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0001 GENERAL GUIDELINES: INTRODUCTION

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.

No protocol can account for every clinical scenario encountered, and the DMEMSMD recognize
that in rare circumstances deviation from these protocols may be necessary and in a patient’s
best interest. Variance from protocol should always be done with the patient’s best interest in
mind and backed by documented clinical reasoning and judgment. Whenever possible, prior
approval by direct verbal order from base station physician is preferred. Additionally, all variance
from protocol should be documented and submitted for review by agency Medical Director in a
timely fashion.

The protocols are presented in an algorithm format. An algorithm is intended to reflect real-life
decision points visually. An algorithm has certain limitations, and not every clinical scenario can
be represented. Although the algorithm implies a specific sequence of actions, it may often be
necessary to provide care out of sequence from that described in the algorithm if dictated by
clinical needs. An algorithm provides decision-making support, but need not be rigidly adhered to
and is no substitute for sound clinical judgment.

In order to keep protocols as uncluttered as possible, and to limit inconsistencies, individual drug
dosing has not been included in the algorithms. It is expected the EMTs will be familiar with
standard drug doses. Drug dosages are included with the medications section of the protocols as
a reference.

If viewing protocol in an electronic version, it will be possible to link directly to a referenced
protocol by clicking on the hyperlink, which is underlined.

PROTOCOL KEY
Boxes without any color fill describe actions applicable to all levels of EMT. Boxes with orange fill

are for actions for EMT-Intermediate level or higher, and blue-filled boxes are for EMT-paramedic
level. When applicable, actions requiring base contact are identified in the protocol.

EMT AEMT EMT-I Paramedic

Teaching points deemed sufficiently important to be included in the protocol are separated into
grey-filled boxes with a double line border:

e Teaching points

PEDIATRIC PROTOCOLS

For the purposes of these clinical care protocols, pediatric patients are those < 12 years of age,
except where identified in a specific protocol.

Approved by Denver Metro EMS Medical Directors July 1, 2015. Next review January 2016
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0002 GENERAL GUIDELINES: CONFIDENTIALITY

CONFIDENTIALITY

A. The patient-physician relationship, the patient-registered nurse relationship, and the

patient-EMT relationship are recognized as privileged. This means that the physician,
nurse, or EMT may not testify as to confidential communications unless:
1. The patient consents
2. The disclosure is allowable by law (such as Medical Board or Nursing Board
proceedings, or criminal or civil litigation in which the patient's medical condition
is in issue)
The prehospital provider must keep the patient's medical information confidential. The
patient likely has an expectation of privacy, and trusts that personal, medical information
will not be disclosed by medical personnel to any person not directly involved in the
patient's medical treatment.
1. Exceptions
i. The patient is not entitled to confidentiality of information that does not
pertain to the medical treatment, medical condition, or is unnecessary for
diagnosis or treatment.
ii. The patient is not entitled to confidentiality for disclosures made publicly.
iii. The patient is not entitled to confidentiality with regard to evidence of a
crime.

C. Additional Considerations:

1. Any disclosure of medical information should not be made unless necessary for
the treatment, evaluation or diagnosis of the patient.

2. Any disclosures made by any person, medical personnel, the patient, or law
enforcement should be treated as limited disclosures and not authorizing further
disclosures to any other person.

3. Any discussions of prehospital care by and between the receiving hospital, the

crewmembers in attendance, or at in-services or audits are done strictly for

educational or performance improvement purposes. Further disclosures are not
authorized.

Radio communications should not include disclosure of patient names.

This procedure does not preclude or supersede your agency’s HIPAA policy and

procedures.

ok

Approved by Denver Metro EMS Medical Directors July 1, 2015. Next review January 2016.
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0003 GENERAL GUIDELINES: CONSENT

CONSENT

General Principles: Adults

A.
B.

An adult in the State of Colorado is 18 years of age or older.
Every adult is presumed capable of making medical treatment decisions. This includes
the right to make "bad" decisions that the prehospital provider believes are not in the best
interests of the patient.
A person is deemed to have decision-making capacity if he/she has the ability to provide
informed consent, i.e., the patient:

1. Understands the nature of the iliness/injury or risk of injury/iliness

2. Understands the possible consequences of delaying treatment and/or refusing

transport
3. Given the risks and options, the patient voluntarily refuses or accepts treatment
and/or transport.

A call to 9-1-1 itself does not prevent a patient from refusing treatment. A patient may
refuse medical treatment (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.
Implied Consent: An unconscious adult is presumed to consent to treatment for life-
threatening injuries/ilinesses.
Involuntary Consent: a person other than the patient in rare circumstances may
authorize Consent. This may include a court order (guardianship), authorization by a law
enforcement officer for prisoners in custody or detention, or for persons under a mental
health hold or commitment who are a danger to themselves or others or are gravely
disabled.

Procedure: Adults

A.

Consent may be inferred by the patient's actions or by express statements. If you are not
sure that you have consent, clarify with the patient or CONTACT BASE. This may include
consent for treatment decisions or transport/destination decisions.

Determining whether or not a patient has decision-making capacity to consent or refuse
medical treatment in the prehospital setting can be very difficult. Every effort should be
made to determine if the patient has decision-making capacity, as defined above.

For patients who do not have decision-making capacity, CONTACT BASE.

If the patient lacks decision-making capacity and the patient's life or health is in danger,
and there is no reasonable ability to obtain the patient's consent, proceed with transport
and treatment of life-threatening injuries/ilinesses. If you are not sure how to proceed,
CONTACT BASE.

For patients who refuse medical treatment, if you are unsure whether or not a situation of
involuntary consent applies, CONTACT BASE.

General Principles: Minors

A.

A parent, including a parent who is a minor, may consent to medical or emergency
treatment of his/her child. There are exceptions:

1. Neither the child nor the parent may refuse medical treatment on religious
grounds if the child is in imminent danger as a result of not receiving medical
treatment, or when the child is in a life-threatening situation, or when the
condition will result in serious handicap or disability.

2. The consent of a parent is not necessary to authorize hospital or emergency

Approved by Denver Metro EMS Medical Directors July 1, 2015. Next review January 2016.
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0003 GENERAL GUIDELINES: CONSENT

health care when an EMT in good faith relies on a minor's consent, if the minor is
at least 15 years of age and emancipated or married.

Minors may seek treatment for abortion, drug addiction, and venereal disease
without consent of parents. Minors > 15 years may seek treatment for mental
health.

B. When in doubt, your actions should be guided by what is in the minor's best interests and
base contact.

Procedure: Minors

A. A parent or legal guardian may provide consent to or refuse treatment in a non- life-
threatening situation.
B. When the parent is not present to consent or refuse:

1.

If a minor has an injury or iliness, but not a life-threatening medical emergency,
you should attempt to contact the parent(s) or legal guardian. If this cannot be
done promptly, transport.

If the child does not need transport, they can be left at the scene in the custody of
a responsible adult (e.g., teacher, social worker, grandparent). It should only be
in very rare circumstances that a child of any age is left at the scene if the parent
is not also present.

If the minor has a life-threatening injury or iliness, transport and treat per
protocols. If the parent objects to treatment, CONTACT BASE immediately and
treat to the extent allowable, and notify police to respond and assist.

Approved by Denver Metro EMS Medical Directors July 1, 2016. Next review January 2016.
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0004 GENERAL GUIDELINES: PHYSICIAN AT THE SCENE/MEDICAL DIRECTION

PHYSICIAN AT THE SCENE/MEDICAL DIRECTION

Purpose

A. To provide guidelines for prehospital personnel who encounter a physician at the scene
of an emergency

General Principles

A. The prehospital provider has a duty to respond to an emergency, initiate treatment, and
conduct an assessment of the patient to the extent possible.

B. A physician who voluntarily offers or renders medical assistance at an emergency scene
is generally considered a "Good Samaritan." However, once a physician initiates
treatment, he/she may feel a physician-patient relationship has been established.

C. Good patient care should be the focus of any interaction between prehospital care
providers and the physician.

Procedure
A. See algorithm below and sample note to physician at the scene

Special notes

A. Every situation may be different, based on the physician, the scene, and the condition of
the patient.
B. CONTACT BASE when any question(s) arise.

Approved by Denver Metro EMS Medical Directors July 1, 2015. Next review January 2016.
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0004 GENERAL GUIDELINES: PHYSICIAN AT THE SCENE/MEDICAL DIRECTION

Physician at the Scene/Medical Direction Note

NOTE TO PHYSICIANS ON INVOLVEMENT WITH EMS PROVIDERS

THANK YOU FOR OFFERING YOUR ASSISTANCE.

The prehospital personnel at the scene of this emergency operate under standard policies,
procedures, and protocols developed by their Medical Director. The drugs carried and procedures
allowed are restricted by law and written protocols.

After identifying yourself by name as a physician licensed in the State of Colorado and providing
identification, you may be asked to assist in one of the following ways:

1. Offer your assistance or suggestions, but the prehospital care providers will
remain under the medical control of their base physician, or

2. With the assistance of the prehospital care providers, talk directly to the base
physician and offer to direct patient care and accompany the patient to the
receiving hospital. Prehospital care providers are required to obtain an order
directly from the base physician for this to occur.

THANK YOU FOR OFFERING YOUR ASSISTANCE DURING THIS EMERGENCY.

Medical Director Agency

Approved by Denver Metro EMS Medical Directors July 1, 2015. Next review January 2016.
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0004 GENERAL GUIDELINES: PHYSICIAN AT THE SCENE/MEDICAL DIRECTION

PHYSICIAN AT THE SCENE/MEDICAL DIRECTION ALGORITHM

EMS arrives on

scene

v

EMT attempts

patient care

v

Physician reports on patient
and relinquishes patient care

v

Provide care per protocol

v

Physician wants to help or is involved in
or will not relinquish patient care

v

Prehospital provider indentifies self and
level of training

v

v

Physician willing to just

help out

Physician requests or

performs care inappropriate

¢ or inconsistent with protocols

Provide general
instructions and utilize
physician assistance

v

Shares Physician At The
Scene/Medical Direction
Note with physician and
advise physician of your

responsibility to the patient

v

v

Physician does not
relinquish patient care
and continues with care
inconsistent with
protocols

Physician
complies

v

Provide care per

v

protocol

Contact Base for
Medical Consult

Approved by Denver Metro EMS Medical Directors July 1, 2015
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0005 GENERAL GUIDELINES: TERMINATION OF RESUSCITATION AND FIELD
PRONOUNCEMENT GUIDELINES

Purpose

A. To provide guidelines for resuscitation and field pronouncement of patients in cardiac
arrest in the prehospital setting

General Principles

A. Agency policy determines base contact requirements for patients for whom resuscitative
efforts are being withheld.

B. Attempt resuscitation for all patients found pulseless and apneic, unless any of the
following are present:

1. Physician orders as specified on the Colorado Medical Orders for Scope of
Treatment (MOST) form: “No CPR. Do Not Resuscitate/DNR/Allow Natural
Death”, present with the patient
A valid CPR directive present with the patient
Dependent lividity or rigor mortis
Decomposition
Decapitation
Evidence of massive blunt head, chest, or abdominal trauma
Third degree burns over more than 90% of the total body surface area

Nogakwn

Termination of Resuscitation (TOR)

A. All cases described below require contact with a base physician to approve termination of
resuscitation (TOR).
1. Blunt Trauma Arrest:

a. Contact Base for TOR if patient found apneic and pulseless and no
response to BLS care including chest compressions and bag valve mask
ventilations.

2. Penetrating Trauma Arrest:

a. Resuscitate and transport to a trauma facility.

i. If time of arrest suspected to be > 10 minutes, and no signs of
life or response to BLS care (as above), consider base contact
for TOR.

3. Medical Pulseless Arrest:

a. Resuscitate according to Universal Pulseless Arrest Algorithm on scene
(unless unsafe) until one of the following end-points met:

i. Return of spontaneous circulation (ROSC).

ii. No ROSC despite 15 minutes of provision of ALS care or BLS
care with an AED. If shockable rhythm still present, continue
resuscitation and transport to closest emergency department.

iii. Contact base for TOR at any point if continuous asystole for at
least 15 minutes in any patient despite adequate CPR with
ventilation and no reversible causes have been identified.

b. For BLS-only providers, contact Base for TOR when all of the following
criteria met:

i. No AED shock advised

i. NoROSC

iii. Arrest unwitnessed by either EMS or bystanders

iv. No bystander CPR before EMS arrival

c. The following patients found pulseless and apneic warrant resuscitation
efforts beyond 30 minutes and should be transported:

i. Hypothermia

ii. Drowning with hypothermia and submersion < 60 minutes

iii. Pregnant patient with estimated gestational age = 20 weeks

4. After pronouncement, do not alter condition in any way or remove equipment
(lines, tubes, etc.), as the patient is now a potential coroner’s case.

Approved by Denver Metro EMS Medical Directors July 1, 2015. Next review January 2016
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0006 GENERAL GUIDELINES: ADVANCED MEDICAL DIRECTIVES

Advance Medical Directives

A. These guidelines apply to both adult and pediatric patients.

B. There are several types of advance medical directives (documents in which a patient identifies the
treatment to be withheld in the event the patient is unable to communicate or participate in medical
treatment decisions).

C. Some patients may have specific physician orders on a Colorado Medical Orders for Scope of Treatment
(MOST) form. A MOST form order to withhold CPR or resuscitation should be honored by EMS.

D. Resuscitation may be withheld from, or terminated for, a patient who has a valid CPR Directive, Do Not
Resuscitate Order (DNR), or other advance medical directive when:

1. Itis clear to the prehospital provider from the document that resuscitation is refused by the patient
or by the patient's attending physician who has signed the document; and

2. Base physician has approved withholding of or ceasing resuscitation.

E. Suspected suicide does not necessarily negate an otherwise valid CPR Directive, DNR order or other
advanced medical directive. CONTACT BASE

F. The Colorado CPR Directive directs EMS providers to withhold CPR in the event of cardiac or
respiratory arrest or malfunction.

1. “Cardiopulmonary Resuscitation” (CPR) means measures to restore cardiac function or to
support breathing in the event of cardiac or respiratory arrest or malfunction. “CPR” includes, but
is not limited to, artificial ventilation, chest compression, delivering electric shock, placing tubes in
the airway to assist breathing or other basic and advanced resuscitative therapies.

2. CPR Directive bracelet or necklace may be used by an individual and shall be complied with in
the same manner as a written CPR Directive.

3. Asigned CPR directive form that has been photocopied, scanned, faxed is valid.

G. A Living Will ("Declaration as to Medical or Surgical Treatment") requires a patient to have a terminal
condition, as certified in the patient's hospital chart by two physicians.

H. Other types of advance directives may be a "Durable Medical Power of Attorney," or "Health Care Proxy".
Each of these documents can be very complex and require careful review and verification of validity and
application to the patient's existing circumstances. Therefore, the consensus is that resuscitation should
be initiated until a physician can review the document or field personnel can discuss the patient’s situation
with the base physician. If there is disagreement at the scene about what should be done,
CONTACT BASE for guidance.

I.  Verbal DNR "orders" are not to be accepted by the prehospital provider. In the event family or an
attending physician directs resuscitation be ceased, the prehospital provider should immediately
CONTACT BASE. The prehospital provider should accept verbal orders to cease resuscitation only from
the Base physician.

J. There may be times in which the prehospital provider feels compelled to perform or continue
resuscitation, such as a hostile scene environment, family members adamant that "everything be done,"
or other highly emotional or volatile situations. In such circumstances, the prehospital provider should
attempt to confer with the base for direction and if this is not possible, the prehospital provider must use
his or her best judgment in deciding what is reasonable and appropriate, including transport, based on the
clinical and environmental conditions, and establish base contact as soon as possible.

Additional Considerations:

A. Patients with valid DNR orders or advanced medical directives should receive supportive or comfort care,
e.g. medication by any route, positioning and other measures to relieve pain and suffering. Also the use
of oxygen, suction and manual treatment of an airway obstruction as needed for comfort.

B. Mass casualty incidents are not covered in detail by these guidelines. (See State Trauma Triage
Algorithm).

C. If the situation appears to be a potential crime scene, EMS providers should disturb the scene as little as
possible and communicate with law enforcement regarding any items that are moved or removed from
the scene.

D. Mechanisms for disposition of bodies by means other than EMS providers and vehicles should be
prospectively established in each county or locale.

1. In all cases of unattended deaths occurring outside of a medical facility, the coroner should be
contacted immediately.

Approved by Denver Metro EMS Medical Directors July 1, 2015. Next review January 2016
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0007 GENERAL GUIDELINES: PATIENT DETERMINATION: “PATIENT OR NO PATIENT’

Person is a
minor
(Age < 18 yrs)

Yes

I

Person lacks
decision-making
capacity
(See adjacent)

Yes

I

Acute illness or
injury suspected
based on
appearance,
MOI, etc

Yes

I

Person has a
complaint
resulting in a call
for help

Yes

v o

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

Yes

General Guidelines

This protocol is intended to refer to individual patient
contacts. In the event of a multiple party incident, such
as a multi-vehicle collision, it is expected that a
reasonable effort will be made to identify those parties
with acute illness or injuries. Adult patients indicating
that they do not wish assistance for themselves or
dependent minors in such a multiple party incident do
not necessarily require documentation as patients.

No protocol can anticipate every scenario and
providers must use best judgment. When in doubt
as to whether individual is a “patient”, err on the
side of caution and perform a full assessment and
documentation

Decision-Making Capacity
(Must meet all criteria)

Understands nature of illness or injury
Understands consequences of refusal of care
Not intoxicated with drugs or alcohol
No criteria for a Mental Health Hold:

o Not homicidal or suicidal

o Not gravely disabled or psychotic

o Not a danger to self or others

g

Individual meets
definition of a
Patient
(PCR Required)

Person does not meet
definition of a patient,
and does not require
PCR or refusal of care

Approved by Denver Metro EMS Medical Directors July 1, 2015. Next review January 2016.
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0008 GENERAL GUIDELINES: PATIENT NON-TRANSPORT OR REFUSAL

A person who has decision-making capacity may
refuse examination, treatment and transport

Refer to 0003: GENERAL GUIDELINES: CONSENT
for Decision-Making Capacity guidelines

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

e Any minor with any complaint/injury is a patient

and requires a PCR

EMS
Dispatch
A 4 A\ 4
Cancelled Arrived on
PTA scene
A 4
y
Not a patient
) Patient
(see Patient
Determination)
\ 4 A\ 4
Transport No
transport
A 4
Determine if
Standing Order
Refusal

A 4

Standing Order Refusal

No Base Contact required if
ALL criteria met:

¢ 18 and older or 5 and older if
parent/guardian on scene

e Patient has decision-making
capacity

Back to Previous

A 4

e <5 yearsold

e < 18 years old unless
parent/guardian on scene

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

Contact Base If:

Approved by Denver Metro EMS Medical Directors July 1, 2015. Next review January 2016
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0009 GENERAL GUIDELINES: EMERGENCY DEPARTMENT DIVERT AND ADVISORY

Purpose

* To provide a standard approach to ambulance diversion that is practical for field
use

* To facilitate unobstructed access to hospital emergency departments for
ambulance patients

e To allow for optimal destination policies in keeping with general EMS principles
and Colorado State Trauma System Rules and Regulations

General Principles

A. EMSystem, an internet-based tracking system, is used to manage diversion in
the Denver Metro area

B. The State Trauma Triage Algorithms should be followed

C. The only time an ambulance can be diverted from a hospital is when that hospital
is posted on EMSystem as being on official divert (RED) status.

D. Overriding factors: the following are appropriate reasons for a paramedic to
override ED Divert and, therefore, deliver a patient to an emergency department
that is on ED divert:

1. Cardiopulmonary arrest

2. Imminent cardiopulmonary arrest

3. Unmanageable airway emergencies

4. Unstable trauma and burn patients transported to Level | and Level Il
Trauma Centers

5. Patients meeting “Cardiac Alert® criteria (participating hospitals)

6. Patients meeting “Stroke Alert® criteria (participating hospitals)

7. Imminent delivery

E. Prehospital personnel should honor advisory categories, when possible,
considering patient’s condition, travel time, and weather. Patients with specific
problems that fall under an advisory category should be transported to a hospital
not on that specific advisory when feasible.

F. There are several categories that are considered advisory (yellow) alert
categories. These categories are informational only and should alert field
personnel that a hospital listed as being on an advisory alert may not be able to
optimally care for a patient that falls under that advisory category.

G. The following are advisory (yellow) categories recognized by the State. Individual
facilities may not utilize these categories often, or ever:

1. ICU (Intensive Care Unit)
2. Psych (Psychiatric)

H. Zone saturation exists when all hospitals within that zone are on ED Divert.

I. A Zone Master is the designated hospital within a Zone responsible for
determining and tracking hospital assignments when the zone is saturated.

J.  When an ambulance is transporting a patient that the paramedic feels cannot go
outside the zone due to patient acuity or other concerns, the paramedic should
contact the Zone Master and request a destination assignment.

K. In general, patients contacted within a zone should be transported to an
appropriate facility within the zone. Patients may be transported out of the
primary zone at the paramedic’s discretion, if it is in the patient’s best interest or
if the transport to an appropriate facility is shorter.

L. The zones, hospitals in each zone, Zone Masters, and the Zone Master contact
phone numbers are listed on EMSystem.
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0010 GENERAL GUIDELINES: MANDATORY REPORTING OF ABUSE PATIENTS

Purpose

e To provide guidelines for the reporting of suspected abuse patients.

General Principles

e At-risk adult or pediatric patients who are suspected to be victims of abuse or
exploitation, as defined in State Statute and Rule, should be reported in a manner
consistent with agency guidelines/procedures.
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0011 GENERAL GUIDELINES: FREE-STANDING EMERGENCY DEPARTMENTS AS EMS
DESTINATION

Purpose

The term “free-standing emergency department” (FSED) may refer to both licensed emergency
departments that accept EMS traffic as an extension of an affiliated hospital, as well as
independent emergency departments unaffiiated with a hospital. The following
recommendations apply to those FSEDs that accept EMS traffic as an extension of its affiliated
hospital.

Recommendations

A. Hemodynamically stable patients may be considered for transport to a hospital-affiliated
FSED with the following exceptions:

1. No OB patients > 20 weeks estimated gestational age

2. No trauma patients meeting RETAC trauma center destination guidelines.
3. No alerts (e.g. STEMI, Stroke, Sepsis).

4. No post-cardiac arrest patients with ROSC unless uncontrolled airway

B. When time and conditions allow, patients whom pre-hospital providers presume to require
inpatient management may be transported to a hospital emergency department to avoid
subsequent patient transfers.

Additional Considerations

A. ltis understood that individual agency guidelines may vary due to unique geographic, clinical
or environmental considerations, as well as individual EMS Medical Director and agency
policy. Because FSEDs do not have obstetric services, cardiac catheterization labs or
operating rooms, these conservative guidelines are provided by the Denver Metropolitan
EMS Medical Directors. These recommendations are not intended to supersede individual
agency policy and procedures.

B. Hospital-affiliated free-standing emergency departments accepting EMS traffic include:

84" Avenue Neighborhood Health Center (St. Anthony Hospital)
Centennial Medical Plaza (The Medical Center of Aurora)
Saddle Rock ER (The Medical Center of Aurora)

Swedish Southwest ER (Swedish Medical Center)

North Suburban Northwest ER (North Suburban Medical Center)
North Suburban Northeast ER (North Suburban Medical Center)
Southlands ER (Parker Adventist)

NogkrwbdE
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0012 GENERAL GUIDELINES: BASE CONTACT FOR PHYSICIAN CONSULTATION

Purpose

To explain the DMEMS Medical Directors' expectations regarding base physician contact.

General Principles

A.

Base contact for physician consultation is not the same as emergency department pre-
notification of patient arrival and handoff.

Base contact is used in multiple care scenarios including but not limited to; forewarning of
unstable or complicated patients, patient refusal and medical consultation and
discussion.

Good communication is critical to a smooth transition of care between the prehospital
setting and the emergency department.

The DMEMS protocols function as standing order treatment guidelines and algorithms
designed to reflect CDPHE Chapter 2 — Rules Pertaining to EMS Practice and Medicall
Director Oversight. Much of the scope of practice is also summarized in the 8010 Quick
Reference for Procedures and Medications Allowed.

Throughout the protocol patient “BASE CONTACT” is used to signify the need for call in.
These algorithm points are set and agreed upon by the DMEMSMD and reflect critical
decision points in care where communication with physician support is expected.

As stated in the introduction the protocols are to be used as guidelines. Protocol cannot
account for every patient scenario and deviation from protocol may at times be justified
and in the patients best interest. The DMEMSMD place great faith in the training and
expertise of our prehospital colleagues and therefore wide latitude is granted throughout
the protocol.

Preferred Base Contact Times.

A.

The DMEMSMD group feels strongly that access to medical consultation should be
readily available at all times and should be utilized in the following circumstances:

a. Anytime “BASE CONTACT” is required or recommended per protocol.

b. Unusual presentations or patient care situations not covered by set protocol and
outside the scope of practice or comfort level of care by individual prehospital
provider.

c. Necessary deviation from protocol deemed to be in the best interest of the
patient.

d. For selected patient care refusals as indicated by 0008 General Guidelines:
Patient Non-Transport or Refusal.

e. During the care of critically ill patient who is not responding to
protocol/algorithmic treatment.
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0100 PROCEDURE PROTOCOL: OROTRACHEAL INTUBATION

Indications:
EMT-I Paramedic

* Respiratory failure

* Absence of protective airway reflexes

* Present or impending complete airway obstruction

* Anticipated prolonged need for positive pressure ventilation

Contraindications:

* There are no absolute contraindications. However, in general the primary goals of airway
management are adequate oxygenation and ventilation, and these should be achieved in
the least invasive manner possible

o Orotracheal intubation is associated with worse outcomes among pediatric
patients and head injured patients when compared to BLS airway maneuvers.
Therefore, it is relatively contraindicated in these populations

o Intubation is associated with interruptions in chest compressions during CPR,
which is associated with worse patient outcomes. Additionally, intubation itself
has not been shown to improve outcomes in cardiac arrest

Technique:

1. Initiate BLS airway sequence
. Suction airway and pre-oxygenate with BVM ventilations, if possible
3. Check equipment and position patient:
a. If trauma: have assistant hold in-line spinal immobilization in neutral position
b. If no trauma, sniffing position or slight cervical hyperextension is preferred
4. Perform laryngoscopy
a. Toimprove laryngeal view, use right hand to manipulate larynx, or have assistant
apply backwards, upwards, rightward pressure (BURP)
5. Place ETT. Confirm tracheal location and appropriate depth and secure tube
a. Correct tube depth may be estimated as 3 times the internal diameter of tube at
teeth or gums (e.g: 7.0 ETT is positioned at 21 cm at teeth)
6. Confirm and document tracheal location by:

a. ETCOZ
b. Presence and symmetry of breath sounds
c. Rising SpO,

d. Other means as needed
7. Ventilate with BVM. Assess adequacy of ventilations
8. During transport, continually reassess ventilation, oxygenation and tube position with
continuous ETCO, and SpO,

Precautions:
* Ventilate at age-appropriate rates. Do not hyperventilate
* [f the intubated patient deteriorates, think “DOPE”
o Dislodgement
o Obstruction
o Pneumothorax
o Equipment failure (no oxygen)
* Reconfirm and document correct tube position after moving patient and before
disconnecting from monitor in ED
* Unsuccessful intubation does not equal failed airway management. Many patients cannot
be intubated without paralytics. Use King airway or BVM ventilations if 2 attempts at
intubation unsuccessful.
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Indications:

0110 PROCEDURE PROTOCOL: NASOTRACHEAL INTUBATION

Paramedic

Age 12 years and older spontaneously breathing patient with indication for

intubation who cannot tolerate either supine position or laryngoscopy
Present or impending airway obstruction

Lack of protective airway reflexes

Anticipated prolonged need for positive pressure ventilation

Contraindications:

Apnea
Severe mid-face trauma

Technique:

agrpONE

©o~N®

15.
16.

Initiate BLS airway sequence

Suction airway and pre-oxygenate with BVM ventilations, if possible

Check equipment, choose correct ETT size (usually 7.0 in adult, limit is size of naris)
Position patient with head in midline, neutral position

If trauma: cervical collar may be in place, or assistant may hold in-line stabilization in
neutral position

If no trauma, patient may be sitting upright

Administer phenylephrine nasal drops in each nostril

Lubricate ETT with Lidocaine jelly or other water-soluble lubricant

With gentle steady pressure, advance the tube through the nose to the posterior pharynx.

Use the largest nostril. Abandon procedure if significant resistance is felt

. Keeping the curve of the tube exactly in midline, continue advancing slowly
. There will be slight resistance just before entering trachea. Wait for an inspiratory effort

before final passage through cords. Listen for loss of breath sounds

. Continue advancing tube until air is definitely exchanging through tube, then advance 2

cm more and inflate cuff

. Note tube depth and tape securely
. Confirm and document endotracheal location by:

a. ETCO:2

b. Presence and symmetry of breath sounds

c. Rising SpO:2

d. Other means as needed
Ventilate with BVM. Assess adequacy of ventilations
During transport, continually reassess ventilation, oxygenation and tube position with
continuous ETCOz and SpO2

Precautions:

Before performing BNTI, consider if patient can be safely ventilated with non-invasive
means such as CPAP or BVM
Ventilate at age-appropriate rates. Do not hyperventilate
If the intubated patient deteriorates, think “DOPE”

o Dislodgement

0 Obstruction

0 Pneumothorax

o Equipment failure (no oxygen)
Reconfirm and document correct tube position after moving patient and before
disconnecting from monitor in ED
Blind nasotracheal intubation is a very gentle technique. The secret to success is perfect
positioning and patience.
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0120 PROCEDURE PROTOCOL: PERCUTANEOUS CRICOTHYROTOMY

Paramedic
Introduction:

* Percutaneous cricothyrotomy is a difficult and hazardous procedure that is to be used only in
extraordinary circumstances as defined below. The reason for performing this procedure
must be documented and submitted for review to the EMS Medical Director within 24 hours.

Indications:

* Alife-threatening condition exists AND advanced airway management is indicated, AND
adequate oxygenation and ventilation cannot be accomplished by other less invasive means.

Contraindications:

* Anterior neck hematoma is a relative contraindication
* Age less than 12 years old is a relative contraindication

Technique:

1. Prepare skin using aseptic solution
Position the patient in a supine position, with in-line spinal immobilization if indicated. If
cervical spine injury not suspected, neck extension will improve anatomic view
3. Perform cricothyrotomy according to manufacturer’s instructions for selected device
4. Confirm and document tube placement by:
a. ETCOZ
b. Breath sounds
c. Rising pulse oximetry
d. Other means as needed
5. Ventilate with BVM assessing adequacy of ventilation
6. Observe for subcutaneous air, which may indicate tracheal injury or extra- tracheal tube
position
7. Secure tube with tube ties or device
8. Continually reassess ventilation, oxygenation and tube placement

Precautions:
e Success of procedure is dependent on correct identification of cricothyroid membrane

e Bleeding will occur, even with correct technique. Straying from the midline is dangerous and
likely to cause hemorrhage
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0121 PROCEDURE PROTOCOL: BOUGIE ASSISTED SURGICAL CRICOTHYROTOMY

Surgical cricothyrotomy is a difficult and hazardous procedure that is to be used
only in extraordinary circumstances as defined below. The reason for
performing this procedure must be documented and submitted for review to the
EMS Medical Director within 24 hours. Surgical cricothyrotomy is to be performed only by
paramedics trained in this procedure.

An endotracheal tube introducer (“bougie”) facilitates this procedure and has the advantage of
additional confirmation of tube position and ease of endotracheal tube placement. If no bougie is
available the procedure may be performed without a bougie by introducing endotracheal tube or
tracheostomy tube directly into cricothyroid membrane.

Given the rarity and relative unfamiliarity of this procedure it may be helpful to have a medical
consult on the phone during the procedure. Consider contacting base for all cricothyroidotomy
procedures. Individual Medical Directors may mandate base contact before initiating the procedure.
Individual agency policy and procedures apply and providers are responsible for knowing and
following these policies.

Indications:

A life-threatening condition exists AND advanced airway management is indicated AND you are
unable to establish an airway or ventilate the patient by any other means.

Contraindications:

Surgical cricothyrotomy is contraindicated in patients less than 12 years of age for anatomic
reasons.

Technique:

1. Position the patient supine, with in-line spinal immobilization if indicated. If cervical spine injury not
suspected, neck extension will improve anatomic view.

2. Using an aseptic technique (betadine/alcohol wipes), cleanse the area.

3. Standing on the left side of the patient, stabilize the larynx with the thumb and middle finger of your
left hand, and identify the cricothyroid membrane, typically 4 finger-breadths below mandible

4. Using a scalpel, make a 3 cm centimeter vertical incision 0.5 cm deep through the skin and fascia,
over the cricothyroid membrane. With finger, dissect the tissue and locate the cricothyroid
membrane.

5. Make a horizontal incision through the cricothyroid membrane with the scalpel blade oriented caudal
and away from the cords.

6. Insert the bougie curved-tip first through the incision and angled towards the patient’s feet

a. If no bougie available, use tracheal hook instrument to lift caudal edge of incision to facilitate
visualization and introduction of ETT directly into trachea and skip to # 9.

7. Advance the bougie into the trachea feeling for “clicks” of tracheal rings and until “hangup” when it
cannot be advanced any further. This confirms tracheal position.

8. Advance a 6-0 endotracheal tube over the bougie and into the trachea. It is very easy to place tube
in right mainstem bronchus, so carefully assess for symmetry of breath sounds. Remove bougie
while stabilizing ETT ensuring it does not become dislodged

9. Ventilate with BVM and 100% oxygen

10. Confirm and document tracheal tube placement as with all advanced airways: ETCO2z as well as
clinical indicators e.g.: symmetry of breath sounds, rising pulse oximetry, etc.

11. Secure tube with ties.

12. Observe for subcutaneous air, which may indicate tracheal injury or extra- tracheal tube position

13. Continually reassess ventilation, oxygenation and tube placement.

Precautions:

Success of procedure is dependent on correct identification of cricothyroid membrane
Bleeding will occur, even with correct technique. Straying from the midline is dangerous and likely to
cause hemorrhage from the carotid or jugular vessels, or their branches.

Approved by Denver Metro EMS Medical Directors July 1, 2015. Next review January 2016

Back to Previous

Table of Contents



Back to Previous Table of Contents

0130 PROCEDURE PROTOCOL: KING AIRWAY

Indications: EMT AEMT EMT-I Paramedic
e Rescue airway if unable to intubate a
patient in need of airway protection

e Primary airway if intubation anticipated to be difficult and rapid airway control is
necessary

e Primary airway in pulseless arrest, when attempts at intubation are likely to interrupt CPR

e Designated advanced airway for EMTs

Contraindications:

e Intact gag reflex
e Caustic ingestion

Technique:

1. |Initiate BLS airway sequence

2. Select proper size King airway based on patient height:
a. 35"to45"tall =#2 d. 5-6'tall =#4
b. 41"to51"tall =#25 e. Greaterthan 6'tall =#5
c. 4'to5'tall =#3

Assemble equipment, note correct volume for inflation marked on tube itself, test balloon

for leaks, lubricate posterior aspect distal tip with water-soluble lubricant (included)

Suction airway and pre-oxygenate with BVM ventilations, if possible

If trauma: have assistant hold in-line spinal immobilization in neutral position

If no trauma, sniffing position or slight cervical hyperextension is preferred

Hold King tube in dominant hand at the connector. With other hand, open mouth and lift

chin

8. Rotate King tube so blue index line is facing corner of mouth

9. Introduce tip into mouth and advance airway behind tongue into the hypopharynx

10. As tube passes tongue, rotate King so that blue index line is again facing the chin

11. Without excessive force, advance King so that base is aligned with teeth or gums

12. Using supplied syringe, inflate cuff balloon with correct volume of air (marked on King

w

No ok

tube):
a. Size2 =30mL d. Size4=70mL
b. Size 2.5 =35mL e. Size 5=80mL

c. Size3 =50mL
13. Attach bag to King and begin ventilating patient. While bagging, slowly and slightly
withdraw King until ventilations are easy and chest rise is adequate
14. Confirm tube placement by auscultation, chest movement, and ETCOz
15. Monitor patient for vomiting and aspiration
16. Continuously monitor ETCOz2, SpO3, vital signs

Precautions:

1. If patient < 4’ tall, an appropriately sized pediatric King tube must be used.

2. Use with caution in patients with broken teeth, which may lacerate balloon

3. Use with caution in patients with known esophageal disease

4. Do not remove a properly functioning King tube in order to attempt intubation
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0140 PROCEDURE PROTOCOL: CONTINUOUS POSITIVE AIRWAY PRESSURE (CPAP)

Symptomatic patients with moderate-to-severe respiratory distress as EMT AEMT
evidenced by at least two (2) of the following:
0 Rales (crackles)

o0 Dyspnea with hypoxia (SpO:2 less than 90% despite O2) EMT-I Paramedic
o0 Dyspnea with verbal impairment — i.e. cannot speak in full
sentences

0 Accessory muscle use
0 Respiratory rate greater than 24/minute despite Oz
0 Diminished tidal volume

Contraindications:

Respiratory or cardiac arrest

e Systolic BP less than 90mmHg
e Lack of airway protective reflexes
e Significant altered level of consciousness such that unable to follow verbal instructions or signal
distress
e Vomiting or active upper Gl bleed
e Suspected pneumothorax
e Trauma
e Patient size or anatomy prevents adequate mask seal
Technique:
1. Place patient in a seated position and explain the procedure to him or her
2. Assess vital signs (BP, HR, RR, SpO2, and ETCOx)
3. Apply the CPAP mask and secure with provided straps, progressively tightening as tolerated to
minimize air leak
4. Operate CPAP device according to manufacturer specifications
5. Start with the lowest continuous pressure that appears to be effective. Adjust pressure following
manufacturer instructions to achieve the most stable respiratory status utilizing the signs
described below as a guide
6. Monitor patient continuously, record vital signs every 5 minutes.
7. Assess patient for improvement as evidenced by the following:
a. Reduced dyspnea
b. Reduced verbal impairment, respiratory rate and heart rate
c. Increased SpO2
d. Stabilized blood pressure
e. Appropriate ETCO2 values and waveforms
f. Increased tidal volume
8. Observe for signs of deterioration or failure of response to CPAP:

a. Decrease in level of consciousness

b. Sustained or increased heart rate, respiratory rate or decreased blood pressure
c. Sustained low or decreasing SpO: readings

d. Rising ETCO: levels or other ETCO:2 evidence of ventilatory failure

e. Diminished or no improvement in tidal volume

Precautions:

Should patient deteriorate on CPAP:

0 Troubleshoot equipment

o Consider endotracheal intubation

0 Assess need for possible chest decompression due to pneumothorax

0 Assess for possibility of hypotension due to significantly reduced preload from positive

pressure ventilation

In-line nebulized medications may be given during CPAP as indicated and in accordance with
manufacturer guidelines
Some fixed pressure CPAP devices do not have FiO2 adjustment and will only administer up to
30% oxygen. If no improvement in oxygenation with a fixed pressure CPAP device consider
adding supplemental oxygen.
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0150 PROCEDURE PROTOCOL: CAPNOGRAPHY

EMT AEMT EMT-I

Paramedic

Indications:

* MANDATORY: to rule out esophageal intubation and confirm endotracheal tube position in

all intubated patients.
* To identify late endotracheal tube dislodgement
* To monitor ventilation and perfusion in any ill or injured patient

Contraindications:

* None
Technique:
1. In patient with ETT or advanced airway: place ETCO, detector in-line between airway
adaptor and BVM after airway positioned and secured
2. Patients without ETT or advanced airway in place: place ETCO, cannula on patient. May
be placed under CPAP or NRB facemask
3. Assess and document both capnography waveform and ETCO, value

Precautions:

1.

To understand and interpret capnography, remember the 3 determinants of ETCO,:
a. Alveolar ventilation
b. Pulmonary perfusion
c. Metabolism
Sudden loss of ETCO.:
a. Tube dislodged
b. Circuit disconnected
c. Cardiac arrest
High ETCO, (> 45)
a. Hypoventilation/CO, retention
Low ETCO; (< 25)
a. Hyperventilation
b. Low perfusion: shock, PE, sepsis
Cardiac Arrest:
a. Inlow-pulmonary blood flow states, such as cardiac arrest, the primary
determinant of ETCO, is blood flow, so ETCO; is a good indicator of quality of
CPR
b. If ETCO; is dropping, change out person doing chest compression
c. In cardiac arrest, if ETCO; not > 10 mmHg after 20 minutes of good CPR, this
likely reflects very low CO; production (dead body) and is a 100% predictor of
mortality
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0160 PROCEDURE PROTOCOL: SYNCHRONIZED CARDIOVERSION

Unstable tachyarrhythmia with a ) , Paramedic
I This procedure protocol applies
puilse : ) .
to conscious, alert patients with
¢ signs of poor perfusion due to
tachyarrhythmia in whom
. Check: synchronized cardioversion is
O via NRB facemask indicated according to
Functioning IV line Tachyarrhythmia with Pulse
Suction protocol

Advanced airway equipment ready

v

Sedate with benzodiazepine
whenever possible

v

* Use 200 Joules biphasic in adults

Perform Synchronized
Cardioversion

and 1-2 Joules/kg in children < 12

years old
v

Continue treatment according to
Tachycardia with a Pulse protocol

Precautions:
If rhythm is AV nodal reentrant tachycardia (AVNRT, historically referred to as “PSVT”) it is
preferred to attempt a trial of adenosine prior to electrical cardioversion, even if signs of
poor perfusion are present, due to rapid action of adenosine
If defibrillator does not discharge in “synch” mode, then deactivate “synch” and reattempt
If sinus rhythm achieved, however briefly, then dysrhythmia resumes immediately,
repeated attempts at cardioversion at higher energies are unlikely to be helpful. First
correct hypoxia, hypovolemia, etc. prior to further attempts at cardioversion
If pulseless, treat according to Universal Pulseless Arrest Algorithm
Chronic atrial fibrillation is rarely a cause of hemodynamic instability, especially if rate is <
150 bpm. First correct hypoxia, hypovolemia, before considering cardioversion of chronic
atrial fibrillation, which may be difficult, or impossible and poses risk of stroke
Sinus tachycardia rarely exceeds 150 bpm in adults or 220 bpm in children < 8 years and
does not require or respond to cardioversion. Treat underlying causes.
Transient dysrhythmias or ectopy are common immediately following cardioversion and
rarely require specific treatment other than supportive care
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0170 PROCEDURE PROTOCOL: TRANSCUTANEOUS CARDIAC PACING

Indications
1. Symptomatic bradyarrhythmias (includes A-V block) not EMT-I
responsive to medical therapy

Paramedic

Precautions

1. Conscious patient will experience discomfort; consider sedation with benzodiazepine if

blood pressure allows.

Contraindications
1. Pacing is contraindicated in pulseless arrest.

Technique
1. Apply electrodes as per manufacturer specifications: (-) left anterior, (+) left posterior.
2. Turn pacer unit on.
3. Setinitial current to 40 mAmps.
4. Select pacing rate at 80 beats per minute (BPM)
5. Start pacing unit.
6. Confirm that pacer senses intrinsic cardiac activity by adjusting ECG size.
7. Increase current 10 mAmps every 10-15 seconds until capture or 200 mAmps (usually

captures around 100 mAmps).
If there is electrical capture, check for femoral pulse.

©o®

Complications

If no capture occurs with maximum output, discontinue pacing and resume ACLS.

1. Ventricular fibrillation and ventricular tachycardia are rare complications, but follow

appropriate protocols if either occur.
2. Pacing is rarely indicated in patients under the age of 12 years.

3. Muscle tremors may complicate evaluation of pulses, femoral pulse may be more

accurate.
4. Pacing may cause diaphragmatic stimulation and apparent hiccups.
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2025: Adult Post-Resuscitation Care
Following Pulseless Arrest with ROSC

A 4

0180 PROCEDURE PROTOCOL: THERAPEUTIC INDUCED HYPOTHERMIA AFTER CARDIAC

EMT-I Paramedic

Initiate therapeutic hypothermia if there is no

contraindication

A 4

TIH Procedure:

. Check patient temperature, if possible
. Give 30 mL/kg (up to 2 liters) ice-cold (4°C)

normal saline bolus as a rapid infusion
AND/OR place ice packs to neck, axillae,
groin

. Treat shivering with opioid IV/IO
. If pulses lost after initiation of TIH, follow

universal pulseless arrest algorithm and
continue cooling

. If hypotensive with poor perfusion consider

vasopressor infusion

A 4

Transport to a hospital with TIH program and

capacity for coronary intervention

Return of spontaneous circulation
(ROSC) criteria:

o Pulse and measurable blood pressure
« Increase in ETCO, on capnography

Contraindications to TIH:

Purposeful response to painful stimuli
Age < 12 years

Active bleeding

Traumatic arrest

Definite pregnancy

Temperature < 34° C (93.2° F) or
suspected hypothermia

Document:

o Time of arrest (or time last seen
normal)

o Witnessed vs. unwitnessed arrest

Initial rhythm shockable vs. non-

shockable

Bystander CPR given

Time of ROSC

GCS after ROSC

Initial temperature if TIH patient

Consider and Contact Base for Other
Indications For Cooling:

e Drowning
e Hanging or asphyxiation
e Hyperthermia
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0190 PROCEDURE PROTOCOL: RESTRAINT PROTOCOL

Physical restraint of patients is permissible and encouraged if the patient poses EMT AEMT
a danger to him or herself or to others. Only reasonable force is allowable, i.e.,
the minimum amount of force necessary to control the patient and prevent
harm to the patient or others. Try alternative methods first (e.g., verbal de- EMT-I Ermmiadle
escalation should be used first if the situation allows).
Paramedic: Consider pharmacological treatment (sedation) of agitation in
patients that require transport and are behaving in a manner that poses a threat to him or herself or
others.
1. See Aqgitated/Combative Patient Protocol: (The term “chemical restraint” is no longer preferred)
Restraints may be indicated for patients who meet the following criteria:
1. A patient who is significantly impaired (e.g. intoxication, medical illness, injury, psychiatric
condition, etc) and lacks decision-making capacity regarding his or her own care.
2. A patient who exhibits violent, combative or uncooperative behavior who does not respond to
verbal de-escalation.
3. A patient who is suicidal and considered to be a risk for behavior dangerous to his or herself or to
healthcare providers.
4. A patient who is on a mental health hold.

Precautions:

A. When appropriate, involve law enforcement

B. Restraints shall be used only when necessary to prevent a patient from seriously injuring him or herself or
others (including the ambulance crew), and only if safe transportation and treatment of the patient cannot
be accomplished without restraints. They may not be used as punishment, or for the convenience of the
crew.

C. Any attempt to restrain a patient involves risk to the patient and the prehospital provider. Efforts to
restrain a patient should only be done with adequate assistance present.

D. Be sure to evaluate the patient adequately to determine his or her medical condition, mental status and
decision-making capacity.

E. Do not use hobble restraints and do not restrain the patient in the prone position or any position that is
impairing the airway or breathing.

F. Search the patient for weapons.

G. Handcuffs are not appropriate medical restraints and should only be placed by law enforcement
personnel. See Handcuff Protocol.

Technique:

A. Treat the patient with respect. Attempts to verbally reassure or calm the patient should be done prior to
the use of restraints. To the extent possible, explain what is being done and why.

B. Have all equipment and personnel ready (restraints, suction, a means to promptly remove restraints).

C. Use assistance such that, if possible, 1 rescuer handles each limb and 1 manages the head or supervises
the application of restraints.

D. Apply restraints to the extent necessary to allow treatment of, and prevent injury to, the patient. Under-
restraint may place patient and provider at greater risk.

E. After application of restraints, check all limbs for circulation. During the time that a patient is in restraints,

continuous attention to the patient’s airway, circulation and vital signs in mandatory. A restrained patient
may never be left unattended.

Documentation

Document the following in all cases of restraint:

A.
B.
C.
D.

Description of the facts justifying restraint E. Condition of the patient at the time of transfer
Efforts to de-escalate prior to restraint of care to emergency department staff
Type of restraints used F. Any injury to patient or to EMS personnel

Condition of the patient while restrained,
including reevaluations during transport

Complications:

Back to Previous

A.
B.
C.

Aspiration: continually monitor patient’s airway
Nerve injury: assess neurovascular status of patient’s limbs during transport
Complications of medical conditions associated with need for restraint

1. Patients may have underlying trauma, hypoxia, hypoglycemia, hyperthermia, hypothermia, drug

ingestion, intoxication or other medical conditions

Excited Delirium Syndrome. This is a life-threatening medical emergency. These patients are truly out of
control. They will have some or all of the following symptoms: paranoia, disorientation, hyper-aggression,
hallucination, tachycardia, increased strength, and hyperthermia.
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Indications
A. A tourniquet may be used to control potentially fatal hemorrhage EMT AEMT
only after other means of hemorrhage control have failed.
. EMT-I Paramedic
Precautions

Table of Contents

0200 PROCEDURE PROTOCOL: TOURNIQUET PROTOCOL

A. A tourniquet applied incorrectly can increase blood loss.

B. Applying a tourniquet can cause nerve and tissue damage whether applied correctly or not.
Proper patient selection is of utmost importance.

C. Injury due to tourniquet is unlikely if the tourniquet is removed within 1 hour. In cases of life-
threatening bleeding benefit outweighs theoretical risk.

D. A commercially made tourniquet is the preferred tourniquet. If none is available, a blood
pressure cuff inflated to a pressure sufficient to stop bleeding is an acceptable alternative.
Other improvised tourniquets are not allowed.

Technique

A. First attempt to control hemorrhage by using direct pressure over bleeding area.

B. If a discrete bleeding vessel can be identified, point pressure over bleeding vessel is more
effective than a large bandage and diffuse pressure.

C. If unable to control hemorrhage using direct pressure, apply tourniquet according to

manufacturer specifications and using the steps below:

1. Cut away any clothing so that the tourniquet will be clearly visible. NEVER obscure a
tourniquet with clothing or bandages.

2. Apply tourniquet proximal to the wound and not across any joints.

3. Tighten tourniquet until bleeding stops. Applying tourniquet too loosely will only increase

blood loss by inhibiting venous return.

Mark the time and date of application on the patient’s skin next to the tourniquet.

Keep tourniquet on throughout hospital transport — a correctly applied tourniquet should

only be removed by the receiving hospital.

ok~
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0210 PROCEDURE PROTOCOL: NEEDLE THORACOSTOMY FOR TENSION
PNEUMOTHORAX DECOMPRESSION

EMT-I Paramedic

Indication:

A. Needle decompression of tension pneumothorax is a standing order for EMT-I and
Paramedics.
B. All of the following clinical indicators must be present:
1. Severe respiratory distress
2. Hypotension
3. Unilateral absent or decreased breath sounds

Technique:

A. Expose entire chest
B. Clean skin overlying site with available skin prep
C. Insert largest, longest available angiocath either at 2" intercostal space at midclavicular
line, or 5" intercostal space at midaxillary line
1. Either approach is acceptable, generally the site with the least soft tissue
overlying ribs is preferred
D. Notify receiving hospital of needle decompression attempt

Precautions:

A. Angiocath may become occluded with blood or by soft tissue
B. A simple pneumothorax is NOT an indication for needle decompression
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0220 PROCEDURE PROTOCOL: INTRAOSSEUS CATHETER PLACEMENT

AEMT EMT-I Paramedic

Indications (must meet all criteria):

A. Rescue or primary vascular access device when peripheral IV access not obtainable in a
patient with critical illness defined as:
1. Cardiopulmonary arrest or impending arrest
2. Profound shock with severe hypotension and poor perfusion
B. Utilization of IO access for all other patients requires Base Contact
1. E.g.: Hypoglycemia with severe symptoms (e.g. unresponsive) and no venous
access
C. 10 placement may be considered prior to peripheral IV attempts in critical patients without
identifiable peripheral veins

Technique:
A. Site of choice — tibial plateau: 2 fingerbreadths below the tibial tuberosity on the
anteromedial surface of tibia.
1. Alternative sites (e.g. humeral head in adults) are device-specific and require
authorization from the agency Medical Director.
Clean skin with povidone-iodine.
Place intraosseous needle perpendicular to the bone.
Follow manufacturer’s guidelines specific to the device being used for insertion.
Entrance into the bone marrow is indicated by a sudden loss of resistance.
Flush line with 10 mL saline. Do not attempt to aspirate marrow
a. If patient conscious, administer lidocaine for pain control before infusing any
other fluids
G. Secure line
1. Even if properly placed, the needle will not be secure. The needle must be
secured and the IV tubing taped. The 10 needle should be stabilized at all times.
H. Observe for signs of limb swelling, decreased perfusion to distal extremity that would
indicate a malpositioned 10 catheter or other complication. If limb becomes tense or
malperfused, disconnect IO tubing immediately and leave 10 in place.
A person should be assigned to monitor the 10 at the scene and en route to the hospital.
Do not make more than one IO placement attempt per bone.
Do not remove 10 needles in the field.
Notify hospital staff of all insertion sites/attempts and apply patient wristband included
with kit to identify 1O patient.

nTmoow

rxo -

Complications:

A. Fracture
B. Compartment syndrome
C. Infection

Contraindications:

Fracture of target bone

Cellulitis (skin infection overlying insertion site)

Osteogenesis imperfecta (rare condition predisposing to fractures with minimal trauma)
Total knee replacement (hardware will prevent placement)

oCow>
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0220 PROCEDURE PROTOCOL: INTRAOSSEUS CATHETER PLACEMENT

Side Effects and Special Notes:

A. Some authorities recommend aspiration of marrow fluid or tissue to confirm needle
location. This is not recommended for field procedures, as it increases the risk of
plugging the needle.

B. Expect flow rates to be slower than peripheral IVs. Pressure bags may be needed. Any
drug or IV fluid may be infused.

C. Some manufacturers recommend the use of lidocaine for the treatment of pain
associated with fluid administration. Check with your manufacturer and Medical Director

for further guidance
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0230 PROCEDURE PROTOCOL: EPISTAXIS MANAGEMENT

Active nosebleed

'

ABCs

EMT AEMT

EMT-I Paramedic

l

Tilt head forward
Have patient blow
nose to expel clots

\4

Spray both nares with
phenylephrine
Compress nostrils
with clamp or fingers,
pinching over fleshy
part of nose, not bony
nasal bridge
Transport in position
of comfort, usually
sitting upright

\4

IV access and IV fluid
bolus if signs of
hypoperfusion, shock

General Guidelines:
Most nosebleeding is from an

anterior source and may be easily
controlled

Avoid phenylephrine in pts with
known CAD

Anticoagulantion with aspirin,
clopidogrel (Plavix), warfarin
(Coumadin) will make epistaxis
much harder to control. Note if
your patient is taking these or
other anticoagulant medications
Posterior epistaxis is a true
emergency and may require
advanced ED techniques such as
balloon tamponade or
interventional radiology. Do not
delay transport. Be prepared for
potential airway issues.

Patients using nasal cannula
oxygen may have cannula placed
in mouth while nares are clamped
or compressed for nosebleed
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Indications

Contraindications
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0240 PROCEDURE PROTOCOL: TASER PROBE REMOVAL

Patient with TASER probe(s) embedded in skin. EMT AEMT

TASER probe embedded in the eye or genitals. In such cases, EMT-I Paramedic
transport patient to an emergency department for removal.

Technique

1.
2.
3.

o

Confirm the TASER has been shut off and the barb cartridge has been disconnected. .

Using a pair of shears cut the TASER wires at the base of the probe.

Place one hand on the patient in area where the probe is embedded and stabilize the skin
surrounding the puncture site. Using the other hand (or use pliers) firmly grasp the probe.

In one uninterrupted motion, pull the probe out of the puncture site maintaining a 90° angle to the
skin. Avoid twisting or bending the probe.

Repeat the process for any additional probes.

Once the probes are removed, inspect and assure they have been removed intact. In the event the
probe is not removed intact or there is suspicion of a retained probe, the patient must be
transported to the emergency department for evaluation.

Cleanse the probe site and surrounding skin with betadine and apply sterile dressing.

Advise patient to watch for signs of infection including increased pain at the site, redness swelling
or fever.
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1010 OBSTRUCTED AIRWAY

If obstruction is
complete, patient will be
mute.

If patient can speak,
obstruction is incomplete

Does patient show universal sign of
choking?

Attempt to determine cause of EMT AEMT EMT-I Paramesie
obstruction
Yes

¢ Perform Heimlich maneuver

No

Assess severity of obstruction

* For visibly pregnant or
obese patients perform
chest thrusts only

* Forinfants, 5 chest thrusts,
then 5 back slaps

v

v

v

Severe or Complete Obstruction
(mute, silent cough, severe stridor)

Unconscious Patient

Mild or Partial Obstruction

v

v

v

* Open airway w. head tilt-chin lift
or jaw thrust if craniofacial
trauma

* Attempt ventilation with BVM

Begin chest thrusts

Each time airway is opened look in
mouth for FB and if found, remove it

Able to ventilate or

Yes

obstruction cleared?

* Perform laryngoscopy
* Use McGill forceps to remove
object if possible

Able to ventilate or
obstruction cleared?

I

v

Once obstruction relieved:

Position of comfort or left lateral
recumbent position

* O2viaNRB 15 Lpm

Monitor ABCs, SpO2, vital signs
Suction PRN and be prepared
for vomiting, which commonly
occurs after obstruction relieved

* Do not interfere with a
spontaneously breathing or
coughing patient

* Position of comfort

* Give high flow oxygen

* Suction if needed

Is
obstruction
cleared?

Yes

w §

* Supportive care and rapid
transport

* If patient deteriorating or
develops worsening distress
proceed as for complete
obstruction

Perform abdominal thrusts until
obstruction relieved then reattempt
ventilations w. BVM

* For visibly pregnant or obese
patients perform chest thrusts
instead

¢ Consider chest thrusts in any
patient if abdominal thrust
ineffective

¢ For infants < 1 yr old, 5 chest
thrusts, then 5 back blows

f

If still obstructed and unable to
ventilate:

Consider cricothyrotomy in
adult patient if suspected
supraglottic obstruction and
unable to ventilate with BVM.

* Alternative: oral intubation &
attempt to push object into
mainstem bronchus with ETT

Percutaneous cricothyrotomy is a
difficult and hazardous procedure
that is to be used only in
extraordinary circumstances. The
reason for performing this
procedure must be documented
and submitted for review to the
EMS Medical Director within 24
hours

Table of Contents
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2000 ADULT (AGE 2 12 years) CARDIAC ARREST
GENERAL PRINCIPLES

Specific Information Needed For Patient Care Report

e Onset (witnessed or unwitnessed), preceding symptoms, bystander CPR, downtime before CPR and
duration of CPR

e Past History: medications, medical history, suspicion of ingestion, trauma, environmental factors
(hypothermia, inhalation, asphyxiation)

Document Specific Objective Findings

Unconscious, unresponsive
Agonal, or absent respirations
Absent pulses

Any signs of trauma, blood loss
Skin temperature

General Guidelines: Chest Compressions

1 cycle of CPR = 30:2 chest compressions: breaths
5 cycles CPR = 2 minutes chest compressions
Push hard and push fast (at least 100/minute)
Ensure full chest recoil
Rotate compressors every 2 minutes with rhythm checks
During CPR, any interruption in chest compressions deprives heart and brain of necessary blood flow
and lessens chance of successful defibrillation
0 Continue CPR while defibrillator is charging, and resume CPR immediately after all shocks. Do
not check pulses except at end of CPR cycle and if rhythm is organized at rhythm check

General Guidelines: Defibrillation

e In unwitnessed cardiac arrest, give first 2 minutes of CPR without interruptions for ventilation. During this
time period passive oxygenation is preferred with OPA and NRB facemask. If arrest is withessed by
EMS, immediate defibrillation is first priority

e All shocks should be given as single maximum energy shocks

0 Manual biphasic: follow device-specific recommendations for defibrillation. If uncertain, give
maximum energy (e.g. 200J)

0 Manual monophasic: 360J

0 AED: device specific

General Guidelines: Ventilation during CPR

e If suspected cardiac etiology of arrest, during first approximately 4 minutes of VT/VF arrest, passive
oxygenation with OPA and NRB facemask is preferred to positive pressure ventilation with BVM or
advanced airway

e EMS personnel must use good judgment in assessing likely cause of pulseless arrest. In patients
suspected of having a primary respiratory cause of cardiopulmonary arrest, (e.g.: COPD or status
asthmaticus), adequate ventilation and oxygenation are a priority

e In general, patients with cardiac arrest initially have adequately oxygenated blood, but are in circulatory
arrest. Therefore, chest compressions are initially more important than ventilation to provide perfusion to
coronary arteries

e Do not interrupt chest compressions and do not hyperventilate. Hyperventilation decreases effectiveness
of CPR and worsens outcome

General Guidelines: Timing of Placement Of Advanced Airway

e Advanced airway (e.g. King, LMA, ETT) may be placed at any time after initial 2 rounds of chest
compressions and rhythm analysis, provided placement does not interrupt chest compressions
e Once an advanced airway is in place, compressions are given continuously and breaths given
asynchronously at 8-10 per minute
e Always confirm advanced airway placement with ETCO:
0 Use continuous waveform capnography if available. In low flow states such as cardiac arrest,
colorimetric CO2 detector may be inaccurate and not sense very low COz level
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2000 ADULT (AGE 2 12 years) CARDIAC ARREST
GENERAL PRINCIPLES

General Guidelines: Pacing

e Pacing is not indicated for asystole and PEA. Instead start chest compressions according to Universal
Pulseless Arrest Algorithm.

e Pacing should not be undertaken if it follows unsuccessful defibrillation of VT/VF as it will only interfere
with CPR and is not effective

General Guidelines: ICD/Pacemaker patients

e If cardiac arrest patient has an implantable cardioverter defibrillator (ICD) or pacemaker: place
pacer/defib pads at least 1 inch from device. Biaxillary or anterior posterior pad placement may be used

General Notes

e CPR in a moving ambulance or pram is ineffective

e In general, work cardiac arrest on scene either to return of spontaneous circulation (ROSC) or to field
pronouncement, unless scene is unsafe

e Contact Base for termination of resuscitation
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2020 ADULT (AGE = 12 YEARS) UNIVERSAL PULSELESS ARREST ALGORITHM

BLS Sequence

Adult Pulseless Arrest

Start CPR
Get AED

Check rhythm &
shock if
indicated.
Repeat every 2
min

Compressions

2 minutes uninterrupted
compressions before rhythm
analysis unless arrest witnessed by
EMS

Minimize interruptions, resume
compressions immediately after
shocks, rhythm checks. Check
pulses only if organized rhythm
Push hard and fast and allow
complete chest recoil

Assess quality of CPR with
continuous waveform capnography
If ETCO, < 10, improved quality of
compressions

If using automated CPR devices,
use manufacturer’s specifications

Ventilations

Passive oxygenation with NRB
facemask preferred for first 4
minutes (2 cycles) of CPR, unless
hypoxic arrest suspected (e.g.:
asphyxiation, overdose, status
asthmaticus). In which case begin
ventilations immediately.

Do not overventilate

If no advanced airway, 30:2
compression:ventilation ratio

If advanced airway in place
ventilate at rate of 8-10 breaths/min

Airway

An advanced airway (King, LMA,
ETT) may be placed at any time
after initial 4 minutes of passive
oxygenation, if applicable, or as
soon as possible if asphyxial arrest
suspected, provided placement
does not interrupt compressions

ROSC

Pulse and blood pressure
Sustained abrupt rise in ETCO,,
typically > 40

* Amiodarone
e Treat reversible
causes

Defibrillation

e EMT + AEMT use
AED

¢ Intermediate and
Paramedic use
manual defibrillator

ALS Sequence
EMT AEMT EMT-I
P  Start CPR
e Attach manual
defibrillator P i
. Give O, aramedic
Shockable
Rhythm?
Yes I No
I |
VT/VF Asystole/PEA B
I I
Shock + CPR 2 CPR 2 min
min ¢
¢ e Start IV/IO
e Start IV/IO * Epinephrine
* Epinephrine ¢
¢ No No Shockable
Shockable Rhythm?
— Rhythm? ¢
Yes ¢ * If asystole, go Yes l
AShock + CPR 2 to box B Goto
min * If organized Box A
rhythm, check
¢ pulse. If no
pulse, go to
Epinephrine every box B
3-5 min * If ROSC, begin
post-cardiac
¢ arrest care
Shockable No f
Rhythm?
Yes ¢
Suspected hyperkalemic arrest
Shoc':‘:i'nCPR 2 (renal failure/dialysis patient):
¢ * Give calcium gluconate
* Give sodium bicarb
 Epinephrine * Flush IV line between meds
every 3-5 min

Reversible Causes:

* Hypovolemia
* Hypoxia
* Hydrogen ion (acidosis)
* Hypo/hyperkalemia
* Hypothermia
e Tension pneumothorax
* Tamponade, cardiac
* Toxins
e Thrombosis (pulmonary,

coronary)
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ROSC after cardiac arrest
v

Initiate Post-Cardiac Arrest Care and
perform 12 lead EKG

e Following ROSC several simultaneous and
stepwise interventions must be performed to
optimize care and maximize patient outcome.
Algorithm stresses high priority assessments
and interventions and will assist provider
through complex management decisions.

Is STEMI present?

No

Continue/Optimize/Maintain
Post-Cardiac Arrest Care and Assess
for Shock State and Volume Status

o Peripheral access: 10/2LBIV
« Oxygenation/Ventilation
o Secure advanced airway if indicated
o Avoid hyperventilation
o Apply and monitor ETCO>
o Correct hypoxemia
e Place head of bed at 30 degrees

2025 ADULT POST-RESUSCITATION CARE FOLLOWING PULSELESS ARREST WITH
RETURN OF SPONTANEOUS CIRCULATION ALGORITHM

EMT AEMT

EMT-I Paramedic

Initiate Cardiac Alert

SBP <90 AND/OR signs
of poor perfusion?

No |g
A 4

If not hypervolemic, administer 1000ml

NS bolus
v

Continue/Optimize/Maintain
Post-Cardiac Arrest Care and Assess
for Purposeful Response

e Focused neuro exam

Purposeful Response?

A 4

Continue/Optimize/Maintain
Post-Cardiac Arrest Care and Assess
for Dysrhythmia

e Continuous rhythm monitoring/pulse checks

Recurrent dysrhythmia?

v

Transfer to closest appropriate facility

If persistent hypotension (SBP < 90)
refractory to 1000ml NS bolus, consider
Vasopressor Infusion

Initiate TIH |

Yes ‘ 

Treat recurrent dysrhythmia
per DM EMS protocol

No‘ 
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2030 ADULT (212 YEARS) TACHYARRHYTHMIA WITH POOR PERFUSION

Tachyarrhythmia with Poor Perfusion

A

e |V access

e Support ABCs

¢ Give oxygen

A

EMT

AEMT

EMT-I

Paramedic

Stable

e 12 lead ECG
o |dentify Rhythm
e Measure QRS width

Is patient stable?

®

A

Unstable signs include altered mental status, chest pain,
hypotension, signs of shock-rate-related symptoms
uncommon if HR <150

Unstable

v

Immediate synchronized
cardioversion

Narrow QRS
(< 0.12 msec)

Is rhythm reqular?

A 4

Wide QRS
(> 0.12 msec)

Is rhythm regular?

A 4

12 lead ECG
e|dentify rhythm
eContact Base

4

Regular

¢ Try Valsalva maneuver

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

@ Irregular

e Atrial fibrillation, flutter,
or MAT

*Do not give adenosine

o|f becomes unstable go
to box B

Regular

oV Tach (>80%) or SVT
with aberrancy

eContact Base for verbal
order for amiodarone
unless contraindicated

¢EMT-I requires direct
order for adenosine

o|f regular and polymorphic
(Torsades de Pointes)
consider magnesium

Irregular

eSee box C
eContact Base for consult
eDo NOT give adenosine

*AVRNT is
v historically referred
to as “PSVT”
Does rhythm
convert?
\4 v
Converts Doesn’t Convert

eMonitor in transport
o|f recurrent dysrhythmia,
gotobox A

eContact base for consult
eMonitor in transport
o|f unstable, go to box B
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2040 ADULT (AGE =2 12 YEARS) BRADYARRHYTHMIA WITH POOR PERFUSION

Bradycardia with a pulse

Heart rate < 60 and
inadequate for clinical EMT AEMT
condition
v EMT-I Paramedic
e Support ABCs e Cardiac monitor
e Give Oxygen o Identify rhythm
e StartlV e 12-lead ECG
¢ |Initiate transport
\ 4
Are there signs or symptoms of poor
perfusion present?
(Altered mental status, chest pain,
hypotension, signs of shock)
Adequate perfusion v Poor perfusion
\ 4 \ 4
Monitor and transport * Give atropine )
e Prepare for transcutaneous pacing
\ 4
o Consider vasopressor infusion early if
. fusi
Reminders: pacing and poor perfusion or

hypotension persists either due to
lack of capture or poor contractility

e |If pulseless arrest develops, go to pulseless despite capture

arrest algorithm
e Search for possible contributing factors: “5 Hs

and 5 Ts”
e Symptomatic severe bradycardia is usually A 4
related to one of the following:
o Ischemia (M) Monitor and transport

o  Drugs (beta blocker, Calcium
channel blocker)
o Electrolytes (hyperkalemia)
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2050 ADULT CHEST PAIN

Consider life threatening causes of chest
pain in all patients

¢ While assessing ABCs give supplemental
oxygen, monitor vital signs, cardiac rhythm,
start IV

e Obtain 12-lead ECG

e Administer aspirin if history suggests possible
cardiac chest pain

Table of Contents

EMT AEMT

EMT-I Paramedic

\ 4

STEMI?
No ves Notify receiving
facility immediately
if Cardiac Alert
criteria met
v A

Life threatening causes of chest pain

e Acute coronary syndrome (ACS)
e Pulmonary embolism

e Thoracic aortic dissection

e Tension pneumothorax

Give SL nitroglycerin if suspected cardiac chest
pain and no contraindication

An EMT may administer patient’s prescribed
nitroglycerin, Contact Base for verbal order

A 4

Nitroglycerin Contraindications

e Suspected right ventricular ST-
segment elevation Ml (inferior STEMI
pattern plus ST elevation in right-sided
precordial leads e.g. V4R)

e Hypotension SBP < 100

e Recent use of erectile dysfunction
(ED) medication (e.g. Viagra, Cialis)

For hypotension following nitroglycerin give 250
mL NS bolus, reassess, and repeat bolus as
needed. Do not give additional nitroglycerin.

\ 4

Consider opioid for chest pain refractory to
nitroglycerin, if no contraindication

Y

o Consider repeat 12-lead if initial 12-lead non-
diagnostic and/or patient’s condition changes

o Consider additional 12-lead views such as R
sided leads for R ventricular infarct if inferior
MI present
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2051 CARDIAC ALERT

EMT-I Paramedic

Goal:

* To identify patients with ST-segment elevation myocardial infarction (STEMI) in the prehospital
setting and provide advanced receiving hospital notification in order to minimize door-to-balloon
times for percutaneous coronary intervention (PCI)

Inclusion Criteria:

* Symptoms compatible with ACS (chest pain, diaphoresis, dyspnea, etc)

* 12-lead ECG showing ST-segment elevation (STE) at least 1 mm in two or more anatomically
contiguous leads

* Age 35-85 years old (If STEMI patient outside age criteria, contact receiving hospital for
consult)

Exclusion Criteria:

* Wide complex QRS (paced rhythm, BBB, other)
¢ Symptoms NOT suggestive of ACS (e.g.: asymptomatic patient)
 If unsure if patient is appropriate for Cardiac Alert, discuss with receiving hospital MD

Actions:

* Treat according to chest pain protocol en route (cardiac monitor, oxygen, aspirin, nitroglycerine
and opioid)

* Notify receiving hospital ASAP with ETA and request CARDIAC ALERT. Do not delay hospital
notification. If possible, notify ED before leaving scene

» Start 2 large bore peripheral Vs

* Rapid transport

* If patient does not meet inclusion criteria, or has exclusion criteria, yet clinical scenario and
ECG suggests true STEMI, request medical consult with receiving hospital emergency
physician

Additional Documentation Requirements:

¢ Time of first patient contact
* Time of first ECG
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2100 HYPERTENSION

AEMT

EMT-I

Paramedic

Intent:

A. Even with extremes of blood pressure, treat the medical emergency associated with

hypertension (“treat the patient, not the number”)

1. Treat chest pain, pulmonary edema, or stroke according to standard protocols

(pain control will usually improve BP significantly)
B. Do not use medication to treat asymptomatic hypertension
C. Do not treat hypertension in acute stroke
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3010 ADULT (AGE = 12 YEARS) UNIVERSAL RESPIRATORY DISTRESS ALGORITHM

Respiratory Distress

'

While assessing ABCs: give supplemental
O,, monitor vital signs, cardiac rhythm,

For all patients:

SpO; and ETCO,

Consider pulmonary and
non-pulmonary causes of
respiratory distress:

Pulmonary embolism
Pneumonia

Heart attack
Pneumothorax

Sepsis

Metabolic acidosis (e.g.:
DKA)

Anxiety

Mixed picture may exist

Goal is maximization of
oxygenation and ventilation
in all cases

CPAP may be particularly
useful in mixed picture with
hypoxia and/or
hypoventilation

Avoid furosemide in
uncertain diagnosis

Avoid albuterol in suspected
pulmonary edema

'

EMT AEMT

EMT-I Paramedic

Obstructed Airway Protocol

Assist ventilations with BVM
and airway adjuncts as needed

Assess for CPAP or need for
advanced airway

Allergic Rxn Protocol

Asthma or COPD protocols

CHF/Pulmonary Edema
protocol

No
Patent airway? >
l Yes
Are ventilations adequate for No
physiologic state? P
l Yes /
No
Is SpO, > 90 % with
supplemental O,? ———p
l Yes
Yes >
Is anaphylaxis likely?
No
v
2 Yes >
- Is asthma or COPD likely?
No
\ 4
? Is CHF/pul d Y
s pulmonary edema es
likely? >
l No
e Transport
* Provide supportive care
* Maximize oxygenation and
ventilation
* Contact base if needed for
consult
* Consider 12 lead ECG
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3020 ADULT (AGE 2 12 YEARS) ASTHMA

Universal Respiratory Distress
Protocol and prepare for
immediate transport

\ 4

Presentation suggests asthma:
wheezing, prolonged expiratory phase,
decreased breath sounds, accessory

muscle use, known hx of asthma

A 4

Therapeutic Goals:

o Maximize oxygenation

e Decrease work of breathing

o |dentify cardiac ischemia
(Obtain 12 lead EKG)

o |dentify complications, e.g.
pneumothorax

A 4

Yes

Yes

Give oxygen, check SpO,, & consider
IV for severe respiratory distress

A 4

EMT may administer either MDI or
nebulized albuterol with base contact
for verbal order

A 4

Give nebulized albuterol + ipratropium

May give continuous neb for severe
respiratory distress

A 4

Is response to treatment adequate?

EMT AEMT

EMT-I Paramedic

IV Methylprednisolone will
help resolve acute asthma
exacerbation over hours,
without immediate effect. In
severe exacerbations, it may
be given prehospital but
should not be given for mild
attacks responding well to
bronchodilators

No

A 4

Severe exacerbation:
. IV methylprednisolone
. Consider IM epinephrine.
Indicated only if no response to
neb and severe distress

. IV magnesium w. base contact

A 4

IM epinephrine is only
indicated for most severe
attacks deemed life-
threatening and not
responding to inhaled
bronchodilators. Use extreme
caution when administering.
Cardiopulmonary monitoring
is mandatory

Is response to treatment adequate?

No
\ 4

Reassess for pneumothorax

e Consider CPAP

o If CPAP contraindicated, ventilate
with BVM, and consider advanced
airway

e Consider IM epinephrine

IV magnesium may be
beneficial in some patients
with severe attacks. It should
not be given routinely, rather
should be reserved for life-
threatening attacks not
responding to conventional
therapy

¢ |V magnesium w. base contact (if
not already given)

¢ Obtain ECG: rule out unstable
rhythm, ACS

A 4

e Continue monitoring and assessment en route
e Be prepared to assist ventilations as needed
¢ Contact base for medical consult as needed

Consider pulmonary and
non-pulmonary causes of
respiratory distress:

Examples: pulmonary
embolism, pneumonia,
pulmonary edema,
anaphylaxis, heart attack,
pneumothorax, sepsis,
metabolic acidosis (e.g.:
DKA), Anxiety
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3030 COPD

Universal Respiratory Distress
Protocol and prepare for
immediate transport

\ 4

Presentation suggests COPD:
Hx of COPD w. wheezing, prolonged
expiratory phase, decreased breath

sounds, accessory muscle use

A 4

Therapeutic Goals:

o Maximize oxygenation

* Decrease work of breathing

o |dentify cardiac ischemia
(Obtain 12 lead EKG)

» |dentify complications, e.g.
pneumothorax

Yes

Give oxygen, check SpO,, start IV and
place on monitor

A 4

EMT may administer either MDI or
nebulized albuterol with base contact
for verbal order

A 4

Give nebulized albuterol +_ipratropium

May give continuous albuterol neb for
severe respiratory distress

A 4

Is response to treatment adequate?

No

A 4

¢ Reassess for pneumothorax

» Consider alternative diagnoses,
including cardiac disease

e Consider CPAP if severe distress

e Give |V methylprednisolone

¢ Assist ventilations with BVM as
needed

e Consider advanced airway if CPAP
contraindicated or not available

A 4

Obtain ECG: rule out unstable rhythm,
ACS

A 4

o P

EMT AEMT

EMT-I Paramedic

CPAP may be very helpful in
severe COPD exacerbation,
however these patients are at
increased risk of
complications of CPAP such
as hypotension and
pneumothorax.
Cardiopulmonary monitoring
is mandatory

IV Methylprednisolone
treatment effect maximal over
hours. In severe
exacerbations, it may be
given prehospital but should
not be given for mild attacks
responding well to
bronchodilators

Continue continuous cardiac monitoring, SpO2 and

capnography, if available

Be prepared to assist ventilations as needed
Contact base for medical consult as needed

Special Notes:

Correct hypoxia: do not withhold maximum oxygen for fear of CO, retention

Consider pulmonary and non-pulmonary causes of respiratory distress: Examples: pulmonary embolism,

pneumonia, pulmonary edema, anaphylaxis, heart attack, pneumothorax, sepsis, metabolic acidosis (e.g.: DKA), Anxiety

Patients with COPD are older and have comorbidities, including heart disease.

Wheezing may be a presentation of pulmonary edema, “cardiac asthma”

Common triggers for COPD exacerbations include: Infection, dysrhythmia (e.g.: atrial fibrillation), myocardial ischemia
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Yes

3050 CHF/PULMONARY EDEMA

Universal Respiratory Distress
Protocol

EMT AEMT

\ 4

EMT-I Paramedic

CHF/Pulmonary edema

\ 4

Give nitroglycerin (NTG)

A 4

\ 4

Is oxygenation and ventilation
adequate?

No
\ 4

Start CPAP protocol

\ 4

Obtain 12 lead ECG: rule out unstable rhythm, STEMI

Yes

Y

A

Is response to treatment adequate?

Therapeutic Goals:

Maximize oxygenation
Decrease work of
breathing

Identify cardiac ischemia
(Obtain 12 lead ECG)

Special Notes:

In general diuretics have
little role in initial treatment
of acute pulmonary edema
and are no longer
considered first line
therapy.

Morphine has been
associated with worse
outcomes in patients with
CHF and is no longer
preferred

No

Y

If failing above therapy:

* Remove CPAP and ventilate with
BVM

* Consider pneumothorax

* Consider alternative
diagnoses/complications

* Consider advanced airway

Y
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¢ Continue monitoring and
assessment

¢ Transport

* Contact Base for medical consult
as needed
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4011 STROKE

POSSIBLE STROKE
Any acute onset neurological deficit not
likely due to trauma

v

Assess and stabilize ABCs, give O,

v

Assess Cincinnati Prehospital Stroke Score
(Presence of single sign sufficient)

v

Rule out or treat hypoglycemia

v

* Determine when last KNOWN to be
normal and document specific time
“At 2:15 PM”, not “1 hour ago”

v

Obtain medical history

Document medications

Identify family or friend who may assist
with history and decision-making, get
contact info and strongly encourage to
come to ED as they may be needed for
consent for treatments

v

Consider common stroke mimics/syndromes

v

Start IV and draw blood
Document cardiac rhythm
Ensure full monitoring in place: cardiac,

Sp02

Fully monitor patient and continually
reassess:
Improvement or worsening of deficit
Adequacy of ventilation and oxygenation
Cardiovascular stability

v

Notify receiving hospital of suspected
stroke and time of onset of symptoms in
order to provide hospital the opportunity
for Stroke Alert

It is more important that you know
timeline of your patient’s symptoms
than an individual hospital’s Stroke
Alert criteria, which may vary

EMT AEMT EMT-I Paramedic

Cincinnati Prehospital Stroke Score
Think “FAST” (face, arm, speech, time)

Assess Facial Droop
Say: “Smile for me”, or “Show me your teeth”
Assess Arm Pronator Drift

Demonstrate, and say: “Put your arms up for me like this
and hold them while | count to 10”

Assess Speech

Say: “Repeat after me: you can’t teach on old dog new
tricks”, or “No ifs, ands, or buts”

CPSS does not identify all strokes. See below

Stroke Mimics

* Hypoglycemia
* Post-ictal paralysis
7 * Complex migraine
! * Overdose
' * Trauma
' * Bell’'s palsy
|
|
|

* The Cincinnati Prehospital Stroke Score (CPSS)
is designed to be very reproducible and identify
those strokes most likely to benefit from reperfusion
therapy, but does not identify all strokes.

» The CPSS is highly specific for stroke, but is not
extremely sensitive, meaning if you have a positive
CPSS, you are almost certainly having a stroke, but
if you do not have a positive CPSS, you still may be
having a stroke

 Stroke signs may be very subtle, therefore it is
important to know other signs of stroke, which
include:

o Impaired balance or coordination

Vision loss

Headache

Confusion or altered mental status

Seizure

O O O O
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4012 UNIVERSAL ALTERED MENTAL STATUS

Altered Mental Status (AMS)

A 4

Assess ABCs

Go to pulseless arrest, respiratory distress or

obstructed airway algorithms as appropriate

Persistent AMS?

Yes
A 4

Check BGL and consider trial of
Naloxone

A 4

BGL < 60 mg/dL or clinical condition
suggests hypoglycemia?

No

Yes

EMT AEMT

EMT-I Paramedic

* Determine character of event
* Consider seizure, syncope and

TIA

* Monitor and transport with

supportive care

No

<&
<

Seizure activity present?

No

A 4

Perform rapid neurologic
assessment including LOC and
Cincinnati Prehospital Stroke Score
(CPSS)

Focal neuro deficit or
positive CPSS?

No

A 4

Consider other causes of AMS:
Head trauma, overdose, hypoxia,
hypercapnea, heat/cold emergency,
sepsis, & metabolic

Yes

A 4

Hypoglycemia protocol

Seizure protocol

A 4

Stroke protocol
Determine time last seen normal

Consider Stroke Alert criteria and
contact destination hospital

A 4

* During transport: give
supplemental oxygen, monitor
vital signs, airway, breathing,
and cardiac rhythm.

* Give fluid bolus if volume
depletion or sepsis suspected

A 4

EtOH intoxication?

Yes
\ 4

Intoxication/EtOH protocol

A
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4013 ADULT (= 12 YEARS) SEIZURE

* Support ABCs:
* Give oxygen

* Rule out or treat hypoglycemia

* Universal seizure precautions (see below)
* Consider the cause (see below)

EMT AEMT

EMT-I Paramedic

Yes

Actively Seizing?

No

v

* If seizure brief and self-limited,
treatment not necessary

* If prolonged (e.g.: > 5 min) or
recurrent sz, then treat as follows:

v

Check pulse and reassess ABC
Give supplemental oxygen

v

Give benzodiazepine

v

Actively seizing after 5 minutes?

No

v

Transport and monitor ABCs, vital signs,
and neurological condition

Cardiac monitoring if recurrent seizures
and/or meds given

Complete head to toe assessment

i Yes

» Establish IV access if not
already in place
* Repeat benzodiazepine

v

Actively seizing after 5 minutes?

No

i Yes

Contact Base

Consider the Cause of Seizure

* Epilepsy

» EtOH withdrawal or intoxication
* Hypoglycemia

» Stimulant use

* Trauma

* Intracranial hemorrhage

* Overdose (TCA)

* Eclampsia

* Infection: Meningitis, sepsis
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Universal Seizure Precautions:

Ensure airway patency, but do not force
anything between teeth. NPA may be
useful

Give oxygen

Suction as needed

Protect patient from injury

Check pulse immediately after seizure
stops

Keep patient on side

Document:

Document: Seizure history: onset, time
interval, previous seizures, type of
seizure

Obtain medical history: head trauma,
diabetes, substance abuse, medications,
compliance with anticonvulsants,
pregnancy

Pregnancy and Seizure:

If 3" trimester pregnancy or post-partum:

administer magnesium sulfate
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4014 HYPOGLYCEMIA

Check blood glucose level in ANY patient with EMT AEMT
signs or symptoms consistent with
hypoglycemia

EMT-I Paramedic

Examples:
Altered MS, agitation, focal neurologic deficit,
seizure, weakness, diaphoresis, decreased motor
tone, pallor

Regarding refusals after a
hypoglycemic episode:

See Patient Refusal protocol

If hypoglycemia still most No Transport is always indicated for any of
Is BGL < 607? i i c
likely despite normal <4— the following patients:
reading on glucometer, * Pts with unexplained hypoglycemia
administer glucose Yes * Pts taking oral hypoglycemic meds
regardless, while * Pts not taking food by mouth
considering other causes + Pts who do not have competent adult
of altered mental status to monitor
Can the patient safely tolerate
oral glucose?
intact gag reflex, follows verbal Yes .
commands | Administer oral glucose.
Reassess patient
No
No . Yes No
* Glugacon IM Are you able to establish IV Still symptomatic?
* Alternative: If < access? ¢ yme
severe symptoms
(coma), consider v
base contact for es
10 and
administer
dextrose 10 Administer dextrose 1V &
reassess patient
No Recheck BGL and
N Symptoms resolved? N consider other
causes of altered
mental status
Yes
Monitor and transport or 4
contact base for refusal if
indicated
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4015 ALCOHOL INTOXICATION

Clinical alcohol
intoxication

!

Determine LOC and assess ABCs

* Obtain vital signs

* Perform head-to-toe exam

* Determine medical history, medications

* Check BGL unless mild symptoms and if
considering release

EMT AEMT EMT-I

Paramedic

Always consider
alternative diagnoses:
see universal altered
mental status protocol

'

BGL < 60 