia
« 2™ or3™degree AV block




95 Diltiazem

Dosage and Administration
Adult:
Atrial Fibrillation/Atrial Flutter with a rapid ventricular response (Base Contact)
MNarrow complex tachycardia refractory to adenosine (Base Contact)
« 025 mg/kg VO over at least 2-3 minutes. Half the dose in the elderly population
« Hepeatin 10 minutes at 0.35 mg/kg IV/IO over at least 2-3 minutes if necessary
« For patients older than 65 years old, half the dose with a maximum initial dose of ditiazem
10 mg IV and a maximum second dose of 20 mg

Protocol
» Tachvamhythmia with Poor Perfusion

Special Considerations
o A 12-ead EKG should be performed and documented, when available.



Dozage and Administration

Adulkk
EBronchospasm:
0.5 mg aleng with albuterol in a nebulizer

Child (1 year — 12 years) /
Moderate and Severe Bronchospasm

2-12 years: 0.5 mg along with albuteral in a nebulizer
1 to <2 years: 0.25 mg along with albuteral in a nebulizer
Mot indicated for repetitive dose or continuous neb use

Child (=1 year)
Contact Base

70 Ipra

tropium Bromide

NEW

Dosage and Administration

Adult
Bronchospasm:
* (0.5 mg along with albuterol in a nebulizer. May be repeated twice along with albuterol (total of
3 doses).

Child (1 year — 12 years): /
Moderate and Severe Bronchospasm

o 2 -12 years: 0.5 mg along with albuterol in a nebulizer. May be repeated twice along with
albuterol (total of 3 doses).

» 1 to <2 years: 0.25 mg along with albuterol in a nebulizer. Not indicated for repetitive dose ar
continuous neb use.

Child (<1 year): Contact Base




9180 Lidocaine

Dosage and Administration
Adult

¢ 50 mg =slow 10 push

Dosage and Administration
Adult:

« 50 mg slow 1O push (2-3 minutes) and volume per 1% (5mL) or 2% (2.5mL)




0200 Methylprednisolone

Contraindications

e Evidence of active Gl bleed

Use with caution in active Gl bleed




S000X Trauma Extended Care
Supplements

-F'ain control
1. Consider sequential doses of ketamine for patients with marginal blood pressures or
hypotension (Paramedic with Critical Care Endorsement or WAIVERED for Paramedic)
2. Ifone category of drugs (opiates or ketamine) is working stay with that category
a. Unless you run out of that medication
b. If you switch medication categories do not confinue to give medications from the first
category. This will increase your risk of respiratory depression.

1. Consider sequential doses of ketamine for patients with marginal blood pressures ar
/potension (Paramedic with Critical Care Endorsement or WAIVERED for Paramedic)

2. Consider multimodal pain management.
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DMEMSMD Evidence Based Sources : Evidence Based Sources
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9120 Epinephrine

9120 Epinephrine

5 \/ . 9070 Benzodiazepines
@ L L L/

9070 Benzodiazepines
9045 Antipsychotics

9070 Benzodiazepines
9045 Antipsychotics

9070 Benzodiazepines
9045 Antipsychotics

9045 Antipsychotics

9070 Benzodiazepines

9190 Magnesium Sulfate
9190 Magnesium Sulfate
9190 Magnesium Sulfate
9150 Magnesium Sulfate

9190 Magnesium Sulfate

9190 Magnesium Sulfate

9190 Magnesium Sulfate
9190 Magnesium Sulfate

9045 Antipsychotics

9045 Antipsychotics

Weant K et al.

Holden et al.

Uebinger RM, Zaidi HQ, Tataris KL,
etal

Chan EW, Taylor DM, Knott JC,
Phillips GA, Castle DJ, Kong DC.

Yap CYL, Taylor DM, Knott JC,
Taylor SE, Phillips GA, Karro J,
Chan EW, Kong DCM, Castle DJ.
Taylor DM, Yap CYL, Knott JC,
Taylor SE, Phillips GA, Karro J,
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Guterman EL, Sporer KA, Newman
TEB. Crowe RP, et. al.

Camargo CA Jr, Rachelefsky G,
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Schiermeyer RP, Finkelstein JA
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Crowther CA, Brown J, McKinlay C.J,
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Beach SR, Gross AF, Hartney KE,
Taylor JB, Rundell JR
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Efficacy of bolus-dose epinephrine to manage
hypotension in the prehospital setting

Safety Considerations and Guideline-Based Safe Use
Recommendations for "Bolus-Dose” Vasopressors in
the Emergency Department

Retrospective Study of Midazolam Protocol for
Prehospital Behavioral Emergencies

Intravenous droperidol or olanzapine as an adjunct to
midazolam for the acutely agitated patient: a
multicenter, randomized, double-blind, placebo-
controlled clinical trial.

Intravenous midazolam-droperidol combination,
droperidol or olanzapine monotherapy for
methamphetamine-related acute agitation: subgroup
analysis of a randomized controlled trial

Midazolam-Droperidol, Droperidol, or Olanzapine for
Acute Agitation: A Randomized Clinical Trial

A Prospective Before and After Study of Droperidol for
Prehospital Acute Behavioral Disturbance

Real-World Midazolam Use and Outcomes With Out-of-
Hospital Treatment of Status Epilepticus in the United
States

Managing asthma exacerbations in the emergency
department: summary of the National Asthma
Education and Prevention Program Expert Panel
Report 3 guidelines for the management of asthma
exacerbations

Global Initiative for Asthma (GINA) 2024 guidelines
Rapid infusion of magnesium sulfate obviates need for
intubation in status asthmaticus

Gestational Hypertension and Preeclampsia: ACOG
Practice Bulletin

Which anticonvulsant for women with eclampsia?
Evidence from the Collaborative Eclampsia Trial

Do women with pre-eclampsia, and their babies, benefit
from magnesium sulphate? The Magpie Trial: a
randomised placebo-controlled trial

Magnesium sulphate for preventing preterm birth in
threatened preterm labour

Avoiding patient harm from a magnesium bolus dose

Intravenous haloperidol: A systematic review of side
effects and recommendations for clinical use

Antipsychotics and the QTc Interval During Delirium in
the Intensive Care Unit: A Secondary Analysis of a
Randomized Clinical Trial

https://pubmed.ncbi.nlm.nih.gov/34303186/

https://pubmed.ncbi.nlm.nih.gov/28601272/

hitps:/fwww.ncbi.nlm nih. gov/pmc/articles/PMCT2:

https:/fpubmed.ncbi.nlm.nih.gov/22981685/

https:/ipubmed.ncbi.nlm.nih.gov/28160494/

https:/ipubmed.nchi.nlm.nih.gov/277 45766/

https:/ipubmed.ncbi.nlm.nih.gov/29558224/

https:/{pubmed.ncbi.nlm.nih.gov/35931608/

https-/ipubmed ncbi nlm.nih gov/19683665/

https-/iginasthma.ora/wp-contentiuploads/2024/0°
Strategy-Report-24_05_22_WMS.pdf

https-/fwww sciencedirect.com/science/article/abs
94902380

https://pubmed.ncbi.nlm.nih.gov/3244 3079/

https-/ipubmed.ncbi nlm.nih.gov/7769899/

https://pubmed.nchbi.nlm.nih.gov/12057549/

https:/ipubmed.ncbi.nlm.nih.govi2512677 3/
https-/ipubmed ncbi nlm nih gov/2466917 4/

https:/{pubmed.ncbi.nlm.nih.govw/32979582/

https:/ipubmed.ncbi.nim.nih.gov/382524359/


https://docs.google.com/spreadsheets/d/e/2PACX-1vS5mC3Z3K8WLlMmvpxnhR8iWpoqDhT2bTCNCTre6Ll9LYgvd3D3AHOq90Jb2fkq0hvfSii7t_zFFZ-K/pubhtml?gid=0&single=true
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