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Introduction and Foundations of Practice

This document describes the methods by which the Wake EMS System will continue to provide the highest quality
pre-hospital patient care. We have incorporated evidence-based guidelines with historically proven practices to
produce this document. While it is impossible to address every possible variation of disease or traumatic injury, these
policies, procedures, and protocols do provide a foundation for treating the vast majority of patients we encounter.
Certainly, our education, experience, and clinical judgment will assist us as we strive to provide the highest quality pre-
hospital patient care in the world. As always, on-line medical direction is available for those patient presentations that
do not fall within the scope of the document.

Foundations of Practice
Definition of a Patient

A patient is an individual requesting or potentially needing medical evaluation or treatment. The patient-provider
relationship is established via telephone, radio, or personal contact. It is the provider’s responsibility to ensure all
potential patients, regardless of the size of the incident, are offered the opportunity for evaluation, treatment, and/or
transport. The guidelines for documenting patient encounters are discussed in the Documentation of the Patient Care
Report Procedure.

Rights of a Patient

Once we have begun collecting information regarding a patient encounter, it is important for us to take every
precaution to protect patient confidentiality. While we certainly have HIPAA issues to consider, we also have ethical
obligations to protect a patient’s confidential information. This applies not only to the sharing of written information
but also requires us to monitor our speech so as not to inadvertently share patient information in conversation.

Patients with mental capacity retain the right to accept or refuse medical care, even if the consequences of the
refusal of care may potentially be harmful for the patient. In the event a patient attempts to refuse medical care, it is
important to recall that we should:

1. Be courteous
Offer transport or treatment without some (or all) of the recommended treatment(s) if that is what the
patient will allow (document discussion that lead to the elected course of treatment, obtain refusal
documentation including patient signature).

3. Clearly advise the patient of the possible complications of their decision.

4. Advise the patient to call back if they subsequently desire treatment and transport

5. Accurately document all components of the patient encounter.



There are three situations regarding consent that deserve special consideration:

1) Minors:

a)

b)

c)

In general, patients under the age of 18 may not consent to medical treatment or transport. The following

groups may consent for the treatment of a minor:

i) Mother or Father or a Legal Guardian

ii) Anindividual standing in loco parentis. A person stands in loco parentis when he or she takes on the
responsibilities of a parent of the child (e.g., a step-parent)

iii) The leader of a group of children in possession of written permission from the parent authorizing emergency
medical treatment (e.g., a school field trip, a child at school where the parent is not present).

In the following circumstances, no consent is required prior to initiating treatment:

i) The parent, guardian, or person standing in loco parentis cannot be reached and the minor needs to receive
medical treatment

ii) The identity of the child is unknown and a delay in giving treatment would endanger the life of the child

iii) The effort to contact the child’s parents, guardian, or a person standing in loco parentis would result in a
delay that would seriously worsen the condition of the child

In North Carolina, under the following circumstances, a minor may consent to treatment without the knowledge

of the parent:

i) Pregnancy

ii) Treatment for sexually transmitted diseases

iii) Alcohol or drug abuse

iv) Emotional disturbance

2) Life-threatening situations without ability to communicate

a)

b)

A patient of any age who is unable to communicate because of an injury, accident, illness, or unconsciousness —
AND- is suffering from what reasonably appears to be a life-threatening injury or iliness. This patient is treated
on the principle of implied consent.

The principle of implied consent presumes that if the individual with the illness or injury were conscious and
able to communicate, he or she would consent to emergency treatment

In these situations, patients may be transported without their consent. Law enforcement, physical restraint,
and/or chemical restraint may be required

3) Potentially life-threatening situations

a)

Patients in this category generally fall into one of two groups: the alert patient who has a concerning

presentation and refuses treatment and/or transport (e.g., the patient with chest pain and EKG changes) or the

patient who may be intoxicated but does not have what reasonably appears to be a life-threatening injury (e.g.,

the patient who has consumed alcohol with a small laceration). In these situations, the following steps should

be taken:

i) Determine orientation to person, place, and time. Document results.

ii) Determine what factor(s) is/are influencing the patient to refuse medical care. Resolve the ones in your
power (e.g., patient does not want an IV — offer transport without an 1V).

iii) Attempt communication with spouse/significant other/other family members if available.



iv) If patient continues to refuse, consider making contact with and Advanced Practice Paramedic, Office of
Medical Affairs representative, or on-line medical control as described in the “Atypical Protocol Utilization
and Online Medical Direction” policy.

v) If patient continues to refuse, clearly explain risks of refusal and have the patient repeat these concerns
back to you. Document your results in the patient care report.

vi) In a courteous manner, assure the patient they can call back for treatment and transport at any time.

Automatic Notification of the Medical Director

As we work together to provide the highest quality patient care, any incident which potentially has an adverse or
negative impact on the patient or the System must be immediately reported to the medical director or, in his absence,
his designee as soon as possible after the completion of the call. Such notification should be made via phone or via
Raleigh-Wake Communications Center. Events that require this notification include:

e Cardiac and/or respiratory arrest occurring after administration of midazolam (Versed), morphine, or fentanyl.

e (Cardiac arrest after administration of an antiarrhythmic agent in a previously stable patient.

e Any attempt (successful or unsuccessful) at needle and/or surgical airways

e Incorrect medication administration with patient complication (wrong dose, etc.)

e Any cardiac and/or respiratory arrest or patient injury related to the use of physical restraints

e System provider operating outside of scope of practice. The scope of practice is defined not only by State
Certification but by the provider’s level of approved practice within the System.

e Unrecognized misplaced advanced airway device or other complication related to advanced airway management

Other patient care concerns, potential adverse events, follow-up questions, or clinical issues outside of the above seven
urgent issues may be communicated via email or phone call to a member of the Office of Medical Affairs (MD1, MD2, or
MD20) during regular business hours.

Guidelines for the Use of Protocols

In general, the protocols are divided into sections, including medical, trauma, and other special groupings. For
pediatric patients, the appropriate pediatric-specific protocol should be utilized if one exists. If there is not a pediatric-
specific protocol for a given pediatric patient situation, utilize the adult protocol for care guidance, but always use
pediatric weight-based dosing for medications. Never exceed adult doses of medication for a pediatric patient.

You will notice the individual protocols are divided into essentially three sections. The upper sections usually
include History, Signs and Symptoms, and Differential. The information in these boxed areas is meant as a guide to

assist in obtaining pertinent patient information and to remind each of us to consider multiple potential causes for a
patient complaint. From this, providers should choose those elements which are pertinent to their particular patient
encounter. It is not expected that every historical element or sign/symptom be recorded for every patient; itis
expected that those elements pertinent to your patient will be included in the patient evaluation and documentation.
The center section describes the Essentials of Patient Care which are presented in flow chart style. The Protocol

Committee, the Wake County EMS System Peer Review Committee, and the North Carolina College of Emergency
Physicians EMS Committee have extensively reviewed the included elements. These represent the proven practices



which are the foundation of the care we provide. Virtually every patient should receive the care suggested in this
section, usually in the order described. Certainly exceptions will exist; the rationale for any deviation from the
recommended course should be clearly explained in the narrative of the patient care report. It is anticipated that such
exceptions will be rare, and Providers are strongly encouraged to contact the medical director or on-line medical control
prior to any deviations (as long as the patient’s condition is stable).

You will note that some of the text in this section is in red or orange. Any patient care element that is part of
the quality assurance report is presented in red or orange so that we all will know what is being measured.

Finally, the Pearls section on the second page or at the bottom of the protocols provides further guidance and
adjuncts for patient care based on experience and common medical knowledge. It is impossible to condense emergency
medicine to a single page flow chart; the pearls allow for expanded medication advice, dosages, and description of
special situations. The Pearls should be studied along with the rest of the protocols and should be followed if applicable.
As with the first section, not every patient will require every element under the pearls section. It is anticipated this
section will be used as practical guide for the implementation of the essentials of patient care section.

Protocol Clarifications for Wake County Practice

As you know, the State of North Carolina has a mandated common protocol set that provides a baseline
standard of care across the state. Individual systems may exceed the baseline standard of care, as we have done in
multiple Wake County Protocols, but all protocols start with the provided basic flow chart and language common to the
State Office of EMS protocol set. Therefore, the protocol format, standard items, and much of the common language
reoccurs in many areas throughout the document, especially with regard to contacting medical control. Here is how to
interpret those areas for Wake County Practice:

1. In all protocols, the instructions that state “Notify destination or contact medical control” is satisfied in our system by
contacting the receiving hospital at the appropriate time. We have no restriction to contract medical control prior to
administering any treatments in subsequent boxes. Obviously, if you need to contact medical control at any time for
patients with unusual presentations, high risk refusals, or other unusual circumstances, please continue so to do.

2. In all protocols where there is reference to end-tidal CO2, respiratory rates, and 02 saturations, the following applies:
a. If the patient is in extremis and there is difficulty in obtaining a pulse oximetry reading due to poor/no
perfusion, cool extremities, etc, an end tidal CO2 value greater than 20 with a good waveform is a satisfactory substitute
for the Sp0O2. As soon as possible, an Sp0O2 value should be obtained, but it is understood that certain patient conditions

preclude such a reading.

b. The respiratory rate should be guiding the EtCO2 only when the rate is too low for the patient. In other words,
for a patient with pulse and blood pressure with assisted ventilations, the EtCO2 should be greater than 35. If it is not,
one consideration is the possibility of hyperventilation. In the prehospital setting, there is no reason to take a respiratory
rate above 12 to address an EtCO2 except as directed in the Head Injury protocol for pending herniation.

3. With regard to intravenous access, it is appropriate to continue attempts to obtain access in the patient who is
unstable or potentially unstable past 3 attempts without contacting medical control.

4. The EMT-B description for “blind insertion airway device” applies to EMT-Bs who are assigned to transport
ambulances and have completed the Office of Professional Development in-service on BIAD use, and EMT-Bs responding



as part of Raleigh Durham International Airport’s Crash Fire Rescue service. This does not apply to other first response
EMT-Bs.

Summary

In summary, these protocols describe the proven practices that are the foundation of our care. The additional
information coupled with your experience and education will allow us to provide pre-hospital patient care that is
second-to-none.

Finally, the manner in which we carry ourselves and the customer service we provide is often as important as
the care we provide. For many of our less critically ill or injured patients, the human interaction has more of a healing
effect than any of our proven practices. Perhaps our colleague Dr. Ed Racht, the former long-time Medical Director for
Austin/Travis County in Texas, states this best:

Being a professional has nothing to do with pay or rank or level of certification you hold. It is
the goal that every member of our Practice, from basic provider to Medical Director, constantly strives to

remain a comprehensive, clinically sophisticated, and compassionate EMS System.

Our System operates a unique practice of prehospital medicine, and we are proud of our practice. Thank you for
continuing to provide prompt, compassionate, clinically excellent care.

Sincerely,

ey tillocts,

Jose Cabanas, MD MPH Jefferson G. Williams, MD MPH
Director and Medical Director Deputy Medical Director
Wake County EMS System Wake County EMS System



Standards Policy: Disposition Policy Section

Criteria for Death / Withholding Resuscitation

Policy:

CPR and ALS treatment are to be withheld only if the patient is obviously dead or a valid North
Carolina MOST and/or Do Not Resuscitate form (see separate policy) is present.

Purpose:
The purpose of this policy is to:

e Honor those who have obviously expired prior to EMS arrival.
Procedure:

1. If a patient is in complete cardiopulmonary arrest (clinically dead) and meets one or more of
the criteria below, CPR and ALS therapy need not be initiated:

Body decomposition

Rigor mortis

Dependent lividity

Injury not compatible with life (i.e., decapitation, burned beyond recognition, massive open
or penetrating trauma to the head or chest with obvious organ destruction)

If arrest is traumatic in origin, go to Wake County Trauma Arrest protocol.

2. If a bystander or first responder has initiated CPR or automated defibrillation prior to an EMS
paramedic’s arrival and any of the above criteria (signs of obvious death) are present, the
paramedic may discontinue CPR and ALS therapy.

3. If doubt exists, start resuscitation immediately. Once resuscitation is initiated, continue
resuscitation efforts until either:
a) Resuscitation efforts meet the criteria for implementing the Discontinuation of
Prehospital Resuscitation Policy
b) Patient care responsibilities are transferred to the destination hospital staff

** Notify law enforcement of the patient’s death if in the prehospital environment (or a
patient’s physician if patient is in a medical facility with continual physician or nursing care
during its hours of operation; e.g. hospital, nursing home, physician’s office).

Disposition Policy 1

This policy has been altered from the original NCCEP Policy by the local EMS Medical Director




Standards Policy: Disposition Policy Section

Deceased Subjects

Policy:

EMS will handle the disposition of deceased subjects in a uniform, professional, and timely
manner.

Purpose:
The purpose of this policy is to:
e Organize and provide for a timely disposition of any deceased subject
e Maintain respect for the deceased and family

e Allow EMS to return to service in a timely manner.

Procedure:

1. Follow the Wake County EMS System Deceased Persons Protocol

Disposition Policy 2

This policy has been altered from the original NCCEP Policy by the local EMS Medical Director




Standards Policy: Disposition Policy Section

Discontinuation of Prehospital Resuscitation

Policy:

Unsuccessful cardiopulmonary resuscitation (CPR) and other advanced life support (ALS)
interventions may be discontinued prior to transport or arrival at the hospital when this procedure is
followed.

Purpose:
The purpose of this policy is to:

o Allow for discontinuation of pre-hospital resuscitation after the delivery of adequate and
appropriate ALS therapy.

Procedure:

1. Discontinuation of CPR and ALS intervention may be implemented prior to contact with
Medical Control if ALL of the following criteria have been met:

e Patient must be 18 years of age or older, or family of a minor is agreeable after
consultation with the APP or District Chief.

¢ Adequate CPR has been administered.

e Airway has been successfully managed with verification of device placement.
Acceptable management techniques include orotracheal intubation, nasotracheal
intubation, Blind Insertion Airway Device (BIAD) placement, or cricothyrotomy.

e |V or IO access has been achieved.

e Rhythm appropriate medications and defibrillation have been administered according
to protocol.

e Persistent asystole or agonal rhythm is present and no reversible causes are identified
after a minimum of 25 minutes of resuscitation.

¢ Failure to establish sustained palpable pulses or to establish persistent/recurring
ventricular fibrillation/tachycardia or lack of any continued neurological activity such as eye
opening or motor responses

¢ All EMS paramedic personnel involved in the patient’s care agree that discontinuation
of the resuscitation is appropriate

2. If all of the above criteria are not met and discontinuation of pre-hospital resuscitation is
possibly indicated or desired, contact Medical Control.

3. The Deceased Subjects Policy should be followed.

Document all patient care and interactions with the patient’s family, personal physician, medical
examiner, law enforcement, and medical control in the EMS patient care report (PCR).

Policy 3
This policy has been altered from the original NCCEP Policy by the local EMS Medical Director




Standards Policy: Disposition Policy Section

Disposition (Patient Instructions)

e This policy applies to all credential levels,_including medical responders and first responders.

¢ Mentally capable patients maintain the right to refuse care and/or transport. If unsure, contact
Medical Control. Medical Control may not order a patient who is capable to be transported but
may be able to talk with the patient directly and convince him or her to seek appropriate
treatment or transport. Patients who are not capable at the time of the EMS encounter and/or
present a danger to themselves or others shall be transported to a local emergency department
for mental health evaluation, or to an approved alternative destination. Providers should make
every effort to transport patients with their consent, regardless of capacity, however transport of
incapacitated individuals may occur without their consent as necessary. Contact Law
Enforcement for assistance with transporting patients without their consent. Disagreement with
the provider does not itself constitute lack of capacity.

e All patients refusing service shall be informed of the availability of service and:

o Offered treatment and transport in a hon-confrontational, polite manner,

0 Advised to call 911 for emergency service if desired, and

0 Advised that the patient(s) accept full responsibility for their actions

0 Advised to wait on the arrival of a paramedic prior to refusal so that an ALS assessment may
be performed and appropriate patient refusal documentation completed. For this reason, in
general medical responders and first responders should NOT cancel incoming EMS units
when a patient or patients are present on a scene. Refer to the “Foundations of Practice” for
the Wake County EMS System “Definition of a Patient.” If there is no one on scene who meets
the definition of a patient, First Responding units may advise such over the radio and then
cancel incoming EMS units at the discretion of the highest ranking officer on scene or the
scene or incident commander.

e Patients are considered to be capable of refusing care if they do not endorse suicidal or
homicidal ideation, are oriented, and meet criteria for capacity as described in the “capacity
checklist” in the altered mental status and well person check protocols.

e The use of alcohol or other drugs should not be used solely as a criterion for rendering a person
incapable of making a medical decision. Rather, the circumstances of the event should be taken
into account. For example, the patient who has used alcohol or other drugs with a potential for
head trauma and altered mental status will require transport based on implied consent whereas
the substance-using patient in their home with no evidence of trauma who meets capacity criteria
may be capable of making a medical decision.

e Patients treated for hypoglycemia under the altered mental status protocol or the well person
protocol that meet criteria for non-transport do not require a refusal form.

e Documentation:

oln the PCR narrative, describe the patient encounter, VITAL SIGNS, and advice given. Use the
“Refusal of Care” procedure in the call reporting system to document that the patient is alert
and oriented to person, place, and time, and that the patient understands given instructions.

o If possible, have the patient sign the AMA form, have a third party witness the signature, and
give a copy to the patient. If not possible, document the reason why this was not
accomplished (patient refused to wait on paramedic resource, patient refused to sign, etc.)

o Complete the “Refusal of Service” Procedure in the electronic call report

o Patients should receive the appropriate pre-printed “Patient Instructions” form (see appendix)

e EMS personnel shall not discuss cost, system status/unit availability, or any other non-clinical
subject in regards to a patient’s decision to accept or decline treatment and/or transport.

Disposition Policy 4

This policy has been altered from the original NCCEP Policy by the local EMS Medical Director




Standards Policy: Disposition Policy Section

Do Not Resuscitate (DNR), MOST, & Advance Directives

Policy:

Any patient presenting to any component of the EMS system with a completed North Carolina Do
Not Resuscitate (DNR) form (yellow form) shall have the form honored and CPR and ALS
therapy withheld in the event of cardiac arrest. The Medical Orders for Scope of Treatment
(MOST) form shall be honored as directed below.

Purpose:
e To honor the terminal wishes of the patient and to prevent the initiation of unwanted resuscitation.

Procedure:
1. When confronted with a cardiac arrest patient, the following conditions must be present in order to
honor the DNR request and withhold CPR and ALS therapy:
¢ Original North Carolina DNR form (yellow form - not a copy) — or — DNR box is checked in
section A of the MOST form (pink form — not a copy). (NOTE: If in a medical facility, see the
“Deceased Persons” procedure for additional guidance regarding other methods of
documenting DNR status)
e Form signed by physician, physician’s assistant, or nurse practitioner

2. A DNR request may be overridden by the request of the patient, the patient’s guardian, or the
patient’s on-scene physician.

3. When confronted with a seriously ill patient who is not in cardiac arrest and has a MOST form, the

MOST form Section B shall be utilized as follows:

o Full Scope of Treatment box is checked: Use all appropriate measures included in System

Protocols to stabilize/resuscitate the patient

o Limited Scope of Treatment box is checked: The maximum airway intervention is non-
rebreather mask and airway suctioning. All appropriate IV medications may be utilized. No
electrical therapies are to be provided.

o Comfort Measures is checked: The maximum airway intervention is non-rebreather mask and
airway suctioning. IV pain medications may be administered. Medical control may be
contacted reference appropriate treatment.

4. In the case of a peri-arrest patient with a DNR but not a MOST form, make every effort to contact
the patient’s Healthcare Power of Attorney (HCPOA) if one exists, and/or the patient’s family to
clarify the patient’s wishes regarding resuscitation. In general the “hierarchy” of decision-making
for end-of-life issues, per NC Law (NCGS 90-322), is 1) Healthcare power of attorney; 2) Spouse;
3) A majority of reasonably available Adult Children and Parents; 5) Adult Siblings; 6) Adult
Grandchildren; 7) Grandparents; 8) Adult who exhibited special care and concern for the patient

5. If family members are present and ask that resuscitative efforts be withheld in the absence of an
advanced directive, determine their relationship to the patient and the patient’s history. If the
patient has an obvious life-limiting illness (terminal cancer, advanced neurological disease, etc.),
resuscitative efforts may be withheld. If there is no obvious life-limiting illness, begin resuscitation
based on appropriate protocol(s) and contact medical control for further guidance.

6. Living wills or other documents indicating the patients desire to withhold CPR may be honored
only in consultation with the patient’s family.

Disposition Policy 5

This policy has been altered from the original NCCEP Policy by the local EMS Medical Director




Standards Policy: Disposition Policy Section

Patient Without a Protocol

Policy:
Anyone requesting EMS services will receive a professional evaluation, treatment, and
transportation (if needed) in a systematic, orderly fashion regardless of the patient’s problem or
condition.
Purpose:
e To ensure the provision of appropriate medical care for every patient regardless of the
patient’s problem or condition.

Procedure:

1. Treatment and medical direction for all patient encounters, which can be triaged into an EMS
patient care protocol, is to be initiated by protocol.

2. When confronted with an emergency or situation that does not fit into an existing Wake County
EMS System EMS patient care protocol, the patient should be treated by the Universal Patient
Care Protocol and a Medical Control Physician should be contacted for further instructions.

Disposition Policy 6

This policy has been altered from the original NCCEP Policy by the local EMS Medical Director




Standards Policy: Disposition Policy Section

Physician on Scene

Policy:

The medical direction of pre-hospital care at the scene of an emergency is the responsibility of those
most appropriately trained in providing such care. All care should be provided within the rules and
regulations of the state of North Carolina.

Purpose:

e To identify a chain of command to allow field personnel to adequately care for the patient
e To assure the patient receives the maximum benefit from pre-hospital care
e To minimize the liability of the EMS system as well as any on-scene physician

Procedure:

1. When a non medical-control physician offers assistance to EMS or a patient is being attended
to by a physician with whom they do not have an ongoing patient relationship, EMS personnel must
provide the On-Scene Physician Form to the physician. All requisite documentation must be verified
and should the physician wish to continue providing medical assistance to EMS and the patient, the
physician must be approved by on-line medical control as soon as possible with consideration of the
clinical situation.

2. When a patient is being attended to by a physician with whom they have an ongoing patient-
provider relationship, EMS personnel may follow orders given by the physician if the orders conform
to current Wake County EMS guidelines, the physician agrees to the requirements presented on the
“On-Scene Physician” form, and if the physician signs the Patient Care Report. Notify medical
control at the earliest opportunity.

3. EMS personnel may accept orders from a patient’s physician over the phone with the approval of
medical control. The paramedic should obtain the specific order and the physician’s name and
phone number for relay to medical control so that medical control can discuss any concerns with the
physician directly. For the purposes of this policy, a physician may be considered “on scene” and
therefore able to take medico-legal responsibility for the patient (and therefore issue orders) if
contact is made with the physician by telephone or other “live” but remote two-way communication
method. For the purposes of this policy a physician does not have to be physically present to be
considered “on scene.”

4. Orders received from an authorized (as determined by this policy) physician may be followed,
even if they conflict with existing local protocols, provided the orders encompass skills and/or
medications approved by both the Wake County EMS System Medical Director and the State
Medical Board for a provider’s credential level. Under no circumstances shall EMS personnel
perform procedures or give medications that are outside their scope of practice and/or credential as
per the Wake County EMS System Standards Document (this document) and the North Carolina
Medical Board.
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Standards Policy: Documentation Policy Section

EMS Documentation and Data Quality

Policy:

The complete EMS documentation associated with service delivery and patient care shall be
electronically recorded into a Patient Care Report (PCR) in a timely fashion, with an EMS Data
Score at/or below the state average.

Definition:

EMS documentation of a Patient Care Report (PCR) is based on the appropriate and complete
documentation of the EMS data elements as required and defined within the North Carolina
College of Emergency Physician’'s EMS Standards (www.NCCEP.org). Since each EMS event
and/or patient scenario is unique, only the data elements relevant to that EMS event and/or
patient scenario should be completed.

The EMS Data Score is calculated on each EMS PCR as it is electronically processed into the
North Carolina PreHospital Medical Information System (PreMIS). Data Quality Scores are
provided within PreMIS. The best possible score is a 0 (zero) and with each data quality error a
point is added to the data quality score.

A complete Patient Care Report (PCR) must contain the following information (as it relates to
each EMS event and/or patient):

Service delivery and crew information regarding the EMS Agency’s response
Dispatch information regarding the dispatch complaint, and EMD card number
Patient care provided prior to EMS arrival

Patient assessment as required by each specific complaint based protocol
Past medical history, medications, allergies, and DNR/MOST status

Trauma and cardiac arrest information if relevant to the EMS event or patient
All times related to the event

All procedures and their associated time

All medications administered with their associated time

Disposition and/or transport information

Communication with medical control

Appropriate signatures (written and/or electronic)

Purpose:
The purpose of this policy is to:

e Promote timely and complete EMS documentation.

e Promote quality documentation that can be used to evaluate and improve EMS service
delivery, personnel performance, and patient care to the county’s citizens.

¢ Promote quality documentation that will decrease EMS legal and risk management
liability.

e Provide a means for continuous evaluation to assure policy compliance.
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Standards Policy: Documentation Policy Section

EMS Documentation and Data Quality

Procedure:

The following procedures shall be implemented to assure policy compliance:

1. The EMS Patient Care Report (PCR) shall be completed as soon as possible after the time of
the patient encounter. Documentation should be completed by treating EMS providers
prior to leaving the destination facility unless call demand dictates otherwise, in which
case documentation must be completed prior to the end of the personnel’s shift.

2. A copy of the patient care report form SHOULD be provided to the receiving medical
facility.

3. For EMS Systems, PCRs must be completed in the PreMIS System or electronically submitted
to the PreMIS System as soon as possible after the EMS event or patient encounter’s
completion (to PreMIS within 24 hours). The EMS data quality feedback provided at the time
of the electronic submission into PreMIS should be reviewed and when possible any identified

errors will be corrected within each PCR. Each PCR may be electronically resubmitted to
PreMIS as many times as needed.

4. The EMS Data Quality Scores for the EMS System, EMS Agency, and individual EMS
personnel will be reviewed regularly within the EMS System Peer Review Committee.
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Standards Policy: Documentation Policy Section

Documentation of Vital Signs

Policy:

Vital signs are a key component in the evaluation of any patient encounter and a complete set of
vital signs shall be documented in the patient care report (PCR) for any patient.

Purpose:
To ensure:
e Objective evaluation of every patient’s general clinical status
e Documentation of a complete set of vital signs

Procedure:
1. Aninitial complete set of vital signs includes:
e Pulse rate and Respiratory rate
e Systolic AND diastolic blood pressure (BP). Cap refill may be substituted in children < 3.
e Pain/ severity (when appropriate to patient complaint), and GCS for Injured Patients

2. When no ALS care is provided, palpated BPs are acceptable for REPEAT vital signs.

3. Based on patient condition, complaint, and protocol used, vital signs may also include: Pulse
Oximetry, Temperature, End Tidal CO2, Breath Sounds, Level of Response

4. If the patient refuses evaluation, an assessment of capacity and a patient disposition form
must also be completed. In addition, providers should record any vital signs that the patient or
situation allows (e.g. a respiratory rate may be obtained by observation alone), and include an
explanation of the clinical situation and refusal in the PCR narrative.

5. When any components of vital signs were obtained using the cardiac monitor, the data should
be exported electronically to the PCR. Where values are inconsistent with manually obtained
values, values may be appropriately edited to reflect the manually obtained values.

6. EMT-Basic personnel may attend patients who have the four-lead cardiac monitor attached for
the purpose of collecting vital signs. However, cardiac rhythm interpretation is only within
scope of practice for Advanced EMT and above. Patients who require repeat or continuous 12
lead monitoring should be attended by a Paramedic.

7. Document situations that preclude the evaluation of a complete set of vital signs. Generally,
children > 3 years of age should have a BP measured, and cap refill measured for < 3 years
of age. For young children, the need for BP measurement should be determined on a case-
by-case basis considering the provider’s rapport with the child and the child’s clinical
condition. Blood pressure measurement is not required for all patients, but should be
measured if possible, especially in critically ill patients in whom blood pressure measurement
may guide treatment decisions.

8. Record the time vital signs were obtained; any abnormal vital sign should be repeated and
monitored closely.
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Standards Policy: Documentation Policy Section

Documentation of the Patient Care Report (PCR)

Policy: For every patient contact, the following describes the minimum required documentation.

** FIRST RESPONDERS should follow documentation guidance in the First Responder Handbook.

1. A clear history of the present illness with chief complaint, onset time, associated complaints, pertinent
negatives, mechanism of injury, etc. This should be included in the subjective portion of the PCR. The
section should be sufficient to refresh the clinical situation after it has faded from memory.

2. An appropriate physical assessment that includes all relevant portions of a head-to-toe physical exam.
When appropriate, this information should be included in the procedures section of the PCR.

3. At least two complete sets of vital signs for transported patients and one complete set for non-
transported patients (pulse, respirations, auscultated blood pressure, pulse oximetry at minimum).
These vital signs should be repeated and documented after drug administration, prior to patient
transfer, and as needed during transport.

. Only approved medical abbreviations may be used- see appendix.

5. The CAD to PCR interface embedded within the PCR system should be used to populate all PCR data

fields it supplies. When 911 center times were improperly recorded, these may be properly edited.

6. When the cardiac monitor is applied, data will be transferred to the PCR from the device. If transferred
automated vital sign values do not correlate with manually obtained values, or are not consistent with
the patient’s clinical condition, providers should manually check vitals and record manual results.

7. For drug administrations, dosage, route, administration time, and response shall be documented.

8. A complete list of treatments in chronological order. Response to treatments should also be listed.

9. For patients with extremity injury, neurovascular status must be noted before and after immobilization.

10. For patients with spinal immobilization, document motor function before/after spinal immobilization.

11. For IV administration, the catheter size, site, number of attempts, type of fluid, and flow rate.

12. A lead Il strip should be attached for all patients placed on the cardiac monitor. All 12-leads should
also be included. Any significant rhythm changes should be documented.

13. Any requested medical control orders, whether approved or denied, should be documented clearly.
14. Any waste of controlled medications should include the quantity wasted, where wasted, and name of
the person who witnessed the waste. Hospital personnel should be utilized (if available) to witness.

15. ALL crew members are responsible for, and should review, the content of the PCR for accuracy.

16. Once the call is completed, patient care information may not be modified for any reason. Corrections
or additions should be in the form of an addendum to the PCR.

17. A copy of the PCR and related patient information (including appropriate cardiac monitor tracings,
original DNR or MOST forms and, when applicable, documentation of refusal to accept an appropriate
assessment, treatment, or hospital destination from EMS) shall be provided to the receiving hospital.

18. For all patients who receive EMS medications or procedures (beyond KVO V), the PCR shall be
completed prior to leaving the hospital to ensure appropriate transfer of care. Completing the record
includes collecting data provided by the receiving hospital and marking the record “complete” in the
PCR system and uploading the record to the server.

19. When possible, ALL PCRs should be completed prior to leaving the hospital, to_include capture of
hospital-based patient information to ensure accurate hospital data exchange. At minimum, all PCRs
should be available to the receiving facility within 4 hours. If the PCR cannot be completed and
uploaded before departing the hospital, the narrative section of the call report should explain the delay
and indicate the means used to deliver the patient care information and confirm that it was received.

20. In summary, PCRs should be completed and uploaded promptly upon transfer of patient care, or
immediately upon completion of non-transports, unless call demand dictates otherwise. All patient care

D

documentation must be completed by the end of the shift.
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Standards Policy: Documentation Policy Section
Documentation with Multiple Providers,

Includes APP and DC Documentation

Purpose:

The purpose of this policy is to:
* Provide world class patient care and EMS service to the citizens of Wake County.
* Provide a consistent method for documenting patient care encounters that include multiple
providers, particularly when an Advanced Practice Paramedic (APP) is involved.

Policy:

1. All providers involved in the patient care activity are responsible for ensuring accurate and
complete patient care documentation. The lead provider (listed as “primary attendant”) on the PCR
is ultimately responsible for the report, however ALL providers should read the entire report once all
documentation is complete to ensure accuracy.

2. In the situation where all providers are present during the completion of the documentation, the
care team may coordinate the recording of their participation and care, and a single provider may
document the patient care encounter with review by all care providers.

3. In the situation where all providers are not present during the completion of the documentation (for
example, an APP or District Chief provided some patient care on-scene but did not accompany the
crew to the hospital, or an APP provided on-line advice, etc.), the following shall be accomplished:

a. The APP or DC will complete a PCR to include patient name and demographics.

b. The primary transport unit will complete a full PCR to include patient name, demographics,
narrative, all procedures and care provided by all providers on the call.

c. In the case of a patient in whom follow-up is performed by an APP after the call, or specific
APP or District Chief assessment is performed, this care shall be documented by the APP or DC in
an addendum to the primary PCR completed as per section b above.

d. If there is any dispute over documentation, the first attempt to reconcile will be accomplished via
conversation between the APP and the primary provider. Corrections will be placed in an
addendum. If the dispute cannot be resolved in this manner, the office of medical affairs (MDL1,
MD2, MD20) shall be contacted for mediation.

4. All patient care documentation must be completed by the end of the shift.
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Standards Policy: EMS Dispatch Policy Section

EMS Dispatch Center Time

Policy:

The EMS Dispatch Center Time will be less than 90 seconds, 90% of the time, for all events
identified and classified as an emergent or hot (with lights and siren) response.

Definition:

The EMS Dispatch Center Time is defined as the time interval beginning with the time the initial
911 phone call rings at the 911 Communications Center requesting emergency medical services
and ending with the dispatch time of the EMS Unit responding to the event.

Purpose:
The purpose of this policy is to:

e Provide the safest and most appropriate level of response to all EMS events within the EMS
System.

e Provide a timely and reliable response for all EMS events within the EMS System.

e Provide quality EMS service and patient care to the county’s citizens.

e Provide a means for continuous evaluation to assure policy compliance.

Procedure:
The following procedures shall be implemented to assure policy compliance:

1. A public calls into the 911 Communications Center requesting emergency medical assistance
will never be required to speak with more than two persons before a formal EMS Unit is
dispatched.

2. In EMS Dispatch Centers where Emergency Medical Dispatch (EMD) has been implemented,
EMS Units will be dispatched by EMD certified personnel in accordance with the standards
developed by the Medical Director and the Emergency Medical Dispatch Protocols.

3. EMS Units will be dispatched hot (with lights and sirens) or cold (no lights and sirens) by the
911 Call Center based on predetermined criteria. If First Responders are dispatched as a
component of the EMS response, they should typically be dispatched hot (with lights and
sirens).

4. Without question, exception, or hesitation, EMS Units will respond as dispatched (hot or cold).
This includes both requests to respond on active calls and requests to “move-up” to cover
areas of the System that have limited EMS resources available.

5. EMS Units may, at their discretion, request for a First Responder on Non-First Responder calls
in situations where additional resources are required.

6. Any EMS Dispatch Center Time delays resulting in a prolonged EMS Dispatch Center Time for
emergent hot (with lights and sirens) events will be documented in Patient Care Report (PCR)
as an “EMS Dispatch Delay” as required and defined in the North Carolina College of
Emergency Physicians (NCCEP) EMS Dataset Standards Document.

7. EMS Dispatch Delays and other dispatch-related issues will be reviewed regularly within the
EMD-QA subcommittee of the EMS System Peer Review Committee.
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Standards Policy: EMS Dispatch Policy Section

Emergency Medical Dispatch

Purpose:

The purpose of this policy is to:

Provide quality patient care and EMS service to the citizens of Wake County.
Develop a uniform level of response for the EMS System.

Provide a means for continuous quality improvement feedback.

Provide for the safest and most appropriate level of response to the patient(s).

Policy:

1. Persons calling for emergency assistance will never be required to speak with more than two persons
to request emergency medical assistance.

2. Each EMS unit shall remain in the response zone assigned by CAD. To avoid dispatch errors,
movement outside of this area must be directed by or reported to the communications center.

3. Emergency Medical Units will be dispatched by EMDs in accordance to the standards developed by
the Medical Director and the Emergency Medical Dispatch Protocols.

4. Emergency Medical Units will initially respond emergency (*hot”) to all requests. As more information
becomes available, from the telecommunications center or on scene medical responders, the mode of
response may downgraded to non-emergency (“cold”). A non-emergency response is appropriate for
alpha and omega level responses as soon as this can be established.

Procedures:

Emergency Medical Units dispatched for cold response will not upgrade to a hot response unless:

1. Public Safety personnel on-scene request a hot response.

2. Telecommunicators determine that the patient’s condition has changed, and requests you to upgrade
to a hot (10-39) response.

An ambulance may divert from a cold/non-emergency call to a higher priority call and then:

1. The diverting ambulance must notify the telecommunicator of their diversion to the higher priority call.
2. The diverting ambulance ensures that an ambulance is dispatched to the original call.

An ambulance may divert from one emergency call to another emergency call if:
1. The other call is clearly of higher priority (e.g., Echo vs. Charlie) — or --
2. The EMS unit comes upon what appears to be a higher priority call (e.g., enroute to a Charlie call and

comes upon an MVC with high potential for trauma patients)

An ambulance may by-pass what appears to be a lower priority situation and continue to the originally
assigned call. The communications center should be notified so that another EMS resource may be

assigned to the lower priority situation.
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Standards Policy: Medical Policy Section

Atypical Protocol Utilization and Online Medical Direction

Purpose:

The purpose of this policy is to:
* Provide world-class patient care and EMS service to the citizens of Wake County.
* Give direction for providers who encounter complicated, unusual, and atypical patient
encounters.
» Establish an orderly method by which clinical issues can be rapidly addressed.
* This policy does not affect administrative issues related to employee/employer relationships
(sick outs, injuries, narcotic replacements, etc.)

Policy:

1. Clinical encounters requiring use of this protocol may be divided into two types:

a. those whose clinical situation is covered by existing protocol but who are presenting
an operational/administrative challenge (e.g. patient refusals, non-intubated post-
ROSC patients) and require non-medical control guidance, Atypical Protocol Utilization
(APU), or

b. those whose clinical situation is not covered by existing protocol (e.g., modification
of drug dosage, termination of resuscitation not covered in current policy) and thus
require medical control orders via on-line medical direction (OLM).

2. Patients (b) requiring OLM shall contact medical control via as described in steps 4 and 5
below. The provider requesting OLM must be at the scene with the patient.

3. The first call for (a) operational/administrative issues related to an individual patient or patients
should be placed to the Advanced Practice Paramedic (APP) on duty for the region. If
possible, the call should be placed directly to the “Medic xx” cell phone. If this is not
practical, the APP may be contacted on Dispatch 1 and then move to the appropriate
“Admin” talk group.

4. If the request is for OLM or if there are no APPs immediately available for
administrative/operational issues, the next call will be placed to a member of the Office of
Medical Affairs (MD-1, MD-2, MD-20 (NOTE: MD-20 for administrative/operational calls).

5. If neither an APP nor members of OMA are available, request OLM from a physician at the
most appropriate receiving hospital via radio. Only physicians may provide medical direction.
*Qther staff, including PAs and nurses, may not provide online medical direction.

6. In the electronic patient care report, the name of the individual (and unit number if applicable)
providing OLM and/o APU will be documented in the narrative section. The APP will add a note
confirming the advice provided as stated in the “APP Documentation” Policy.

7. Additionally, the APP for the region may take any calls from the Foundations of Practice
document in which immediate notification of the Medical Director is required if a member of the
OMA cannot be reached.
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Standards Policy: Medical Policy Section
Domestic Violence (Partner, Elder, and/or Disabled Abuse)
Recognition and Reporting

Policy:

Domestic violence is physical, sexual, or psychological abuse and/or intimidation, which attempts
to control another person in a current or former family, dating, or household relationship. The
recognition, appropriate reporting, and referral of abuse is a critical step to improving patient
safety, providing quality health care, and preventing further abuse.

Elder abuse, or the abuse of a disabled person is the physical and/or mental injury, sexual
abuse, negligent treatment, or maltreatment of a senior citizen or disabled person by another
person. Abuse may be at the hand of a caregiver, spouse, neighbor, or adult child of the patient.
The recognition of abuse and the proper reporting is a critical step to improve the health and
wellbeing of senior citizens and disabled individuals.

Purpose:

Assessment of an abuse case is based upon the following principles:
Protect the patient from harm, as well as protecting the EMS team from harm and liability.
Suspect that the patient may be a victim of abuse, especially if the injury/illness is not
consistent with the reported history.
Respect the privacy of the patient and family.
Collect as much information and evidence as possible and preserve physical evidence.

Procedure:

*Immediately report any suspicious findings of abuse or neglect to the receiving hospital.

1. Assess the/all patient(s) for any psychological characteristics of abuse, including excessive
passivity, compliant or fearful behavior, excessive aggression, violent tendencies, excessive
crying, behavioral disorders, substance abuse, medical non-compliance, or repeated EMS
requests. This is typically best done in private with the patient.

2. Assess the patient for any physical signs of abuse, especially any injuries that are inconsistent
with the reported mechanism of injury. Defensive injuries (e.g. to forearms), and injuries
during pregnancy are also suggestive of abuse. Injuries in different stages of healing may
indicate repeated episodes of violence.

3. Assess all patients for signs and symptoms of neglect, including inappropriate level of clothing
for weather, inadequate hygiene, absence of attentive caregiver(s), or physical signs of
malnutrition.

4. For suspected elder abuse or neglect, or suspected abuse of a disabled person, contact
Wake County Human Services’ Senior and Adult Services Department at 919-212-7264.
After office hours, the adult social services worker on call can be contacted by the 911
communications center.

5._For suspected domestic violence, EMS personnel should attempt in private to provide the
patient with the Wake County InterAct crisis hotline, 919-828-3005 for sexual assault, or 919-
828-7740 for other domestic violence, or the National Hotline, 1-800-799-SAFE.
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Standards Policy: Medical Policy Section
Transport and Screening for

Mental Health and Substance Abuse Patients

Purpose: To establish criteria for EMS referral to approved Alternative Destinations (i.e.
Transport to a location other than the emergency department) in order to facilitate the most
appropriate triage and care for persons with acute mental health or substance abuse concerns.

Procedure: Patients with a primary mental health or substance abuse complaint are eligible for
consideration for alternative destination if the following criteria are met:

1) Patient has no acute medical or traumatic conditions. Patients with unexplained
persistent or recurring changes in mental status should be referred to the
emergency department for evaluation. Patients with superficial abrasions may be
evaluated at WakeBrook whereas any patient with on-going bleeding or wounds
requiring repair should be referred to the emergency department for evaluation.

2) Patient is ambulatory and can take fluids by mouth

3) Pulse is less than 120

4) Patient is either compliant with medications for chronic conditions or knows the
name and dosage of medications for his or her chronic condition(s) and is willing to
take these medications

5) If a patient has taken medications outside of normal dose, an Advanced Practice
Paramedic (APP) will discuss this with the poison center (800-222-1222). When
calling, the APP should be prepared with the information outlined in this policy.

6) Emergency department evaluation will be initiated if recommended by the poison
center. If no emergency department evaluation is recommended and the patient
meets all other criteria, the approved alternative destination should be notified of the
poison center consultation, guidance received during consultation, and the case/
reference number as available.

7) Isolated hypertension (i.e., HTN with no associated symptoms such as headache,
neurologic changes, chest pain, or shortness of breath) in a patient with a history of
hypertension will not be a reason to decline the referral to alternate destination.

8) Patient should be able to perform activities of daily living (ADLs) independently.

9) Patients with a history of diabetes who have no evidence of ketoacidosis and a
blood glucose <300 are appropriate for referral to alternate destination.

10) Blood alcohol concentration (BAC) is a determinant of which alternative
destinations are an option for a patient. Patients with a primary substance abuse
complaint with a BAC of less than or equal to 0.35 may be referred to Crisis and
Assessment at WakeBrook, The Healing Place, or Holly Hill Hospital. Patients with a
BAC between 0.35 and 0.4 may only be referred to The Healing Place. Patients with
a_BAC greater than 0.4 are not eligible for alternative destination and must be
referred to the Emergency Department.

In any circumstance, transport crews must communicate directly with the APP either on-scene, on
the phone, or by radio to ensure that proper notification of the Alternate Destination can be made by
the APP. The APP must approve the patient for potential alternate destination in all cases. If an
APP believes a patient to be appropriate for Alternative Destination but the patient does not meet
one or more criteria above, then acceptance of a referral on a case-by-case basis may be allowed
after approval from clinical personnel at the Alternative Destination.
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Standards Policy: Medical Policy Section - Mechanical CPR

Purpose: The purpose of this policy is to provide guidance regarding when a mechanical CPR device may
and may not be used for patients in cardiac arrest.

Policy:

1. In general, a mechanical CPR device is NOT BETTER than human-performed chest compressions in
terms of likelihood of ROSC or survival. Providers in our system perform excellent chest compressions with
high CPR fraction and quality. Therefore, two main policy statements apply:

a. The benefit of a mechanical CPR device in our system is only realized when TRANSPORT of a
medical cardiac arrest patient is indicated. During transport (e.g. in the back of a moving ambulance or on a
moving stretcher), mechanical CPR devices likely provide higher quality chest compressions and allow for a
greater degree of provider safety.

b. GREAT CARE should be taken to maximize CPR fraction (i.e. minimize pauses in compressions)
when a mechanical CPR device is being applied, adjusted, or during transport and transitions of care. Usual
cardiac arrest practices apply, i.e. “pit crew” CPR. If we are “doing it right,” some patients will get ROSC while
using the device. In these cases, the device should stay on the patient (“paused”) in case of re-arrest.

2. The mechanical CPR device is designed and configured to mimic excellent quality chest compressions of
an appropriate rate and depth for an ADULT patient. It is not always possible to know the age of cardiac
arrest patients, therefore if the ADULT cardiac arrest protocols are being used, mechanical CPR may be
used, when indicated. If PEDIATRIC cardiac arrest protocols are used, mechanical CPR may NOT be used.

3. Contraindications for using the mechanical CPR device are: 1) if it is not possible to position the device
correctly on the chest per the manufacturer’'s recommendations; and 2) if the patient is too small or too large
for the device, per manufacturer’s recommendations and system training.

4. Also, the mechanical CPR device SHALL NOT be used for trauma arrests. Consider that the greatest
chance of survival for any trauma arrest is created by rapid transport to a trauma surgeon, followed by
immediate operative intervention, usually on the thorax. Other EMS interventions (refer to Traumatic Cardiac
Arrest Protocol) and rapid transport take precedence in these cases.

5. Mechanical CPR devices are deployed with single responders. The single responder (District Chief or
APP) is responsible for directing device application, overseeing use, and is the on-scene authority regarding
when the device may be utilized.

6. There are two clinical scenarios in which the mechanical CPR device should be utilized, both involve when
a cardiac arrest patient needs transport to the ED:

a. Patients with ROSC (device should be placed in case of re-arrest during transport)

b. Patients in whom on-scene efforts have not resulted in ROSC, but the code cannot be discontinued
on scene (refer to Discontinuation of Prehospital Resuscitation Policy) for whatever reason. In these cases,
the device should not be utilized until the decision to transport is made (i.e. on-scene efforts should utilize
manual compressions).

** |If a patient that was not initially a cardiac arrest has an arrest during transport, the unit should pull
over and call for a code response as per usual system practice, which will include a single responder.
Whether or not ROSC is obtained, the mechanical CPR device should be utilized to continue transport to the
ED, once pit-crew positions are established and “on-scene” priorities are completed (e.g. rhythm analysis
and defibrillation, pit-crew organization), and the decision to continue transport has been made.
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Standards Policy: Pediatric Policy Section

Child with Special Health Care Needs (NC Kidbase)

Policy:

Medical technology, changes in the healthcare industry, and increased home health capabilities
have created a special population of patients that interface with the EMS system. It is important for
EMS to understand and provide quality care to children with special health care needs.

Purpose:
The purpose of this policy is to:

e Provide quality patient care and EMS services to children with special health care needs.

e Understand the need to communicate with the parents and caregivers regarding healthcare
needs and devices that EMS may not have experience with.

e Promote, request, and use the “Kidbase” form, which catalogs the health care problems,
needs, and issues of each child with a special healthcare need.

Procedure:

1. Caregivers who call 911 to report an emergency involving a child with special health care
needs may report that the emergency involves a “Kidbase child” (if they are familiar with the
NC Kidbase program) or may state that the situation involves a special needs child.

2. Responding EMS personnel should ask the caregiver of a special needs child for a copy of the
“Kidbase Form”, which is the North Carolina terminology for the Emergency Information Form
(EIF).

3. EMS personnel may choose to contact the child’s primary care physician for assistance with
specific conditions or devices or for advice regarding appropriate treatment and/or transport of
the child in the specific situation.

4. Transportation of the child, if necessary, will be made to the hospital appropriate for the
specific condition of the child. In some cases this may involve bypassing the closest facility
for a more distant yet more medically appropriate destination.
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Standards Policy: Pediatric Policy Section

Infant Abandonment

Policy:

The North Carolina Infant Homicide Prevention Act provides a mechanism for unwanted infants
to be taken under temporary custody by a law enforcement officer, social services worker,
healthcare provider, or EMS personnel if an infant is presented by the parent within 7 days of
birth. Emergency Medical Services will accept and protect infants who are presented to EMS in
this manner, until custody of the child can be released to the Department of Social Services.

“A law enforcement officer, a department of social services worker, a health care
provider as defined in G.S. 90-21.11 at a hospital or local or district health department,
or an emergency medical technician at a fire station shall, without a court order, take
into temporary custody an infant under 7 days of age that is voluntarily delivered to the
individual by the infant's parent who does not express an intent to return for the infant.
An individual who takes an infant into temporary custody under this subsection shall
perform any act necessary to protect the physical health and well-being of the infant
and shall immediately notify the department of social services. Any individual who
takes an infant into temporary custody under this subsection may inquire as to the
parents' identities and as to any relevant medical history, but the parent is not required
to provide this information.”

Purpose:

To provide:

e Protection to infants that are placed into the custody of EMS under this law
e Protection to EMS systems and personnel when confronted with this issue

Procedure:

. Initiate the Pediatric Assessment Procedure.

. Initiate Newly Born Protocol as appropriate.

. Initiate other treatment protocols as appropriate.

. Keep infant warm.

. Call local Department of Social Services or the county equivalent as soon as infant is
stabilized.

. Transport infant to medical facility as per protocol.

. Assure infant is secured in appropriate child restraint device for transport.

8. Document protocols, procedures, and agency notifications in the PCR.
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Standards Policy: Pediatric Policy Section

Child Abuse Recognition and Reporting

Policy:

Child abuse is the physical and mental injury, sexual abuse, negligent treatment, and/or
maltreatment of a child under the age of 18 by a person who is responsible for the child’s welfare.
The recognition of abuse and the proper reporting is a critical step to improving the safety of children
and preventing child abuse.

Purpose:

Assessment of a child abuse case is based upon the following principles:

U
U

U
U

Protect the life of the child from harm, as well as that of the EMS team from liability.
Suspect that the child may be a victim of abuse, especially if the injury/illness is not
consistent with the reported history.

Respect the privacy of the child and family.

Collect as much evidence as possible, especially information.

Procedure:

1.

4.

With all children, assess for and document psychological characteristics of abuse, including
excessive passivity, compliant or fearful behavior, excessive aggression, violent tendencies,
excessive crying, fussy behavior, hyperactivity, or other behavioral disorders

With all children, assess for and document physical signs of abuse, including and especially
any injuries that are inconsistent with the reported mechanism of injury.

With all children, assess for and document signs and symptoms of neglect, including
inappropriate level of clothing for weather, inadequate hygiene, absence of attentive
caregiver(s), or physical signs of malnutrition.

Immediately report any suspicious findings to both the receiving hospital (if transported) and
to the Department of Social Services social worker on on call by contacting the 911 center.
While law enforcement may also be notified, North Carolina law requires the EMS provider to
report the suspicion of abuse to DSS. EMS should not accuse or challenge the suspected
abuser. This is a legal requirement to report, not an accusation. In the event of a child
fatality, law enforcement must also be notified.

* To report suspected child abuse or neglect, call the Wake County Child Protective
Services Intake phone number at 919-212-7990. After hours and on weekends, if this
number is not staffed, contact the 911 center (RWCCC) and have them contact the on-call
social worker for Child Protective Services, who will then return your phone call and
receive your report.*
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Standards Policy: Service Metric Policy Section

EMS Back in Service Time

Policy:

All EMS Units transporting a patient to a medical facility shall transfer the care of the patient and
complete all required operational tasks to be back in service for the next potential EMS event
within 30 minutes of arrival to the medical facility, 90% of the time.

Definition:

The EMS Back in Service Time is defined as the time interval beginning with the time the
transporting EMS Unit arrives at the medical facility destination and ending with the time the EMS
Unit checks back in service and available for the next EMS event.

Purpose:
The purpose of this policy is to:

e Assure that the care of each EMS patient transported to a medical facility is transferred to the
medical facility staff in a timely manner.

e Assure that the EMS unit is cleaned, disinfected, restocked, and available for the next EMS
event in a timely manner.

e Assure that the EMS patient care report (PCR) is completed and left with the receiving
medical facility (This requirement may be waived under emergency or low system resource
conditions when approved by the facility at the request of a System chief officer. Where this
occurs it should be documented in the subsequent patient care report).

e Provide quality EMS service and patient care to the county’s citizens.

e Provide a means for continuous evaluation to assure policy compliance.

Procedure:

The following procedures shall be implemented to assure policy compliance:

1. The EMS Unit’s priority upon arrival at the medical facility will be to transfer the care of the
patient to medical facility staff as soon as possible.

2. EMS personnel will provide a verbal patient report to the receiving medical facility staff.

3. EMS personnel will provide an interim or final Patient Care Report (PCR) to the receiving
medical facility staff as per the documentation policies. A complete PCR should be completed as
soon as possible but should not cause a delay in the EMS Back in Service Time.

4. The EMS Unit will be cleaned, disinfected, and restocked (if necessary) during the EMS Back
in Service Time interval.

5. Any EMS Back in Service Time delay resulting in a prolonged EMS Back in Service Time will
be documented in Patient Care Report (PCR) as an “EMS Turn-Around Delay” as required and
defined in the North Carolina College of Emergency Physicians (NCCEP) EMS Dataset
Standards Document.

6. EMS Turn-Around Delays will be reviewed regularly within the structure of the EMS System
Peer Review Committee.
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Standards Policy: Service Metric Policy Section

EMS Wheels Rolling (Turn-Out) Time

Policy:

The EMS Wheels Rolling (Turn-out) Time will be less than 90 seconds, 90% of the time, for all
events identified and classified as an emergent or hot (with lights and siren) response.

Definition:

The EMS Wheels Rolling (Turn-out) Time is defined as the time interval beginning with the time
the EMS Dispatch Center notifies an EMS Unit to respond to a specific EMS event and ending
with the time the EMS Unit is moving en route to the scene of the event.

Purpose:
The purpose of this policy is to:

e Provide a timely and reliable response for all EMS events within the EMS System.
e Provide quality EMS service and patient care to the county’s citizens.
e Provide a means for continuous evaluation to assure policy compliance.

Procedure:
The following procedures shall be implemented to assure policy compliance:

1. In EMS Dispatch Centers where Emergency Medical Dispatch (EMD) has been implemented,
EMS Units will be dispatched by EMD certified personnel in accordance with the standards
developed by the Medical Director and the Emergency Medical Dispatch Protocols.

2. The EMS Unit Wheels Rolling (Turn-out) time will be less than 90 seconds from time of
dispatch, 90% of the time. If a unit fails to check en route within 00:59 (mm:ss), the next
available EMS unit will be dispatched.

3. Without question, exception, or hesitation, EMS Units will respond as dispatched (hot or cold).
This includes both requests to respond on active calls and requests to “move-up” to cover
areas of the System that have limited EMS resources available.

4. Any EMS Wheels Rolling (Turn-out) Time delay resulting in a prolonged EMS Response Time
for emergent hot (with lights and sirens) events will be documented in Patient Care Report
(PCR) as an “EMS Response Delay” as required and defined in the North Carolina College of
Emergency Physicians (NCCEP) EMS Dataset Standards Document.

5. EMS Response Delays will be reviewed regularly within the structure of the EMS System Peer
Review Committee.
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Standards Policy: Service Metric Policy Section

Hospital Diversion

This Policy applies to all Levels of Certification

Purpose:

Procedure:

To establish a protocol to be utilized in instances when capacity has been exceeded and
there is assurance that all reasonable options to safely accommodate patients have been
explored.

When a facility cannot safely provide appropriate care to ambulance patients, the hospital
will redirect, to the extent possible, patients to other area hospitals. The following status
conditions are established in agreement with all hospitals in Wake County and the Wake
County EMS System. A patient who refuses diversion recommendations may complete a
refusal form at the discretion of the EMS crew; at minimum the risks/benefits of diversion
refusal must be discussed and documented in the PCR. In all cases, a hospital shall not be
on a RED diversion for longer than 2 hours. After 2 hours of RED diversion utilization, a

hospital must remain GREEN for a minimum of 2 hours. If 3 hospitals are on diversion, all

hospitals will be re-opened for a period of 2 hours.

Business as usual, normal transport procedures are in effect. All ambulance
personnel should assume each hospital is in this condition until notified otherwise.

A YELLOW diversion may be initiated by a hospital when the emergency department
is unable to adequately care for an additional critical patient. Examples of critical
patients include but are not limited to patients with: hemodynamic instability,
respiratory distress, active chest pain, IV medication administration, altered mental
status, or any patient in which ALS Protocols are being used. Under a YELLOW
diversion, only BLS patients will continue to be transported to the hospital by EMS.
Exceptions include cardiac/respiratory arrests to the closest hospital, OB patients in
active labor to the hospital of their choice and patients who meet trauma criteria to a
level one trauma center.

Total diversion may be initiated by the emergency department when the department
cannot accept any patients except cardiac/respiratory arrests to the closest
appropriate hospital, OB patients in active labor to the hospital of their choice, and
patients who meet trauma, STEMI, or stroke criteria to the appropriate specialty
center per established triage and destination plans.

The emergency department may initiate BLACK diversion when the department is
unable to accept any patients. This condition assumes an internal disaster status
within the facility and may not be used as a result of volume in the emergency
department.
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Standards Policy: Toxic Environmental Policy Section

State Poison Center

Policy:

The state poison center should be utilized by the 911 centers and the responding EMS services
to obtain assistance with the prehospital triage and treatment of patients who have a potential or
actual poisoning.

Purpose:
The purpose of this policy is to:

e Improve the care of patients with poisonings, envenomations, and environmental/biochemical
terrorism exposures in the prehospital setting.

e Provide for the most timely and appropriate level of care to the patient, including the decision
to transport or treat on the scene.

e Integrate the State Poison Center into the prehospital response for hazardous materials and
biochemical terrorism responses

Procedure:

1. The 911 call center will identify and if EMD capable, complete key questions for the Overdose/
Poisoning, Animal Bites/Attacks, or Carbon Monoxide/Inhalation/HazMat emergency medical
dispatch complaints and dispatch the appropriate EMS services and/or directly contact the
State Poison Center for consultation.

2. If no immediate life threat or need for transport is identified, EMS personnel may conference
the patient/caller with the Poison Center Specialist at the State Poison Center at 800-222-
1222. If possible, dispatch personnel should remain on the line during conference evaluation.

3. The Poison Center Specialist at the State Poison Center will evaluate the exposure and make
recommendations regarding the need for on-site treatment and/or hospital transport in a
timely manner. If dispatch personnel are not on-line, the Specialist will recontact the 911
center and communicate these recommendations.

4. If the patient is determined to need EMS transport, the poison center Specialist will contact the
receiving hospital and provide information regarding the poisoning, including treatment
recommendations. EMS may contact medical control for further instructions or to discuss
transport options.

5. If the patient is determined not to require EMS transport, personnel will give the phone number
of the patient/caller to the Poison Center Specialist. The Specialist will initiate a minimum of
one follow-up call to the patient/caller to determine the status of patient.

6. Minimal information that should be obtained from the patient for the state poison center

includes:
e Name and age of patient e Substance(s) involved
e Time of exposure e Any treatment given

e Signs and symptoms
7. Minimal information which should be provided to the state poison center for mass poisonings,
including biochemical terrorism and HazMat, includes:
e Substance(s) involved e Time of exposure
e Signs and symptoms e Any treatment given
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Standards Policy: Toxic Environmental Policy Section

EMS Distribution of Naloxone Kits

Policy:

EMS Personnel may distribute naloxone kits intended for layperson use from a supply separate from
the usual naloxone utilized for patient care.

Purpose:
The purpose of this policy is to:

e Authorize EMS personnel to distribute naloxone kits and delineate a procedure for distribution
Procedure:

1. EMS logistics staff will receive naloxone kits intended for layperson use (including all
applicable components per the STOP act as referenced below) as they are available from
external suppliers, e.g. Wake County division of public health or similar.

2. Naloxone kits will be distributed to EMS units in a manner similar to current supply chain
procedures. APP units may receive preference for distribution depending on the volume of
available supply and the nature of APP response.

3.EMS personnel will use their discretion to give a naloxone kit to any person encountered on an
EMS call that is at risk of experiencing an opiate overdose (e.g. a current opiate overdose
patient who refuses transport) or any person in position to assist a person at risk of opiate
overdose.

4. EMS personnel must document that a kit was distributed, in accordance with established
medical provider documentation guidelines. Follow current system guidance to document
distribution. At minimum, EMS providers shall write whichever of the following is applicable at
the end of their patient care report narrative:

a. “A naloxone kit was given to this patient” or
b. “A naloxone kit was given to a bystander during this call”

5. EMS personnel shall not give naloxone to patients or bystanders from the regular EMS patient
care supply.

6. EMS units may resupply their naloxone kits, as stock is available, via usual supply chain
procedures. It may be the case that no resupply is available; layperson naloxone kits are not
a required medication on Wake EMS response units.

Reference: North Carolina “STOP Act” available at:

http://www.ncleg.net/Applications/BillLookUp/LoadBillDocument.aspx?SessionCode=2017&DocNum=2402&SeqNum=0
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Standards Policy: Transport Policy Section

Air Transport

Policy:

Air transport should be utilized only when patient care can clearly be improved by decreasing
transport time to a specialty receiving center (i.e. level one trauma center)

Purpose:
The purpose of this policy is to allow for rapid transport in major trauma and/or mass casualty events

Procedure:

Patient transportation via ground ambulance will not be delayed to wait for helicopter transportation.
If the patient is packaged and ready for transport and the helicopter is not on the ground, or
within a reasonable distance, the transportation will be initiated by ground ambulance.

A helicopter may be utilized when ALL of the following criteria are present:

pwpdPE

Patient meets criteria for trauma center evaluation.

The patient is entrapped and extrication is expected to last greater than 20 minutes.
The ground transport time is greater than 15 minutes.

The patient is not in traumatic cardiac arrest.

A helicopter may also be utilized when any of the following is present:

A situation approved by the medical director or medical control physician — or —
Mass Casualty Incident (MCI) with significant distance to the trauma center
The patient meets burn center criteria.

Usual Air Transport request procedures:

1.

> w

6.

The highest certified technician on the crew (usually the EMT-P or EMT-I) will determine that a
helicopter may be needed for the patient. An on-scene Fire Department Officer may request a
helicopter to expedite its arrival.
That technician will request that the 911 center contact a helicopter service for a scene
transport. The 911 center will determine which air ambulance is nearest and utilize this
resource.
A safe landing zone should be established.

If the helicopter does not arrive prior to the extrication of the patient, the patient should be
immediately placed in the ambulance and transport begun to the nearest trauma center.
If the scene conditions or patient situation improves after activation of the air medical transport
service and air transport is determined not to be necessary, paramedic or administrative
personnel may cancel the request for air transport.

Under NO circumstances will transport of a patient be delayed to use a helicopter.

Transport Policy 1

This policy has been altered from the original NCCEP Policy by the local EMS Medical Director




Standards Policy: Transport Policy Section

Safe Transport of Pediatric Patients

Policy:

Without special considerations children are at risk of injury when transported by EMS. EMS must
provide appropriate stabilization and protection to pediatric patients during EMS transport.

Purpose:

Provide a safe method of transporting pediatric patients within an ambulance.
Protect the EMS system and personnel from potential harm and liability associated with the
transportation of pediatric patients.

Procedure:

W
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. Drive cautiously at safe speeds observing traffic laws.
. Tightly secure all monitoring devices and other equipment.
. Ensure that all pediatric patients less than 40 Ibs are restrained with an approved child

restraint device secured appropriately to the stretcher or captain’s chair.

. Ensure that all EMS personnel use the available restraint systems during the transport.
. Transport adults and children who are not patients, properly restrained, in an alternate

passenger vehicle, whenever possible.

. Do not allow parents, caregivers, or other passengers to be unrestrained during transport.
. NEVER attempt to hold or allow the parents or caregivers to hold the patient during transport.
. For patients with medical conditions that may be aggravated by stress, make every attempt to

optimize safety when comforting the child.

. Do not transport the pediatric patient who is assessed as meeting trauma center criteria in a

child seat that was involved in the collision that produced the child’s injury.
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Standards Policy: Transport Policy Section

Transport

Policy:

All individuals served by the EMS system will be evaluated, treated, and furnished transportation
(if indicated) in the most timely and appropriate manner for each individual situation.

Purpose:
To provide:

e Rapid emergency EMS transport when needed.
e Appropriate medical stabilization and treatment at the scene when necessary
e Protection of patients, EMS personnel, and citizens from undue risk when possible.

Procedure:

1. All trauma patients with significant mechanism or history for multiple system trauma will be
transported as soon as possible. The scene time should be minimized, ideally 10 minutes or
less.

2. All acute Stroke and acute ST-Elevation Myocardial Infarction patients will be transported as
soon as possible. The scene time should be minimized, ideally 10-15 minutes or less for
acute Stroke patients and STEMI patients, taking into consideration necessary diagnostic
procedures and ease of scene egress.

2. Other Medical patients will be transported in the most efficient manner possible considering
the medical condition. Advanced life support therapy should be provided at the scene if it
would positively impact patient care.

3. No patients will be transported in initial response non-transport vehicles. In unusual
circumstances (such as severe weather under the “Emergency Rule” or Disaster/MCI
situations) transport in other vehicles may be appropriate when directed under the
authority of the Medical Director or Medical Director’s designee.

4. In unusual circumstances, transport in other vehicles may be appropriate when directed by
EMS administration.
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Standards Policy: Transport Policy Section

Interfacility Transfers

Purpose:

To provide guidance regarding transporting a patient from a medical facility to another medical facility
that requires Advanced Life Support care during transport and the facility does not send a registered
nurse to attend the patient.

Procedure:

* In general, Wake EMS providers should only perform interfacility transfers for time-critical
conditions, including those patients who meet specialty destination center criteria who are not
already at an appropriate specialty receiving center: Trauma, Stroke, STEMI, Post-Cardiac
Arrest, and Pediatrics. See Triage and Destination Plans for guidance.

* Should a Wake EMS crew be contacted regarding an interfacility transfer for a non-time-critical
patient, the crew should contact their District Chief for guidance regarding how to proceed.

1. The transporting paramedic may maintain any infusion approved by the North Carolina Medical Board
(NCMB) for interfacility transport by an EMT-Paramedic provided:

a. The technician is familiar with the medication being infused.
b. The medication is being regulated by an IV pump while enroute to the new medical facility.
c. The patient has stable vital signs prior to departure from the facility.

2. If the transporting paramedic is not familiar with a medication being infused and/or not familiar with any
medical device or medication pump (or active pump management is required), regardless of the
device or medication’s formulary approval by the NCMB, then a transferring facility RN who is familiar
with the pump(s) and medication(s) and/or device(s) should accompany the crew for the entirety of the
interfacility transport during which patient care is being provided. Should a Wake EMS crew encounter
any difficulty with these communications, the crew should contact their District Chief for guidance
regarding how to proceed.

3. The transporting paramedic should ensure that all appropriate documentation accompanies the
patient.

4. While in transit to the new facility, all appropriate standing orders shall remain in place.
5. If the patient deteriorates, the transferring facility should be notified via radio or cellular phone.
6. If additional ALS orders are needed, the receiving facility should be contacted to issue those orders if

the receiving hospital is inside of Wake County. If the receiving facility is outside of Wake County, the
transferring facility should be contacted for ALS orders.
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Standards Policy: Transport Policy Section

Non- Paramedic Transport of Patients

Policy:

e A Paramedic resource will be dispatched to every request for EMS service.

e For the purposes of this policy, “Paramedic” refers to a Wake County EMS System credentialed
Paramedic with no current restrictions on their clinical practice.

¢ At least one Paramedic will be on-board the ambulance during transport of all patients unless natural
disaster or other exceptions as approved by policy or the Medical Director.

e The provider with the highest level of Wake County EMS System Credential on scene shall conduct a
detailed physical assessment and subjective interview with the patient to determine his or her chief
complaint and level of distress. If this provider determines that the patient is stable and ALL patient
care needs can be managed by a provider with a lower level credential, patient care may be transferred
to a technician of lower certification for care while in en-route to the hospital. All personnel are
encouraged to participate in patient care while on-scene, regardless of who “attends” with the patient
while en-route to the hospital.

e The determination of who attends should be based upon the patient’'s immediate treatment needs and
any reasonably anticipated treatment needs while en-route to the hospital. The highest-credentialed
provider on scene retains the right to make the decision to personally attend to any patient transported
based on his or her impression of the patient’s clinical condition or needs.

e The paramedic performing the paramedic assessment must document the findings of that assessment.
Other documentation may be completed by the transporting provider. As with all documentation, both all
providers are responsible for the content of the report.

The care of the following patients cannot be transferred to a lower level credential (i.e. to an AEMT or
EMT-B from a Paramedic) :

1. Any patient who requires or might reasonably require additional or ongoing medications, procedures
and/or monitoring beyond the scope of practice of the lower credentialed provider. This includes any
critically ill or unstable patient as advanced airway management may be required in any
decompensating patient. EMT-Basic and AEMT providers may be credentialed to perform some but not
all airvay management, and medications associated with airway management are limited to Paramedic
scope of practice by the NC Medical Board.

2. Any patient for whom ALL EMS providers on scene do not agree can be safely transported without a
Paramedic in attendance in the patient care compartment. As a general rule, if providers are
guestioning who should attend the patient, the paramedic should attend the patient.

3. Any patient suffering from chest pain of suspected cardiac origin, cardiac arrhythmia, moderate-to-
severe respiratory distress, multiple trauma, or imminent childbirth.

4. Post-ictal seizure patients due to the possibility of a re-occurrence of a seizure.

5. Patients who do NOT meet any of the criteria in #1-4, and who have been medicated on the scene,
may only be transferred to a technician of lower credential whose formulary includes the medications
that were administered, except that a patient who has received a single dose of pain medication
(including opioids) and/or a single dose of anti-emetic as the only medication outside of the receiving
technician’s formulary may be transferred to a technician of lower credential.

The following criteria MUST be met to transfer such a patient to a technician of lower credential:
A. All providers agree that it is unlikely that repeat medication doses will be needed during transport,
B. The patient must be monitored on scene for a time sufficient to ensure that an adverse reaction to the
medication is unlikely.
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Standards Policy: Transport Policy Section

Transport and Care Plans

Purpose:

Procedure:

To establish a uniform protocol for the transportation of the sick and injured.

All sick or injured persons requesting transport shall be transported without delay to an
appropriate local emergency department of the patient’s preference. The only
exceptions to this rule are found below.

1. An “appropriate local emergency department” includes ALL WAKE COUNTY
EMERGENCY DEPARTMENTS (ED), hospitals in contiguous counties, and UNC
Hospitals in Chapel Hill. The ability to pay or insurance status if known SHALL NOT
BE A FACTOR. If the unit availability status of the System is a concern, contact your
supervisor prior to patient-requested out-of-county transport.

2. All sick or injured persons requesting transport who do not express a preference
will be transported without delay to the closest appropriate local hospital or ED.

3. Patients whose conditions are covered by a formal Destination Plan (Pediatric, Post-
Resuscitation, STEMI, Stroke, Trauma, etc) or who meet Alternative Destination
Screening Criteria shall be transported in accordance with those specialty algorithms to
the appropriate destination. All other patients should be transported per this policy.

4. In unusual circumstances, transport in other vehicles may be appropriate when
directed under the authority of the Medical Director or Medical Director’s designee.

5. Select patients who may or may not be frequent utilizers of the EMS System may
have a designated CARE PLAN as developed with the patient and his or her health
care providers, the Wake County EMS System, and one or more local hospitals. If a
patient has a formal CARE PLAN approved by the Wake County EMS System, then
the patient should be treated and transported in accordance with the CARE PLAN,
unless the patient meets criteria to be transported to a specialty receiving center as in
#3 above. In many cases, the patient’s designated CARE PLAN hospital may also be
an appropriate specialty receiving center._Regardless of the existence of a CARE
PLAN, patients known to be discharged from an emergency department within the last
48 hours should generally, but not always, be transported back to the same emergency
department, unless they meet specialty destination criteria as noted. Many exceptions
to this guideline may exist; do not hesitate to seek guidance from a supervisor.

6. Transport decisions should take into strong consideration a patient’s pre-existing
health care relationships. In general, patients should be taken to the hospital at which
they have a pre-existing patient-provider relationship unless the patient expressly
requests otherwise. For example, a patient who has had recent surgery who now has a
possible surgical complication should return to the hospital at which the surgery was
performed. If a patient has a Duke cardiologist, for example, the patient should
generally be taken to Duke for possible cardiac problems. These situations are not
necessarily inconsistent with time-sensitive conditions and the Triage and Destination
Plans. Patients may choose their preferred destination specialty receiving hospital;
providers should document discussion of possible risks and benefits associated with
possible longer transport times.
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Standards Policy: Wake EMS Admin Section

Practitioner Disciplinary Policy

Page 1 of 2

In Wake County’s EMS System, a practitioner’s right to practice medicine is based on extension of the
Medical Director’s license to practice medicine. For the purposes of this procedure, a “practitioner” is
any individual practicing in the Wake EMS System at the level of Medical Responder or higher level of
certification. If, in the opinion of the Medical Director, an action (or failure to act) on the part of a
practitioner is of such a nature that the action or failure to act is inconsistent with, or a violation of,
these procedures, or the practice standard generally accepted in the medical community, the actions
described below shall occur, pursuant to the provisions of 10 NCAC 03D .2803:

1. The practitioner will be notified in writing of the issues/concerns that merit attention by the Medical
Director. Notwithstanding this written-notice provision, the provisions of 2 and 3, below, and based on
the severity and nature of the act (or failure to act), the Medical Director or his designee may suspend
a practitioner’s right to practice upon receipt of information sufficient in the judgment of the Medical or
his designee Director to support immediate suspension in the interests of patient safety. If the Medical
Director or his designee invokes an immediate suspension, this shall be followed by written notice
within three (3) working days of such immediate suspension.

2. A written explanation by the individual explaining the incident shall be presented to the Medical
Director within three (3) working days of receipt of the Medical Director’s issues/concerns. If no written
explanation of the incident is sent to the Medical Director by that deadline, the Medical Director may
base his decision upon such information that is available to him/her as of that deadline.

3. The Medical Director or the individual may request a second meeting to further discuss the issues/
concerns. If this option is exercised, the meeting shall occur within five (5) working days of receipt of
the request.

4. After reviewing all materials, the Medical Director will issue a disposition of the matter. The Medical
Director may exercise one or more of the following options:
a. No action taken / matter resolved
b. Remediation training
c. Warning
d. Require to precept at the approved level again
e. Temporary suspension of all practice privileges or suspension of specific practice privileges
f. Permanent Suspension of practice privileges

Any suspension of practice privileges will extend to all jurisdictions where the practitioner's right to
practice relies on the extension of the Wake EMS System Medical Director’'s license to practice
medicine.

5. After the individual is notified in writing of the Medical Director's decision, he/she may appeal to the
Patient Safety Subcommittee of the Peer Review Committee (hereinafter, “Patient Safety
Subcommittee”). This appeal request must be presented within five (5) working days of the decision of
the Medical Director to the Medical Director or his/her designee for referral to the Patient Safety
Subcommittee.
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Standards Policy: Wake EMS Admin Section

Practitioner Disciplinary Policy (continued)

Page 2

6. The Patient Safety Subcommittee will meet as soon as is practical after the receipt of the written
request for appeal. If the practitioner’s ability to practice has been suspended for greater than 7 days,
this meeting will be held with all deliberate speed and effort will be made to convene the meeting
within 10 days. The committee shall consist of the following representatives:

a. One Physician Member who is not the Medical Director;

b. In cases involving paramedics, two paramedics each primarily and currently employed by Wake
EMS and two paramedics each primarily and currently employed by a different Wake County EMS
System agency.

c. In cases involving practitioners other than paramedics, two paramedics each primarily and
currently employed by Wake EMS and two practitioners of standing equivalent to that of the
individual filing the appeal.

7. One member of the Patient Safety Subcommittee shall be designated by the Patient Safety
Subcommittee as the presiding officer for purposes of hearing an appeal. The Patient Safety
Subcommittee may hear withesses (the participation of which is the responsibility of the party calling
the witness) and consider documentary and other evidence. The practitioner exercising the appeal
may be accompanied by any individual(s) of their choice. Patient Safety Subcommittee meetings are
not adversarial, however, so the only individual who may address the Subcommittee is the
practitioner. The decision of the Patient Safety Subcommittee shall be in the form of written findings
of fact and imposition of action(s) consistent with those findings of fact.
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Standards Policy: Wake EMS Admin Section
Readiness for Response

Purpose: To ensure the provision of a safe and well-organized EMS response by:
1. Selection and dispatch of the closest appropriate EMS resource(s)

2. Establishing the minimum amount of rest an EMS provider must have to promote health, safety in
vehicle operations, and safety in patient care.

Definitions:

1. Consecutive Hours Worked: All cumulative hours worked in any rolling time period in which the
employee does not have a period of 8 continuous hours of rest.

2. Work: Any activity that is either required by an employer, generates income, or in a predictable
manner interferes with an EMS provider’s ability to rest.

3. Rest: Non-work activity that occurs outside of a work environment that is conducive to mental and
emotional relaxation. Attending EMS-related activities such as administrative meetings, education
sessions, participating in assessment centers, etc, does not count as rest. Additionally, working at
another public safety agency or other off-duty work (e.g. other business or employment) does not
qualify as rest. Ideally, the rest period would include a six hour, or more, continuous period of sleep.

Policy:

1. During the scheduled work shift, all dispatch-eligible EMS system vehicles should remain in
service in the CAD system except as detailed below:

a. When a response vehicle is so depleted of medical supplies (as detailed in the Patient Safety
Protocol), or is encountering mechanical issues such that it cannot be reasonably expected to
respond appropriately, the EMS technician(s) staffing the vehicle should verbalize and seek
acknowledgement from the communications center that the vehicle is out of service equipment or
out of service vehicle.

b. For transport-capable vehicles, when at least one medically cleared Paramedic whose credential
to practice is unrestricted in the Wake County EMS system and one other locally credentialed EMS
technician are no longer available to staff and safely affect an emergency response, the EMS
technician(s) staffing the vehicle should verbalize and seek acknowledgement from the
communications center that the vehicle is out of service calls. This includes the illness/injury of a
technician, a technician exceeding 24 hours of work without 8 hours break from such work (see
below), or recognition that the technician is otherwise unfit to affect a safe response. This also
applies if necessary to respond to an appropriate order to exit service for a specific administrative
task (out of service admin).

c. In the following scenarios, units may mark out-of-service in addition to items mentioned in “b”
above:

i. Unit assigned to patient care activity after scheduled shift change or to clear from an
assigned coverage within 15 minutes prior to scheduled shift change: At the conclusion of the patient
care activity, the unit may mark out of service in order to return to primary station for shift change.
This is not permitted during ESTAT periods.
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Standards Policy: Wake EMS Admin Section
Readiness for Response

Policy (continued):

ii. Unit staffed with at least one technician that has completed 24 consecutive hours of work:
The unit should check out of service at the conclusion of patient care activity and return to the
primary station for shift change. During ESTAT, this will require authorization from the Shift
Commander or Supervisor managing the ESTAT.

ii. Unitin the primary station at the time of scheduled shift change: If possible, personnel
should remain at the primary station and be ready to respond. If personnel cannot remain past the
scheduled shift change, this should be communicated with the appropriate supervisor and should
verbalize and seek acknowledgement from the communications center that the vehicle is out of
service calls. During ESTAT, this will require authorization from the Shift Commander or Supervisor
managing the ESTAT.

d. When the unit is assigned to an incident by the communications center, including any response to
which an incident number is assigned, covering the period from notification to the time the
ambulance departs the hospital (transports) or leaves the incident scene (non-transports), it is
expected that the unit transmit and receive acknowledgement that their unit is in-service, available
for dispatch at the time of departure from the hospital or incident scene.

e. A single responder using an ambulance may occur as follows. When a single medically cleared
technician whose credential to practice is unrestricted in the Wake County EMS system is available
at a station with a vehicle that is out of service calls and there is a nearby request for EMS, this
single technician may add themselves to all other responding resources and proceed to the scene in
the vehicle. This unit should at no time cancel any other dispatched resources prior to arriving and
gaining situational awareness of what is needed.

f. Whenever a vehicle reaches % capacity of fuel, the vehicle may mark out of service fuel. The EMS
technician(s) staffing the vehicle should verbalize and seek acknowledgement from the
communications center that the vehicle is out of service, and transmit and receive acknowledgement
that their unit is in-service as soon as fueling is complete. The vehicle should be fueled at the closest
appropriate site, without delay.

2. EMS technicians will verify that the mobile data terminal (MDT) in their response vehicle has
evidence of connectivity to the automated vehicle location system and is “polling” with each
movement of the vehicle that was not dispatched, and on completion of each non-dispatched travel
segment.

3. As delineated above, no EMS provider shall work more than 24 consecutive hours. If the provider
has worked 24 consecutive hours, there must be a minimum of 8 hours of rest prior to return to work.

4. In general, variances from this policy will not be approved. In extreme circumstances (such as
invocation of the EMS Emergency Rule), specific, time-limited exceptions to this policy may be
granted by the Medical Director or designee.
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Standards Policy: Wake EMS Admin Section
System Provider Reintegration

Purpose:

Providers engaging in patient care are responsible for demonstrating competency in skills,
knowledge, and abilities detailed in the system protocols and procedures. This policy ensures that all
providers who are separated from response capability due to illness, injury, FMLA, military service,
or any other condition, have a smooth transition back to independent practice with competency
commensurate with that of other locally credentialed providers.

Policy:

Providers must meet criteria, determined by the elapsed time the provider was separated from Wake
EMS System response, before being reinstated as an independent practitioner. Providers in
reintegration require supervised practice with a System Field Training Officer (FTO) and are only
permitted to engage in patient care under the direct supervision of a FTO. Providers will have
documentation of their performance completed in a Daily Observation Report (DOR). During that
time, the FTO is responsible for ensuring that the provider is competent in their role as a practitioner.
The FTO will make a recommendation to Professional Development when the provider has
demonstrated competency and is ready to return to independent duty.

For providers separated from employment for greater than one year, this policy will not apply.
Providers separated from employment for greater than one year will be required to reenter the
system through the standard System Entry process.

3 - 6 months: Complete all CME that was missed. Complete, at a minimum, 3 shifts with a FTO.

6 - 12 months: Complete all CME that was missed. Complete, at a minimum, 7 shifts with a FTO.

12 - 18 months: Complete the clinical portion of the System Academy, including; skills, simulations,
and exams. Complete, at a minimum, 14 shifts with a FTO. Upon recommendation from the FTO,
the provider must successfully complete Release-to-Practice.

> 18 months: Complete the full System Academy. Complete, at a minimum, 14 shifts with a FTO.
Upon recommendation from the FTO, the provider must successfully complete Operational
Clearance and Release-to-Practice.

Procedure:

When given the authorization to return to work, providers must contact Professional Development
to determine what credentialing requirements must be completed prior to returning to duty.
Professional Development will verify the provider’'s State certification and official time separated
from system response. Professional Development will then develop the provider’s reintegration
plan in accordance with this policy and meet with the provider to review and begin the reintegration
process. Professional Development will notify the provider when the reintegration plan is complete,
only then is the provider cleared to function independently, in accordance with their local credential.
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Standards Policy: Wake EMS Admin Section

Equipment Failure

Purpose:

To address and minimize the failure of equipment integral to patient care or mechanical failure of a
transport vehicle. Each system agency shall provide a daily check sheet in order to test biomedical
equipment and vehicles to minimize the risk of such failures.

Procedure:

1. As soon as the failure is recognized, contact the appropriate emergency communications center,
advise them of the failure, and have the nearest appropriate EMS resource dispatched. This may be
a supervisor, an ambulance, or some other resource, depending upon patient need.

2. Based on the condition of the patient, advise the communications center to send the resource either
emergency traffic or non-emergency traffic.

3. Closely monitor and treat the patient to the best of your ability with the remaining functional
equipment.

4. Except in unusual circumstances, the original attending provider should continue to provide for the
patient until arrival at the hospital, regardless of which unit is actually transporting the patient.

5. While it is appropriate to notify supervisory personnel of the failure at the conclusion of patient care
activities, care and transport should not be delayed while awaiting the arrival of a supervisor (unless
the supervisor is responding as the nearest unit based on #1 above).

6. All equipment associated with the failure shall be gathered and secured for inspection. This includes
all cables, electrodes, tubing, masks, or any other equipment associated with the failure. This
equipment shall not be utilized in patient care activity until written clearance to do so is provided by the
Office of Medical Affairs. Accessories such as those mentioned above should be left attached to the
failed equipment in the manner that they were attached at the time failure was noted.

7. As noted in the patient safety policy, a Wake EMS System Clinical Unusual Event Report shall be
completed and forwarded to the Office of Medical Affairs as soon as practical after the failure. In all
cases, this form shall be completed prior to the end of the shift of the personnel involved.
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Standards Procedure (Skill) Airway Section

Airway: BIAD King

B EMT B
AEMT A

A
ﬂ PARAMEDIC ﬂ

Clinical Indications for Blind Insertion Airway Device (BIAD) Use:
¢ Inability to adequately ventilate a patient with a Bag Valve Mask or longer EMS transport
distances require a more advanced airway.
e Appropriate intubation is impossible due to patient access or difficult airvay anatomy.
e Inability to secure an endotracheal tube in a patient who does not have a gag reflex where at
least one failed intubation attempt has occurred.
e Patient must be unconscious.

e WARNING: This airway may not prevent aspiration of stomach contents!

Procedure:

1. Preoxygenate the patient. Consider the use of passive oxygenation before and during any

airway management.

2. Select the appropriate tube size for the patient.

3. Lubricate the tube.

4. Grasp the patient’s tongue and jaw with your gloved hand and pull forward.

5. Gently insert the tube rotated laterally 45-90 degrees so that the blue orientation line is
touching the corner of the mouth. Once the tip is at the base of the tongue, rotate the tube
back to midline. Insert the airway until the base of the connector is in line with the teeth and
gums.

6. Inflate the pilot balloon with 45-90 ml of air depending on the size of the device used.

7. Ventilate the patient while gently withdrawing the airway until the patient is easily
ventilated.

8. Auscultate for breath sounds and sounds over the epigastrium and look for the chest to rise
and fall.

9. The large pharyngeal balloon secures the device.

10. Confirm tube placement using end-tidal CO, detector.

11. Once placement is confirmed, secure tube prior to movement/transport.

12. It is required that the airway be monitored continuously through waveform
Capnography and Pulse Oximetry.

Certification Requirements:
e Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplished via
guality assurance mechanisms, classroom demonstrations, skills stations, or other

mechanisms as deemed appropriate by the Wake EMS System. Assessment should include
direct observation at least once per certification cycle.

Revised AP = 2
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Standards Procedure (Skill) Airway Section

Airway: BIAD-i-Gel

B EMT B
Clinical Indications for Blind Insertion Airway Device (BIAD) Use: . AEMT i
I3l PArRAMEDIC |

e Inability to adequately ventilate a patient with a Bag Valve Mask

or longer EMS transport distances require a more advanced airway.

Inability to secure an endotracheal tube in a patient who does not have a gag reflex.
Appropriate intubation is impossible due to patient access or difficult airway anatomy.
Do not leave in place for = 4 hours.

This airway does not prevent aspiration of stomach contents.

Clinical Contraindications:

e Deforming Facial Trauma
e Pulmonary Fibrosis
e Morbid Obesity

Procedure:

1. Pre-Oxygenate the patient with 100% Oxygen. Utilize passive oxygenation (via nasal cannula)
during any airway management.

2. Select the appropriate tube size for the patient.

3. Remove the device from the protective cradle and carefully for any signs of damage.

4. Place water-soluble jelly in the middle of the protective cradle.

5. Lubricate the back of the i-Gel on the non-inflatable cuff and ensure no lubricant is in the cuff,
and lubricate each side and the tip of the non-inflatable cuff.

6. Grasp along the integral bite block and face the cuff outlet toward the patient’s chin.

7. Insert the i-Gel into the mouth in the direction of the hard palate.

8.Glide the device down and back along the hard palate with continuous, gentle pressure, until
resistance is met. Tape to secure or use a commercial tube holder.

9. Connect the i-Gel to an BVM and assess for breath sounds and air entry.

10. Confirm tube placement using end-tidal CO, detector or esophageal bulb device.

11. Monitor oxygen saturation with pulse oximetry and heart rhythm with ECG

12. It is required that the airway be monitored continuously through Capnography and
Pulse Oximetry.

13. Re-verify i-Gel placement after every move and upon arrival in the ED

14. Document the procedure, time, and result (success) on/with the patient care report (PCR)

Certification Requirements:

e Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplished via
quality assurance mechanisms, classroom demonstrations, skills stations, or other
mechanisms as deemed appropriate by the Wake EMS System. Assessment should include
direct observation once per certification cycle.
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Standards Procedure (Skill) Airway Section

Airway: Surgical (Rusch QuickTrach)

Clinical Indications: E PARAMEDIC ﬂ

e Surgical Airway as Indicated by the Failed Airway Protocol
¢ Management of an airway when standard airway procedures cannot be performed or have
failed in a patient > 12 years old.

Procedure:

1. Pre-oxygenate patient when possible. Utilize Passive Oxygenation via nasal cannula.

. Assemble all available additional personnel

. Locate cricothyroid membrane at the inferior portion of the thyroid cartilage (with head in

neutral position, membrane is approximately 3 finger widths above the sternal notch).

. Have assistant hold skin taunt over membrane and locate the midline.

. Prep area with betadine if possible.

. Hold the needle bevel up at a 90 degree angle, aimed inferiorly as you approach the skin.

. Puncture the skin with the needle and continue with firm, steady pressure while aspirating

for air with the syringe.

8. As soon as air is aspirated freely, stop advancing the needle/airway assembly.

9. Modify the angle to 60 degrees from the head and advance to level of the stopper.

10. Remove the stopper while holding the needle/airway assembly firmly in place. Do not
advance the needle further. (NOTE: if the patient is obese and no air can be aspirated
with the stopper in place, you may remove the stopper and continue advancing until air is
aspirated. Be aware that without the stopper, risk of perforating the posterior aspect of the
trachea is greatly increased.)

11. Hold the needle and syringe firmly and slide only the plastic cannula along the needle into
the trachea until the flange rests on the neck. Carefully remove the needle and syringe.

12. Secure the cannula with the neck strap.

13. Apply the EtCO2 detector, then the connecting tube to the EtCO2 detector and connect
the other end to the BVM.

14. Confirm placement with the use of breath sounds, pulse ox, and EtCO2.

15. Ensure 100% FiO2 to BVM via supplemental O2.
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Certification Requirements:

» Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplished via
guality assurance mechanisms, classroom demonstrations, skills stations, or other
mechanisms as deemed appropriate by the Wake EMS System.
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Standards Procedure (Skill) Airway Section

Page 2 Airway: Surgical — Cricothyrotomy

(If Equipment Available and Authorized)

Clinical Indications: H PARAMEDIC H

e Failed Airway Protocol
e Management of an airway when standard airway procedures cannot be performed or have
failed in a patient > 12 years old.

Procedure:

. Have suction and supplies available and ready.

. Locate the cricothyroid membrane utilizing anatomical landmarks.

. Prep the area with an antiseptic swab (Betadine).

. Attach a 5-cc syringe to an 18G - 1 & 1/2-inch needle.

. Insert the needle (with syringe attached) perpendicularly through the cricothyroid membrane
with the needle directed posteriorly.

. During needle insertion, gentle aspiration should be applied to the syringe. Rapid aspiration
of air into the syringe indicates successful entry into the trachea. Do not advance the needle
any further. Attach forceps and remove syringe.

7. With the needle remaining in place, make a 1-inch vertical incision through the skin and
subcutaneous tissue above and below the needle using a scalpel. Using blunt dissection
technique, expose the cricothyroid membrane. This is a bloody procedure. The needle
should act as a guide to the cricothyroid membrane.

8. With the needle still in place, make a horizontal stabbing incision approx. 1/2 inch through the
membrane on each side of the needle. Remove the needle.

9. Using (skin hook, tracheal hook, or gloved finger) to maintain surgical opening, insert the
cuffed tube into the trachea. (Cric tube from the kit or a #6 endotracheal tube is usually
sufficient).

10. Inflate the cuff with 5-10cc of air and ventilate the patient while manually stabilizing the tube.

11. All of the standard assessment techniques for insuring tube placement should be performed

(auscultation, chest rise & fall, end-tidal CO, detector, etc.) Esophageal bulb devices are not
accurate with this procedure.

12. Secure the tube.

13. If Available apply end tidal carbon dioxide monitor (Capnography) and record readings on

scene, en route to the hospital, and at the hospital.

14. Document size, time, result (success), and placement location by the centimeter

marks at the patient’s skin on/with the patient care report (PCR). Document
all devices used to confirm initial tube placement and after each movement of the patient.

15. Consider placing an NG or OG tube to clear stomach contents after the airway is secured.

16. It is required that the airway be monitored continuously through waveform

Capnography and Pulse Oximetry.
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Certification Requirements:

e Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplished via
guality assurance mechanisms, classroom demonstrations, skills stations, or other

mechanisms as deemed appropriate by the Wake EMS System.
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Standards Procedure (Skill) Airway Section

Airway: Intubation Oral Tracheal

Clinical Indications: A AEMT A
¢ Inability to adequately ventilate a patient with a Bag Valve Mask or H PARAMEDIC H
longer EMS transport distances require a more advanced airway.
e An unconscious patient without a gag reflex who is apneic or is
demonstrating inadequate respiratory effort.

Procedure:

1. Prepare, position and oxygenate the patient with 100% Oxygen.

2. Select proper ET tube (and stylette, if used), have suction ready.

3. Using laryngoscope, visualize vocal cords. (Use Sellick maneuver/BURP to assist you).

4. Limit each intubation attempt to 30 seconds with BVM between attempts.

5. Visualize tube passing through vocal cords and/or feel “clicks” of bougie.

6. Confirm and document tube placement using end-tidal COz2 monitoring

7. Inflate the cuff with 3-to10 cc of air; secure the tube to the patient’s face.

8. Auscultate for bilaterally equal breath sounds and absence of sounds over the
epigastrium. If you are unsure of placement, remove tube and ventilate patient with bag-
valve mask.

9. Apply waveform capnography monitor. After 3 ventilations, ETCO2 should be >10 or
comparable to pre-intubation values. If < 10, check for adequate circulation, equipment, and
ventilatory rate. If ETCO2 still < 10 without physiologic explanation, remove the ET Tube and
ventilate by BVM.

10. Consider using a Blind Insertion Airway Device if intubation efforts are unsuccessful.

11. Apply end tidal carbon dioxide monitor (waveform Capnography) and record readings on
scene, en route to the hospital, and at the hospital.

12. Document ETT size, time, result (success), and placement location by the centimeter
marks either at the patient’s teeth or lips on/with the patient care report (PCR). Document
all devices used to confirm initial tube placement. Also document positive or negative
breath sounds before and after each movement of the patient.

13. Place an NG or OG tube to clear stomach contents after the airway is secured
with an ET tube.

14. It is required that the airway be monitored continuously through Waveform

Capnography and Pulse Oximetry.

Certification Requirements:

e Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplished via
guality assurance mechanisms, classroom demonstrations, skills stations, or other
mechanisms as deemed appropriate by the Wake EMS System. Assessment should include
direct observation at least once per certification cycle.
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Standards Procedure (Skill) Airway Section
Airway: Orotracheal Intubation

Using Video Laryngoscopy

Clinical Indications:
e Providers should utilize a video laryngoscope for ALL attempts H AEMT H

at orotracheal intubation, unless orotracheal intubation is indicated
and there is not a video laryngoscope available. PARAMEDIC

Procedure, using the McGrath MAC EMS video laryngoscope:

1. Prepare, POSITION and oxygenate the patient with 100% Oxygen. Power-on the VL device.

2. Select proper ET tube size for patient (and stylette or bougie); have suction ready.

3. Choose your blade. For most adults, a Mac 3 blade or a hyperacute “X-blade” is a good first
choice. If using the “X-blade,” a more rigid stylette is recommended versususing a bougie.

4. Whether you are using a traditional Mac blade or an X-blade, ensure that your stylette or
bougie is curved to match and hold the curve of the chosen blade.

5. Using the VL device, “walk your way in” to the mouth/airway, using indirect (camera) views to
recognize airway landmarks and place the tip of the blade into the vallecula. The McGrath
MAC may also be used for direct laryngoscopy if needed, using traditional Mac blade
technique. Suction the airway as necessary to achieve a good view.

6. Visualize vocal cords (Use Sellick maneuver/BURP to assist you). Pass the tube through the
cords. Remove the stylette or bougie and inflate the cuff with 3-10cc of air. TWO intubation-
credentialed providers must visualize (usually via indirect/camera view) the tube in final
position with the stylette out and the balloon inflated before removing the VL device.

7. Confirm and document tube placement using end-tidal CO2 monitoring. Continuous
monitoring via Waveform Capnography and Pulse Oximetry is required.

8. Auscultate for bilaterally equal breath sounds and absence of sounds over the
epigastrium. If you are unsure of placement, remove tube and ventilate patient with BVM.

9. After 3 ventilations, ETCO2 should be >10 or comparable to pre-intubation values. If < 10,
check for adequate circulation, equipment, and ventilatory rate. If ETCOZ2 still < 10 without
physiologic explanation, remove the ET Tube and ventilate by BVM or BIAD.

10. Consider using a Blind Insertion Airway Device (BIAD) if intubation efforts are unsuccessful.
11. Place an NG or OG tube to clear stomach contents after the airway is secured
with an ET tube. Follow usual documentation guidelines as with traditional intubation.

Video Laryngoscope use and care:

1. Power-down the device after tube confirmation, to conserve battery. A spare battery should be
carried with the device; replace the battery when the time remaining is flashing on-screen.

2. Blades are single-use disposable. The entire device may be wiped down with non-bleach-
based disinfectants. When significantly soiled, remove the battery and the device may be
cleaned while completely submerged in a disinfectant solution.

Certification Requirements:

e Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplished via
guality assurance mechanisms, classroom demonstrations, skills stations, or other
mechanisms as deemed appropriate by the Wake EMS System. Assessment should include
direct observation at least once per certification cycle.
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Standards Procedure (Skill) Airway Section

Airway: Intubation Nasotracheal

A AEMT A
PARAMEDIC
e A spontaneously breathing patient in need of intubation (inadequate respiratory effort,
evidence of hypoxia or carbon dioxide retention, or need for airway protection).

¢ Rigidity or clenched teeth prohibiting other airway procedures.
e Patient must be 12 years of age or older.

Clinical Indications:

Procedure:

1. Premedicate the patient with nasal spray.

2. Select the largest and least obstructed nostril and insert a lubricated nasal airway to help
dilate the nasal passage.

3. Preoxygenate the patient. Lubricate the tube. The use of a BAAM device is recommended.

4. Remove the nasal airway and gently insert the tube keeping the bevel of the tube toward the
septum.

5. Continue to pass the tube listening for air movement and looking for to and fro vapor
condensation in the tube. As the tube approaches the larynx, the air movement gets louder.

6. Gently and evenly advance the tube through the glottic opening on the inspiration. This
facilitates passage of the tube and reduces the incidence of trauma to the vocal cords.

7. Upon entering the trachea, the tube may cause the patient to cough, buck, strain, or gag. Do
not remove the tube! This is normal, but be prepared to control the cervical spine and the
patient, and be alert for vomiting.

8. Auscultate for bilaterally equal breath sounds and absence of sounds of the epigastrium.
Observe for symmetrical chest expansion. The 15mm adapter usually rests close to the
nostril with proper positioning.

9. Inflate the cuff with 5-10 cc of air.

10. Confirm tube placement using end-tidal CO2 monitoring: Apply waveform capnography
monitor. After 3 ventilations, ETCO2 should be >10 or comparable to pre-intubation values. If
< 10, check for adequate circulation, equipment, and ventilatory rate. If ETCO2 still < 10
without physiologic explanation, remove the ET Tube and ventilate by BVM.

11. Secure the tube.

12. Reassess airway and breath sounds after transfer to the stretcher and during transport.
These tubes are easily dislodged and require close monitoring and frequent reassessment.

13. Document the procedure, time, and result (success) on/with the patient care report (PCR).

14. It is required that the airway be monitored continuously through Capnography and

Pulse Oximetry.

Certification Requirements:

¢ Maintain knowledge of the indications, contraindications, technique, and possible complications
of the procedure. Assessment of this knowledge may be accomplished via quality assurance
mechanisms, classroom demonstrations, skills stations, or other mechanisms as deemed
appropriate by the Wake EMS System.
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Standards Procedure (Skill) Airway Section

Airway: Tracheostomy Tube Change

A AEMT A
PARAMEDIC
e Presence of Tracheostomy site.

e Urgent or emergent indication to change the tube, such as obstruction that will not clear with
suction, dislodgement, or inability to oxygenate/ventilate the patient without other obvious
explanation.

Clinical Indications:

Procedure:

1. Have all airway equipment prepared for standard airway management, including equipment
of orotracheal intubation and failed airway.

2. Have airway device (endotracheal tube or tracheostomy tube) of the same size as the
tracheostomy tube currently in place as well as 0.5 size smaller available (e.g., if the patient
has a #6.0 Shilley, then have a 6.0 and a 5.5 tube).

3. Lubricate the replacement tube(s) and check the culff.

4. Remove the tracheostomy tube from mechanical ventilation devices and use a bag-valve
apparatus to pre-oxygenate the patient as much as possible.

5. Once all equipment is in place, remove devices securing the tracheostomy tube, including
sutures and/or supporting bandages.

6. If applicable, deflate the cuff on the tube. If unable to aspirate air with a syringe, cut the
balloon off to allow the cuff to lose pressure.

7. Remove the tracheostomy tube.

8. Insert the replacement tube. Confirm placement via standard measures except for
esophageal detection (which is ineffective for surgical airways).

9. If there is any difficultly placing the tube, re-attempt procedure with the smaller tube.

10. If difficulty is still encountered, use standard airway procedures such as oral bag-valve mask
or endotracheal intubation (as per protocol). More difficulty with tube changing can be
anticipated for tracheostomy sites that are immature —i.e., less than two weeks old.
Great caution should be exercised in attempts to change immature tracheotomy sites.

11. Document procedure, confirmation, patient response, and any complications in the PCR

Certification Requirements:

e Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplished via
guality assurance mechanisms, classroom demonstrations, skills stations, or other
mechanisms as deemed appropriate by the Wake EMS System. Assessment for this skKill
should include direct observation at least once per certification cycle.

Revised AP = 10

01/01/2017 This procedure has been altered from the original NCCEP Procedure by the local EMS Medical Director




Standards Procedure (Skill) Airway Section

Airway: Endotracheal Tube Introducer (Bougie)

o

Clinical Indications: AEMT

PARAMEDIC

e Patients meet clinical indications for oral intubation
¢ |Initial intubation attempt(s) unsuccessful
e Predicted difficult intubation

o

Contraindications:

e Three attempts at orotracheal intubation (utilize failed airway protocol)
e Age less than eight (8) or ETT size less than 6.5 mm

Procedure:

1. Prepare, position and oxygenate the patient with 100% oxygen;

2. Select proper ET tube without stylet, test cuff and prepare suction;

3. Lubricate the distal end and cuff of the endotracheal tube (ETT) and the distal 1/2 of the
Endotracheal Tube Introducer (Bougie) (note: Failure to lubricate the Bougie and the ETT
may result in being unable to pass the ETT);

4. Using laryngoscopic techniques, visualize the vocal cords if possible using Sellick’'s' BURP as
needed;

5. Introduce the Bougie with curved tip anteriorly and visualize the tip passing the vocal cords or
above the arytenoids if the cords cannot be visualized;

6. Once inserted, gently advance the Bougie until you meet resistance or “hold-up” (if you do
not meet resistance you have a probable esophageal intubation and insertion should be re-
attempted or the failed airway protocol implemented as indicated);

7. Withdraw the Bougie ONLY to a depth sufficient to allow loading of the ETT while
maintaining proximal control of the Bougie;

8. Gently advance the Bougie and loaded ET tube until you have hold-up again, thereby
assuring tracheal placement and minimizing the risk of accidental displacement of the Bougie;

9. While maintaining a firm grasp on the proximal Bougie, introduce the ET tube over the Bougie
passing the tube to its appropriate depth;

10. If you are unable to advance the ETT into the trachea and the Bougie and ETT are
adequately lubricated, withdraw the ETT slightly and rotate the ETT 90 degrees COUNTER
clockwise to turn the bevel of the ETT posteriorly. If this technique fails to facilitate passing of
the ETT you may attempt direct laryngoscopy while advancing the ETT(this will require an
assistant to maintain the position of the Bougie and, if so desired, advance the ETT);

11. Once the ETT is correctly placed, hold the ET tube securely and remove the Bougie;

12. Confirm tracheal placement according to the intubation protocol, inflate the cuff with 3 to 10
cc of air, auscultate for equal breath sounds and reposition accordingly;

13. When final position is determined secure the ET tube, reassess breath sounds, apply end
tidal CO2 monitor, and record and monitor readings to assure continued tracheal intubation.

Certification Requirements:

e Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplished via
guality assurance mechanisms, classroom demonstrations, skills stations, or other
mechanisms as deemed appropriate by the Wake EMS System. Assessment should include
direct observation at least once per certification cycle.

Revised AP = 11

01/01/2017 This procedure has been altered from the original NCCEP Procedure by the local EMS Medical Director




inical Indicat _ B EMT B
Clinical Indications: n NEMT A
e The End-Tidal CO, detector shall be used with any Endotracheal E PARAMEDIC ﬂ

It is required that continuous Capnography be used in place of or in addition to the use of an
End-Tidal CO, detector.

Procedure:

=

Certification Requirements:

Revised
01/01/2017

. Attach End-Tidal CO, detector to the Blind Insertion Airway Device or the Endotracheal Tube.
. Note color change. A color change or CO, detection will be documented on each respiratory

. The CO, detector shall remain in place with the airway and monitored throughout the

. Tube placement should be verified frequently and always with each patient move or loss of

. Document the procedure and the results on/with the Patient Care Report (PCR) as well as on

Standards Procedure (Skill) Airway Section

Airway Intubation Confirmation — End-Tidal CO, Detector

Tube or Blind Insertion Airway Device use.

failure or cardiac arrest patient.

prehospital care and transport unless continuous Capnography is used. Any loss of CO,
detection or color change is to be documented and monitored as procedures are done to
verify or correct the airway problem.

color change in the End-Tidal CO, detector.

the Airway Evaluation Form.

Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplished via
guality assurance mechanisms, classroom demonstrations, skills stations, or other
mechanisms as deemed appropriate by the local EMS System.

AP - 12

This procedure has been altered from the original NCCEP Procedure by the local EMS Medical Director




Standards Procedure (Skill) Airway Section

Airway: Foreign Body Obstruction

MR
B EMT B
AEMT A

A
ﬂ PARAMEDIC |I3)

e Sudden onset of respiratory distress often with coughing, wheezing, gagging, or stridor due to
a foreign-body obstruction of the upper airway.

Clinical Indications:

Procedure:

1. Assess the degree of foreign body obstruction

¢ Do not interfere with a mild obstruction allowing the patient to clear their airway by
coughing.

e In severe foreign-body obstructions, the patient may not be able to make a sound. The
victim my clutch his/her neck in the universal choking sign.

2. For an infant, deliver 5 back blows (slaps) followed by 5 chest thrusts repeatedly until the
object is expelled or the victim becomes unresponsive.

3. For a child, perform a subdiaphragmatic abdominal thrust (Heimlich Maneuver) until the
object is expelled or the victim becomes unresponsive.

4. For adults, a combination of maneuvers may be required.

e First, subdiaphragmatic abdominal thrusts (Heimlich Maneuver) should be used in rapid
sequence until the obstruction is relieved.

e If abdominal thrusts are ineffective, chest thrusts should be used. Chest thrusts should be
used primarily in morbidly obese patients and in the patients who are in the late stages of
pregnancy

5. If the victim becomes unresponsive, begin CPR immediately but look in the mouth before
administering any ventilations. If a foreign-body is visible, remove it.

6. Do not perform blind finger sweeps in the mouth and posterior pharynx. This may push
the object farther into the airway.

7. In unresponsive patients, AEMT and Paramedic level professionals should visualize the

posterior pharynx with a laryngoscope to potentially identify and remove the foreign-body using

Magill forceps.

8. Document the methods used and result of these procedures in the patient care report (PCR).

Certification Requirements:

Maintain knowledge of the indications, contraindications, technique, and possible complications
of the procedure. Assessment of this knowledge may be accomplished via quality assurance
mechanisms, classroom demonstrations, skills stations, or other mechanisms as deemed
appropriate by the Wake EMS System.

Revised AP = 13
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Standards Procedure (Skill) Assessment / Screening Section

Assessment: Adult

MR
B EMT B
AEMT A

A
ﬂ PARAMEDIC JI3)

e Any patient requesting a medical evaluation that is too large to be measured with a Length-
based Resuscitation Tape.

Clinical Indications:

Procedure:

1. Scene size-up, including universal precautions, scene safety, environmental hazards
assessment, need for additional resources, by-stander safety, and patient/caregiver
interaction

2. Assess need for additional resources.

3. Initial assessment includes a general impression as well as the status of a patient’s airway,
breathing, and circulation.

4. Assess mental status (e.g., AVPU) and disability (e.g., GCS).

5. Control major hemorrhage and assess overall priority of patient.

6. Perform a focused history and physical based on patient’s chief complaint.

7. Assess need for critical interventions.

8. Complete critical interventions and perform a complete secondary exam to include a baseline
set of vital signs as directed by protocol.

9. Maintain an on-going assessment throughout transport; to include patient response/possible
complications of interventions, need for additional interventions, and assessment of evolving
patient complaints/conditions.

10. Document all findings and information associated with the assessment, performed
procedures, and any administration of medications on the PCR.

Certification Requirements:

e Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplished via
guality assurance mechanisms, classroom demonstrations, skills stations, or other
mechanisms as deemed appropriate by the Wake EMS System.

Revised ASP = 1

01/01/2017 This procedure has been altered from the original NCCEP Procedure by the local EMS Medical Director




Standards Procedure (Skill) Assessment / Screening Section

Pain Assessment and Documentation

Clinical Indications: VR
e Any patient with pain.
Definitions. P B EMT B
e Pain is an unpleasant sensory and emotional experience A AEMT A
associated with actual or potential tissue damage. ﬂ PARAMEDIC H
e Pain is subjective (whatever the patient says it is).
Procedure:

1. Initial and ongoing assessment of pain intensity and character is accomplished through the
patient’s self report.

2. Pain should be assessed and documented in the PCR during initial assessment, before
starting pain control treatment, and with each set of vitals.

3. Pain should be assessed using the appropriate approved scale.

4. Three pain scales are available: the 0 — 10, the Wong - Baker "faces", and the FLACC.

e (0 —10 Scale: the most familiar scale used by EMS for rating pain with patients. It is
primarily for adults and is based on the patient being able to express their perception of
the pain as related to numbers. Avoid coaching the patient; simply ask them to rate their
pain on a scale from 0 to 10, where 0 is no pain at all and 10 is the worst pain ever.

e Wong — Baker “FACES” scale: this scale is primarily for use with pediatrics but may also
be used with geriatrics or any patient with a language barrier. The faces correspond to
numeric values from 0-10. This scale can be documented with the numeric value.

m —— —
—~ — \
0, SO 06 ® B\ [ A5
~ - [} () - 6 = %
N — — — Y /N
0 2 4 6 8 10
No hurt Hurts litte Hurts little Hurts even Hurts whole Hurts worst
bit more more lot

From Hockenberry MJ, Wilson D, Winkelstein ML: Wong's Essentials of Pediatric Nursing, ed. 7, St.
Louis, 2005, p. 1259. Used with permission. Copyright, Mosby.

e FLACC scale: this scale has been validated for measuring pain in children with mild to
severe cognitive impairment and in pre-verbal children (including infants).

CATEGORIES SCORING
0 1 2
FACE Mo particular expression | Occasional grimace or Frequent to constant
or smile frown, withdrawn, quivering chin, clenched jaw.
disinterested.
LEGS Mormal position or Uneasy, restless, tense, Kicking, or legs drawn up.
relaxed.
ACTIVITY Lying quietly, normal Squirming, shifting back and | Arched, rigid or jerking.
position moves easily. forth, tense.
CRY Mo cry, (awake or Moans or whimpers; Crying steadily, screams or
asleep) occasional complaint sobs, frequent complaints.
CONSOLABILITY Content, relaxed. Reassured by occasional Difficulty to console or
touching hugging or being comfort
talked to, distractable.

Certification Requirements:

e Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplished via
guality assurance mechanisms, classroom demonstrations, skills stations, or other
mechanisms as deemed appropriate by the Wake EMS System.

Revised ASP = 2

01/01/2017 This procedure has been altered from the original NCCEP Procedure by the local EMS Medical Director




Standards Procedure (Skill) Assessment / Screening Section

Assessment: Pediatric

Clinical Indications: MR

e Any child that can be measured with a
Length-based Resuscitation Tape. A AEMT A

Procedure:

1. Scene size-up, including universal precautions, scene safety, environmental hazards
assessment, need for additional resources, by-stander safety, and patient/caregiver
interaction

2. Assess patient using the pediatric triangle of ABCs:

e Airway and appearance: speech/cry, muscle tone, inter-activeness, look/gaze, movement
of extremities

e Work of breathing: absent or abnormal airway sounds, use of accessory muscles, nasal
flaring, body positioning

e Circulation to skin: pallor, mottling, cyanosis

3. Establish spinal immobilization if suspicion of spinal injury

4. Establish responsiveness appropriate for age (AVPU, GCS, etc.)

5. Color code using length based resuscitation tape._Refer to Wake EMS system weight-volume

medication chart for med dosages.

6. Assess disability (pulse, motor function, sensory function, papillary reaction)

7. Perform a focused history and physical exam. Recall that pediatric patients easily experience
hypothermia and thus should not be left uncovered any longer than necessary to perform an
exam.

8. Record vital signs (BP > 3 years of age, cap refill < 3 years of age). The need for BP

measurement should be determined on a case-by-case basis considering the provider’s rapport

with the child and the child’s clinical condition. Blood pressure measurement is not required for all
patients, but should be measured if possible, especially in critically ill patients in whom blood
pressure measurement may guide treatment decisions.

9. Include Immunizations, Allergies, Medications, Past Medical History, last meal, and events
leading up to injury or iliness where appropriate.

10. Treat chief complaint as per protocol

Certification Requirements:

e Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplished via
guality assurance mechanisms, classroom demonstrations, skills stations, or other
mechanisms as deemed appropriate by the Wake EMS System.

Revised ASP = 3

01/01/2017 This procedure has been altered from the original NCCEP Procedure by the local EMS Medical Director




Standards Procedure (Skill) Assessment / Screening Section

Blood Glucose Analysis

MR
B EMT B
AEMT A

A
ﬂ PARAMEDIC |}

Clinical Indications:

e Patients with suspected hypoglycemia or hyperglycemia (diabetic emergencies, change in
mental status, bizarre behavior, etc.)

Procedure:

H

. Gather and prepare equipment.
2. Blood samples for performing glucose analysis can be obtained through a finger-stick or when
possible simultaneously with intravenous access.

3. Place correct amount of blood on reagent strip or site on glucometer per the manufacturer's
instructions.

. Time the analysis as instructed by the manufacturer.

. Document the glucometer reading and treat the patient as indicated by the analysis and
protocol.

. Repeat glucose analysis as indicated for reassessment after treatment and as per protocol.

. Perform Quality Assurance on glucometers at least once every 7 days, if any clinically
suspicious readings are noted, and/or as recommended by the manufacturer and document in
the log.

[S2lF >N

~N O

Certification Requirements:

e Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplished via
guality assurance mechanisms, classroom demonstrations, skills stations, or other
mechanisms as deemed appropriate by the Wake EMS System.

Revised ASP = 4

01/01/2017

This procedure has been altered from the original NCCEP Procedure by the local EMS Medical Director




Standards Procedure (Skill) Assessment / Screening Section

Capnography

Clinical Indications:

e Capnography shall be used when available with the use of all airway procedures including
endotracheal, nasotracheal, cricothyrotomy, or Blind Insertion Airway Devices (BIAD).

e Capnography shall be used with all airvay management (including BVM) or any patient with
respiratory distress, including all utilization of CPAP.

e Capnography should be used liberally to monitor patients in whom there is any concern about
ability to protect the airway or respiratory status. Strongly consider capnography with use of
opioid pain medications or benzodiazepines, and for any patient who is sedated either by
medications or by underlying medical condition.

Procedure:

=

. Attach capnography sensor to the BIAD, endotracheal tube, or oxygen delivery device.

2. Note CO;, level and waveform changes. These will be documented on each respiratory failure,
cardiac arrest, or respiratory distress patient.

3. The capnometer shall remain in place with the airway and be monitored throughout the
prehospital care and transport.

4. Any loss of CO, detection or waveform indicates an airway problem and should be
documented.

5. The capnogram should be monitored as procedures are performed to verify or correct the
airway problem.

6. Document the procedure and results on/with the Patient Care Report (PCR) and the Airway

Evaluation Form.

Certification Requirements:

e Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplished via
guality assurance mechanisms, classroom demonstrations, skills stations, or other
mechanisms as deemed appropriate by the Wake EMS System.

Revised ASP = 5

01/01/2017 This procedure has been altered from the original NCCEP Procedure by the local EMS Medical Director




Standards Procedure (Skill) Assessment / Screening Section

Pulse Oximetry

MR
B EMT B
AEMT A

A
ﬂ PARAMEDIC |3

Clinical Indications:

e Patients with suspected hypoxemia.
Procedure:

1. Apply probe to patient’s finger or any other digit as recommended by the device
manufacturer.

2. Allow machine to register saturation level.

3. Record time and initial saturation percent on room air if possible on/with the patient care
report (PCR).

4. Verify pulse rate on machine with actual pulse of the patient.

5. Monitor critical patients continuously until arrival at the hospital. If recording a one-time
reading, monitor patients for a few minutes as oxygen saturation can vary.

6. Document percent of oxygen saturation every time vital signs are recorded and in
response to therapy to correct hypoxemia.

7. In general, normal saturation is 97-99%. Below 94%, suspect a respiratory compromise.

8. Use the pulse oximetry as an added tool for patient evaluation. Treat the patient, not the
data provided by the device.

9. The pulse oximeter reading should never be used to withhold oxygen from a patient in
respiratory distress or when it is the standard of care to apply oxygen despite good pulse
oximetry readings, such as chest pain. Supplemental oxygen is not required if the
oxyhemoglobin saturation is >= 94%, unless there are obvious signs of heart failure,
dyspneic, or hypoxic to maintain to 94%.

10. Factors which may reduce the reliability of the pulse oximetry reading include but are not
limited to:
e Poor peripheral circulation (blood volume, hypotension, hypothermia)
Excessive pulse oximeter sensor motion
Fingernail polish (may be removed with acetone pad)
Carbon monoxide bound to hemoglobin
Irregular heart rhythms (atrial fibrillation, SVT, etc.)
Jaundice
Placement of BP cuff on same extremity as pulse ox probe.

Certification Requirements:

¢ Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplished via
guality assurance mechanisms, classroom demonstrations, skills stations, or other
mechanisms as deemed appropriate by the Wake EMS System.

Revised ASP = 6

01/01/2017 This procedure has been altered from the original NCCEP Procedure by the local EMS Medical Director




Standards Procedure (Skill) Assessment / Screening Section

Stroke Screen — Page 1
Step 1. Modified LA Prehospital

Clinical Indications: MR
B EMT B
AEMT A

A
Procedure: ﬂ PARAMEDIC ﬂ

1. Assess and treat suspected stroke patients as per protocol.

2. The Los Angeles Prehospital Stroke Screen (LAPSS) form should be referenced as necessary
for all suspected stroke patients (see appendix). There are six screening criteria items on the
LAPSS form- see below for Wake County-specific modifications.

e Suspected Stroke Patient

3. Screen the patient for the following criteria:

e Forthe utilization of this screen in the Wake County EMS System, there is no age cutoff;
consider any age patient as “yes” for possible stroke. HOWEVER, there is no “CODE
STROKE” process for pediatric (age less than 18) patients. If a pediatric patient screens
positive for possible stroke, give this information during your usual call-in, but there is NOT
an in-hospital “code stroke” response for pediatrics.

New onset of neurologic symptoms in last 24 hours
For the utilization of this screen in the Wake County EMS System, there is no ambulatory
requirement; i.e. patients non-ambulatory at baseline can screen “yes” for possible stroke.

4. The final criterion consists of performing a patient exam looking for facial droop, unilateral grip
weakness/absence, or unilateral arm weakness. If the patient has one of these exam
components, they are POSITIVE for this Step 1 of the Stroke Screen.

f all of the LAP reening criteria are m “ ” Il criteria, includin | n

exam component OR if unknown), OR if the patient has slurred speech not related to
Icoh

n
alcohol or toxic ingestion or cannot talk, follow the EMS System Stroke Destination Plan
nd alert the receiving h ital of ible strok ien rl ible.

6. If the patient is POSITIVE for this initial stroke screen, proceed to PAGE 2 of THIS
PROCEDURE to complete a VAN assessment for possible large vessel occlusion.

7. Documentation of ALL stroke screening should be completed in your PCR.
Certification Requirements:
e Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplished via

quality assurance mechanisms, classroom demonstrations, skills stations, or other
mechanisms as deemed appropriate by the Wake EMS System.

Revised As P - 8

08/01/2018 This procedure has been altered from the original NCCEP Procedure by the Wake EMS Medical Director




Standards Procedure (Skill) Assessment / Screening Section

Stroke Screen — Page 2
Step 2 (*if Step 1is positive): VAN

Clinical Indications:

MR

e Suspected Stroke Patient with POSITIVE initial MLAPSS B EMT B
AEMT A

A
Procedure: ﬂ PARAMEDIC ﬂ

EMS VAN: Acute Stroke Screening Tool for Large Vessel Occlusion
STEP 1: Is ARM weakness present?

- If arm weakness is present, continue the VAN exam to Step 2 below.
- If arm weakness is absent, the patient is VAN NEGATIVE. Stop VAN exam.

STEP 2: Does the patient have Visual Disturbance, Aphasia, or Neglect?

- If the patient does NOT have Visual Disturbance, Aphasia, or Neglect, then the patient
is VAN NEGATIVE

- If the patient has any degree of arm weakness PLUS ANY ONE of the following, this is likely
a large artery blood clot (cortical symptoms) = VAN POSITIVE

1. Visual Disturbance: Assess for new onset blindness, double vision, or visual field cut by
testing both sides, holding fingers at the periphery of their vision.

2. Aphasia: Does the patient have the inability to speak coherently (word salad) or
understand your speech (repeat and name 2 objects, close eyes, make fist)

3. Neglect: Does the patient have a forced gaze to one side, or ignoring one side of the body?
Touch both sides of the patient’s body, can the patient tell you are touching them?

** Upon completion of the VAN test, use this information to help determine transport destination
as per the Wake County EMS Stroke Triage and Destination Plan. Document your VAN score
in your PCR, as well as the result of your initial stroke screening. As with ALL suspected stroke
patients, limit scene time, make early notification to the destination facility, and realize that the

MOST IMPORTANT element of the patient’s history is the patient’s LAST KNOWN WELL time.

Communicate this information during your radio call-in to the destination hospital.
Certification Requirements:

e Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplished via
quality assurance mechanisms, classroom demonstrations, skills stations, or other
mechanisms as deemed appropriate by the Wake EMS System.

Revised As P - 8

08/01/2018 This procedure has been altered from the original NCCEP Procedure by the Wake EMS Medical Director




Standards Procedure (Skill) Assessment / Screening Section

Temperature Measurement

Clinical Indications: MR
e Monitoring body temperature in a patient with: = EMT =
suspected infection, hypothermia, hyperthermia, T ~

or to assist in evaluating resuscitation efforts. &
2 PARAMEDIC |
Procedure:

1. Multiple methods of temperature management are acceptable; refer to manufacturer’s
instructions for these devices as necessary:
a. For adult patients that are conscious, cooperative, and in no respiratory distress, an oral
temperature is preferred (step 2 below).
b. For adult or pediatric patients being evaluated for a suspected infectious disease,
utilization of the touchless temporal thermometer is indicated (step 3 below).
c. Alternative methods: for infants or adults that do not meet the criteria above, a tympanic
temperature may be performed (step 4 below). Rectal temperature measurement (step 5) is
also acceptable, as is esophageal temperature probe in the setting of induced hypothermia;
follow the Gastric Tube Insertion procedure (Paramedic Only) to place the esophageal probe.

2. To obtain an oral temperature, ensure the patient has no significant oral trauma and place the
thermometer under the patient’s tongue with appropriate covering. Have the patient seal his
or her mouth closed around thermometer. Leave the device in place until there is indication
an accurate temperature has been recorded (per the “beep” or other indicator specific to the
device).

3. To obtain a touchless temporal reading, point the device towards the patient’s temple with the
device 2-3 inches from skin surface (temporal artery reading) in an enclosed area without
wind. Pull the trigger and the unit will beep and give an immediate reading. Additional
readings may be obtained after 15 seconds.

4. To obtain a tympanic (ear) temperature, ensure there is no ear trauma, cover the thermometer
with an appropriate cover, place the device gently in the external auditory canal, press the
button and the unit will beep within seconds and provide a reading.

5. To obtain a rectal temperature, ensure the patient has not suffered any rectal trauma by
history and/or brief exam as appropriate for patient’s complaint. Cover the thermometer with
an appropriate cover, apply lubricant, and insert into rectum no more than 1 to 2 cm beyond
the external anal sphincter.

6. Record time, temperature, method (oral, tympanic, temporal, esophageal, rectal), and scale
(C° or F°) in Patient Care Report (PCR).

Certification Requirements:

e Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplished via
guality assurance mechanisms, classroom demonstrations, skills stations, or other
mechanisms as deemed appropriate by the Wake EMS System.

Revised ASP = 9

01/01/2017 This procedure has been altered from the original NCCEP Procedure by the Wake EMS Medical Director




Standards Procedure (Skill) Assessment / Screening Section
Orthostatic Blood Pressure Measurement

Clinical Indications:

e Patient situations with suspected blood, fluid loss, or dehydration with no indication for spinal
immobilization. Orthostatic vital signs are not routinely recommended.

e Patients > 8 years of age, or patients larger than the length based tape

e Orthostatic Vital Signs are not sensitive nor specific for volume loss / dehydration and may
induce syncope in some cases. Assessment of orthostatic vital signs are not routinely
recommended, but may be helpful in some cases. Use per paramedic’s discretion.

Procedure:
** |f a patient experiences dizziness or pre-syncope upon sitting or is obviously dehydrated based

on history or physical exam, formal orthostatic vitals examination should be omitted and fluid
resuscitation initiated.

1. Gather and prepare standard sphygmomanometer and stethoscope.

2. With the patient supine, obtain pulse and blood pressure.

3. Have the patient sit upright.

4. After 30 seconds, obtain blood pressure and pulse.

5. If the systolic blood pressure falls more than 30 mmHg or the pulse rises more than 20 bpm,
the patient is considered to be orthostatic.

Certification Requirements:

e Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplished via
guality assurance mechanisms, classroom demonstrations, skills stations, or other
mechanisms as deemed appropriate by the Wake EMS System.

Revised ASP = 10

01/01/2017 This procedure has been altered from the original NCCEP Procedure by the local EMS Medical Director




Standards Procedure (Skill) Assessment / Screening Section

Carboxy/Methemoglobin Monitoring

Clinical Indications:

MR

e Persons with suspected or known exposure to carbon monoxide B EMT B
or substance likely to produce methemoglobin. AEMT A

A
n PARAMEDIC ﬂ
Procedure:

e Apply probe to patient's middle finger or any other digit as recommended by the device
manufacturer. If near strobe lights, cover the finger to avoid interference and/or move away from
lights if possible. Where the manufacturer provides a light shield it should be used.

¢ Allow machine to register percent circulating carboxyhemoglobin or methemoglobin values

e Record levels in patient care report or on the scene rehabilitation form.

e Verify pulse rate on machine with actual pulse of the patient.

e Monitor critical patients continuously until arrival at the hospital. If recording a one-time reading,
monitor patients for a few minutes as oxygen saturation can vary.

e Document percent of carboxyhemoglobin or methemoglobin values every time vital signs are
recorded during therapy for exposed patients.

e Use the pulse oximetry feature of the device as an added tool for patient evaluation. Treat the
patient, not the data provided by the device. Utilize the relevant protocol for guidance.

e The pulse oximeter reading should never be used to withhold oxygen from a patient in respiratory
distress or when it is the standard of care to apply oxygen despite good pulse oximetry readings,
such as chest pain.

¢ Factors which may reduce the reliability of the reading include:

. Poor peripheral circulation (blood volume, hypotension, hypothermia

. Excessive external lighting, particularly strobe/flashing lights

. Excessive pulse oximeter sensor motion

. Fingernail polish (may be removed with acetone pad)

. Irregular heart rhythms (atrial fibrillation, SVT, etc.)

. Jaundice

. Placement of BP cuff on same extremity as pulse ox probe.

~NOoO Ok WDN P

Certification Requirements:

¢ Maintain knowledge of the indications, contraindications, technique, and possible complications of
the procedure. Assessment of this knowledge may be accomplished via quality assurance
mechanisms, classroom demonstrations, skills stations, or other mechanisms as deemed
appropriate by the Wake EMS System.

Revised AS P' 20

01/01/2017 This procedure is unique to the Wake EMS System




Standards Procedure (Skill) Assessment / Screening Section

Advanced Practice Paramedic Wellness Check

Indications:

When patient safety needs to be ensured for patients who are evaluated by advanced practice
paramedics for presumed non-urgent situations. This includes patients who are referred by other
EMS providers, those identified by query of patient records, and those referred by external entities.

A APP A

Contraindications:
Any patient for whom an emergency medical condition exists that would normally be treated under
another Wake EMS System protocol, policy, and/or procedure.

Procedure:

1) Ensure scene safety and at all times make RESCOM aware of your location. When possible,
remain available for dispatch to high acuity calls.

2) Politely introduce yourself to the patient and family.

3) Determine the nature of the visit and record in electronic database (diabetes, CHF, falls
prevention, pediatric asthma, high-risk refusal follow-up, or other).

4) For all patients, determine the name of the primary care physician. If one does not exist, utilize
APP reference materials and communicate the available primary care physicians to the patient.

5) Assist all patients with medication compliance. If pill minders or refills are needed, note this in
the electronic database. It is appropriate to communicate these needs with the primary care
physician when possible. APPs may not pick up or in other ways transport prescription
medications without specific authorization from medical control.

6) If the patient is diabetic, ensure daily blood glucose logs are being maintained. Asymptomatic
patients with more than 2 consecutive blood glucose measurements above 300 should make
contact with their primary care physician within 24 hours. A phone follow-up by the APP to
ensure glucose is not rising is appropriate. If the blood glucose is rising by more than 50 mg/dL
and/or any reading is above 500, transport to the emergency department shall be
recommended.

7) If the patient has CHF, ensure the patient has a scale and is performing weight checks.
Asymptomatic patients with unexplained weight gain of more than 4 pounds should be referred
to their primary care physician within 24 hours.

8) For patients with concern over falls prevention, ensure there are no loose rugs, handrails are
present on all steps, and restroom facilities have available hand rails and slip resistant surfaces
in showers/bath tubs. If these items are needed, note this in the electronic patient care report.

9) For pediatric asthma patients, assure medications are available. If smoking in the home or
potential pet allergens is identified, discuss this with the patient’s family and include this in
your electronic patient care report.

Certification Requirements:

Maintain knowledge of the indications, contraindications, technique, and possible complications of
the procedure. Assessment of this knowledge may be accomplished via quality assurance
mechanisms, classroom demonstrations, skills stations, or other mechanisms as deemed
appropriate by the Wake EMS System.
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Standards Procedure (Skill) Assessment / Screening Section

Request for Alternative Destination

Purpose:

MR
The purpose of this policy is to: B EMT B
A AEMT A
« Give direction for providers who encounter n PARAMEDIC n

patients with mental health and substance abuse crisis
that may be better served by a receiving facility other than an emergency department.
« Establish an orderly method by which clinical issues can be rapidly addressed.

Procedure:

1. If a patient presents with primary substance abuse and/or mental health crisis (e.g., suicidal
ideation without actual attempt), they should be evaluated on both the “Behavioral” and the
“Well Person” protocols. If the patient is non-combative (and thus does not require
medication from the Behavioral protocol) and successfully passes the Well Person screen,
an Advanced Practice Paramedic (APP) on duty may be contacted; otherwise, the patient
should be transported as per the usual and customary procedures. See the Wake EMS Patient
Disposition policy regarding transport of patients who may lack capacity and/or are a danger to
themselves or others.

2. After contact with the APP, the originally responding EMS crew will maintain appropriate
clinical contact and monitoring of the patient until the APP arrives. If response of the APP
is delayed, the EMS crew and APP will communicate via phone or radio and determine the
most appropriate treatment plan and destination for the patient.

3. Until an appropriate destination for the patient has been determined, the patient will not be
left unattended by EMS personnel.

4. Once the screening exam by the APP is complete, the patient may be referred to Wake County
Crisis and Assessment (CAS), Holly Hill Hospital, Healing Transitions of Wake County, or other
approved alternative destination facility (provided the patient meets the facility’s screening criteria)
via appropriate transportation. If law enforcement or other means of transportation are not
available, the patient may be transported as a “request for service” non-billed transport to the
alternate destination. Patients transported to Holly Hill and CAS require the APP to complete a APP
CIP form.

5. If the patient’s condition is determined not to be appropriate for transport to a destination
other than an emergency department, or the patient refuses the recommended alternative
destination, transportation to a receiving hospital emergency department by a Wake County
EMS System ambulance shall be offered.

6. Where transportation to a non-emergency department destination is deemed to be
appropriate and the patient accepts that destination, the APP will be responsible for primary
documentation of the patient encounter if the APP physically evaluated the patient on scene. If the
APP did not physically evaluate the patient, all providers should document in accordance with the
“documentation with multiple providers” policy.
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Standards Procedure (Skill) Assessment / Screening Section

Fire and Technical Rescue Scene Response

EMS responds to structural fire and technical rescue incidents to address three distinct needs in the

Cold” and “Warm” zones: MR

B EMT B

| EMT- | |
1.  Treatment of the ill or injured responder n EMT- P n
2. Provision of care for victims of the incident
3. Provision of responder rehabilitative/preventive medical assistance during extended incidents

An EMS ambulance shall be dispatched to these scenes to serve as an evaluating (rehab) unit for the
fire or rescue agency managing the scene. These responses include, but are not limited to incidents
where responders will be:

o Working on the scene for more than an hour.
o In the presence of weather that will exceed 90 degrees F or be below 10 degrees F.
o Expected to use SCBA for approximately 45 minutes or more before the scene is under control,

or are using supplied air respirators for any duration.

The initial response shall be one ALS Ambulance as directed by Emergency Medical Dispatch priority.
It is acceptable for the responding EMS Resource(s) to monitor the radio traffic of the first-in Fire/
Rescue Resource and cancel and/or downgrade response as appropriate. If the scene is known or
suspected to have incident victims, additional transport ambulance resources should be requested in
numbers sufficient to address victim needs and prevent unnecessary delays in addressing
rehabilitative/preventive medical needs of responders.

An EMS District Chief is automatically dispatched to declared working fires. For more complex or
extended incidents, give consideration to requesting a second District Chief and the Major Operations
Support Unit (MOSU). A Medical Director may be requested to respond and assist with rehab
assessment if needed.

If any firefighter or other victim requires transport to the hospital, an additional ALS ambulance will be
dispatched to assume the rehab duties at the fire scene. Personnel on the scene will determine the
level of response for the second ambulance (e.g., lights and siren vs. no lights and siren).

Transport of an injured firefighter or other victim will not be delayed while waiting for a second
ambulance to arrive. If there is an urgent need for ALS personnel on the scene, the second
ambulance should be dispatched with lights and siren and the injured party transported without delay.
In most all circumstances, the EMS Supervisor and/or the Medical Branch Director will be present to
render aid while awaiting the second ambulance.

Where specialized care for patients or responders is potentially needed in the “hot zone” of
technical rescue incidents, request specialized USAR/HazMat paramedics.

(continued next page)

ASP - 23 (page 1)
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Standards Procedure (Skill) Assessment / Screening Section

Fire and Technical Rescue Scene Response (continued)

Routine Working Fires/Technical Rescue Incidents

For a routine working fire or technical rescue incident, an EMS District Chief will be dispatched. The

1.

following actions are expected of the first arriving transport unit to these events:
Park close to the incident to allow for rapid removal and transportation of injured persons. In
choosing a location, do no impair the ability of apparatus to depart or access the scene or fire
hydrants. Work to establish clear means of egress even as other units respond.

. Initial actions:
. If a victim is known, and has been removed from the hazard zone, initiate care for the victim and

request appropriate supplemental resources to respond.

. If a victim has been removed to a “warm zone,” don full turnout gear, initiate care for the victim, and

request appropriate supplemental resources to respond.

. If no victim is known or suspected, and the EMS District Chief is not yet on scene all EMS

technicians shall don full turnout gear, load the stretcher with medical equipment (to include cardiac
monitor, oxygen, ALS medications, suction, immobilization equipment and burn sheets) and report
with equipment to the incident command post.

. As directed by the incident commander or arriving EMS District Chief, prepare the medical rehab

area and screen responders as directed in the incident rehabilitation protocol.

As a matter of practice, at least one crew of EMS responders will remain in turnout gear, conspicuous

and in proximity of the command post to provide a rapid medical intervention team whenever fire
suppression or technical rescue activities are ongoing. If additional EMS personnel are assigned to
a rehab function, they should also remain conspicuous, and in proximity of the rehab area through
the duration of the event. It is recognized that a large number of fire service injuries and deaths
occur during post-incident activities including salvage, overhaul, and take up. It is expected that
EMS technicians will continue to be conspicuous and provide incident support through all phases of
response unless directed otherwise by through the incident management system.

Major Working Fires

Upon declaration of a major working fire, ensure additional resources to total three ALS ambulances,

w N

~N o 01 A~
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two EMS District Chiefs, and the EMS Major Operations Support Unit (MOSU). In addition to the
actions identified for the “routine” working incidents above, the following actions are expected:

. First arriving District Chief reports to the command post as medical branch director (if necessary,

take verbal report from previous medical branch director). Dons the MEDICAL vest.

. Take actions to secure a good parking location for the MOSU.
. REHAB- at least 2 ALS ambulances and the MOSU. Second arriving District Chief or a Senior

Paramedic will assume the Rehab Unit Supervisor role, and will don the REHAB vest.

. Work to assure clear ingress and egress for responding ambulances.

. Assure on-going supply of ice, water, and flavorings.

. Advise the IC with regards to ongoing hydration, nutrition needs, etc.

. Consider the need for portable toilets early (contact Emergency Management). These requests are

often not processed as quickly as the kidneys process fluids.

. Assign a scribe to MEDICAL when possible.
. Send an EMS Chief Officer to the RWECC for system status control and consideration of out-of-

county mutual aid as necessary, and ensure EMS command staff have been notified.
Revised ASP = 23 (page 2)
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Standards Procedure (Skill) Cardiac Section

12 Lead ECG and CODE STEMI Activation

Clinical Indications for 12 lead ECG:

e Suspected cardiac patient or Suspected Stroke Patient B EMT B
e Suspected tricyclic overdose A AEMT A
e Electrical injuries PARAMEDIC

e Syncope E ﬂ
e Any patient age 35 or over with chest pain

Procedure:
1. Assess patient and monitor cardiac status.
2. Administer oxygen as patient condition warrants.
3. If patient is unstable, definitive treatment is the priority. If patient is stable or stabilized after
treatment, perform a 12 Lead ECG.
4. Prepare ECG monitor and connect patient cable with electrodes.
5. Enter the required patient information (patient name, etc.) into the 12 lead ECG device.
6. Expose chest and prep as necessary. Modesty of the patient should be respected.
7. Apply chest leads and extremity leads using the following lan
RA -Right arm
LA -Left arm
RL -Right leg
LL -Left leg
V1 -4" intercostal space at right sternal border
V2 -4" intercostal space at left sternal border
V3 -Directly between V2 and V4
V4 -5" intercostal space at midclavicular line
V5 -Level with V4 at left anterior axillary line
e V6 -Level with V5 at left midaxillary line

8. Instruct patient to remain still.

9. Press the appropriate button to acquire the 12 Lead ECG.
10. If the monitor detects signal noise (such as patient motion or a disconnected electrode), the
12 Lead acquisition will be interrupted until the noise is removed.

11. Once acquired, transmit the ECG data to the appropriate hospital.

12. Contact the receiving hospital to notify them that a 12 Lead ECG has been sent.
13. Monitor the patient while continuing with the treatment protocol.

14. Download data as per guidelines and attach a copy of the 12 lead to the ACR.
15. Document the procedure, time, and results on/with the patient care report (PCR)

16. Go to the next page for procedures regarding suspected STEMI
Certification Requirements:

e Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplished via
guality assurance mechanisms, classroom demonstrations, skills stations, or other
mechanisms as deemed appropriate by the Wake EMS System.

Revised CSP = 1 - Page 1
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12 Lead ECG page 2

EMS CODE STEMI: Cath Lab Activation

Clinical Indications:
e Suspected ST-Elevation MI (STEMI), based on patient condition and ECG

Procedure: n EMT-P ﬂ

1. Enter the first 5 letters of the patient’s last name in the “patient last name” field, and transmit
diagnostic 12-lead ECG; transmit multiple ECGs as necessary:

a. Press “Transmit”, then “Data”, Select “12-lead X” as Report,

Select Site of REX IP or WAKE IP, and Select “Send”

2. Obtain the following information before your radio call in:

a. Patient age and gender

b. Patient cardiologist and preferred STEMI hospital (if present)

c. Clinical presentation, history, symptoms that suggest this is an acute cardiac event

d. What are the 2 or more anatomically contiguous leads with 1 + mm ST elevation, (SEE
CHEST PAIN PROTOCOL for STEMI localization tool)

e. Isthere a LBBB not known to be old?

f. Absence or presence of LVH

g. Absence or presence of profound tachycardia (heart rate >129)

h. Absence or presence of pacemaker activity

i

Was the patient resuscitated from cardiac arrest but does not have obvious STEMI?

3. If patient has 1+ mm of ST elevation in two anatomically contiguous leads and none of the
characteristics in red above, call a CODE STEMI to the hospital. If any of the characteristics in red
are present do NOT call “Code STEMI.” Instead, transmit the 12-lead for physician consultation; be
sure to communicate the need for physician consult due to concern for possible STEMI.

4. Give your standard radio call-in including the following information:

- This is EMS (unit #) enroute with a CODE STEMI patient, ETA (X) minutes

- The 12-lead (has been/could not be) transmitted.

- Clinical presentation suggesting acute event: Chest Pain, Shortness of Breath, diaphoresis, etc.

- (X) mm of ST segment elevation are present in leads (X,Y...), with reciprocal depression in (X,Y...)
(SEE CHEST PAIN PROTOCOL FOR LOCALIZATION TOOL) OR patient was resuscitated
from V-fib/VTach arrest and now has evidence of STEMI.

- There is no LVH noted.

- The patient has no pacemaker (or no pacer spikes are present).

- (He/She) is a patient of Dr. (X) (or has no cardiologist).

- Provide patient’s name and DOB if requested (Not A HIPAA Issue)

Certification Requirements:

e Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplished via
quality assurance mechanisms, classroom demonstrations, skills stations, or other
mechanisms as deemed appropriate by the Wake EMS System.
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Standards Procedure (Skill) Cardiac Section

Cardiac: Cardioversion

ﬂ PARAMEDIC ﬂ

e Unstable patient with a tachydysrhythmia (rapid atrial fibrillation, supraventricular tachycardia,
ventricular tachycardia)

e Patient is not pulseless (the pulseless patient requires unsynchronized cardioversion, i.e.,
defibrillation)

Clinical Indications:

Procedure:

1. Ensure the patient is attached properly to a monitor/defibrillator capable of synchronized
cardioversion.

2. Have all equipment prepared for unsynchronized cardioversion/defibrillation if the patient fails
synchronized cardioversion and the condition worsens.

3. Consider the use of pain or sedating medications.

4. Set energy selection to the appropriate setting.

5. Set monitor/defibrillator to synchronized cardioversion mode.

6. Make certain all personnel are clear of patient.

7. Press and hold the shock button to cardiovert. Stay clear of the patient until you are certain
the energy has been delivered. NOTE: It may take the monitor/defibrillator several cardiac
cycles to “synchronize”, so there may a delay between activating the cardioversion and the
actual delivery of energy.

8. Note patient response and perform immediate unsynchronized cardioversion/defibrillation if
the patient’s rhythm has deteriorated into pulseless ventricular tachycardia/ventricular
fibrillation, following the procedure for Defibrillation-Manual.

9. If the patient’s condition is unchanged, repeat steps 2 to 8 above, using escalating energy
settings.

10. Repeat until maximum setting or until efforts succeed. Consider discussion with medical
control if cardioversion is unsucessful after 2 attempts.
11. Note procedure, response, and time in the patient care report (PCR).

Certification Requirements:

e Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplished via
guality assurance mechanisms, classroom demonstrations, skills stations, or other
mechanisms as deemed appropriate by the local EMS System. Assessment should include
direct observation at least once per certification cycle., or other mechanisms as deemed
appropriate by the Wake EMS System.
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Standards Procedure (Skill) Cardiac Section

Cardiac: External Pacing
& PArAvEDIC I

Clinical Indications:

e Patients with symptomatic bradycardia (less than 60 per minute) with signs and symptoms of
inadequate cerebral or cardiac perfusion such as:
e Chest Pain

Hypotension

Pulmonary Edema

Altered Mental Status, Confusion, etc.

Ventricular Ectopy

Procedure:

1. Attach standard four-lead monitor.
2. Apply defibrillation/pacing pads to chest and back:
¢ One pad to left mid chest next to sternum
¢ One pad to mid left posterior chest next to spine.
3. Rotate selector switch to pacing option.
4. Adjust heart rate to 70 BPM for an adult and 100 BPM for a child.
5. Note pacer spikes on EKG screen.
6. Typical mechanical capture thresholds are 50-90mA, but may vary widely. NOTE:

- For critically ill patients (e.g. hypotension, peri-arrest, unconscious), start pacing
attempts at maximum current output. For critically ill patients, the most important step in pacing
is to immediately ensure mechanical capture at whatever mA is required. Once mechanical
capture is confirmed by a palpable pulse at the rate consistent with “electrical capture” on the
monitor, current may be slowly decreased and set at 10-20 mA above mechanical capture
threshold.

7. If unable to capture while at maximum current output, stop pacing immediately.
8. If capture observed on monitor, check for corresponding pulse and assess vital signs.
9. Consider the use of sedation or analgesia if patient is uncomfortable.
10. Document the dysrhythmia and the response to external pacing with ECG strips in the
PCR.

Certification Requirements:

¢ Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplished via
guality assurance mechanisms, classroom demonstrations, skills stations, or other
mechanisms as deemed appropriate by the Wake EMS System. Assessment should include
direct observation at least once per certification cycle.
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Standards Procedure (Skill) Cardiac Section

Cardiopulmonary Resuscitation (CPR)

Clinical Indications: MR
e Basic life support for the patient in cardiac arrest B EMT B
Procedure: AEMT A

A
1. Within 10 seconds, assess the patient’s level of responsiveness, ﬂ PARAMEDIC ﬂ
(shake and shout), assess for normal breathing, and check pulse.
2. If the patient is not breathing normally, check for carotid pulse in adults and older children,
brachial pulse for infants. If no pulse or if you are unsure if there is a pulse, begin continuous
chest compressions based on chart below:

Age Location Depth Rate

Over sternum,
between nipples
(inter-mammary
line), 2-3 fingers

Infant 1.5 inches Approx 120/minute

Over sternum, just
cephalad from
xyphoid process,
heel of one hand

Child 2 inches Approx 120/minute

Over sternum, just
cephalad from
Adult xyphoid process, At least 2 inches Approx 120/minute
hands with
interlocked fingers

4. If patient is an adult, go to step 5. If no respiratory effort in a pediatric patient, ensure open
airway and give two ventilations. [f difficulty with ventilations, consider Airway Obstruction
Procedure. Minimize interruptions in compressions.

5. Go to Cardiac Arrest Protocol. Continue continuous chest compressions and begin
ventilations as directed in the age appropriate Cardiac Arrest Protocol.

6. Provide approximately 8 - 10 breaths per minute with the BVM. Use EtCO2 to guide your
ventilations as directed in the Cardiac Arrest Protocol.

7. Chest compressions should be provided in an uninterrupted manner. Only brief
interruptions ( < 5 seconds) are allowed for rhythm analysis, defibrillation, and procedures

8. Document the time and procedure in the Patient Care Report (PCR).

Certification Requirements:

e Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplished via
guality assurance mechanisms, classroom demonstrations, skills stations, or other
mechanisms as deemed appropriate by the Wake EMS System.
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Standards Procedure (Skill) Cardiac Section

Cardiac: Defibrillation-Automated

Clinical Indications:

e Patients in cardiac arrest (pulseless, non-breathing).
e Age < 8 years, use Pediatric Pads if available; if unavailable,
use adult pads.

Contraindication:

e Pediatric patients who are so small that the pads cannot be placed without touching one
another.

Procedure:

1. If multiple rescuers available, one rescuer should provide uninterrupted chest
compressions while the AED is being prepared for use.

2. Apply defibrillator pads per manufacturer recommendations. Based on guidelines,
place pads preferably in AP or AL position when implanted devices (pacemakers, AICDs)
occupy preferred pad positions and attempt to avoid placing directly over device.

3. Remove any medication patches on the chest and wipe off any residue.

4. If necessary, connect defibrillator leads: white to the anterior chest pad and the red to the
posterior pad.

5. Activate AED for analysis of rhythm.

6. Stop CPR and clear the patient for rhythm analysis. Keep interruption in CPR as brief as
possible.

7. Defibrillate if appropriate by depressing the “shock” button. Assertively state “CLEAR”
and visualize that no one, including yourself, is in contact with the patient prior to
defibrillation. The sequence of defibrillation charges is preprogrammed for monophasic
defibrillators. Biphasic defibrillators will determine the correct joules accordingly.

8. Begin CPR (chest compressions and ventilations) immediately after the delivery of the
defibrillation.

9. After 2 minutes of CPR, analyze rhythm and defibrillate if indicated. Repeat this step
every 2 minutes.

10. If “no shock advised” appears, perform CPR for two minutes and then reanalyze.

11. Transport and continue treatment as indicated.

12. Keep interruption of CPR compressions as brief as possible. Adequate CPR is a
key to successful resuscitation.

13. If pulse returns please use the Post Resuscitation Protocol

Certification Requirements:

e Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplished via
guality assurance mechanisms, classroom demonstrations, skills stations, or other
mechanisms as deemed appropriate by the Wake EMS System. Assessment should include
direct observation at least once per certification cycle.

Revised CSP = 5

01/01/2017 This procedure has been altered from the original NCCEP Procedure by the local EMS Medical Director




Standards Procedure (Skill) Cardiac Section

Cardiac: Defibrillation-Automated CR2 Device

Clinical Indications:

Patients in cardiac arrest (pulseless, non-breathing).
Age — device can be used on any age patient with the installed

set of pads; if patient < 12 years of age, depress the Baby icon
button after opening

Contraindication:

e Pediatric patients who are so small that the pads cannot be placed without touching one
another.

Procedure:

1. If multiple rescuers available, one rescuer should provide uninterrupted chest
compressions while the AED is being prepared for use.

2. Open the case to activate the device. Apply defibrillator pads preferably in Anterior-Posterior
(YELLOW pad to back and RED past to center chest) or Anterior-Lateral position when

implanted devices (pacemakers, AICDs) occupy preferred pad positions and attempt to avoid
placing directly over device.

. Remove any medication patches on the chest and wipe off any residue.

. If patient is less than 12 years of age, press the Baby icon button.

. Do Not Stop CPR for rhythm analysis.

. Defibrillate if appropriate when prompted by depressing the “shock” button. Assertively
state “CLEAR” and visualize that no one, including yourself, is in contact with the
patient prior to defibrillation.

8. Begin CPR (chest compressions and ventilations) immediately after the delivery of the
defibrillation. The CR2 can analyze the rhythm through CPR and defibrillate if indicated.
9. Do Not Stop CPR for rhythm analysis.

10. Continue CPR and following the guidance from the device until a LP15 arrives at the patient
side.

11. Keep interruption of CPR compressions as brief as possible. Adequate CPRis a
key to successful resuscitation.

12. If pulse returns please use the Post Resuscitation Protocol.

13. With the arrival of a LP15 device, disconnect the CR2 pads from the CR2 device by pulling

the clear tab in the center of the AED pad tray to remove the connector and then attach to the
therapy cable of the LP15.

Revised CSP - 5-5
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Standards Procedure (Skill) Cardiac Section

Cardiac: Defibrillation-Automated CR2 Device

Data Transfer:

MR

e After device is removed from the patient, replace the CR2 pads and | B EMT B

close the lid. A AEMT A

e The device will wirelessly connect to the network and upload all ﬂ PARAMEDIC ﬂ
patient encounter information to the Cloud to the proximity of any
EMS vehicle or any County Fire vehicle.

Certification Requirements:

Maintain knowledge of the indications, contraindications, technique, and possible complications of
the procedure. Assessment of this knowledge may be accomplished via quality assurance
mechanisms, classroom demonstrations, skills stations, or other mechanisms as deemed
appropriate by the Wake EMS System. Assessment should include direct observation at least once
per certification cycle.

Device Specific Information:

The CR2 has cprINSIGHT which allows chest compressions to continue during ECG analysis.
The CR2 has an integrated metronome that is set for 100 compressions per minute. Crews
should attempt to follow the usual separate metronome at 120 compressions per minute but if
this is too distracting and affecting CPR quality, crews may follow the CR2 metronome.

The CR2 pads are functional for both adult and pediatric patients. These pads are also fully
functional with the LP15, HOWEVER standard LP15 pads will not work with the CR2.
After each use, a new set of CR2 pads should be connected to the device.
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Standards Procedure (Skill) Cardiac Section

Cardiac: Defibrillation-Manual

ﬂ PARAMEDIC ﬂ

Clinical Indications:
e Cardiac arrest with ventricular fibrillation or pulseless ventricular tachycardia
Procedure:

1. Ensure that Chest Compressions are adequate and interrupted only when absolutely
necessary.

2. Clinically confirm the diagnosis of cardiac arrest and identify the need for defibrillation.

3. After application of an appropriate conductive agent if needed, apply defibrillation hands free
pads (recommended to allow more continuous CPR) or paddles to the patient’s chest in the
proper position
e Paddles: right of sternum at 2nd ICS and anterior axillary line at 5th ICS
e Pads: anterior-posterior (AP) position is preferred, vs. antero-lateral position if AP cannot

be quickly and easily obtained
For patients with implanted pacers/defibrillators, paddles or pads can be in AP or AL
positions. The presence of implanted pacers/defibrillators should not delay defibrillation.
Attempt to avoid placing paddles or pads directly above device.

4. Set the appropriate energy level

5. Charge the defibrillator to the selected energy level. Continue chest compressions while
the defibrillator is charging.

6. If using paddles, assure proper contact by applying 25 pounds of pressure on each paddle.

7. Hold Compressions, assertively state, “CLEAR” and visualize that no one, including
yourself, is in contact with the patient.

8. Deliver the countershock by depressing the discharge button(s) when using paddles, or
depress the shock button for hands free operation.

9. Immediately resume chest compressions and ventilations for 2 minutes. After 2 minutes of
CPR, analyze rhythm and check for pulse only if appropriate for rhythm.

10. Repeat the procedure every two minutes as indicated by patient response and ECG
rhythm.

11. Keep interruption of CPR compressions as brief as possible. Adequate CPR is a
key to successful resuscitation.

Certification Requirements:

e Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplished via
guality assurance mechanisms, classroom demonstrations, skills stations, or other
mechanisms as deemed appropriate by the Wake EMS System. Assessment should include
direct observation at least once per certification cycle.
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Standards Procedure (Skill) Cardiac Section

Cardiac: Defibrillation-Dual or Double

Clinical Indications: E PARAMEDIC ﬂ

e Any patient who has persisted in ventricular fibrillation/tachycardia, without even transient
interruption of fibrillation, as per the persistent VF/VT protocol.

o Refractory ventricular fibrillation or pulseless ventricular tachycardia where = 3 shocks delivered.

e Atleast one shock was delivered using different pads applied so as to produce a different current
vector than the first set

Procedure:
1. Ensure ongoing high quality CPR that is interrupted only when absolutely necessary.
2. Prepare sites for second pad set attachment and apply defibrillation pads
as per the VF/VT protocol.
e Pads: First defibrillator pads preferred in AP position, with
anterior pad just to patient’s left of sternum (red pads in diagram)
e Pads: Second defibrillator pads in AL position, with anterior pad
to patient’s right of sternum and lateral pad at the patients left anterior
axillary line (blue pads in diagram)
e Ensure pads are not in contact with one another.
For patients with implanted pacers/defibrillators:
Avoid placing paddles or pads directly above device.
3. Set the appropriate energy level and assure controls for both defibrillator / monitors are
accessible to provider performing defibrillation.
4. Follow procedure outlined in the VF/VT protocol. If refractory or persistent VF/VT continues:
*Charge the defibrillators to the selected energy level; Continue chest compressions
while the defibrillator is charging.
5. When both monitor / defibrillators have reached selected energy setting:
* Hold Compressions, assertively state, “CLEAR” and visualize that no one, including
yourself, is in contact with the patient. Push both defibrillator shock buttons simultaneously.
6. Immediately resume chest compressions and ventilations for 2 minutes. After 2 minutes of
CPR, analyze rhythm and check for pulse only if appropriate for rhythm.
7. Repeat the procedure every two minutes as indicated by patient response and ECG
rhythm, as per VF/VT protocol.
8. Keep interruption of CPR compressions as brief as possible. Adequate CPR is a
key to successful resuscitation.

Certification Requirements:

e Maintain knowledge of the indications, contraindications, technique, and possible complications
of the procedure. Assessment of this knowledge may be accomplished via quality assurance
mechanisms, classroom demonstrations, skills stations, or other mechanisms as deemed
appropriate by the Wake EMS System. Assessment should include direct observation at least
once per certification cycle.
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Standards Procedure (Skill) Cardiac Section

Mechanical CPR — LUCAS — Page 1

(Clinical Indications for Mechanical CPR: B EMT B

e Adult medical cardiac arrest patient when the decision to transport A AEMT A
to the ED has been made. This includes patients with ROSC (device ﬂ PARAMEDIC ﬂ
should be placed in case of re-arrest) and without ROSC (code cannot
be discontinued on scene for any reason).

Procedure:
1. Single responder brings the device to patient’s side next to person performing chest compressions.

2. Case side handle should face provider in charge of device application; unzip and POWER -ON device.

3. Remove back plate from the case and place towards patient’s head; remove neck strap from the case
and place nearby.

4. The device will be placed on the patient using a three step process that occurs during a ~five second
rhythm check (STEP I), the subsequent two minute CPR period (STEP IlI), and the next ~five second
rhythm check (STEP IlI):

STEP |: Atthe end of a two minute CPR cycle, pause compressions for rhythm check and defibrillate if
indicated. IMMEDIATELY AFTER shock (or no shock) compressors and single responder should lift
the patient’s torso and place the backplate underneath the patient (drawing an imaginary line between
the center of both backplate connector poles and the center of the sternum where the compressors’
hands are in correct position). Resume manual compressions, minimizing pause time to less than ten
seconds.

STEP II: While compressions are ongoing, adjust defib pads if necessary to minimize overlap of the
suction cup; some overlap is ok and will likely occur. Adjust patient’s arms above head, or out of the
way of the device. The single responder should remove LUCAS from case by the handles (pull and
release the release rings once) and ensure the control panel is facing the single responder. Lock only
the side of the device closest to the single responder into the backplate.

STEP 1ll: Atthe end of the two minute CPR cycle, pause compressions for a rhythm check and
defibrillate if indicated. IMMEDIATELY AFTER shock (or no shock), rotate the device across the
patient’s chest and lock the second side of the device into the backplate (this may require the
assistance of the person in pit crew position two). Using your hand, check that the lower edge of the
suction cup is just above the end of the sternum. If necessary, scoot the device/backplate into a better
position. Lower the piston/suction cup to the patient’s chest and PRESS PAUSE (2). The device will
slightly adjust the suction cup to the correct start position. PRESS PLAY(3) top-continuous to initiate
LUCAS compressions. Minimize total pause time to less than ten seconds.

*If the device will not lock into the back plate, adjust patient position as necessary. If the device will not
lock, or the device alarms when attempting to adjust the piston/suction cup, immediately resume manual
compressions. (see next page for information on clearing any ALARM).

5. Check device placement during operation, ensure suction cup is compressing in the appropriate
position. Apply neck strap. Using marker, mark position on chest at top and bottom of suction cup. Secure
patient’s wrists and/or forearms, considering flow/position of any IV or I0. *** GO TO NEXT PAGE ***
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Standards Procedure (Skill) Cardiac Section

Mechanical CPR — LUCAS - Page 2

Procedure (continued) :

6. Ensure compression cycles remain every two minutes. Coordinate use of stopwatch with LUCAS
using usual cardiac arrest checklists and protocols. Press PAUSE (2) to check rhythm, defibrillate as
necessary, or press PAUSE (2) if a pulse is found at a rhythm check.

* If a patient obtains ROSC with the device already on, leave the device in pause mode for transport
and monitor closely for re-arrest per usual cardiac arrest protocols. The device will power down if
“‘paused” for several minutes. In the case of re-arrest, you may need to power-on, lower piston, press
PAUSE (2) for final adjustment, then press PLAY (3) to re-initiate compressions.

* If ROSC is obtained prior to device arrival, apply the device when it arrives, adjust piston and press
PAUSE (2), but DO NOT press PLAY (3). The device will power down if “paused” for several minutes. In
the case of re-arrest, you may need to power-on, lower piston, press PAUSE (2) for final adjustment, then
press PLAY (3) to re-initiate compressions.

7. A device may be used IN-HOSPITAL for a time. If the device is in-use on a patient at the hospital, the
single responder should offer to stay with the patient and operate/troubleshoot the device. The patient
and medical decision making are in care of the HOSPITAL TEAM. If necessary, leave your device and
equipment on the patient with the care team and pick up a new device at a LUCAS storage location; see
page 4 for post-use procedures. If death is pronounced in the ED and/or the hospital care team requests
removal of the device for any reason, remove it and decon as per page 4 of this procedure.

** See next pages for QUICK REFERENCE GUIDE for Application and Use (this document is also stored
with the LUCAS device) and Additional Tips and POST-USE PROCEDURES

Certification Requirements:

¢ Maintain knowledge of the indications, contraindications, technique, and possible complications of the
procedure. Assessment of this knowledge may be accomplished via quality assurance mechanisms,
classroom demonstrations, skills stations, or other mechanisms as deemed appropriate by the Wake
EMS System.
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Standards Procedure (Skill) Cardiac Section - Mechanical CPR — LUCAS - Page 3
LUCAS Quick Reference Guide for Application and Use

- INDICATED for adult medical cardiac arrest patients who need to be transported to the ED
- CONTRAINDICATED for pediatrics, trauma, or unable to fit the device properly

STEPS to apply and use the device:
1. Single responder brings device to patient’s side. Unzip and power-on device.

2. Remove back plate from the case and place towards patient’s head; remove neck strap from case and
place nearby.

3. As the end of a two minute CPR cycle approaches, prepare to place the backplate under the patient.
Placing the backplate will occur during the pause AFTER rhythm check (and defibrillation if necessary).

4. IMMEDIATELY AFTER shock (or no shock), lift the patient’s torso and place the backplate underneath
the patient’s upper back. Immediately resume manual compressions.

5. Adjust defib pads as necessary to minimize overlap between suction cup and pads.
6. Adjust patient’s arms above head, or out of the way of the device
7. Remove LUCAS from case by the handles and pull one time on the release rings.

8. Ensure that the control panel is facing the single responder and lock the side of the device closest to
the single responder into the back plate.

9. At the end of the 2-minute CPR cycle, pause to check rhythm and defibrillate as indicated.

10. IMMEDIATELY AFTER shock (or no shock), lock the second side of the device into the backplate.

11. Using your hand, check that the lower edge of the suction cup is just above the end of the sternum.
12. Lower piston/suction cup to the patient’s chest and press PAUSE (2); the device will slightly adjust.
14. Press PLAY (3 top- continuous) to initiate LUCAS compressions

15. Apply neck strap and secure patient’s wrists/forearms, considering flow of any IV or 10.

16. Ensure suction cup is compressing in appropriate position and mark position on chest with marker.

17. Ensure compression cycles remain every 2 minutes, pressing PAUSE (2) to check rhythm at the end
of each cycle. Follow usual cardiac arrest protocols and checklists.
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Standards Procedure (Skill) Cardiac Section - Mechanical CPR - LUCAS - Page 4
LUCAS Quick Reference Guide: Additional TIPS and POST-USE PROCEDURES:

I. A fully-charged BATTERY should last for about 45 minutes of continuous compressions. DO NOT let the
battery go all the way dead and shut-off the device. If battery shows “one bar,” change battery during a
rhythm check. To change, PRESS PAUSE (2) (rhythm check, defib if indicated), remove low battery using “out
and up” technique, and replace with charged battery. PRESS PLAY (3) to resume compressions.

Il. The device makes two distinct ALARMS indicating it cannot deliver compressions:

* High-pitched continuous chiming when lowering the piston indicates the patient is too small for the device.
Immediately remove the device and resume manual compressions.

* Loud warning tone and flashing red alarm light on the control panel indicates interference with the piston.
Press and hold the power button while removing and immediately replacing the battery. The piston will
return to the prior setting. Press PAUSE (2) then PLAY (3) to resume compressions. If alarm is unable to be
cleared, remove the device immediately and resume manual compressions.

Ill. A device may be used IN-HOSPITAL for a time (see page 2). If necessary, leave your device and
equipment on the patient with the care team and pick up a new device at a LUCAS storage location. Notify the
Shift Commander and EMS Logistics by email: 1) where your left a device at, and 2) where you took a spare
device from, including the device numbers. This will allow the original device to be retrieved and returned to
the appropriate location. Whoever retrieves the used device from the hospital should TRANSMIT as below.

IV. AFTER EACH USE, please do the following:

1. Upload data: With the device in Power OFF mode and near an EMS System Cradlepoint device
(currently the ambulance-based WiFi- no other network will work), press the TRANSMIT key (top right corner).
The lights next to the key will blink. Once transmission is complete the device will turn off.

2. Decon: Using Purple Top wipes provided by EMS, wipe down device surfaces and perform basic
decon. Inspect the SUCTION CUP after use. To remove cup for inspection, lay device so cup is facing away
from you. Peel off pressure pad. If there is visible contamination, decontaminate with hot soap and water,
disinfect with a purple top wipe, and allow to air dry Check the cup for tears, holes, and suction (test to table).
Reapply the cup if functional, or apply a new cup as necessary. Spare cups will be available with the AC
charger at each LUCAS storage location (ESEC Warehouse, Fairgrounds, East Raleigh stations).

3. If the used device CAN go back into service after basic decon, swap your used batteries for fully
charged batteries (in desktop chargers) at the LUCAS storage locations . DOUBLE CHECK that you have
TWO FULLY CHARGED batteries before the device is in service. If the batteries in the desktop chargers are
still charging from a recent use, take the two batteries from the spare LUCAS and its case, put one dead
battery into the spare LUCAS to charge, and leave the other dead battery next to the chargers. Notify the shift
commander and EMS logistics by email of the location so all batteries can be charged.

4. If the used device CANNOT go back into service after basic decon for any reason (e.g. will not

operate, broken, unable to be decontaminated), swap the device and its used battery for a spare device with

fully charged battery in the device and extra charged battery in the case at one of the LUCAS storage
locations. CLEARLY MARK the device as non-functional with an out of service tag/note, and plug it in to

charge. Notify the shift commander and EMS logistics by email of the device number and location so that it can
be retrieved/serviced.

- There will be no need to charge these devices while stored on a vehicle. Upon inspection, should you
find one of the two batteries has lost some/all charge, replace the battery with the spare and then replace the
drained battery as you would post-use with a battery from an AC charger.
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Standards Procedure (Skill) Parenteral Access Section

Parenteral Access: Arterial Line Maintenance

Clinical Indications: E PARAMEDIC ﬂ

e Transport of a patient with an existing arterial line.
Procedure:

1. Make certain arterial line is secured prior to transport, including intersection of arterial catheter
and IV/Monitoring lines.

2. Use available equipment for monitoring of arterial pressures via arterial line.

3. Do not use the arterial line for administration of any fluids or medications.

4. If there is any question regarding dislodgement of the arterial line and bleeding results, remove
the line and apply direct pressure over the site for at least five minutes before checking to
ensure hemostasis.

Certification Requirements:

e Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplished via
guality assurance mechanisms, classroom demonstrations, skills stations, or other
mechanisms as deemed appropriate by the Wake EMS System.
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Standards Procedure (Skill) Parenteral Access Section

Parenteral Access: Venous Blood Draw

Clinical Indications:
A AEMT A
e Collection of a patient’s blood for laboratory analysis PARAMEDIC

e Blood draws may be requested from time to time by law enforcement
as per state statute. These requests should be referred to the nearest on-duty APP.

e Patientis an ACUTE STROKE patient and is getting pre-hospital blood draw to facilitate
expeditious care at the hospital.

Procedure:

1. Utilize universal precautions as per OSHA.

2. Select vein and prep as usual. Have all supplies ready prior to initiating the IV stick.

3. Select appropriate blood-drawing devices (Vacutainer holder, adapter, lab tubes).

4. Place a venous tourniquet and insert the 1V needle-catheter device into the skin. Advance the

catheter and leave the tourniquet in place for drawing blood.

5. Attach the vacutainer adapter and device to the catheter hub. Draw blood by pushing the lab
tubes onto the needle inside the vacutainer- blood should flow easily into the lab tube. Allow
to fill until flow ceases. Repeat as needed; once each tube is filled, rock gently end over end
8-10 times to ensure that the tube additive is well mixed with the blood in the tube.

. Draw the appropriate type and number of tubes of blood for indicated lab testing (for stroke
patients. draw tubes in alphabetical order).

7. Once blood drawing is complete, remove tourniquet, occlude vein, and insert IV tubing or
saline lock onto the catheter hub and refer to the venous access procedure.

. Assure that the blood samples are labeled with the correct patient information (if the
tubes are not properly labeled, they may not be usable at the hospital!) Label with the
patient’'s name, along with the date and time the sample was collected, and the initials of
the EMS provider that collected the blood.

9. Deliver the blood tubes to the appropriate individual at the emergency department.

»

0o

Certification Requirements:

e Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplished via
guality assurance mechanisms, classroom demonstrations, skills stations, or other
mechanisms as deemed appropriate by the Wake EMS System.
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Standards Procedure (Skill) Parenteral Access Section

Parenteral Access: Central Line Maintenance

Clinical Indications: E PARAMEDIC ﬂ

e Transport of a patient with a central venous pressure line already in place

Procedure:

1. Prior to transportation, ensure the line is secure.

2. Medications and IV fluids may be administered through a central venous pressure line if that

line has already been accessed and the patient is currently receiving medications or fluids

through the line.

3. Do not manipulate the central venous catheter.

4. If the central venous catheter becomes dysfunctional, does not allow drug administration, or
becomes dislodged, contact medical control and do not use the line.

5. Document the time of any pressure measurements, the pressure obtained, and any medication
administration in the patient care report (PCR).

Certification Requirements:

e Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplished via
guality assurance mechanisms, classroom demonstrations, skills stations, or other
mechanisms as deemed appropriate by the Wake EMS System.
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Standards Procedure (Skill) Parenteral Access Section

Parenteral Access: Existing Catheters

Clinical Indications: E PARAMEDIC ﬂ

¢ Inability to obtain adequate peripheral access.
e Access of an existing venous catheter for medication or fluid administration.
e Central venous access in a patient in cardiac arrest.

Procedure:

* EMS providers should avoid accessing subcutaneous ports or lines that require special
equipment not usually utilized in EMS continuing education (ex. Huber needle access for port-a-
caths). If these devices are ALREADY accessed (i.e. EMS personnel can give medications or fluids
via usual luer lock or similar device) then these lines may be used as per this procedure.

* For patients in cardiac arrest or in extremis, recall that 10 access may be faster and more
efficient than attempting to access a line that you are unfamiliar with.

1. Clean the port of the catheter with alcohol wipe.

2. Using sterile technique, withdraw 5-10 ml of blood and discard syringe in sharps container.

3. Using 5cc of normal saline, access the port with sterile technique and gently attempt to flush
the saline.

4. If there is no resistance, no evidence of infiltration (e.g., no subcutaneous collection of fluid),
and no pain experienced by the patient, then proceed to step 5. If there is resistance,
evidence of infiltration, pain experienced by the patient, or any concern that the catheter may
be clotted or dislodged, do not use the catheter.

5. Begin administration of medications or IV fluids slowly and observe for any signs of infiltration.
If difficulties are encountered, stop the infusion and reassess.

6. Record procedure, any complications, and fluids/medications administered in the Patient Care
Report (PCR).

Certification Requirements:

¢ Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplished via
guality assurance mechanisms, classroom demonstrations, skills stations, or other
mechanisms as deemed appropriate by the Wake EMS System.
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Standards Procedure (Skill) Parenteral Access Section

Parenteral Access: External Jugular Access

O i
Clinical Indications: PARAMEDIC

e External jugular vein cannulation is indicated in a critically ill patient > 8 years of age who
requires intravenous access for fluid or medication administration and in whom an extremity
vein is not obtainable.

e For critically ill patients, consider 10 access in addition to or instead of an EJ attempt.

e External jugular cannulation may be attempted initially in life threatening events where no
obvious peripheral site is noted.

Procedure:

1. Place the patient in a supine head down position. This helps distend the vein and prevents air
embolism.

2. Turn the patient’s head toward the opposite side if no risk of cervical injury exists.

3. Prep the site as per peripheral IV site.

4. Align the catheter with the vein and aim toward the same side shoulder.

5. Compressing or “Tourniqueting” the vein lightly with one finger above the clavicle, puncture the

vein midway between the angle of the jaw and the clavicle and cannulate the vein in the usual

method.

6. Attach the IV and secure the catheter avoiding circumferential dressing or taping.

7. Document the procedure, time, and result (success) on/with the patient care report (PCR).

Certification Requirements:

e Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplished via
guality assurance mechanisms, classroom demonstrations, skills stations, or other
mechanisms as deemed appropriate by the Wake EMS System.

Revised PAS = 8

01/01/2017 This procedure has been altered from the original NCCEP Procedure by the local EMS Medical Director




Standards Procedure (Skill) Parenteral Access Section

Parenteral Access: Venous-Extremity

Clinical Indications: A AEMT A
e Any patient where intravenous access is indicated (significant H PARAMEDIC H
trauma, emergent or potentially emergent medical condition).

Procedure:

1. Saline locks may be used as an alternative to an IV tubing and IV fluid in every protocol at
the discretion of the ALS professional.
2. Paramedic/AEMT can use intraosseous access where threat to life exists as provided for in
the Venous Access-Intraosseous procedure.
3. Use the largest catheter bore necessary based upon the patient’s condition and size of
veins.
4. Fluid and setup choice is preferably:
* Lactated Ringers with a macro drip (10 gtt/cc) for burns
* Normal Saline with a macro drip (10 gtt/cc) for medical conditions, trauma or hypotension
* Normal Saline with a micro drip (60 gtt/cc) for medication infusions
5. Inspect the IV solution for expiration date, cloudiness, discoloration, leaks, or the presence of
particles.
6. Connect IV tubing to the solution in a sterile manner. Fill the drip chamber half full and then
flush the tubing bleeding all air bubbles from the line.
7. Place a tourniquet around the patient’s extremity to restrict venous flow only.
8. Select a vein and an appropriate gauge catheter for the vein and the patient’s condition.
9. Prep the skin with an antiseptic solution.
10. Insert the needle with the bevel up into the skin in a steady, deliberate motion until the bloody
flashback is visualized in the catheter.
11. Advance the catheter into the vein. Never reinsert the needle through the catheter. Dispose
of the needle into the proper container without recapping.
12. Draw blood samples when appropriate.
13. Remove the tourniquet and connect the IV tubing or saline lock.
14. Open the IV to assure free flow of the fluid and then adjust the flow rate as per protocol or as
clinically indicated.
Rates are preferably:
* Adult: KVO: 60 cc/hr (1 gtt/ 6 sec for a macro drip set)
* Pediatric: KVO: 30 cc/hr (1 gtt/ 12 sec for a macro drip set)
If shock is present:
» Adult: 500 cc fluid boluses repeated as long as lungs are dry and BP < 90. Consider
a second IV line.
* Pediatric: 20 cc/kg blouses repeated PRN for poor perfusion.
15. Cover the site with a sterile dressing and secure the IV and tubing.
16. Label the IV with date and time, catheter gauge, and name/ID of the person starting the IV.
17. Document the procedure, time and result (success) on/with the patient care report (PCR).

Certification Requirements:

e Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplished via
guality assurance mechanisms, classroom demonstrations, skills stations, or other
mechanisms as deemed appropriate by the Wake EMS System.
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Standards Procedure (Skill) Parenteral Access Section
Parenteral Access: Intraosseous

H e H
Clinical Indications: PARAMEDIC

Patients where rapid, regular IV access is unavailable with any of the following:

Cardiac arrest.

Multisystem trauma with severe hypovolemia and/or a significantly burned patient with no IV access.
Severe dehydration with vascular collapse and/or loss of consciousness.

Respiratory failure / Respiratory arrest.

Any other immediately life-threatening, peri-arrest clinical condition in which IV access is unobtainable.

Contraindications:

Fracture or large open wound proximal to proposed intraosseous site.
History of Osteogenesis Imperfecta

Current or prior infection at proposed intraosseous site.

Previous intraosseous insertion or joint replacement at the selected site.

Procedure:

1.
2.

Don personal protective equipment (gloves, eye protection, etc.).

Identify anteromedial aspect of the proximal tibia (bony prominence below the knee cap). The
insertion location will be 1-2 cm (2 finger widths) below this. If this site is not suitable, and patient >12
years of age, identify the anteriormedial aspect of the distal tibia (2 cm proximal to the medial
malleolus). Proximal humerus is also an acceptable insertion site: for patients > 40 Kg, lateral aspect
of the humerus, 2 cm distal to the greater tuberosity. Distal Femur is also an acceptable insertion site
for infants; just proximal (0.5-1cm) to the patella, and approximately 1-2cm medial to midline.

. Prep the site with providone-iodine ointment or solution.
. For manual pediatric devices, hold the intraosseous needle at a 60 to 90 degree angle, aimed

away from the nearby joint and epiphyseal plate, twist the needle handle with a rotating
grinding motion applying controlled downward force until a “pop” or “give” is felt indicating loss
of resistance. Do not advance the needle any further.

. Eor the EZ-10 intraosseous device, hold the intraosseous needle at a 60 to 90 degree angle,

aimed away from the nearby joint and epiphyseal plate, power the driver until a “pop” or “give”
is felt indicating loss of resistance. Do not advance the needle any further. Utilize the larger needle
for the proximal humerus. The smallest needle is only intended for use in neonatal patients.

. Remove the stylette and place in an approved sharps container.
. Attach a syringe filled with at least 5 cc NS; aspirate bone marrow for manual devices only, to

verify placement; then inject at least 5 cc of NS to clear the lumen of the needle.

. Attach the IV line and adjust flow rate. A pressure bag may assist with achieving desired flows.
. Stabilize and secure the needle with dressings and tape or a commercial needle holder if available.
. Paramedic may administer Lidocaine (2% Lidocaine at 20mg/mL) in adult and pediatric patients who

11.
12.

experience infusion-related pain. Follow current drug reference for dose and volume information by
age/weight of patient.

Following the administration of any IO medications, flush the 10 line with 10 mL of IV fluid.
Document the procedure, time, and result (success) on/with the patient care report (PCR).

Certification Requirements:

Revised
04/01/2019

Maintain knowledge of the indications, contraindications, technique, and possible complications of the
procedure. Assessment of this knowledge may be accomplished via quality assurance mechanisms,
classroom demonstrations, skills stations, or other mechanisms as deemed appropriate by the Wake
EMS System. Assessment should include direct observation at least once per certification cycle.
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Standards Procedure (Skill) Respiratory Section

Airway: Suctioning-Advanced

Clinical Indications: PARAMEDIC

e Obstruction of the airway (secondary to secretions, blood, or any other substance) in a patient
currently being assisted by an airway adjunct such as a naso-tracheal tube, endotracheal
tube, BIAD, tracheostomy tube, or a cricothyrotomy tube.

Procedure:

1. Ensure suction device is in proper working order.

2. Preoxygenate the patient if you are able. Utilize passive oxygenation.

3. Attach suction catheter to suction device, keeping sterile plastic covering over catheter.

4. Using the suprasternal notch and the end of the airway into the catheter will be placed as
guides, measure the depth desired for the catheter (judgment must be used regarding the
depth of suctioning with cricothyrotomy and tracheostomy tubes).

5. If applicable, remove ventilation devices from the airway.

6. With the thumb port of the catheter uncovered, insert the catheter through the airway device.

7. Once the desired depth (measured in #4 above) has been reached, occlude the thumb port
and remove the suction catheter slowly.

8. A small amount of Normal Saline (10 ml) may be used if needed to loosen secretions for
suctioning.

9. Reattach ventilation device (e.g., bag-valve mask) and ventilate the patient

10. Document time and result in the patient care report (PCR).

Certification Requirements:

e Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplished via
guality assurance mechanisms, classroom demonstrations, skills stations, or other
mechanisms as deemed appropriate by the Wake EMS System.
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Standards Procedure (Skill) Respiratory Section

Respiratory: Suctioning-Basic

B EMT B
A AEMT A
Clinical Indications: ﬂ PARAMEDIC “

e Obstruction of the airway (secondary to secretions, blood, or any other substance) in a patient
who cannot maintain or keep the airway clear.

Procedure:

. Ensure suction device is in proper working order with suction tip in place.

. Preoxygenate the patient if you are able. Utilize passive oxygenation.

. Explain the procedure to the patient if they are coherent.

. Examine the oropharynx and remove any potential foreign bodies or material which may
occlude the airway if dislodged by the suction device.

. If applicable, remove ventilation devices from the airway.

. Use the suction device to remove any secretions, blood, or other substance.

. The alert patient may assist with this procedure.

. Reattach ventilation device (e.g., bag-valve mask) and ventilate or assist the patient

. Record the time and result of the suctioning in the patient care report (PCR).

A WNPRP
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Certification Requirements:

e Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplished via
guality assurance mechanisms, classroom demonstrations, skills stations, or other
mechanisms as deemed appropriate by the local EMS System.
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Clinical Indications:

Standards Procedure (Skill) Respiratory Section

Respiratory: Nebulizer Inhalation Therapy

B EMT B
AEMT A

A
n PARAMEDIC ﬂ

Patients experiencing bronchospasm.

Procedure:

N -

©

. Gather the necessary equipment.
. Assemble the nebulizer kit.
. Instill the premixed drug (such as Albuterol or other approved drug) into the reservoir well of

the nebulizer.

. Connect the nebulizer device to oxygen at 4 - 6 liters per minute or adequate flow to produce a

steady, visible mist.

. Instruct the patient to inhale normally through the mouthpiece of the nebulizer. The patient

needs to have a good lip seal around the mouthpiece.

. The treatment should last until the solution is depleted. Tapping the reservoir well near the

end of the treatment will assist in utilizing all of the solution.

. Monitor the patient for medication effects. This should include the patient’s assessment of his/

her response to the treatment and reassessment of vital signs, ECG, and breath sounds.

. Assess and document peak flows before and after nebulizer treatments.
. Document the treatment, dose, and route on/with the patient care report (PCR).

Certification Requirements:

Revised

01/01/2017

Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplished via
guality assurance mechanisms, classroom demonstrations, skills stations, or other
mechanisms as deemed appropriate by the Wake EMS System.

RSP -3

This procedure has been altered from the original NCCEP Procedure by the local EMS Medical Director




Standards Procedure (Skill) Respiratory Section

Respiratory: NIPPV
(Non-Invasive Positive Pressure Ventilation, aka “CPAP” or “BiPAP")

Clinical Indications: B EMT B

: . . L . A AEMT A
¢ Non-Invasive Positive Airway Pressure (NIPPV) is indicated in all
patients whom inadequate ventilation is suspected and who have E PARAMEDIC ﬂ

adequate mental status and respiratory drive to allow NIPPV to function. This could be due to
Pulmonary Edema, CHF, COPD, Pneumonia, Asthma, or other cause of respiratory distress.
¢ Continuous and/or Bi-Level Positive Airway Pressure may be used, as available.

Clinical Contraindications:

e Decreased Mental Status.

e Facial features or deformities that prevent an adequate mask seal.
e EXxcessive respiratory secretions.

Procedure:

1. Explain the procedure to the patient and ensure adequate oxygen supply to ventilation device.

2. Consider placement of a nasopharyngeal airway.

3. Place the delivery mask over the mouth and nose. Oxygen should be flowing through the
device at this point.

4. Secure the mask with provided straps. Start with the lower straps until minimal air leak occurs.

5. If the Positive Pressure is adjustable on the NIPPV device adjust and slowly titrate to achieve

a positive pressure as follows:

Continuous pressure device:

5 — 15 cmH,0 for respiratory distress, especially Pulmonary Edema or CHF, COPD, Asthma,
Drowning, possible aspiration, or pneumonia._For COPD/Asthma, or sepsis due to
pneumonia, approximately 3-5 cmH,0 is often effective; the risk of increasing PEEP and
increased thoracic pressure (and “auto peep”) in these patients should be considered.
Bi-Level pressure device:

Inspiratory PAP 10 — 15 over Expiratory PAP 5 — 7 cmH,0 for Pulmonary Edema, CHF,
COPD, Asthma, Drowning, possible aspiration, or pneumonia. During titration keep IPAP —
EPAP at least a difference of 5 cmH,O
15 cmH,0 is maximum pressure that should be utilized with NIPPV. Increasing positive
pressure can cause hypotension. Use caution or remove and re-evaluate with Systolic
Blood Pressures consistently <90 mmHg.
7. Evaluate the response of the patient assessing breath sounds, oxygen saturation, end-tidal
waveform capnography, mental status, and general appearance.
8. Titrate oxygen levels to the patient’s response. Many patients respond to low FIO2 (30-50%).
9. Encourage the patient to allow forced ventilation to occur. Observe closely for signs of
complications. Many patients will require significant coaching and frequent reassessment
for device success. The patient must be breathing for use of the NIPPV device.
10. Document time and response on patient care report (PCR).

Certification Requirements:

e Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplished via quality
assurance mechanisms, classroom demonstrations, skills stations, or other mechanisms as
deemed appropriate by the Wake EMS System.

Revised RSP = 4

05/25/2017 This procedure has been altered from the original NCCEP Procedure by the local EMS Medical Director




Standards Procedure (Skill) Respiratory Section

Respiratory: Respirator Operation

Clinical Indications: ry AEMT A
PARAMEDIC

e Transport of an intubated patient

Procedure:

. Confirm the placement of tube as per airway protocol.

. Ensure adequate oxygen delivery to the respirator device.

. Preoxygenate the patient as much as possible with bag-valve mask.

. Remove BVM and attach tube to respiration device.

. Per instructions of device, set initial respiration values. For example, set an
inspiratory:expiratory ratio of 1:4 (for every 1 second of inspiration, allow 4 seconds and
expiration) with a rate of 12 to 20.

6. Assess breath sounds. Allow for adequate expiratory time. Adjust respirator setting as

clinically indicated.

7. It is required that patients on a transport ventilator should be monitored continuously
through Capnography and Pulse Oximetry. The ventilatory rate should adjusted to
maintain a pulse oximetry of >90 (preferably 2 94%) while maintaining a pCO2 of
30-35.

8. If any worsening of patient condition, decrease in oxygen saturation, or any question regarding
the function of the respirator, remove the respirator and resume bag-valve mask ventilations.

9. Document time, complications, and patient response on the patient care report (PCR).

G wWDNBRF

Certification Requirements:

e Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplished via
guality assurance mechanisms, classroom demonstrations, skills stations, or other
mechanisms as deemed appropriate by the Wake EMS System.

Revised RSP = 5

01/01/2017 This procedure has been altered from the original NCCEP Procedure by the local EMS Medical Director




Standards Procedure (Skill) Respiratory Section

Respiratory: Ventilator Operation
& PArAvEDIC I

Clinical Indications:

e Management of the ventilation of a patient during a prolonged or interfacility transport of an
intubated patient.

Procedure:

1. Transporting personnel should review the operation of the ventilator with the treating
personnel (physician, nurse, or respiratory therapy) in the referring facility prior to transport if
possible.

2. All ventilator settings, including respiratory rate, FiO,, mode of ventilation, and tidal volumes
should be recorded prior to initiating transport. Additionally, the recent trends in oxygen
saturation experienced by the patient should be noted.

3. Prior to transport, specific orders regarding any anticipated changes to ventilator settings as
well as causes for significant alarm should be reviewed with the referring medical personnel
as well as medical control.

4. Once in the transporting unit, confirm adequate oxygen delivery to the ventilator.

5. Frequently assess breath sounds to assess for possible tube dislodgment during transfer.

6. Frequently assess the patient’s respiratory status, noting any decreases in oxygen saturation
or changes in tidal volumes, peak pressures, etc.

7. Note any changes in ventilator settings or patient condition in the PCR.

8. Consider placing an NG or OG tube to clear stomach contents.

9. It is required that the airway be monitored continuously via continuous Waveform
Capnography and Pulse Oximetry.

10. If any significant change in patient condition, including vital signs or oxygen saturation or
there is a concern regarding ventilator performance/alarms, remove the ventilator from the
endotracheal tube and use a bag-valve mask with 100% O,. Contact medical control
immediately.

Certification Requirements:

e Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplished via
guality assurance mechanisms, classroom demonstrations, skills stations, or other
mechanisms as deemed appropriate by the Wake EMS System.

Revised RSP = 6

01/01/2017 This procedure has been altered from the original NCCEP Procedure by the local EMS Medical Director




Standards Procedure (Skill) Universal Section

Childbirth

B EMT B
A AEMT A

n PARAMEDIC ﬂ

Clinical Indications:

e Imminent delivery with crowning

Procedure:

1. Delivery should be controlled so as to allow a slow controlled delivery of the infant. This will
prevent injury to the mother and infant.
2. Support the infant’s head as needed.
3. Check the umbilical cord surrounding the neck. If itis present, slip it over the head. If unable
to free the cord from the neck, double clamp the cord and cut between the clamps.
4. Suction the airway with a bulb syringe.
5. Grasping the head with hands over the ears, gently pull down to allow delivery of the anterior
shoulder.
6. Gently pull up on the head to allow delivery of the posterior shoulder.
7. Slowly deliver the remainder of the infant.
8. Clamp the cord 2 inches from the abdomen with 2 clamps and cut the cord between the
clamps.
9. Record APGAR scores at 1 and 5 minutes.
10. Follow the Newly Born Protocol for further treatment.
11. The placenta will deliver spontaneously, usually within 5 minutes of the infant. Do not force
the placenta to deliver.
12. Massaging the uterus may facilitate delivery of the placenta and decrease bleeding by
facilitating uterine contractions.
13. Continue transport to the hospital.

Certification Requirements:

e Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplished via
guality assurance mechanisms, classroom demonstrations, skills stations, or other
mechanisms as deemed appropriate by the Wake EMS System.

Revised USP = 1

01/01/2017 This procedure has been altered from the original NCCEP Procedure by the local EMS Medical Director




Standards Procedure (Skill) Universal Section
Decontamination

Clinical Indications:

e Any patient who may have been exposed to significant hazardous materials, including
chemical, biological, or radiological weapons.

Procedure:

1. In coordination with HazMAT and other Emergency Management personnel, establish hot,
warm and cold zones of operation.

2. Ensure that personnel assigned to operate within each zone have proper personal
protective equipment.

3. In coordination with other public safety personnel, assure each patient from the hot zone
undergoes appropriate initial decontamination. This is specific to each incident; such
decontamination may include:

* Removal of patients from Hot Zone

» Simple removal of clothing

* Irrigation of eyes

» Passage through high-volume water bath (e.g., between two fire apparatus) for
patients contaminated with liquids or certain solids. Patients exposed to gases,
vapors, and powders often will not require this step as it may unnecessarily delay
treatment and/or increase dermal absorption of the agent(s).

4. Initial triage of patients should occur after step #3. Immediate life threats should be
addressed prior to technical decontamination.

5. Assist patients with technical decontamination (unless contraindicated based on #3
above). This may include removal of all clothing and gentle cleansing with soap and
water. All body areas should be thoroughly cleansed, although overly harsh scrubbing
which could break the skin should be avoided.

6. Place triage identification on each patient. Match triage information with each patient’s
personal belongings which were removed during technical decontamination. Preserve
these personnel affects for law enforcement.

7. Monitor all patients for environmental iliness.

8. Transport patients per local protocol.

Certification Requirements:

e Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplished via
guality assurance mechanisms, classroom demonstrations, skills stations, or other
mechanisms as deemed appropriate by the Wake EMS System.

Revised USP = 2

01/01/2017 This procedure has been altered from the original NCCEP Procedure by the local EMS Medical Director




Standards Procedure (Skill) Universal Section

Gastric Tube Insertion

Clinical Indications:
ﬂ PARAMEDIC ﬂ

e Gastric decompression in intubated patients

e Gastric Tube insertion may be performed by EMT and AEMT only when utilized in conjunction
with a BIAD, as per NC Medical Board approved skills for Credentialed EMS Personnel.
Placement should be confirmed by at least two providers, at least one of whom is a
paramedic.

Procedure:

1. Estimate insertion length by superimposing the tube over the body from the nose to the

stomach.

. Flex the neck if not contraindicated to facilitate esophageal passage.

3. Liberally lubricate the distal end of the tube and pass through the patient’s nostril along the
floor of the nasal passage. Do not orient the tip upward into the turbinates. This increases
the difficulty of the insertion and may cause bleeding.

4. In the setting of an intubated patient or a patient with facial trauma, oral insertion of the tube

may be considered or preferred after securing airway.

. Continue to advance the tube gently until the appropriate distance is reached.

. Confirm placement by injecting 20cc of air and auscultate for the swish or bubbling of the air

over the stomach. Additionally, aspirate gastric contents to confirm proper placement.

. Secure the tube.

8. Decompress the stomach of air and food either by connecting the tube to suction or manually
aspirating with the large catheter tip syringe.

9. Document the procedure, time, and result (success) on/with the patient care report (PCR).
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Certification Requirements:

e Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplished via
guality assurance mechanisms, classroom demonstrations, skills stations, or other
mechanisms as deemed appropriate by the Wake EMS System.

Revised USP = 3

01/01/2017 This procedure has been altered from the original NCCEP Procedure by the local EMS Medical Director




Standards Procedure (Skill) Universal Section

Injections: Subcutaneous and Intramuscular

B EMT* B
AEMT A

A
ﬂ PARAMEDIC ﬂ

Clinical Indications:

e When medication administration is necessary and the medication must be given via the SQ or
IM route (not auto-injector), or as an alternative route in selected medications.

Procedure:

1. Receive and confirm medication order or perform according to standing orders.
2. Prepare equipment and medication expelling air from the syringe.
3. Explain the procedure to the patient and reconfirm patient allergies.
Confirm the “5 RIGHTS” of medication administration with your partner and VERIFY THE
CORRECT ANSWER to each of the 5 rights before administration.
4. The most common site for subcutaneous injection is the arm.
e SQ Injection volume should not exceed 1 cc.
5. The possible injection sites for intramuscular injections include the arm, buttock and thigh.
e IM Injection volume should not exceed 1-2 cc for the arm
e IM Injection volume should not exceed 2-3 cc in the thigh or buttock.
6. The thigh should be used for injections in pediatric patients and injection volume should not
exceed 1 cc.
7. Expose the selected area and cleanse the injection site with alcohol.
8. Insert the needle into the skin with a smooth, steady motion
SQ: 45-degree angle IM: 90-degree angle
skin pinched skin flattened

9. Aspirate for blood
10. Inject the medication.
11. Withdraw the needle quickly and dispose of properly without recapping.
12. Apply pressure to the site.
13. Monitor the patient for the desired therapeutic effects as well as any possible side effects.
14. Document the medication, dose, route, and time on/with the patient care report (PCR).

* EMT may administer Epinephrine for anaphylaxis, by IM route.
Certification Requirements:
e Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplished via

guality assurance mechanisms, classroom demonstrations, skills stations, or other
mechanisms as deemed appropriate by the Wake EMS System.

Revised USP - 4

01/01/2017 This procedure has been altered from the original NCCEP Procedure by the local EMS Medical Director




Standards Procedure (Skill) Universal Section

Restraints: Physical

(to be used with medications as per Behavioral Protocol)

B EMT B
A AEMT A
Clinical Indications: n PARAMEDIC ﬂ

e Any patient who may harm himself, herself, or others may be gently restrained to prevent
injury to the patient or crew. This restraint must be in a humane manner and used only as a
last resort. Other means to prevent injury to the patient or crew must be attempted first.
These efforts could include reality orientation, distraction techniques, or other less restrictive
therapeutic means. Physical restraint and/or behavioral medications should be a last resort
technique.

Procedure:

. Attempt less restrictive means of managing the patient.

. Request law enforcement assistance

. Ensure that there are sufficient personnel available to physically restrain the patient safely.

. Restrain the patient in a lateral or supine position. No devices such as backboards,

splints, or other devices will be on top of the patient. The patient will never be restrained
in the prone position.

5. The patient must be under constant observation by the EMS crew at all times. This
includes direct visualization of the patient as well as cardiac and pulse oximetry
monitoring.

6. The extremities that are restrained will have a circulation check at least every 15 minutes.
The first of these checks should occur as soon after placement of the restraints as
possible. This MUST be documented on the PCR.

7. Documentation on/with the patient care report (PCR) should include the reason for the use of
restraints, the type of restraints used, and the time restraints were placed. Use of the
Restraint Checklist is highly recommended.

8. In general, medication(s) given under the Behavioral protocol should be utilized whenever
physical restraints are utilized. If the above actions are unsuccessful, or if the patient is
resisting restraints, consider further medication per protocol or contact medical control.
Behavioral medications should be considered early.

9. If a patient is restrained by law enforcement personnel with handcuffs or other devices

EMS personnel cannot remove, a law enforcement officer must accompany the patient to

the hospital in the transporting EMS vehicle.

A OWN PR

Certification Requirements:

e Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplished via
guality assurance mechanisms, classroom demonstrations, skills stations, or other
mechanisms as deemed appropriate by the Wake EMS System.

Revised USP = 5

01/01/2017 This procedure has been altered from the original NCCEP Procedure by the local EMS Medical Director




Standards Procedure (Skill) Wound Care / Trauma Section

Chest Decompression

ﬂ PARAMEDIC ﬂ

e Patients who are peri-arrest with hypotension (SBP <85), have clinical signs of shock, and
at least one of the following signs:
e Jugular vein distention.
Tracheal deviation away from the side of the injury (often a late sign).
Absent or decreased breath sounds on the affected side.
Hyper-resonance to percussion on the affected side.
Increased resistance when ventilating a patient.

Clinical Indications:

e In patients with penetrating trauma to the chest or upper back, or gunshot wound to the
neck or torso, who are in respiratory distress, a weak or absent radial pulse may be
substituted for blood pressure measurement as above; signs of tension pneumothorax
listed above may also be present.

e Patients in traumatic arrest with chest or abdominal trauma for whom resuscitation is
indicated. These patients may require bilateral chest decompression even in the absence
of the signs above.

Procedure:

1. Don personal protective equipment (gloves, eye protection, etc.).

2. Administer high flow oxygen.

3. Identify and prep the site:

e Locate the second intercostal space in the mid-clavicular line on the same side as the
pneumothorax.
e Prepare the site with providone-iodine ointment or solution.

4. Insert the catheter (12-14 gauge for adults) into the skin over the third rib and direct it just over

the top of the rib (superior border) into the interspace.

5. Advance the catheter through the parietal pleura until a “pop” is felt and air or blood exits
under pressure through the catheter, then advance catheter only to chest wall.

6. Remove the needle, leaving the plastic catheter in place.

7. Secure the catheter hub to the chest wall with dressings and tape.

8. Consider placing a finger cut from an exam glove over the catheter hub. Cut a small hole
in the end of the finger to make a flutter valve. Secure the glove finger with tape or a
rubber band. (Note — don’t waste much time preparing the flutter valve; if necessary
control the air flow through the catheter hub with your gloved thumb.)

Certification Requirements:

e Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplished via
guality assurance mechanisms, classroom demonstrations, skills stations, or other
mechanisms as deemed appropriate by the Wake EMS System. Assessment should
include direct observation once per certification cycle.

Revised WTP = 1

01/01/2017 This procedure has been altered from the original NCCEP Procedure by the local EMS Medical Director




Standards Procedure (Skill) Wound Care / Trauma Section

Spinal Motion Restriction

MR

Clinical Indications: B EMT B
e Need for Spinal Precautions and Spinal Motion Restriction per protocol. A AEMT A
e Guidelines for appropriate use of long spine board (LSB) OR ﬂ PARAMEDIC ﬂ

any equivalent device below:
1. Spine boards or similar rigid devices should be utilized for extrication and / or patient transfers

to the stretcher, as well as support for chest compressions. They DO NOT improve outcomes
and can induce pain, agitation / anxiety, respiratory compromise, and decreased tissue
perfusion at pressure points.

2. Devices such as the long or short spine board, scoop stretcher, “Reeves Sleeve,” soft-body
splints, etc., should be considered extrication and/or patient movement devices.

3. Spinal Motion Restriction includes a rigid cervical collar, manual in-line spine stabilization as
necessary to maintain spinal alignment with movement and transfers, and securing the
patient FLAT to the Ambulance Stretcher (i.e. no sitting up or head elevation). Patients with
need for Spinal Motion Restriction / Spinal Precautions DO NOT have a “clear” spine and
SHOULD NOT sit up or be transferred to a wheelchair or the waiting room at the destination
facility prior to evaluation of the spine by an emergency medicine provider.

4. Patients with penetrating trauma to head, torso, or back with no evidence of spinal injury do not
require Spinal Motion Restriction.

Procedure:

1. Gather LSB, scoop, ambulance cot, or other Spinal Motion Restriction device, securing devices,
and appropriate C-collar.

2. Explain the procedure to the patient and assess / record neurological exam and pulse status.

3. Place the patient in an appropriately sized C-collar while maintaining in-line stabilization of the
C-spine by second provider. In-line stabilization should not involve traction / tension, but
rather maintain the head in a neutral, midline position while the first rescuer applies the collar.

4. Once the collar is secure, the second rescuer should still maintain their position to ensure
stabilization (the collar is helpful but will not do the job by itself.)

5.1f indicated, place patient on a Spinal Motion Restriction device with log-roll or similar technique
dependent on circumstances, if patient is supine or prone. During extrication or where
otherwise unable to be placed prone or supine, place on Spinal Motion Restriction device by
the safest method available that allows maintenance of in-line spinal stability.

6. Stabilize the patient with straps / head rolls / tape / other devices as needed. Once the head is
secured to the Spinal Motion Restriction device / stretcher, the second rescuer may release
manual in-line stabilization.

7. NOTE: Spinal precautions may be achieved by many methods. Never force a patient into a

certain position to immobilize them. Such situations may require a second rescuer to maintain

manual stabilization throughout the transport to the hospital. Special equipment such as football
players in full pads and helmet may remain immobilized with helmet and pads in place.

8. Document the time of the procedure in the patient care report (PCR).

Certification Requirements:

Maintain knowledge of the indications, contraindications, technique, and possible complications of
the procedure. Assessment of this knowledge may be accomplished via quality assurance
mechanisms, classroom demonstrations, skills stations, or other mechanisms as deemed
appropriate by the Wake EMS System.

Revised WTP = 2

01/01/2017 This procedure has been altered from the original NCCEP Procedure by the local EMS Medical Director




Standards Procedure (Skill) Wound Care / Trauma Section

Splinting

MR
B EMT B

e Immobilization of an extremity for transport, either due to A AEMT A
suspected fracture, sprain, or injury. ﬂ PARAMEDIC ﬂ
e Immobilization of an extremity for transport to secure medically
necessary devices such as intravenous catheters

Clinical Indications:

Procedure:

1. Assess and document pulses, sensation, and motor function prior to placement of the splint. If
no pulses are present and a fracture is suspected, consider reduction of the fracture prior to
placement of the splint.

. Remove all clothing from the extremity.

3. Select a site to secure the splint both proximal and distal to the area of suspected injury, or the
area where the medical device will be placed.

. Do not secure the splint directly over the injury or device.

. Place the splint and secure with Velcro, straps, or bandage material (e.g., kling, kerlex, cloth
bandage, etc.) depending on the splint manufacturer and design.

6. Document pulses, sensation, and motor function after placement of the splint. If there has

been a deterioration in any of these 3 parameters, remove the splint and reassess

7. If a femur fracture is suspected and there is no evidence of pelvic fracture or instability, the

following procedure may be followed for placement of a femoral traction splint:

e Assess neurovascular function as in #1 above.

e Place the ankle device over the ankle.

e Place the proximal end of the traction splint on the posterior side of the affected
extremity, being careful to avoid placing too much pressure on genitalia or open
wounds. Make certain the splint extends proximal to the suspected fracture. If the
splint will not extend in such a manner, reassess possible involvement of the pelvis
Extend the distal end of the splint at least 6 inches beyond the foot.

Attach the ankle device to the traction crank.

Twist until moderate resistance is met.

Reassess alignment, pulses, sensation, and motor function. If there has been

deterioration in any of these 3 parameters, release traction and reassess.

8. Document the time, type of splint, and the pre and post assessment of pulse, sensation, and

motor function in the patient care report (PCR).

9. Utilize the pain control protocol unless contraindicated.
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Certification Requirements:

¢ Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplished via
guality assurance mechanisms, classroom demonstrations, skills stations, or other
mechanisms as deemed appropriate by the local EMS System.

Revised WTP = 3

01/01/2017 This procedure has been altered from the original NCCEP Procedure by the local EMS Medical Director




Standards Procedure (Skill) Wound Care / Trauma Section

Wound Care-General

Clinical Indications: MR

. . . B EMT
e Protection and care for open wounds prior to and during transport.

B

AEMT

Procedure:

1. Use personal protective equipment, including gloves, gown, and mask as indicated.

A
ﬂ PARAMEDIC |i3)

A

2. If active bleeding, elevate the affected area if possible and hold direct pressure. Do not rely on

“compression” bandage to control bleeding. Direct pressure is much more effective.

3. Once bleeding is controlled, irrigate contaminated wounds with saline as appropriate (this may

have to be avoided if bleeding was difficult to control). Consider analgesia per protocol prior
to irrigation.

4. Cover wounds with sterile gauze/dressings. Check distal pulses, sensation, and motor
function to ensure the bandage is not too tight.

5. Monitor wounds and/or dressings throughout transport for bleeding.

6. Document the wound and assessment and care in the patient care report (PCR).

Certification Requirements:

e Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplished via
guality assurance mechanisms, classroom demonstrations, skills stations, or other
mechanisms as deemed appropriate by the Wake EMS System.

Revised WTP = 4

01/01/2017 This procedure has been altered from the original NCCEP Procedure by the local EMS Medical Director




Standards Procedure (Skill) Wound Care / Trauma Section

Wound Care-Hemostatic Agent

Clinical Indications: MR
e Serious hemorrhage that can not be controlled by other means. B EMT B
A AEMT A
Contraindications: ﬂ PARAMEDIC H

e Wounds involving open thoracic or abdominal cavities.
Procedure:

1. Apply approved non-heat-generating hemostatic agent per manufacturer’s instructions.
2. Supplement with direct pressure and standard hemorrhage control techniques.
3. Apply dressing.

Certification Requirements:

¢ Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplished via
guality assurance mechanisms, classroom demonstrations, skills stations, or other
mechanisms as deemed appropriate by the Wake EMS System.

Revised WTP = 5

01/01/2017 This procedure has been altered from the original NCCEP Procedure by the local EMS Medical Director




Clinical Indications:

Standards Procedure (Skill) Wound Care / Trauma Care
Wound Care-Conducted Electrical Weapon Removal

Patient with uncomplicated conducted electrical weapon probes embedded subcutaneously in

non-sensitive areas of skin.
Conducted electrical weapon probes are barbed metal projectiles that may embed

themselves up to 13 mm into the skin.

Contraindications:

Patients with conducted electrical weapon probe penetration in vulnerable areas of body as
mentioned below should be transported for further evaluation and probe removal

Probes embedded in skin above level of clavicles, female breasts, or genitalia

Suspicion that probe might be embedded in bone, blood vessel, or other sensitive structure.

Procedure:

Ensure wires are disconnected from weapon.

Stabilize skin around probe using non-dominant hand.

Grasp probe by metal body with pliers or hemostats to prevent puncture wounds to EMS
personnel.

Remove probe in single quick motion.

Wipe wound with antiseptic wipe and apply dressing.

Certification Requirements:

Revised
01/01/2017

In the Wake County EMS System, this procedure is limited to Tactical Medics only. In special
circumstances when a TacMed is not available and Law Enforcement is requesting EMS
assistance for this procedure, contact Medical Control for further guidance.

Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplished via
guality assurance mechanisms, classroom demonstrations, skills stations, or other
mechanisms as deemed appropriate by the local EMS System.

WTP -6

This procedure has been altered from the original NCCEP Procedure by the local EMS Medical Director




Standards Procedure (Skill) Wound Care / Trauma Section

Wound Care-Tourniquet

MR
B EMT B
AEMT A

A
ﬂ PARAMEDIC ﬂ
Clinical Indications:

e Life threatening extremity hemorrhage that can not be controlled by other means.

e Serious or life threatening extremity hemorrhage and tactical considerations prevent the use
of standard hemorrhage control techniques.

e Place a tourniquet immediately proximal to an extremity amputation, regardless of whether
the amputation site is bleeding. Often these sites will re-bleed with resuscitation.

Contraindications:
e Non-extremity hemorrhage
e Proximal extremity location where tourniquet application is not practical. Also do not place
directly on top of a dialysis shunt or fistula or graft.
e Snakebites or other envenomations

Procedure:
1. Place tourniquet proximal to wound
2. Tighten per manufacturer instructions until hemorrhage stops and distal pulses in affected
extremity disappear.
. Secure tourniquet per manufacturer instructions
. Note time of tourniquet application and communicate this to receiving care providers
. Dress wounds per standard wound care protocol
. If delayed or prolonged transport and tourniquet application time > 45 minutes: consider
reattempting standard hemorrhage control techniques and removing tourniquet.
. If one tourniquet is not sufficient or not functional to control hemorrhage, consider the
application of a second tourniquet more proximal to the first.

(o206 N S ¥V)
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Certification Requirements:

e Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplished via
guality assurance mechanisms, classroom demonstrations, skills stations, or other
mechanisms as deemed appropriate by the local EMS System.

Revised WTP = 7

01/01/2017 This procedure has been altered from the original NCCEP Procedure by the local EMS Medical Director




Standards Procedure (Skill) Wound Care / Trauma Section

Wound Care- Irrigation

Clinical Indications: VIR
e Initial decontamination and irrigation for wounds, burns, and B EMT B
eye injuries prior to and during transport. AEMT A

A
n PARAMEDIC ﬂ

Irrigation Guidelines and Procedures:

1. Wound irrigation and decontamination are key to stopping ongoing tissue injury, preventing
infection, and promoting wound healing. Irrigation should be started in the field if possible.

2. Refer to the Decontamination Procedure for any patient(s) who may have significant
hazardous materials exposure. Follow these irrigation guidelines for isolated injury or
exposure (e.g. small burn to the extremity, chemical splash to an eye).

3. Control bleeding and evaluate and treat life threats first. Refer to the Wound Care- General
procedure, and appropriate trauma protocols.

4. Irrigate thermal burns, chemical burns, or contaminated wounds with normal saline, Ringer’s
lactate or sterile water as appropriate. Consider analgesia per protocol prior to irrigation.

5. Sterile solutions are preferred for irrigation, however if not available, do not delay- use tap
water. Flush the area as soon as possible with the cleanest readily available water or sterile
solution using copious amounts of fluids.

6. For chemical splashes to the eye, emergent irrigation is critical to preventing further tissue
damage. If there is no concern for physical trauma to the eye, utilize a Morgan Lens to
immediately provide copious irrigation directly to the globe. Have patient remove contact
lenses. Follow the “Eye Complaint” Protocol.

7. To utilize the Morgan Lens, follow these steps:

a. Instill topical ocular anesthetic (e.g. 2 drops tetracaine)

b. Attach Morgan Lens set to IV tubing to sterile solution (e.g. saline bag); START FLOW.

c. Have patient look down, retract upper lid, insert Morgan lens under upper lid.

d. Have patient look up, retract lower lid, then gently drop lens in place.

e. Release lower lid over lens and ensure steady, copious flow. Secure tubing to prevent
accidental lens removal. Absorb outflow with towels. DO NOT RUN DRY.

f. Irrigate with at least one liter of sterile solution. For lens removal, ENSURE FLOW OF
SOLUTION IS CONTINUING, have patient look up, retract lower lid (and upper lid
slightly if necessary), slide Morgan Lens out. Stop flow only after removing Lens.

8. Document the procedure, including solution and volume used to irrigate, in the PCR.

Certification Requirements:
¢ Maintain knowledge of the indications, contraindications, technique, and possible
complications of the procedure. Assessment of this knowledge may be accomplished via
guality assurance mechanisms, classroom demonstrations, skills stations, or other
mechanisms as deemed appropriate by the Wake EMS System.

Revised WTP = 20

01/01/2017 This procedure is unique to the Wake County EMS System




Key to Protocol Utilization - NCCEP EMS Committee

History Signs and Symptoms Y Differential

e Important history items e Important Signs and Symptoms e Alistof other disease or injury which should
e Circumstances of event specific to each protocol be considered
e SAMPLE

e Time of onset
e  Duration
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Red Box
Universal Patient Care Protocol

Assumed all protocols utilize and will not
appearon individual protocols

Black Box Highlights
Critical
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Important
Information May direct to
another

protocol

Signals protocol within a protocol

Indicates Information box
Entry / Exit
from/ to
to another protocol(s)
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Darker outline to highlight
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Indicates items changeable at local agency level, including medications / dosages on NCMB formulary
Local Medical Director may add / change at his / her discretion
Local medical director may add page 2 to any protocol where none exists for additional comments

Algorithm Legend

Emergency Medical Responder

Emergency Medical Technician

Advanced Emergency Medical Technician

Paramedic

Notify Destination or
Contact Medical Control

Pearls

e Important information specific to each protocol will appear here.
e  Will usually appear on page.

e Important exam items listed here specific to protocol.




Scene
Safe
NO

Y

YES—»

Call for help / additional
resources
Stage until scene safe

Bring all necessary equipment to patient
Demonstrate professionalism and courtesy
Mass assembly consider WMD
Utilize appropriate PPE

Consider Airborne, Contact, or Droplet Isolation
if indicated

Initial assessment, BLS maneuvers
Initiate oxygen if indicated

Adult Assessment Procedure

Pediatric Assessment Procedure
Use Length-based tape or other appropriate
pediatric size/weight assessment system

Required VS:
Blood pressure
Palpated pulse rate
Respiratory rate
Pulse ox if available

If Indicated:
Glucose

12 Lead ECG
Temperature
Pain scale

CO Monitoring
EtCO2 Monitoring

Trauma
Patient

<—< Medical or Trauma >—>

Medical
Patient

v

y

< Evaluate MOI >

< Mental Status Exam >

\ 4 Y Y
Significant MOI No Significant MOI Unresponsive
+ - Primary and
Primary and Primary and secondary
Secondary Secondary trauma assessment
trauma assessment
assessment Obtain history of
Focused assessment

present illness from
available sources /

on specific injury
| scene survey

v

ooo

EggSpinal Motion Restriction Procedure / Protocol TB 8

as indicated

Patient does not
fit specific
protocol

{

Y

Responsive

v

Obtain
Chief Complaint

Primary and

Secondary

assessment
Focused assessment
on specific complaint

Y

Obtain VS

Obtain SAMPLE

Repeat assessment while preparing for transport

Exit to
Age Appropriate Protocol(s)
as indicated
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Continue on-going assessment
Repeat initial VS
Evaluate interventions / procedures

Transfer
Patient hand-off includes patient information, personal
property and summary of care and response to care

v

Notify Destination or
Contact Medical Control




Scene Safety Evaluation: Identify potential hazards to rescuers, patient and public. Identify number of patients and
utilize triage protocol if indicated. Observe patient position and surroundings.

General: All patient care must be appropriate to your level of training and documented in the PCR. The PCR / EMR
narrative should be considered a story of the circumstances, events and care of the patient and should allow a reader
to understand the complaint, the assessment, the treatment, why procedures were performed and why indicated
procedures were not performed as well as ongoing assessments and response to treatment and interventions.

Adult Patient: An adult should be suspected of being acutely hypotensive when Systolic Blood Pressure is less than
90 mmHg. Diabetic patients and women may have atypical presentations of cardiac related problems such as MI.
General weakness can be the symptom of a very serious underlying process. Beta blockers and other cardiac drugs
may prevent a reflexive tachycardia in shock with low to normal pulse rates.

Geriatric Patient: Hip fractures and dislocations have high mortality. Altered mental status is not always dementia.
Always check Blood Sugar and assess signs of stroke, trauma, etc. with any alteration in a patient’s baseline mental
status. Minor or moderate injury in the typical adult may be very serious in the elderly.

Pediatric Patient: A pediatric patient is defined by fitting a Length-based Resuscitation Tape, Age < 15, weight < 49
kg. Special needs children may require continued use of Pediatric based protocols regardless of age and weight.

Initial assessment should utilize the Pediatric Assessment Triangle which encompasses Appearance, Work of
Breathing and Circulation to skin. The order of assessment may require alteration dependent on the developmental
state of the pediatric patient. Generally the child or infant should not be separated from the caregiver unless absolutely
necessary during assessment and treatment.

Special note on oxygen administration and utilization: Oxygen is ubiquitous in prehospital patient care and
probably over utilized. Oxygen is a pharmaceutical with indications, contraindications as well as untoward side effects.
There is potential harm when given in overdose (hyperoxia / hyperventilation). Utilize oxygen when indicated and not
because it is available. A reasonable target 02 saturation for most patients is 90-99 % regardless of delivery device.

e Recommended Exam: Minimal exam if not noted on the specific protocol is vital signs, mental status with GCS, and
location of injury or complaint.

e Any patient contact which does not result in an EMS transport must have a completed patient care record with explicit
disposition information and patient instructions. Vital signs should be obtained before, 10 minutes after, and at patient
hand off with all pain medications. 2 complete sets of vital signs (at minimum) for patient transports.

e Patient Refusal and Determining Capacity

Patient refusal is a high risk situation. Encourage patient to accept transport to medical facility.

Encourage patient to allow an assessment, including vital signs. Documentation of the event is very important

including a mental status assessment describing the patient’s capacity to refuse care.

Guide to Assessing capacity:

C:Patient should be able to communicate a clear choice: This should remain stable over time. Inability to

communicate a choice or an inability to express the choice consistently demonstrates incapacity.

R: Relevant information is understood: Patient should be able to display a factual understanding of the illness, the options

and risks and benefits.

A: Appreciation of the situation: Ability to communicate an understanding of the facts of the situation. They

should be able to recognize the significance of the outcome potentially from their decision.

M: Manipulation of information in a rational manner: Demonstrate a rational process to come to a decision and make a
choice. Should be able to describe the reasoning they are using to come to the decision, though you may not agree with decision.

e CAPACITY/REFUSAL CHECKLIST:

- Is the patient age > 17 and/or emancipated minor?

- Can the patient retain and comprehend relevant information?

- Can the patient believe information?

- Can the patient use information to make a choice?

- Is the patient NOT DANGEROUS to self or others (i.e. no suicidal or homicidal ideation)?

**If all are “YES” then the patient has capacity to decline further care/transport. If any are “NO” then the patient does not have
capacity to make his or her own medical decisions. Document these concepts clearly in your narrative- simply stating “alert and
oriented” is not sufficient. Don’t hesitate to request an APP or contact medical control if there are questions about capacity.
¢ Never hesitate to contact medical control or the appropriate “high risk refusal” resource for any patient who refuses transport.

e Blood Pressure is defined as a Systolic / Diastolic reading. A palpated Systolic reading may be necessary at times.
e SAMPLE: Signs / Symptoms; Allergies; Medications; PMH; Last oral intake; Events leading to illness / injury




* All infants who are patients in a MCI are automatically triage category “IMMEDIATE” or “red tag”

Able to Walk YES

0

CONSIDER LIFESAVING INTERVENTIONS (LSI):

*Control Major Hemorrhage
Breathing NO * Open Airway YES

* Chest Decompression
DO ANY OF THESE RESULT IN BREATHING?

@%

v | v

Pediatric Adult

D> 1o

YES
CONSIDER LSI: Y

*Control Major Hemorrhage 5 Rescue Breaths
* Open Airway
* Chest Decompression

If indicated NO

YES

YES

Adult > 30/ minute
Ped < 15 or > 45

Respiratory
Rate

Adult <30/ minute
Ped > 15 or < 45

Cap Refill > 2 Sec or radial pulse absent (Adult)
No palpable Pulse (Pediatric)

Obeys Commands
Adult

YES—» DELAYED

Appropriate to AVPU
Pediatric

!
NO




Pearls

When approaching a multiple casualty incident where resources are limited:
Triage decisions must be made rapidly with less time to gather information

Emphasis shifts from ensuring the best possible outcome for an individual patient to ensuring the best possible
outcome for the greatest number of patients.

Scene Size Up:
1. Conduct a scene size up. Assure well being of responders. Determine or ensure scene safety before

entering. If there are several patients with the same complaints consider HazMat, WMD or CO poisoning.
2. Utilize Triage system if available

3. Determine number of patients. Communicate the number of patients and nature of the incident,
establish unified command and establish a medical officer, triage officer, and transport officer if
personnel are available to perform these functions

Triage is a continual process and should recur in each section as resources allow.

Step 1: Global sorting:
Call out to those involved in the incident to walk to a designated area and assess third.

For those who cannot walk, have them wave / indicate a purposeful movement and assess them second.
Those involved who are not moving or have an obvious life threat, assess first.
Step 2: Individual assessments:
Control major hemorrhage
Open airway and if child, give 5 rescue breaths
Perform Needle Chest Decompression Procedure if indicated.
Administer injector antidotes if indicated
Assess the first patient you encounter using the three objective criteria which can be remembered by RPM.
R: Respiratory
P: Perfusion
M: Mental Status

Attempt only lifesaving interventions (LSI), or administer an antidote if indicated, before moving to next patient.

Treatment:
Once casualties are triaged focus on treatment can begin. Utilize other relevant protocols as necessary. You
may need to move patients to treatment areas (see Active Threat Protocol).
As more help arrives then the triage / treatment process may proceed simultaneously.

Capillary refill can be altered by many factors including skin temperature. Age-appropriate heart rate may also be
used in triage decisions.

SMART triage tag system is utilized in NC. Patients may also be sorted by whether or not they meet CDC Field
Triage Trauma Criteria. Determining that a patient “meets trauma criteria” or “does not meet trauma criteria” may
help the destination hospital(s) allocate resources.

Revised U P 2

01/01/2017 This protocol has been altered from the original NCCEP Protocol by the local EMS Medical Director
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Age .
Time of last meal

Pain

Character of pain (constant,

e CNS (increased pressure, headache, stroke,
CNS lesions, trauma or hemorrhage, vestibular)

Last bowel movement/emesis intermittent, sharp, dull, etc.) e Myocardial infarction

Improvement or worsening e Distention e Drugs (NSAID's, antibiotics, narcotics,
with food or activity e Constipation chemotherapy)

Duration of problem e Diarrhea e Gl or Renal disorders

Other sick contacts e  Anorexia e Diabetic ketoacidosis

Past medical history e Radiation e OB-Gyn disease (ovarian cyst, PID, Pregnancy)
Past surgical history e Infections (pneumonia, influenza)
Medications Fever, headache, blurred vision, e Electrolyte abnormalities

Menstrual history (pregnancy) | weakness, malaise, myalgias, cough, e Food or toxin induced

Travel history headache, dysuria, mental status e Medication or Substance abuse
Bloody emesis / diarrhea changes, rash e Psychological

Consider
Blood Glucose Analysis Procedure
B 12 Lead ECG Procedure
A IV Procedure

Cardiac Montior

Age Appropriate Diabetic
Protocol AM 2/ PM 2 if indicated

Pain Control, Protocol UP 11
if indicated
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Age Appropriate Cardiac Protocol(s)
if indicated

Serious Signs / Symptoms
Hypotension, poor perfusion, shock

NO
Y

|l ]
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YES—

A Normal Saline IV TKO/ Saline Lock

Ondansetron
Adult: 4 mg 1V/ I0/ODT/ IM
Peds: 0.2 mg/kg IV /10 /PO /ODT, max 4mg

Do not give if age < 3 mos , May repeat x 1 in 15 min

In ADULTS ONLY, If no response to Ondansetron or
Ondansetron not available (see pearls):
Droperidol 1.25mg IM/ IV/ 10
Or consider
Metoclopramide 5-10mg IV/IO/IM
Or consider
Prochlorperazine 10mg IV /10 /IM
Or consider
Promethazine 12.5mg IV /10 / IM
(if age > 65, Promethazine 6.25mg 1V/IO/IM)

N

Monitor and Reassess

IV /10 Procedure
Consider 2 Large Bore sites

Normal Saline 500 mL Bolus
Repeat as needed; Titrate to SPB = 90 mmHg, Max 2L

Peds: 20 mL/kg IV /10
Repeat as needed; Titrate to Age Appropriate SBP;
SBP 270 + 2 x Age
Max 60 mL/kg

Ondansetron
Adult: 4 mg IV/10/ODT/ IM
Peds: 0.2 mg/kg IV/ 10/ PO/ ODT, max 4mg

Do not give if age <3mos, May repeat x 1 in 15 min

In ADULTS ONLY, If no response to Ondansetron or
Ondansetron not available (see pearls):

Droperidol 1.25mg IM/ IV/ 10
Or consider
Metoclopramide 5-10mg IV/IO/IM
Or consider
Prochlorperazine 10mg IV /10 /IM
Or consider
Promethazine 12.5mg IV /10 / IM

Age Appropriate Hypotension / Shock Protocol
AM 5/PM 3, if indicated

]

Notify Destination or
Contact Medical Control




Recommended Exam: Mental Status, Skin, HEENT, Neck, Heart, Lungs, Abdomen, Back, Extremities, Neuro
Age specific blood pressure 0 — 28 days > 60 mmHg, 1 month - 1 year > 70 mmHg, 1 - 10 years > 70 + (2 x
age) mmHg and 11 years and older > 90 mmHg.

Abdominal / back pain in women of childbearing age should be treated as pregnancy related until proven
otherwise.

The diagnosis of abdominal aneurysm should be considered with abdominal pain, with or without back and /
or lower extremity pain or diminished pulses, especially in patients over 50 and / or patients with shock/
poor perfusion. Notify receiving facility early with suspected abdominal aneurysm.

Consider cardiac etiology in patients > 50, diabetics and / or women especially with upper abdominal
complaints.

Repeat vital signs after each fluid bolus.

The use of metoclopramide (Reglan) may worsen diarrhea and should be avoided in patients with this symptom.
Document mental status and vital signs prior to administration of Droperidol, Prochlorperazine, Promethazine.
Isolated vomiting may be caused by pyloric stenosis (in pediatrics), bowel obstruction, and CNS processes
(bleeding, tumors, or increased CSF pressures)

Promethazine (Phenergan) may cause sedative effects in elderly patients (give half-dose in elderly patients)
or those with other sedating medications already administered. Be very careful giving promethazine and
avoid it in combination with opioids when possible. The preferred parenteral route is a deep IM injection- be
SURE you are in the muscle as it can be very caustic in subcutaneous tissue. When giving promethazine 1V,
dilute with 10 mL of normal saline and administer slowly as extravasations can severely damage tissue.

Heart Rate: One of the first clinical signs of dehydration, almost always increased heart rate, tachycardia
increases as dehydration becomes more severe, very unlikely to be significantly dehydrated if heart rate is
close to normal.

Beware of vomiting only in children. Pyloric stenosis, bowel obstruction, and CNS processes (bleeding, tumors, or
increased CSF pressures) all often present with vomiting.

Vomiting and diarrhea are common symptoms, but can be the symptoms of uncommon and serious pathology such
as stroke, carbon monoxide poisoning, acute MI, new onset diabetes, diabetic ketoacidosis (DKA), and
organophosphate poisoning. Maintain a high index of suspicion and utilize other protocols as indicated.



Known diabetic, medic alert
tag

Drugs, drug paraphernalia
Report of illicit drug use or
toxic ingestion

Past medical history
Medications

History of trauma

Change in condition
Changes in feeding or sleep
habits
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Age Appropriate

Airway Protocol(s) AR 1, 2, 3,5, 6

if indicated

Blood Glucose Analysis Procedure

12 Lead ECG Procedure

IV /10 Procedure

Age Appropriate Diabetic
Protocol(s) AM 2/ PM 2
if indicated

v

Signs of shock / Poor perfusion

Traumatic Injury

I
NO

<

Signs of OD / Toxicology

[
NO

<

Signs of CVA Or Seizure

I
NO

Y

Signs of Hypo / Hyperthermia ><~YES—> 558

I
NO

A 4

Arrhythmia / STEMI / CP

I
NO

A 4

<
<
<

Fever / Sepsis

NO

;’

><~YES—> omm

Decreased mental status or lethargy
Change in baseline mental status
Bizarre behavior

Hypoglycemia (cool, diaphoretic
skin)

Hyperglycemia (warm, dry skin; fruity
breath; Kussmaul respirations; signs
of dehydration)

Irritability

YES——— 5

><YES—> e=s

Head trauma

CNS (stroke, tumor, seizure, infection)
Cardiac (MI, CHF)

Hypothermia

Infection (CNS and other)

Thyroid (hyper / hypo)

Shock (septic, metabolic, traumatic)
Diabetes (hyper / hypoglycemia)
Toxicological or Ingestion

Acidosis / Alkalosis

Environmental exposure
Pulmonary (Hypoxia)

Electrolyte abnormality

Psychiatric disorder

Exit to
Age Appropriate

Hypotension / Shock Protocol AM 5/ PM 3
Multiple Trauma Protocol TB 6
Head Injury Protocol TB 5

Exit to

Overdose / Toxic Exposure

Protocol TE 7

Exit to

Suspected Stroke Protocol UP 14
Seizure Protocol UP 13

Exit to

Hypothermia Protocol TE 5
Hyperthermia Protocol TE 4

Exit to
Age Appopriate

Appropriate Cardiac Protocol(s)

Exit to

Fever Protocol UP 10
Suspected Sepsis Protocol UP 15

Notify Destination or
Contact Medical Control




CAPACITY/REFUSAL CHECKLIST:

Q Is the patient age > 17 or an emancipated minor?

U Can the patient retain and comprehend relevant information?

U Can the patient believe information?

O Can the patient use information to make a choice?

Q Is the patient NOT DANGEROUS to self or others (i.e. no suicidal or homicidal ideation)?

If all are “YES” then the patient has capacity to decline further care/transport. If any are “NO” then
the patient does not have capacity to make his or her own medical decisions. Document these
concepts clearly in your narrative- simply stating “alert and oriented” is not sufficient. Don’t hesitate
to request an APP or contact medical control if there are questions about capacity.

e Recommended Exam: Mental Status, HEENT, Skin, Heart, Lungs, Abdomen, Back, Extremities, Neuro.
e AMS may present as a sign of an environmental toxin or Haz-Mat exposure - protect personal safety.

e General:
The patient with AMS poses one of the most significant challenges in emergency medicine.
A careful assessment of the patient, the scene and the circumstances should be undertaken.
Assume the patient has a life threatening cause of their AMS until proven otherwise.
Pay careful attention to the head exam for signs of bruising or other injury.
Information found at the scene must be communicated to the receiving facility.

e Substance misuse:
Patients ingesting substances can pose a great challenge.
DO NOT assume recreational drug use and / or alcohol are the sole reasons for AMS.
Misuse of alcohol may lead to hypoglycemia.
More serious underlying medical and trauma conditions may be the cause, sometimes in addition to alcohol.

e Behavioral health:
The behavioral health patient may present a great challenge in forming a differential.
DO NOT assume AMS is the result solely of an underlying psychiatric etiology.
Often an underlying medical or trauma condition precipitates a deterioration of a patients underlying disease.

e Spinal Motion Restriction / Trauma:
Only utilize spinal immobilization if the situation warrants.

The patient with AMS may worsen with increased agitation when immobilized.

e ltis safer to assume hypoglycemia than hyperglycemia if doubt exists. Recheck blood glucose after
Dextrose or Glucagon

e Consider Restraints if necessary for patient's and/or personnel's protection per the restraint procedure.



Back Pain

History Signs and Symptoms Differential
o Age e Pain (paraspinous, spinous e  Muscle spasm / strain
e Past medical history process) e Herniated disc with nerve compression
e  Past surgical history e Swelling e Sciatica
e Medications e Pain with range of motion e Spine fracture
e Onset of pain / injury e  Extremity weakness e Kidney stone
e  Previous back injury e  Extremity numbness e Pyelonephritis
e  Traumatic mechanism e Shooting pain into an extremity e Aneurysm
e Location of pain e Bowel / bladder dysfunction e  Pneumonia
e Fever e Spinal Epidural Abscess
e Improvement or worsening with e Metastatic Cancer
S activity A A AAA
Consider Cardiac Etiology
B 12 Lead ECG Procedure
if indicated
= Cardiac Monitor
if indicated
- Age Appropriate
goe Cardiac Protocol(s)
if indicated
Iniury or Traumatic Spinal Motion Restriction
jury . YES» Procedure / Protocol TB 8
Mechanism -
If indicated
|
NO
y
Shock YES
Hemodynamic Instability = v
| — Age Appropriate
NO 928 Airway Protocol(s) AR 1,2, 3,5, 6
if indicated

UOI1039S |020104d [eSIaAIuUN

Age Appropriate
uag Hypotension / Shock
GRS Protocol(s) AM 5/ PM 3
if indicated
gea Multiple Trauma Protocol TB 6
man if indicated
> gea Pain Control Protocol UP 11
man if indicated
Monitor and Reassess

L]

? Notify Destination or ?
Contact Medical Control

Revised U P 5

01/01/2017 This protocol has been altered from the original NCCEP Protocol by the local EMS Medical Director




Back Pain
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Pearls

¢ Recommended Exam: Mental Status, Heart, Lungs, Abdomen, Neuro, Lower extremity perfusion

e Back pain is one of the most common complaints in medicine and effects more than 90 % of adults at some
point in their life. Back pain is also common in the pediatric population. Most often it is a benign process but
in some circumstances can be life or limb threatening.

e Consider pregnancy or ectopic pregnancy with abdominal or back pain in women of childbearing age.

e Consider abdominal aortic aneurysm with abdominal pain especially in patients over 50 and/or patients with
shock/ poor perfusion. Patients may have abdominal pain and/or lower extremity pain with diminished
pulses. Notify receiving facility early with suspected abdominal aneurysm.

e Consider cardiac etiology in patients > 50, diabetics and/or women especially with upper abdominal
complaints.

e Red Flags which may signal more serious process associated with back pain:
Age >500r< 18
Neurological deficit (leg weakness, urinary retention, or bowel incontinence)
IV Drug use
Fever
History of cancer, either current or remote
Night time pain in pediatric patients

e Caudaequina syndrome is where the terminal nerves of spinal cord are being compressed. Suspicion for

this condition requires immediate medical evaluation in the ED. Symptoms include:
Saddle anesthesia

Recent onset of bladder and bowel dysfunction. (Urine retention and bowel incontinence)
Severe or progressive neurological deficit in the lower extremity.
Motor weakness of thigh muscles or foot drop

e Back pain can be associated with serious infections:
Fever / chills.

IV Drug user (consider spinal epidural abscess)

Recent bacterial infection like pneumonia.

Immune suppression such as HIV or patients on chronic steroids like prednisone.
Meningitis

e Spinal motion restriction in patients with underlying spinal deformity should be maintained in their functional position.

e Kidney stones typically present with an acute onset of flank pain which radiates around to the groin area.

Revised U P 5

01/01/2017 This protocol has been altered from the original NCCEP Protocol by the local EMS Medical Director




Situational crisis Anxiety, agitation, confusion

Psychiatric illness/medications Affect change, hallucinations

Injury to self or threats to others Delusional thoughts, bizarre

Medic alert tag behavior

Substance abuse / overdose Combative violent

Diabetes Expression of suicidal / homicidal
thoughts

Altered Mental Status differential
Alcohol Intoxication

Toxin / Substance abuse
Medication effect / overdose
Withdrawal syndromes
Depression

Bipolar (manic-depressive)
Schizophrenia

Anxiety disorders

Blood Glucose Analysis Procedure, if indicated Call for help / additional resources
Stage until scene safe

Age Appropriate Diabetic Protocol AM 3/ PM 2, if indicated

Altered Mental Status Protocol UP 4
Overdose / Toxic Ingestion Protocol TE 7, if indicated

Head Trauma Protocol TB 5
Multiple Trauma Protocol TB 6, if indicated

v

Excited/Agitated Delirium Syndrome Midazolam IV/IO/IM/IN
Paranoia, disorientation, hyper- aggression, violent, Adult (age 2 12): 5 mg
hallucinations, tachycardia/hypertension, hyperthermia, Age 2 65: 2.5 mg
increased strength, clearly a danger to self or others May Repeat Midazolam 2.5mg
every 5min to effect, Max 10mg

I
NO
A Peds (age < 12): 0.1 mg/kg
Aggressive or _ Cons_lder Max initial (/jli)se 2.5mg .
Agitated, may be very Restraint Physical Procedure Repeat 0.1 mg/kg every 5 min

anxious, possible Monitor per restraint procedure as needed to Max 10mg
psychosis, possible if indicated IN ADULTS (Age 2 12) ONLY,
threat to Self / others ADDITIONALLY CONSIDER:
IV/10 Procedure Haloperidol 5 mg IM

N|O Haloperidol IM or Droperidol 5mg IM/IV
Y Age212: 2-5mg In 5 min, repeat x1 as needed

> .
Evaluation and Screening e =18 2ol IV /10 Procedure

For Mental Health and May repeat g 5 min as needed Preferably 2 large bore
Maximum 10 mg ;
SssEeED Les el Normal Saline Bolus IV/IO

Midazolam IV/IO/IN/IM Adult: 1 L, may repeat 500 mL
Consider Alternative Adult: 2.5 mg as needed, Max 2 L
Destination Disposition if Age 265:1-2.5mg
criteria are met May Repeat Midazolam 1-2.5mg Peds: 20 mL/kg IV /10
every 5min to effect, Max 5mg may repeat to Max 60 mL/kg

Alternative Destination
Mental Health / Substance Peds: 0.1 mg/kg Cardiac Monitor

Abuse Max initial dose 2.5mg Sodium Bicarbonate 50 mEq

Repeat 0.1 mg/kg every3-5 min IV/10, see pearls re: possible

as needed to Max 5mg Wide Complex Tachycardia

or consider Droperidol IM/IV External Cooling Measures

Adult only: 5 mg Consider Restraint Procedure
Age 265 2.5m
9¢€ :5 Sl Monitor per restraint procedure

if indicated

Monitor and Reassess !

v

Notify Destination or
Contact Medical Control




CAPACITY/REFUSAL CHECKLIST:

Q Is the patient age > 17 or an emancipated minor?

O Can the patient retain and comprehend relevant information?

U Can the patient believe information?

U Can the patient use information to make a choice?

Q Is the patient NOT DANGEROUS to self or others (i.e. no suicidal or homicidal ideation)?

If all are “YES” then the patient has capacity to decline further care/transport. If any are “NO” then
the patient does not have capacity to make his or her own medical decisions. Document these
concepts clearly in your narrative- simply stating “alert and oriented” is not sufficient. Don’t hesitate
to request an APP or contact medical control if there are questions about capacity.

Recommended Exam: Mental Status, Skin, Heart, Lungs, Neuro

Crew / responders safety is the main priority. SEE RESTRAINT PROCEDURE.

Any patient who is handcuffed or restrained by Law Enforcement and transported by EMS must be accompanied by law
enforcement in the ambulance.

Consider antipsychotics ( Haldol, Ziprasidone, Droperidol) for patients with history of psychosis or extreme alcohol
intoxication, or a benzodiazepine for patients with other presumed substance abuse. While benzodiazepines may be
indicated for patients with alcohol intoxication, consider that alcohol an nzodiazepines t ther m

respirator ression.

Haldol is acceptable treatment in pediatric patients 2 12 years old. Safety and efficacy is not established in younger
ages. Consider medical direction consultation for pediatric patients already prescribed haloperidol.

All patients who receive either physical or chemical restraint must be continuously observed by ALS personnel.

Be sure to consider all possible medical/trauma causes for behavior (hypoglycemia, overdose, substance abuse, hypoxia, head
injury, etc.) Do not overlook the possibility of associated domestic violence, child, or geriatric abuse.

Do not irritate the patient with a prolonged exam.

Do not position or transport any restrained patient is such a way that could impact the patients respiratory or circulatory status.

Medical emergency Medical emergency Give 50meq Sodium Bicarbonate IV X 1 dose, if patient |s in a Wide comple
2-

m I X ta h . Combination of delirium, psychomotor agitation, anxrety, haIIucnnations, speech disturbances,
disorientation, violent / bizarre behavior, insensitivity to pain, hyperthermia and increased strength. Life-threatening and
associated with use of physical control measures, including physical restraints and Tasers. Most commonly seen in male
subjects with a history of serious mental illness and/or acute or chronic drug abuse, particularly stimulant drugs such as
cocaine, crack cocaine, methamphetamine, amphetamines or similar agents. Alcohol withdrawal or head trauma may also
contribute to the condition.

Patients suffering from Delirium Tremens/Severe Alcohol Withdrawal may be treated as per the Excited Delirium
Pathway. Focus on Benzodiazepines (Midazolam) and Fluids for these patients.

If patient is suspected of EDS suffers cardiac arrest, consider a fluid bolus and sodium bicarbonate early

Condition causing involuntary muscle movements or spasms typically of the face, neck and upper extremities. May present
with contorted neck and trunk with difficult motor movements. Typically an adverse reaction to antipsychotic drugs like
Haloperidol and may occur with your administration. When recognized give Diphenhydramine 50 mg IV/I0/IM /PO in
adults or 1 mg/kg IV /10 /IM / PO in pediatrics.




Dental Problems

History Signs and Symptoms Differential

e Age e Bleeding e Decay

e Past medical history e Pain e Infection

¢ Medications e Fever e  Fracture

e  Onset of pain / injury e Swelling e Avulsion

¢  Trauma with "knocked out" tooth e  Tooth missing or fractured e Abscess

e Location of tooth e Facial cellulitis

e Whole vs. partial tooth injury e Impacted tooth (wisdom)
e TMJ syndrome

L A N Myocardial infarction

Dental or Jaw Pain
Suspicious for Cardiac

YES—» B 12 Lead ECG Procedure

Cardiac Monitor

£om Age Appropriate
Nf san Cardiac Protocol(s)
Control Bleeding with Direct Pressure
. Fashion gauze into a small square and
Bleeding YES place into socket with patient closing
| teeth to exert pressure
NO
\J Place tooth in Milk / Normal

Saline / Commercial Preparation

Dental Avulsion YES—»

NO

Y

Significant Pain

May rinse gross contamination
Do not rub or scrub tooth

YES—»| 558 Pain Protocol UP 11

NN AN AN
Y Y Y v

UOI103S |020101d [eSIaAIuUN

I Monitor and Reassess

NO
A 4
. Exit to
g2 Age Appropriate
Protocol(s) ? Notify Destination or ?
Contact Medical Control

/Pearls

e Recommended Exam: Mental Status, HEENT, Neck, Chest, Lungs, Neuro

¢ Significant soft tissue swelling to the face or oral cavity can represent a cellulitis or abscess.

e Scene and transport times should be minimized in complete tooth avulsions. Reimplantation is possible within 4
hours if the tooth is properly cared for.
Occasionally cardiac chest pain can radiate to the jaw.
All pain associated with teeth should be associated with a tooth which is tender to tapping or touch (or sensitivity to
cold or hot).

UpP 7

This protocol has been altered from the original NCCEP Protocol by the local EMS Medical Director

Revised

01/01/2017




e Central Venous Catheter Type
Tunneled Catheter
(Broviac / Hickman)

. PICC (peripherally inserted
central catheter
. Implanted catheter

(Mediport / Hickman)
Occlusion of line
Complete or partial dislodge
Complete or partial disruption

Circulation Problem

NO

y

Suspect Air Embolus
Tachypnea, Dyspnea,
Chest Pain

NO

<Hemorrhagﬁeatcatheter > YES—p»]

NO

y
< Damage to catheter >—YES—> A

NO

Catheter completely or
< partially dislodged > YES—

NO

<

Ongoing infusion
I

NO
I

e External catheter dislodgement e Fever
e Complete catheter dislodgement e Hemorrhage
e Damaged catheter ¢ Reactions from home nutrient or medication
e Bleeding at catheter site e Respiratory distress
e Internal bleeding e Shock
e Blood clot
e Air embolus
e Erythema, warmth or drainage
about catheter site indicating
infection
Exit to
YES—® 88 Age Appropriate
Protocol(s)
YES—» Place on left side in head down position
Stop infusion if ongoing
A
Clamp catheter

> VYES—{ A

Age Appropriate
8% Airway Protocol(s) AR 1, 2, 3,5, 6
as indicated

Apply direct pressure around catheter

Clamp catheter proximal to disruption
May use hemostat wrapped in gauze

Stop infusion if ongoing

Apply direct pressure around catheter

A Stop infusion if ongoing

Continue infusion
Do not exceed 20 mL/kg

>

Notify Destination or
Contact Medical Control

A

Always talk to family / caregivers as they have specific knowledge and skills.

Use strict sterile technique when accessing / manipulating an indwelling catheter.
Cardiac arrest: May access central catheter and utilize if functioning properly.
Do not place a tourniquet or BP cuff on the same side where a PICC line is located.

Do not attempt to force catheter open if occlusion evident.
Some infusions may be detrimental to stop. Ask family or caregiver if it is appropriate to stop or change infusion.
Hyperalimentation infusions (IV nutrition): If stopped for any reason monitor for hypoglycemia.



e Age e Bleeding from nasal passage e Trauma
e Past medical history e Pain e Infection (viral URI or Sinusitis)
¢ Medications (HTN, anticoagulants, e Nausea e Allergic rhinitis
aspirin, NSAIDs) e Vomiting e Lesions (polyps, ulcers)

e  Previous episodes of epistaxis e Hypertension
e Trauma
e Duration of bleeding
e Quantity of bleeding

Sg)r/“sftlg?nnfr?;u,\:lnu:h YES Direct Pressure

oam Appropriate Trauma

| %8 Pprotocol(s) TB5/TB 6/TB 8
NO

v

Compress Nostrils with Direct Pressure
< Active Bleeding }YES—» Head Tilt Forward

| Position of Comfort

NO Have Patient Blow Nose
A Suction Active Bleeding
Leave Gauze in place if present B Oxymetazoline Z.Sprays to Nostril
Head Tilt Eorward Followed by Direct Pressure

Position of Comfort
IV /10 Procedure

If indicated

Monitor and Reassess

Age Appropriate
D@E Hypotension / Shock
Protocol AM5/PM 3

@

Monitor and Reassess

'

Notify Destination or
Contact Medical Control

Recommended Exam: Mental Status, HEENT, Heart, Lungs, Neuro

e Age specific hypotension: 0 — 28 days < 60 mmHg, 1 month — 1 year < 70 mmHg, 1 year — 10 years <70 +
(2 x age)mmHg, 11 years and greater < 90 mmHg.

e ltis very difficult to quantify the amount of blood loss with epistaxis.

e Bleeding may also be occurring posteriorly. Evaluate for posterior blood loss by examining the posterior pharnyx.

e Anticoagulants include warfarin (Coumadin), Apixaban (Elequis), heparin, enoxaparin (Lovenox), dabigatran
(Pradaxa), rivaroxaban (Xarelto), and many over the counter headache relief powders.

e Anti-platelet agents like aspirin, clopidogrel (Plavix), aspirin/dipyridamole (Aggrenox), and ticlopidine (Ticlid) can
contribute to bleeding.

e For severe epistaxis that has not been stopped by any other method, providers may consider using a small amount

of topical hemostatic gauze if an anterior bleeding site can be identified.



omm
ooo

Age Warm Infections / Sepsis

Duration of fever Flushed Cancer/ Tumors / Lymphomas
Severity of fever Sweaty Medication or drug reaction
Past medical history Chills/Rigors Connective tissue disease
Medications e  Arthritis
Immunocompromised (transplant, e Vasculitis

HIV, diabetes, cancer) myalgias, cough, chest pain, Hyperthyroidism
Environmental exposure headache, dysuria, abdominal pain, Heat Stroke

Last acetaminophen or ibuprofen mental status changes, rash Meningitis

Universal, Contact, Droplet, and/or Airborne Precautions, as indicated

Take a thorough and complete history of any recent travel or sick contacts;
follow any/all current EMS system guidance based on this history.

B Temperature Measurement Procedure, if available

IV /10 Procedure, If indicated

Temperature = 100.4° F
O—< (38° C) }YESﬁ

Ibuprofen 10 mg / kg PO (if age > 6 months)
Adult Ibuprofen 400 — 800 mg PO
And /Or
Acetaminophen 15 mg / kg PO
Adult Acetaminophen 325 -1000 mg PO

Exitto
Age Appropriate
Protocol(s)
as indicated

* DO NOT TREAT FEVER IN AGE < 90 DAYS unless
Exitto Age Appropriate confirmed rectal temperature
Protocol(s), as indicated

Ketorolac_Adult ONLY: 15 mg IV/IO/IM if pt unable to
tolerate po and has discomfort, per pain control protocol

Recommended Exam: Mental Status, Skin, HEENT, Neck, Heart, Lungs, Abdomen, Back, Extremities, Neuro

Febrile seizures are more likely in children with a history of febrile seizures and with a rapid elevation in temperature.

Patients with a history of liver failure should not receive acetaminophen.

UTILIZE STANDARD UNIVERSAL PRECAUTIONS FOR ALL PATIENTS WITH SUSPECTED INFECTION
Droplet precautions include standard PPE plus a standard surgical mask for providers who accompany patients in the back of
the ambulance and a surgical mask or NRB O2 mask for the patient. This level of precaution should be utilized when the
common cold, influenza, meningitis, mumps, streptococcal pharyngitis, and other illnesses spread via large particle droplets are
suspected. A patientwith a potentially infectious rash should be treated with droplet precautions.

Airborne precautions include standard PPE plus utilization of a gown, change of gloves after every patient contact, and strict
hand washing precautions. This level of precaution is utilized when multi-drug resistant organisms (e.g. MRSA), scabies, or
zoster (shingles), or other illnesses spread by contact are suspected.

All-hazards precautions include standard PPE plus airborne precautions plus contact precautions. This level of precaution is
utilized during the initial phases of an outbreak when the etiology of the infection is unknown or when the causative agent is found
to be highly contagious (e.g. SARS).

Rehydration with fluids increases the patient’s ability to sweat and improves heat loss.

All patients should have allergies documented prior to administering pain medications. Allergies to NSAIDs (non-steroidal anti-
inflammatory medications) are a contraindication to Ibuprofen. Do not give to patients who have renal disease or renal transp lant.
NSAIDs should not be used in the setting of environmental heat emergencies. NSAIDs (Ketorolac (Toradol) and Ibuprofen)
should not be used in patients with known renal disease or renal transplant, in patients who have known drug allergies to NSAID's
(non-steroidal anti-inflammatory medications), with active bleeding, severe headaches in which intracranial bleeding is suspected,
abdominal pain when Gl bleeding is suspected, stomach ulcers or in patrents who may need acute surgical mterventron such as
open fractures or fracture deformrtres K

Do not give asprrrn toa chrld age < 15 years, or NSAIDs to a pregnant woman.




Age Severity (pain scale) Per the specific protocol
Location Quality (sharp, dull, etc.) Musculoskeletal
Duration Radiation Visceral (abdominal)
Severity (1 - 10) Relation to movement, respiration Cardiac

If child use Wong-Baker faces scale Increased with palpation of area Pleural / Respiratory
Past medical history Neurogenic
Medications Renal (coalic)

Drug allergies

Enter from Protocol based on Specific Complaint

Assess Pain Severity \
Use combination of Pain Scale,

Circumstances, MOI, Injury or *
Mild Pain (Scale 0-6) lliness severity Moderate to Severe (Scale>6)
Y \
IV/10 Procedure
Ketorolac_Adult: 15 mg IV/IO/IM

Ibuprofen 10 mg/kg PO (i]‘ age >6 months) Ketorolac Peds: 0.5 mg/kg IV/IO/IM, max 15mg
(400 — 600 mg typical adult) Cardiac Monitor

Maximum 800 mg
Eentany! IVAIO/AM/IN

75 kg Ideal Body Weight Adult:
Acetaminophen 15 mg/kg Severe Pain = 75mcg, Moderate Pain/Chest Pain = 50mcg
(325 — 1000 mg typical adult) After 10 min, may repeat 25 mcg every 5-10 minutes
Maximum 1000 mg

Or

100 kg Ideal Body Weight Adult:

Or Severe Pain = 100mcg, Moderate Pain/Chest Pain =50mcg

After 10 min, may repeat 25 mcg every 5-10 minutes

Aspirin 324 to 650 mg PO
(216 only) ***Always give SLOW over 2-3min; Max total dose 200mcg

Pediatric: 1 mcg/kg initial dose
Consider IV Procedure Max initial dose 75mcg, give SLOW over 2-3min
if indicated May repeat 0.5 mcg/kg every 5 min; Max total dose 150mcg

Monitor and Reassess

Or use Morphine IV/O/IM:
75 kg ldeal Body Weight Adult:
Severe Pain = 7.5mg, Moderate Pain = 5 mg
After 10 min, may repeat 2.5 mg every 5-10 minutes

100 kg |deal Body Weight Adult:
Severe Pain = 10mg, Moderate Pain =5 mg
After 10 min, may repeat 2.5 mg every 5-10 minutes

***Always give SLOW over 2-3min; Max total dose 20mg
Pediatric: 0.1 mg/kg initial dose

Max initial dose 5mg, give SLOW over 2-3min
May repeat 0.1mg/kg every 5 min, Max total dose 10 mg

Monitor and Reassess Every 5 minutes following sedative
I

v

Notify Destination or
Contact Medical Control




Pearls
Recommended Exam: Mental Status, Area of Pain, Neuro
Pain severity (0-10) is a vital sign to be recorded before and after PO, IV, IO or IM medication delivery and at patient hand
off. Monitor BP closely as sedative and pain control agents may cause hypotension and/or respiratory depression.
USE EXTREME CAUTION in administering opioids to patients less than 10kg
Both arms of the treatment may be used in concert. For patients in Moderate pain for instance, you may use the
combination of an oral medication and parenteral if no contraindications are present.

Patients may display a wide variation of response to opioid pain medication (Morphine and Fentanyl, aka “narcotics”).
Consider the patient’s age, weight, clinical condition, other recent drugs or alcohol, and prior exposure to opiates when
determining initial opioid dosing. Weight-based dosing may provide a standard means for dose calculation, but does
NOT predict patient response. For example, minimal doses of opioids may be effective for pain management and/or
cause respiratory depression in the elderly, opiate naive, and possibly intoxicated patients. It is often appropriate to
start with LESS THAN the weight-based dose. consider:

A “typical” initial dose of fentanyl for an adult may be 50 - 75mcg, depending on condition

A “typical” initial dose of morphine for an adult may be 5 - 7.5mg, depending on condition

Consider attempts at non-opiate based pain control (tylenol, NSAIDS including ketorolac) for chronic and or non-acute,
non-traumatic sources of pain. Always consider whether a patient may have a care plan if there is evidence of recurrent
high utilization of opioid medications.

DO NOT administer opioids together with benzodiazepines; this combination results in a deeper level of anesthesia with
a significant risk for airway and respiratory compromise.

liatrics:
For children use Wong-Baker faces scale or the FLACC score (see Assessment Pain Procedure)
Use Numeric (> 9 yrs), Wong-Baker faces (4-16yrs) or FLACC scale (0-7 yrs) as needed to assess pain

Vital signs should be obtained before, 10 minutes after, and at patient hand off with all pain medications.

All patients who receive IM or IV medications must be observed 15 minutes for drug reaction in the event no transport occurs.
Do not administer any oral medications for patients who may need surgical intervention such as open fractures or significant
fracture deformities, acute-onset severe headaches, or abdominal pain.

Do not administer Acetaminophen to patients with a history of liver disease.

Ketorolac (Toradol) and Ibuprofen should not be used in patients with known renal disease or renal transplant. Also regarding
the kidneys, toradol and other NSAIDs may be effective for renal colic but should NOT be administered to patients who have had
recent (in the last 2-3 days) lithotripsy due to bleeding risk. Toradol should also be avoided in:

- patients who have known drug allergies to NSAID's (hon-steroidal anti-inflammatory medications),

- patients with active bleeding

- patients with severe headaches in which intracranial bleeding is suspected,

- abdominal pain when Gl bleeding is suspected, stomach ulcers

- patients who may need acute surgical intervention such as open fractures or significant fracture deformities.

- patients who meet trauma criteria.

Burn patients may require higher than usual opioid doses to effect adequate pain control. IF AN ADULT PATIENT
HAS SUFFERED BURNS THAT REQUIRE TRANSPORT TO THE BURN CENTER, THE MAXIMUM TOTAL DOSE

g . Do not hesitate to
contact medical control regardmg the pain management strategy for patients in severe pain despite medications or
with significant burns

Consider giving anti-nausea medications as per the abdominal pain, vomiting, and diarrhea protocol if a patient has nausea, or a
history of having nausea, with opioid pain medications.




Police Custody

History Signs and Symptoms Differential
e  Traumatic Injury e External signs of trauma e Agitated Delirium Secondary to
e Drug Abuse e Palpitations Psychiatric lliness
e Cardiac History e  Shortness of breath e Agitated Delirium Secondary to
e History of Asthma e Wheezing Substance Abuse
e  Psychiatric History e Altered Mental Status e  Traumatic Injury
e Intoxication/Substance Abuse e Closed Head Injury
e Asthma Exacerbation
e Cardiac Dysrhythmia
AN AN
Utilize
Evidence of Traumatic Injury or Age Appropriate
Medical lliness? Protocol(s)
as indicated

Revised

01/01/2017

NO

y

Use of
Chemical Spray

YES»

Irrigate face and eyes copiously
Remove contaminated clothing

Age Appropriate Respiratory Distress
a8 Protocol(s) AR 4, 7
if indicated

Use of
Conducted Electrical Weapon

YES®»

Wound Care-Taser Probe
Removal Procedure

Wound Care Procedure(s)
as indicated

< Excited Delirium Syndrome

. Y Y Y Y

Exit to
Behavioral Protocol UP 6

? Notify Destination or ?
Contact Medical Control

UP 12

This protocol has been altered from the original NCCEP Protocol by the local EMS Medical Director
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Patient does not have to be in police custody or under arrest to utilize this protocol.

Local EMS agencies should work with local law enforcement agencies concerning patients requiring EMS and
Law Enforcement simultaneously. Agencies should work together to formulate a disposition in the best
interest of the patient.

Patients restrained by law enforcement devices (for example, handcuffs) must be transported accompanied by
a law enforcement officer in the patient compartment who is capable of removing the devices. However, when
rescuers have utilized medical restraints in accordance with Restraint Procedure, the law enforcement agent
may follow behind the ambulance during transport.

All patients who receive either physical or chemical restraint must be continuously observed by ALS
personnel on scene or immediately upon their arrival.

The responsibility for patient care rests with the highest authorized medical provider on scene per North Carolina law.
If an asthmatic patient is exposed to pepper spray and released to law enforcement, all parties should be advised to
immediately contact EMS if wheezing or difficulty breathing occurs. EMS should consider a period of on-scene
observation for these patients prior to release to law enforcement. Patients exposed to chemical spray, with or without
history of respiratory disease, may develop respiratory complaints up to 20 minutes post exposure.

All patients with decision-making capacity in police custody retain the right to participate in decision making regarding
their care and may request care or refuse care of EMS.
If extremity / chemical / law enforcement restraints are applied, follow Restraint Procedure.

Consider Haldol or Ziprasidone for patients with history of psychosis or a benzodiazepine for patients with
presumed substance abuse. See Behavioral Protocol.

Haldol is acceptable treatment in pediatric patients 2 12 years old. Safety and efficacy is not established in
younger ages. See Behavioral Protocol.

Excited Delirium Syndrome- refer to Behavioral Protocol:
Medical emergency: Combination of delirium, psychomotor agitation, anxiety, hallucinations, speech disturbances,

disorientation, violent / bizarre behavior, insensitivity to pain, hyperthermia and increased strength. Potentially life-
threatening and associated with use of physical control measures, including physical restraints and Tasers.

Most commonly seen in male subjects with a history of serious mental illness and/or acute or chronic drug abuse,
particularly stimulant drugs such as cocaine, crack cocaine, methamphetamine, amphetamines or similar agents.

Alcohol withdrawal or head trauma may also contribute to the condition.

If patient suspected of EDS suffers cardiac arrest, consider a fluid bolus and sodium bicarbonate early.

Do not position or transport any restrained patient is such a way that could impact the patients respiratory or circulatory
status.



Reported / witnessed seizure Decreased mental status CNS (Head) trauma

activity Sleepiness Tumor

Previous seizure history Incontinence Metabolic, Hepatic, or Renal failure
Medical alert tag information Observed seizure activity Hypoxia

Seizure medications Evidence of trauma Electrolyte abnormality (Na, Ca, Mg)
History of trauma Unconscious Drugs, Medications,

History of diabetes Non-compliance

History of pregnancy Infection / Fever

Time of seizure onset Alcohol withdrawal

Document number of seizures Eclampsia

Alcohol use, abuse or abrupt Stroke

cessation Hyperthermia

Fever Hypoglycemia

Loosen any constrictive clothing Age Appropriate o
Protect patient Airway Protocol(s) AR 1, 2, 3, 5, 6 as indicated

- Obstetrical Emergency Protocol AO 1
Blood Glucose Analysis Procedure Childbirth Protocol AO 3 if indicated
Altered Mental Status If ADULT patient is UNCONSCIOUS AND CONVULSING
Protocol UP 4 upon EMS Arrival, give_Midazolam 10mg IM;
if indicated do not wait for IV/IO. If age > 65, give 5mg IM.

Behavioral Protocol UP 6
if indicated

If ADULT patient begins having a new seizure with EMS
(either a first seizure or a repeat seizure) or is awake and
IV /10 Procedure seizing (partial/focal seizure) and treatment is indicated, give

if indicated Midazolam 2.5 mg IV/IM/IN/I

Cziafr(ijrl]adcicl\g(t)ggor Adult: may repeat 2.5mg midazolam every 3-5 minutes for

* continued seizure activity to Max 20mg

. . . Adult: If Midazolam not available, initial dose:
Active Seizure Activity Diazepam 4 mg IV/IO or Lorazepam 4mg IM/IV/IO

Repeat 2 mg every 3 to 5 minutes for continued seizure activity,
Max 10mg

NO If Peds patient is UNCONSCIOUS AND CONVUL SING
| upon EMS Arrival, give_Midazolam 0.2 mg/kg IM
Consider (or indicated fixed dose; follow Handtevy guide by age);
Altered Mental Status do not wait for IV/IO

Protocol
if indicated If Peds patient begins having a new seizure with EMS (either a

omE

ooa first seizure or a repeat seizure) or is awake and seizing

oog

CONSIDER (partial/focal seizure) and treatment is indicated, give:
Postictal State Midazolam 0.1 mg/kg IVAM/N/O (follow Handtevy guide)

Monitor and Reassess . S .
Repeat every 5 min as needed until seizure stops or until you

reach adult maximum as above.

 Mid .
Peds: Diazepam 0.2 mg/kg IV /10
Or pediatric rectal: 0.5 mg/kg

M kit

Active Seizure in Known or +
Suspected Pregnancy > 20 Weeks

Magnesium Sulfate Monitor and Reassess
4glIV/IO ¢

Slow IV Push; 2 — 3 minutes
For persistent seizure after 5-
10 minutes, May repeat 2g.

Notify Destination or
Contact Medical Control




Recommended Exam: Mental Status, HEENT, Heart, Lungs, Extremities, Neuro
Items in Red Text are key performance measures used to evaluate protocol compliance and care

Simple Febrile Seizures are most common in ages 6mos — 5 years. They are by definition generalized seizures with
no seizure history in the setting of any grade of fever, with an otherwise normal neurologic and physical exam and
recent history. It may be reasonable to observe these seizures, while treating fever with acetaminophen or ibuprofen
and passive cooling measures (i.e. undressing). for up to five minutes. Any seizure confirmed to last for more than

five minutes should be treated with medication.

Midazolam 0.2 mg/kg (to Max 10 mg, which is the adult dose) intramuscular (IM) is effective in termination of
seizures. Do not delay IM administration with difficult IV or 10 access. IM Preferred over IO.

For any seizure that begins in the presence of EMS, if the patient was previously conscious, alert, and
oriented, take time to assess and protect the patient and providers and CONSIDER THE CAUSE. The seizure
may stop, especially in patients who have prior history of self-limiting seizures. However, do not hesitate to
treat recurrent or prolonged (> 1 minute) seizure activity.

Status epilepticus is defined as two or more successive seizures without a period of consciousness or recovery.
This is a broad term that covers many different seizure types. It is often an emergency requiring airway
management, treatment, and transport.

Grand mal seizures (generalized) are associated with loss of consciousness, incontinence, and tongue trauma.

Focal seizures affect only a part of the body and are not usually associated with a loss of consciousness, but can
propagate to generalized seizures with loss of consciousness.

ECLAMPSIA - is seizures occurring in the context of preeclampsia. Remember, women may not have been
diagnosed with preeclampsia; first presentation may be an eclamptic seizure. Pre-eclampsia/Eclampsia may occur
up to six weeks after childbirth.

Be prepared for airway problems and continued seizures.

Assess possibility of occult trauma and substance abuse.

In an infant, a seizure may be the only evidence of a closed head injury.

Be prepared to assist ventilations especially if diazepam or midazolam is used.
For any seizure in a pregnant patient, follow the OB Emergencies Protocol.
Diazepam (Valium) is not effective when administered IM. Give IV or Rectally.
Midazolam and Lorazepam are well absorbed when administered IM.




Previous CVA, TIA's

Previous cardiac / vascular surgery
Associated diseases: diabetes,
hypertension, CAD

Atrial fibrillation

Medications (blood thinners)
History of trauma

Sickle Cell Disease

Immune disorders

Congenital heart defects
Maternal infection / hypertension

Altered mental status
Weakness / Paralysis

Blindness or other sensory loss

Aphasia / Dysarthria
Syncope

Vertigo / Dizziness
Vomiting

Headache

Seizures

Respiratory pattern change
Hypertension / hypotension

See Altered Mental Status
TIA (Transient ischemic attack)
Seizure
Todd's Paralysis
Hypoglycemia
Stroke
Thrombotic or Embolic (~85%)
Hemorrhagic (~15%)
Tumor
Trauma
Dialysis / Renal Failure

If signs and symptoms consistent with possible stroke, perform
Prehospital Stroke Screen —refer to Procedure ASP 8 - BOTH PAGES

v

Stroke Screen results
Consistent with Acute
Stroke, i.e. initial
mLAPSS Prehospital
Stroke Screen is
POSITIVE as per
Procedure ASP 8

I
NO

Y

Exit to
Appropriate
Protocol(s)
as indicated
o

oom
mom

Diabetic Protocol
if indicated

omm
oom
aoo

Time Last Known Well
(last known normal)
<22 Hours

NO

ld YES

Blood Glucose Analysis
Procedure

Altered Mental Status
Protocol UP 4
if indicated

12 Lead ECG Procedure

IV /10 Procedure
Preferably 2 Sites

Utilize STROKE SCREENING
TOOLS (mLAPSS and VAN) as
per Procedure ASP 8

Use Time Last Known Well and
the Stroke Screen Results to
determine transport location.

Refer to Stroke Triage and
Destination plan:

Transport based on:
SIBQIS.E_

Keep Scene Time as short as
possible; ideal = 10-15 Minutes

Immediate Notification of Facility

**CODE STROKE is for age>17
only. Pediatric patients with
positive stroke screen should
follow the pediatric triage and
destination plan. See Pearls**

Venous Access Blood Draw
Procedure for Stroke Labs

Cardiac Monitor

Age Appropriate
Cardiac Protocol(s)
if indicated

Head Trauma Protocol TB 5

& Multiple Trauma Protocol TB 6

if indicated

Seizure Protocol UP 13
if indicated

v

SBP 2 220
DBP =120
after 3 readings
atleast 5 minutes apart

Y

Notify Destination or
Contact Medical Control

Contact Receiving Facility
Concerning POSSIBLE
Treatment of Hypertension




For further information regarding current recommendations regarding stroke care, including
the rationale to treat or not treat hypertension in the setting of possible stroke, and
endovascular treatment considerations, see the current version of:

“2015 American Heart Association/American Stroke Association Focused Update of the
2013 Guidelines for the Early Management of Patients With Acute Ischemic Stroke
Regarding Endovascular Treatment”

http://stroke.ahajournals.org/content/46/10/3020

Recommended Exam: Mental Status, HEENT, Heart, Lungs, Abdomen, Extremities, Neuro

Items in Red Text are key performance measures used in the EMS Acute Stroke Care Toolkit.

Acute Stroke care is evolving rapidly. Ensure you are following the MOST UPDATED Stroke: EMS Triage
and Destination Plan, as in this protocol set.

“Last Known Well” or Time of Onset or Last Seen Normal:
One of the most important items the pre-hospital provider can obtain, of which all treatment decisions
are based.
Be very precise in gathering data to establish the time of onset and report as an actual time (i.e. 13:47
NOT “about 45 minutes ago.”)
Without this information patient may not be able to receive thrombolytics or intervention at facility.
Wake up stroke: Time starts when patient last awake or symptom free.

You (EMS) are often in the best position to determine the actual “Last Known Well” while you have family,
friends or caretakers available. Often these sources of information may arrive well after you have delivered
the patient to the hospital. Delays in decisions due to lack of information may prevent an eligible patient
from receiving thrombolytics.

If possible place 2 IV sites.

Blood Draw: Draw blood lab tubes for patients with positive stroke screens as per current procedure. This
information allows faster return of lab information in the hospital and may influence thrombolytic decision.
The differential listed on the Altered Mental Status Protocol should also be considered.

Be alert for airway problems (swallowing difficulty, vomiting/aspiration).

Hypoglycemia can present as a localized neurologic deficit, especially in the elderly.

Document the Stroke Screen results in the PCR.

Pediatrics:
Strokes do occur in children, they are slightly more common in ages < 2, in boys, and in African-Americans.
Newborn and infant symptoms consist of seizures, extreme sleepiness, and using only one side of the body.
Children and teenagers symptoms may consist of severe headaches, vomiting, sleepiness, dizziness, and/or
loss of balance or coordination.

For the utilization of the stroke screen in the Wake County EMS System, there is no age
cutoff; consider any age patient as “yes” for possible stroke. HOWEVER, there is no “CODE
STROKE” process for pediatric (age less than 18) patients. If a pediatric patient screens positive for
possible stroke, take the patient to a pediatric specialty facility and give this information during your
usual call-in, but there is NOT an in-hospital “code stroke” response for pediatrics.




Duration and severity of fever

Past medical history

Medications / Recent antibiotics
Immunocompromised (transplant,
HIV, diabetes, cancer)

Indwelling medical device

Last acetaminophen or ibuprofen
Recent Hospital / healthcare facility
Bedridden or immobile

Elderly and very young — at risk
Prosthetic device / indwelling device

Warm

Flushed

Sweaty

Chills / Rigors
Delayed cap refill
Mental status changes

myalgias, cough, chest pain,
headache, dysuria, abdominal pain,
rash

Infections: UTI, Pneumonia, skin/
wound

Cancer / Tumors / Lymphomas
Medication or drug reaction
Connective tissue disease: Arthritis,
Vasculitis

Hyperthyroidism

Heat Stroke

Meningitis
Hypoglycemia/hypothermia

MI/ CVA

Consider: Contact, Droplet, and Airborne Precautions

if available

Temperature Measurement Procedure

mEE
oomE
oEmE

if needed

Fever / Infection Control Protocol UP 10

aEE
oEmE
oEmE

if needed

Altered Mental Status Protocol UP 4

12 Lead ECG Procedure

IV / 10 Procedure
If indicated

Cardiac Monitor

96.0° F

criteria:

e SBP <90 mmHg

e Heart rate > 90/min

e Respiratory Rate > 20
e GCS<15

[ ]

SEPSIS SCREEN:
Obvious or suspected source of
infection AND any of these SIRS

Temperature = 100.4° F or <

Pediatrics SIRS Criteria
Temperature
Same as adult

AND
Heart Rate
1 month — 1 year > 180
2 —5years > 140
6 — 12 years > 130
13 — 18 years > 120

v

Sepsis Screen

Positive? YES»

N - BE

I
NO
A4
Exit to
omm Age Appropriate
®%% Condition Appropriate
Protocol(s)

Age Appropriate
258 Hypotension / Shock
Protocol AM 5/ PM 3

IV/IO Procedure

Normal Saline Bolus IV/IO
Adult: 500 mL
Repeat as needed, Max 2 L
Peds: 20 mL/kg
Repeat as needed, Max 60 mL/kg

Reassess SIRS criteria and re-
examine after initial bolus. Repeat
bolus as long as any SIRS criteria
present, unless concern for fluid
overload. (see pearls)

-

Monitor ETCO2. Is the
ETCO2 < 26 on at least two
consecutive measurements

5 min apart?

If SBP < 90 or age-appropriate
hypotension after max bolus, begin
Norepinephrine.

Adult: Norepinephrine IV/IO
1-10mcg/min
Titrate to SBP > 90
Peds: Norepinephrine IV/IO
0.1 - 2 mcg/kg/min
Titrate to age appropriate BP:
SBP =270 + 2 x Age

Notify Destination or
Contact Medical Control

YES

l

SEPSIS ALERT
Notify Receiving
Facility during
transport




Recommended Exam: Mental Status, Skin, HEENT, Neck, Heart, Lungs, Abdomen, Back, Extremities, Neuro
Recommended Exam Pediatrics: In childhood, physical assessment reveals important clues for sepsis. Look for mental
status abnormalities such as anxiety, restlessness, agitation, irritability, confusion, or lethargy. Cardiovascular findings
to look for include cool extremities, capillary refill >3 seconds, or mottled skin.

Sepsis is a life threatening condition where the body’s immune response to infection injures its own tissues and organs.
Severe sepsis is a suspected infection and 2 or more SIRS criteria (or gSOFA) with organ dysfunction such as AMS or
hypotension.

Septic shock is severe sepsis and poor perfusion unimproved after fluid bolus.

Early recognition of Sepsis allows for attentive care and early administration of antibiotics.

Quantitative waveform capnography can be a reliable surrogate for lactate monitoring in detecting metabolic acidosis in sepsis
patients. EtCO, < 25 mm Hg are associated with serum lactate levels > 4 mmol/L.

Aggressive |V fluid therapy is the most important prehospital treatment for sepsis. Suspected septic patients should receive

repeated fluid boluses while being checked frequently for signs of pulmonary edema, especially patients with known history of
CHEF or ESRD on dialysis. STOP fluid infusion in the setting of pulmonary edema.

Supplemental oxygen should be given and titrated to oxygenation saturation = 94%. Septic patients are especially
susceptible to traumatic lung injury and ARDS. If artificial ventilation is necessary, avoid ventilating with excessive tidal volumes.
If CPAP is utilized, airway pressure should be limited to 5 cmH20.

Attempt to identify source of infection (skin, respiratory etc.) and relay previous treatments and related history to ED physician.

EKG should be obtained with suspected sepsis, but should not delay care in order to obtain.
Abnormally low temperatures increase mortality and found often in geriatric patients.

All patients should have drug allergies documented prior to administering pain medications.
Allergies to NSAIDs (non-steroidal anti-inflammatory medications) are a contraindication to Ibuprofen.
Patients with a history of liver failure should not receive acetaminophen.

Droplet precautions:
Include standard PPE plus a standard surgical mask for providers who accompany patients in the back of the ambulance

and a surgical mask or NRB O2 mask for the patient.
This level of precaution should be utilized when influenza, meningitis, mumps, streptococcal pharyngitis, and other illnesses
spread via large particle droplets are suspected.
A patient with a potentially infectious rash should be treated with droplet precautions.
Airborne precautions:
Include standard PPE plus utilization of a gown, change of gloves after every patient contact, and strict hand washing
precautions.
This level of precaution is utilized when multi-drug resistant organisms (e.g. MRSA), scabies, or zoster (shingles), or other
illnesses spread by contact are suspected.
All-hazards precautions:
Include standard PPE plus airborne precautions plus contact precautions.
This level of precaution is utilized during the initial phases of an outbreak when the etiology of the infection is unknown or
when the causative agent is found to be highly contagious (e.g. SARS).



Syncope

History Signs and Symptoms Differential

e Cardiac history, stroke, seizure e Loss of consciousness with recovery e Vasovagal

e  Occult blood loss (Gl, ectopic) e Lightheadedness, dizziness e Orthostatic hypotension

e Females: LMP, vaginal bleeding e Palpitations, slow or rapid pulse e Cardiac syncope

e  Fluid loss: nausea, vomiting, e Pulse irregularity e  Micturition / Defecation syncope

diarrhea e Decreased blood pressure e Psychiatric

e Past medical history e  Stroke

¢ Medications e Hypoglycemia
e Seizure
e Shock (see Shock Protocol)
e Toxicological (Alcohol)
e Medication effect (hypertension)
e PE

N A AL ARA
Age Appropriate
G688  Airway Protocol(s) AR 1,2, 3, 5,6
if indicated

Blood Glucose Analysis Procedure
B 12 Lead ECG Procedure
| IV /10 Procedure

Cardiac Monitor

Altered Mental Status
Protocol UP 4
if indicated

Age Appropriate Cardiac
Protocol(s)
if indicated
Age Appropriate
Hypotension / Shock
Protocol AM 5/ PM 3
if indicated
Multiple Trauma Protocol TB 6
Spinal Motion Restriction
Procedure / Protocol TB 8
if indicated

IV /10 Procedure
Consider 2 Large Bore sites

UOI103S |020101d [eSIaAIuUN

Serious Signs / Symptoms
Hypotension, poor
perfusion, shock

!
NO

YES—|

Exit to

ooe Age Appropriate
a85 - Condition Appropriate
Protocol(s)

Notify Destination or
Contact Medical Control

UP 16

This protocol has been altered from the original NCCEP Protocol by the local EMS Medical Director

Revised

01/01/2017




Pearls

Recommended Exam: Mental Status, Skin, HEENT, Heart, Lungs, Abdomen, Back, Extremities, Neuro
Syncope is both loss of consciousness and loss of postural tone. Symptoms preceding the event are
important in determining etiology.

Syncope often is due to a benign process but can be an indication of serious underlying disease in both the
adult and pediatric patient.

Often patients with syncope are found normal on EMS evaluation. In general patients experiencing syncope
require cardiac monitoring and emergency department evaluation. Transport should be encouraged.

Differential should remain wide and include:

Cardiac arrhythmia  Neurological problem Choking Pulmonary embolism
Hemorrhage Stroke Respiratory  Hypo or Hyperglycemia
Gl Hemorrhage Seizure Sepsis

High-risk patients:
Age = 60 Syncope with exertion
History of CHF Syncope with chest pain
Abnormal ECG Syncope with dyspnea

Age specific blood pressure 0 — 28 days > 60 mmHg, 1 month - 1 year > 70 mmHg, 1 - 10 years > 70 + (2 x
age) mmHg and 11 years and older > 90 mmHg.

Abdominal / back pain in women of childbearing age should be treated as pregnancy related until proven
otherwise.

The diagnosis of abdominal aneurysm should be considered with abdominal pain, with or without back and /
or lower extremity pain or diminished pulses, especially in patients over 50 and / or patients with shock/
poor perfusion. Notify receiving facility early with suspected abdominal aneurysm.

Consider cardiac etiology in patients > 50, diabetics and / or women especially with upper abdominal
complaints.

Heart Rate: One of the first clinical signs of dehydration, almost always increased heart rate, tachycardia
increases as dehydration becomes more severe, unlikely to be significantly dehydrated if heart rate is close
to normal.

Syncope with no preceding symptoms or event may be associated with arrhythmia.

Assess for signs and symptoms of trauma if associated or questionable fall with syncope.

Consider dysrhythmias, Gl bleed, ectopic pregnancy, and seizure as possible causes of syncope.

Syncope patients should be transported. Patients who experience syncope associated with headache, neck pain,
chest pain, abdominal pain, back pain, dyspnea, or dyspnea on exertion need prompt medical evaluation.

More than 25% of geriatric syncope is cardiac dysrhythmia based.



Follow the Universal Patient Care Protocol

v

Utilize the length-based tape to estimate the weight of pediatric
patients. For all patients (adult and pediatric) receiving Weight-
Based Drug Administrations, utilize the WCEMS Weight based
Drug Dose References supplied with these protocols (NOT the
length-based tape) to verify correct dose prior to administration

v

Document at least once per shift the presence of
all equipment, medications, and supplies
listed on the Wake County EMS System Ramp Inspection Form

A

If supplies fall below required levels, restock at the nearest
appropriate location. If dispatched to a call that may require
depleted supplies, respond and call for next near unit.

v

If massive depletion of supplies (e.g, post-cardiac arrest) and/
or contamination, remain out-of-service until resupplied and
clean

A

If there is an equipment failure, utilize the equipment failure
procedure and complete the Wake EMS System Clinical
Unusual Event Report

For all medication administrations,
confirm the “5 RIGHTS” of medication
administration with your partner and

VERIFY THE CORRECT ANSWER to each of
the 5 rights before administration:

- RIGHT patient (no allergies)

- RIGHT medication

- RIGHT time (right place in the protocol?

- RIGHT dose (and verified volume?)

- RIGHT route

A

If medication error, clinical misadventure, or other adverse
patient outcome, contact medical director via policy below.

A

Appropriate protocol

Patient doesn't fit a protocol?
Contact Medical Control

v

Transport Patient per
Patient Transport Policy

/Medical Director Notification Policy:

Utilize the Automatic Medical Director Notification section of the Foundations of Practice to determine when immediate
notification of the Medical Director by phone must occur. If no answer, contact RWCC/Rescom for assistance.

For other adverse clinical outcomes, notify the Medical Director or Deputy Medical Director as soon as possible via email

and/or cell phone. The probability of utilization of the Disciplinary Procedure is greatly diminished if a provider with a

misadventure contacts the Medical Director directly.

If an error occurs without adverse patient outcome and/or a "near miss" occurs, complete the Wake County EMS System

Clinical Unusual Event Report, and contact the Deputy Director for Clinical Affairs, Medical Director, or Deputy Medical

Director via email or cell phone.




This protocol applies to ALL responders

* Patients undergoing evaluation for alternative destination for Mental Health/Substance Abuse may have a pulse
up to 120 and still “pass” the well person check.

Patients who are denying more severe symptoms may initially present for a “routine check”. Please confirm with
the patient at least twice that they have no medical complaints.

All persons who request medical evaluation or treatment are considered patients and shall have a PCR
completed. See Pearls of Universal Patient care protocol for a discussion on assessing capacity.

For these patients, the PCR may be brief but must include vital signs and documentation of the lack of a medical
complaint. Additionally, patients with a potential mechanism for trauma should have a trauma exam completed.
Should a patient refuse evaluation and/or decline further evaluation once begun, document as much as you can.
Even patients who refuse vital signs can be observed and respirations measured. The PCR narrative is key in
these and all cases, and must accurately and thoroughly describe the patient encounter.

(History: \/Signs and Symptoms: (Differentialz R
e Patient presents requesting e Assess for medical complaint e Hypertensive urgency
“blood pressure check” e  For patients with hypertension, e Hypertensive emergency
e EMS responds to “assist particularly check for chest pain, e Syncope
invalid” shortness of breath, and/or e Cardiac ischemia
: neurologic changes . .
¢ Sor_neong else called 911; 8 .gl . .g . e Cardiac dysrhythmia
patient did not request e For assist invalid calls, particularly e Fract
e Other situation in which check for syncope, trauma from fall, racture
patient does not have a or |nab|l|ty to ambulate b Head trauma
medical complaint or obvious
injury
- AN A /
2% Universal Patient Care Protocol for an ADULT PATIENT with CAPACITY to make medical decisions
Patient has me%ical complaint Go to appropriate
. P ——Yes—p protocol and
or obvious trauma
| recommend transport
No
Obtain Vital Signs: HR, RR, BP, Sp02, Blood Glucose
Pulse >110* or <50, SBP >200 or <85, DBP >120, Rficroercg:jggot;afa%%”
RR > 24 or < 6, Pulse ox <94%, —Yes—» atient sight réfusal if
or Blood Glucose < 60 or > 400? P 9 :
‘ transport declined.
No
Re-Confirm patient has no medical complaint. tﬁedv;seevpéﬁglel;tntosca:! gti%nll
Provide patient with vital sign results and have |——»| y b any symp '
. Complete PCR and document
them contact their doctor to report results. X
elements of this protocol.
(Pearls: A




/History: Key Information: \(Differential: )
e Person encountered by EMS who e Name of primary care physician Attended Death (a patient with a
meets criteria for obvious death e Known medical conditions primary care physician who
L Patient with DNR in place who is ° Last time known to be alive apparently died of natural causes
pulseless and apneic (aka “natural death))
e Patient with other approved Unattended Death (a patient without
advanced directive requiring no CPR a primary care physician who
be administered who is pulseless apparently dies of natural causes
and apneic (aka “natural death))
e Patient for whom resuscitative efforts Suspicious Death (Law enforcement)
are ceased on scene
N - AN /
Continue with Patient Meets Criteria
Resuscitation <+—No for Discontinuation?
Per Appropriate Protocol |
Yes
v .
Coordinate with Law Law !Enforcemgnt and/or EMS _ Conslder Organ
«4—Yes—{ Recognize Suspicious or Traumatic No—» Donation Protocol,
Enforcement ;
Death? If Available
. |
Unattended Death: (Patient has no known Attended Death? (Patient has primary care
primary care physician). Contact State Medical NO physician who can be identified). -
Examiner at 800-672-7024. Coordinate with Law Attempt to contact primary care physician.
Enforcement. Leave all medical devices in place. 4J |
If devices have been removed, tape them across the Yes
chest of the patient. Do not place sharps under tape v
but rather note the devices in writing on the tape. Contact made with primary care physician
and/or on-call physician?
No | Yes
- Y - Describe case and
Confirm name of primary obtain name of physician to
For patients who meet criteria for care physician from sign death certificate. Give
discontinuation of resuscitation, family. Give information information to law
but transport is required or has to law enforcement. enforcement
been initiated, consider utilizing '
the “Transport to Morgue” Policy.
Release of the body is appropriate. Medical
devices may be removed.
N

Pearls:

approved by medical control.

e The body of a deceased person may be released to the funeral home if the death is attended (the patient has a
primary care physician) and law enforcement confirms the death is non-suspicious. It is preferred (but not
mandatory) to communicate directly with the primary care physician prior to releasing the body. All
reasonable attempts should be made to contact the primary care physician prior to releasing the body.

e All out-of-hospital traumatic deaths, whether recent or remote, must be referred to the medical examiner.

e If thereis no primary care physician, the State Office of the Chief Medical Examiner must be contacted.

e A patient has a primary care physician if there are in-date prescriptions from the physician, the family knows
the name of the physician and can verify the patient still is seen by that physician, or other methods as




Patient has no acute medical or
traumatic conditions

v

Wounds requiring closure or failed
Well Person Protocol

Transport to
local <€«—Yes

hospital

I

A No
\ 4

Determine ingestion status, if
positive ingestion contact poison
center for guidance
Yes

. Poison Center recommends
transport to hospital
|
No
\ 4
Obtain case number from Poison
Center for Alternative Destination

v v

Substance Abuse and/or Substance abuse only
Mental Health Crisis

A 4 \ 4
Evaluate BAC Evaluate BAC
A 4 A 4
BAC BAC
<0.35 <0.40
Contact WakeBrook and/or Holly Hill Contact The Healing Place:
Hospital for consideration of Men/Women for consideration
Alternate Destination of Alternate Destination

- Patient preference may still be honored if the patient wishes to be taken to the hospital instead of mental health or
substance abuse facility.

- Use this protocol in conjunction with the Wake County EMS System Policy “Transport and Screening for Mental Health
and Substance Abuse Patients”



Adult Airway

Supplemental oxygen
Goal oxygen saturation = 90%
omm Preferably 2 94%

Assess Respiratory Rate, Effort,
Oxygenation

Is Airway / Breathing Adequate? YES

[
NO
Y

Basic Maneuvers First

-open airway chin lift / jaw thrust
-nasal or oral airway

-Bag-valve mask (BVM)

Spinal Motion Restriction
Procedure / Protocol TB 8
if indicated

===z Altered Mental Status Protocol UP 4

if indicated

Respiratory Distress with a
Tracheostomy Tube
Protocol AR 10

if indicated >
Y 3
. Airway Foreign Body Q)
< Airway Obstructed >YES> Obstruction Procedure <
Direct (;E
Laryngoscopy %
Airway Cricothyrotomy =
NO Surgical Procedure g
if indicated (@)
=
+ <
o
Y Supplemental Oxygen =
o
Breathing / Oxygenation BVM 8
YES» Maintain
Support needed? . o 0
Oxygen Saturation = 90 % . o
o UNABLE to Ventilate —
| Preferably = 94 % > 009
NO and Oxygenate 2 90% wn
\ / Consider during or after one (1) or ®
_ Airway CPAP Procedure more unsuccessful 9
Monitor / Reassess - intubation attempts . o
Supp|ementa| Oxygen AlrWay BIAD Procedure or S

Revised
01/01/2017

if indicated if indicated Anatomy inconsistent
i Oral / Nasotracheal Intubation with continued attempts.
. Procedure or
Exit to Three (3) unsuccessful

appropriate protocol(s)

Exit to
Appropriate Protocol(s)

Protocols AR 1 and 2 should

be utilized together as they
both contain useful
information for airway
management.

Chest Decompression

. fP .rog.edured experienced Paramedic/
if indicate AEMT.
aE8
Post-intubation / E;D; to

BIAD Management
Protocol AR 8
if indicated

v

attempts by most

Adult Failed Airway
Protocol AR 2

Notify Destination or
Contact Medical Control

AR 1

This protocol has been altered from the original NCCEP Protocol by the local EMS Medical Director




Adult Airway

Always weigh the risks and benefits of endotracheal intubation in the field against transport. All
prehospital endotracheal intubations are be considered high risk. If ventilation / oxygenation is
adequate, transport may be the best option. The most important airway device and the most
difficult to use correctly and effectively is the Bag Valve Mask (not the laryngoscope).

Few prehospital airway emergencies cannot be temporized or managed with proper BVM
techniques.

***If an effective airway is being maintained by BVM and/or basic airway adjuncts (e.g. nasopharyngeal
airway) with continuous pulse oximetry values of 2 90% or values expected based on pathophysiologic
condition with otherwise reassuring vital signs (e.g. pulse oximetry of 85% with otherwise normal vitals in a
post-drowning patient), it is acceptable to continue with basic airway measures instead of using a BIAD or
Intubation. Consider CPAP as indicated by protocol and patient condition. ***

Uo0I103S |020101d Aloreaidsay Aemuly

/Pearls

® Also see Pearls section of protocol AR 2. For the purposes of this protocol a secure airway is when the patient is
receiving appropriate oxygenation and ventilation.

® |ntubation Attempt is passing the laryngoscope blade past the teeth or ETT inserted into the nasal passage.
® Continuous capnography (EtCO2) is mandatory with all methods of intubation, including BIAD and ETT.
® Ventilatory rate should be 8-10 per minute to maintain a EtCO2 of 35-45. Avoid hyperventilation.

¢ Anticipating the Difficult Airway and Airway Assessment

Difficult BVM Ventilation (MOANS): Mask seal difficulty (hair, secretions, trauma); Obese, obstruction, OB — 2d and 3d
trimesters; Age = 55; No teeth; Stiff lungs or neck

Difficult Laryngoscopy (LEON): Look externally for anatomical problems; Evaluate 3-3-2 (Mouth opening should equal 3
of patients finger’s width, mental area to neck should equal 3 of patient’s finger’'s width, base of chin to thyroid

prominence should equal 2 of patients finger’s width); Obese, obstruction, OB — 2d and 3d trimesters; Neck mobility limited.

Difficulty BIAD (RODS): Restricted mouth opening; Obese, obstruction, OB — 2d and 3d trimesters; Distorted or
disrupted airway; Stiff lungs or neck

Difficulty Cricothyrotomy / Surgical Airway (SMART): Surgery scars; Mass or hematoma, Access or anatomical
problems; Radiation treatment to face, neck, or chest; Tumor.

® Nasotracheal intubation: Procedure requires spontaneous breathing and may require considerable time, exposing
patient to critical desaturation. Contraindicated in combative, anatomical disrupted or distorted airways, increased ICP,
severe facial trauma, basal skull fracture, and head injury. Orotracheal route is preferred, or CPAP/BVM when indicated.

® Maintain spinal motion restriction for patients with suspected spinal injury.
AEMT and Paramedics should consider using a BIAD if oral-tracheal intubation is unsuccessful.

During intubation attempts use External Laryngeal Manipulation to improve view of glottis.

Gastric tube placement should be considered in all intubated patients if available or time allows.

It is important to secure the endotracheal tube well to better maintain ETT placement. Manual stabilization of endotracheal tube
should be used during all patient moves / transfers.

® DOPE: Displaced tracheostomy tube / ETT, Obstructed tracheostomy tube / ETT, Pneumothorax and Equipment failure.

Revised AR 1

01/01/2017 This protocol has been altered from the original NCCEP Protocol by the local EMS Medical Director



Protocols AR 1 and 2
should be utilized
together, as they

contain useful
information for
airway management.

Adult, Failed Airway

Revised
01/01/2017

Unable to Ventilate and Oxygenate = 90% during
or after one (1) or more unsuccessful intubation attempts.
or
Anatomy inconsistent with continued attempts.
or
Three (3) unsuccessful attempts by most experienced Paramedic/AEMT.
Each attempt should include change in approach
or equipment

NO MORE THAN THREE (3) ATTEMPTS TOTAL

Failed Airwa Call for additional
y resources if available
\
BVM S Clontinute |BS/M
Adjunctive Airway NP / OP upplemental Uxygen
Maintains YES EH

Oxygen Saturation 2 90 %
Preferably =2 94 %

Appropriate Protocol(s

[=[=]s}

Exit to

I
NO
A J
Attempt
B Airway Blind Insertion Airway
Device Procedure

A Utilize Airway Video Laryngoscopy
Device Procedure, if available

If anatomical obstruction. facial

trauma, swelling prevents other

methods of management:
Airway Cricothyrotomy Surgical
Procedure

Supplemental oxygen
BVM with Airway Adjuncts
Maintain
Oxygen Saturation = 90 %
Preferably = 94 %

om Post-intubation
a8 BIAD Management
Protocol AR 8

'

Notify Destination or
Contact Medical Control

AR 2

This protocol has been altered from the original NCCEP Protocol by the local EMS Medical Director
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Adult, Failed Airway

A failed airway occurs when a provider begins a course of airway management by endotracheal intubation and identifies that
intubation by that method will not succeed.

It should be noted that a patient with a “failed airway” is one who is near death or dying, not stable or improving. Patients who
cannot be intubated or who do not have an Oxygen Saturation greater than 90% do not necessarily have a failed airway. Many
patients who cannot be intubated easily may be sustained by basic airway techniques and BVM, with stable if not optimal Oxygen
Saturation, i.e. stable (not dropping) SpO2 values as expected based on pathophysiologic condition with otherwise
reassuring vital signs (e.g. consistent pulse oximetry of 85% with otherwise normal or near-normal vitals in a post-
drowning patient)

The most important way to avoid a failed airway is to identify patients with expected difficult airway, difficult BVM ventilation,
difficult BIAD, difficult laryngoscopy and / or difficult cricothyrotomy. .

Position of patient: In the field, improper position of the patient and rescuer are responsible for many failed and difficult
intubations. Often this is dictated by uncontrolled conditions present at the scene and we must adapt. However many times the
rescuer does not optimize patient and rescuer position. The sniffing position or the head simply extended upon the neck are
probably the best positions. The goal is to align the ear canal with the suprasternal notch in a straight line.

In the obese or late pregnant patient elevating the torso by placing blankets, pillows or towels will optimize the position. This
can be facilitated by raising the head of the cot.

Use of cot in optimal patient / rescuer position: The cot can be elevated and lowered to facilitate intubation. With the patient
on the cot raise until the patients nose is at the level of your umbilicus which will place you at the optimal position.

Trauma: Utilize in-line cervical stabilization during intubation, BIAD or BVM use. During intubation or BIAD the cervical collar
front should be open or removed to facilitate translation of the mandible / mouth opening.

uOoI103S |020104d Alojeaidsay Aemuly

Cricothyrotomy / Surgical Airway Procedure: Use in patients 12 years of age and greater only. Percutaneous transtracheal jet
ventilation is used in younger patients if available. Relative contraindications include: Pre-existing laryngeal or tracheal tumors, or
infections or abscess overlying the cricoid area or hematoma or anatomical landmark destruction / injury.

/Pearls

® For the purposes of this protocol a secure airway is when the patient is receiving appropriate oxygenation and
ventilation. If an effective airway is being maintained by BVM with continuous pulse oximetry values of 2 90%, it is
acceptable to continue with basic airway measures.

e Anticipating the Difficult Airway and Airway Assessment

Difficult BVM Ventilation (MOANS): Mask seal difficulty (hair, secretions, trauma); Obese, obstruction, OB — 2d and 3d
trimesters; Age = 55; No teeth; Stiff lungs or neck

Difficult Laryngoscopy (LEON): Look externally for anatomical problems; Evaluate 3-3-2 (Mouth opening should equal 3 of
patients finger's width, mental area to neck should equal 3 of patient’s finger's width, base of chin to thyroid
prominence should equal 2 of patients finger's width); Obese, obstruction, OB — 2d and 3d trimesters; Neck mobility
limited.

Difficulty BIAD (RODS): Restricted mouth opening; Obese, obstruction, OB — 2d and 3d trimesters; Distorted or
disrupted airway; Stiff lungs or neck

Difficulty Cricothyrotomy / Surgical Airway (SMART): Surgery scars; Mass or hematoma, Access or anatomical
problems; Radiation treatment to face, neck, or chest; Tumor.

¢ [f first intubation attempt fails, make an adjustment and then consider:

o Different laryngoscope blade / Video or other optical laryngoscopy devices

e Gum Elastic Bougie, Different ETT size, change/optimize patient positioning to “sniffing position”

AEMT and Paramedics should consider using a BIAD if oral-tracheal intubation is unsuccessful.

During intubation attempts use External Laryngeal Manipulation to improve view of glottis.

Continuous pulse oximetry and waveform capnography should be utilized in all patients with inadequate respiratory function.
Notify Medical Control AS EARLY AS POSSIBLE concerning the patient's difficult / failed airway.

DOPE: Displaced tracheostomy tube / ETT, Obstructed tracheostomy tube / ETT, Pneumothorax and Equipment failure.

Revised AR 2

01/01/2017 This protocol has been altered from the original NCCEP Protocol by the local EMS Medical Director




Adult COPD / Asthma

Respiratory Distress

History Signs and Symptoms Differential
e Asthma; COPD -- chronic bronchitis, e  Shortness of breath e Asthma
emphysema, congestive heart failure | e  Pursed lip breathing e Anaphylaxis
Home treatment (oxygen, nebulizer) e Decreased ability to speak e Aspiration
Medications (theophylline, steroids, e Increased respiratory rate and e COPD (Emphysema, Bronchitis)
inhalers) effort e  Pleural effusion
e Toxic exposure, smoke inhalation e  Wheezing, rhonchi e Pneumonia
e Use of accessory muscles e  Pulmonary embolus
e Fever, cough e  Pneumothorax
e Tachycardia e Cardiac (Ml or CHF)
e Pericardial tamponade
e Hyperventilation
¢ Inhaled toxin (Carbon monoxide, etc.)
AN AN
- Adult Airway Protocol(s)
&58 as indicated
Adult

Allergic Reaction / Anaphylaxis
Protocol AM 1
as indicated

12 Lead ECG Procedure

WHEEZING

v

Albuterol Nebulizer 5 mg
Repeat as needed x 3

IV/ 10 Procedure

Cardiac Monitor

v

H Following Assessment F

STRIDOR

v

B Albuterol Nebulizer 5 mg
Repeat as needed x 3
Epinephrine Nebulizer
A 1 mg (1:1000) / 2 mL NS
May repeat x 3
I

v

Adult Airway Protocol(s)
as indicated

Airway CPAP Procedure

Albuterol Nebulizer
5mg
+/- Ipratropium 0.5 mg
Repeat as needed x 3
if indicated

If not improving, consider
Epinephrine 1:1000
0.3mg IM

Methylprednisolone
125mg IV/I10 /1M

Or, Prednisone 60mg po
May be considered for mild
asthma exacerbations

Magnesium Sulfate 2g IV / 10
Infuse over 10 — 20 minutes, per drug
label instructions

v

Notify Destination or
Contact Medical Control

Revised

01/01/2017

AR 4

This protocol has been altered from the original NCCEP Protocol by the local EMS Medical Director
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Adult COPD / Asthma

Respiratory Distress

UOoI103S |020104d Alojelidsay Aemuly

/Pearls

e Recommended Exam: Mental Status, HEENT, Skin, Neck, Heart, Lungs, Abdomen, Extremities, Neuro

e Asilent chest in respiratory distress is a pre-respiratory arrest sign.

e Items in Red Text are key performance measures used to evaluate protocol compliance and care.

e This protocol includes all patients with respiratory distress, COPD, Asthma, Reactive Airway Disease, or
Bronchospasm. Patients may also have wheezing and respiratory distress with viral upper respiratory tract
infections and pneumonia.

e Combination nebulizers containing albuterol and ipratropium:
Patients may receive more than 3 nebulizer treatments, treatments should continue until improvement.

Following 3 combination nebulizers, it is acceptable to continue albuterol solely with subsequent
treatments as there is no proven benefit to continual use of ipratropium.

Epinephrine:
If allergic reaction or anaphylaxis is suspected, give immediately and repeat until improvement.

If allergic reaction is not suspected, administer with impending respiratory failure and no improvement.
Epinephrine may precipitate cardiac ischemia. When considering INTRAMUSCULAR administration, the following
patients should receive half the dose of epinephrine (0.15 mg of 1:1000) for the initial dose and any repeated doses:

- Patient has history of coronary artery disease, MI, stents, CHF, cardiac surgery OR

- Patient takes Beta-Blockers or Digoxin OR

- A patient 50 years or older AND has a heart rate = 150

e Pulse oximetry and waveform capnography should be monitored continuously for any patient with
respiratory distress.

e CPAP or Non-Invasive Positive Pressure Ventilation:

e May be used with COPD, Asthma, Allergic reactions, CHF, drowning, pneumonia, as needed to assist with
oxygenation/ventilation and delay worsening of distress. Consider early in treatment course.

e Consider removal of CPAP if SBP remains < 90 mmHg and not responding to other treatments.

e Consider Midazolam 1-2mg IV to assist with CPAP compliance. Benzodiazepines may precipitate
respiratory depression or may actually worsen compliance with CPAP in patients who are already tired,
already with altered mental status, or who have recent history of alcohol or drug ingestion. All efforts at
verbal coaching should be utilized prior to giving benzodiazepines for patients in respiratory distress.

EMT may administer Albuterol if patient already prescribed and may administer from EMS supply.
Revised AR 4

01/01/2017 This protocol has been altered from the original NCCEP Protocol by the local EMS Medical Director




Pediatric Airway

Supplemental oxygen
Goal oxygen saturation = 90%

Assess Respiratory Rate, Effort,
Oxygenation
Is Airway / Breathing Adequate?

I
NO
Y

Basic Maneuvers First

-open airway chin lift / jaw thrust
-nasal or oral airway

-Bag-valve mask (BVM)

Spinal Motion Restriction
Procedure / Protocol TB 8
if indicated

Consider AMS Protocol UP 4

Respiratory Distress with a
Tracheostomy Tube
Protocol UP 13
if indicated

< Airway Obstructed >—YES—>

Y

Breathing / Oxygenation
< Support needed YES®

!
NO

\/

Monitor /Reassess
Supplemental Oxygen
if indicated

omE
oom
mEE

Exit to
Appropriate Protocol(s)

Revised

Preferably = 94%

Exit to

Appropriate Protocol(s

Airway Foreign Body Obstruction
Procedure

Direct Laryngoscopy for Foreign
Body Removal

Supplemental Oxygen
BVM
Maintain
Oxygen Saturation 2 90 %
Preferably = 94 %

Airway BIAD Device Procedure
if indicated

Oral / Tracheal
Intubation Procedure

If strong suspicion for tension
pneumothorax, consider:

Chest Decompression Procedure

if indicated

Post-intubation /
BIAD Management
Protocol AR 8
if indicated

Unable to Ventilate

and Oxygenate = 90% during

or after one (1) or more
unsuccessful intubation
attempts .
or
Anatomy inconsistent with
continued attempts.
or
Three (3) unsuccessful

attempts by most experienced

Paramedic/AEMT.

om@
oom
ooo

Exit to
Pediatric Failed Airway
Protocol AR 6

v

Notify Destination or
Contact Medical Control

AR 5

01/01/2017 This protocol has been altered from the original NCCEP Protocol by the local EMS Medical Director
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Pediatric Airway
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/Pearls
® For this protocol, pediatric is defined as any patient which can be measured within the Broselow-Luten tape.

® For the purposes of this protocol a secure airway is when the patient is receiving appropriate oxygenation and
ventilation.

® If an effective airway is being maintained by BVM with continuous pulse oximetry values of 2 90% or stable/improving
values consistent with clinical condition (e.g. pulse oximetry in the mid 80s post-drowning), it is acceptable to continue
with basic airway measures instead of using a BIAD or Intubation.

® An intubation attempt is defined as passing the laryngoscope blade or endotracheal tube past the teeth or inserted into
the nasal passage.

® Continuous Waveform capnography is mandatory with all methods of airway management. Document results.

® Continuous capnography (EtCO2) is mandatory with BIAD or endotracheal tube use though this is not validated and may
prove impossible in the neonatal population (verification by two (2) other means is recommended).

® Ventilatory rate for patients with a pulse: 40-60 for newly born, 30 for Infants, 20 for Toddlers/School Age, and for
Adolescents the normal Adult rate of 8 - 10 per minute. Maintain a EtCO2 between 35 and 45 and avoid hyperventilation.

AEMT and Paramedics should consider using a BIAD if oral-tracheal intubation is unsuccessful.
During intubation attempts use External Laryngeal Manipulation to improve view of glottis.
Gastric tube placement should be considered in all intubated patients.

It is important to secure the endotracheal tube well; utilize commercial holder if available to better maintain ETT placement.
Manual stabilization of endotracheal tube should be used during all patient moves / transfers.

® DOPE: Displaced tracheostomy tube / ETT, Obstructed tracheostomy tube / ETT, Pneumothorax and Equipment failure.

Revised AR 5

01/01/2017 This protocol has been altered from the original NCCEP Protocol by the local EMS Medical Director



Pediatric Failed Airway

Unable to Ventilate and Oxygenate = 90% during
or after one (1) or more unsuccessful intubation attempts.
or
Anatomy inconsistent with continued attempts.
or
Three (3) unsuccessful attempts by most experienced Paramedic / AEMT.
Each attempt should include change in approach
or equipment

NO MORE THAN THREE (3) ATTEMPTS TOTAL

Call for a_ddltlo_nal Failed Aiway
resources if available

BVM
Adjunctive Airway NP / OP

Continue BVM
Supplemental Oxygen

Maintains Oxygen Saturation :E
- - YES =
appropriate for clinical Exit t E
condition (usually = 90 %) Appr)'((;pr(i)ate )
> 0,
Preferably = 94 % Protocol(s) <
I py)
NO 8
— AL T
Airway Video Laryngoscopy Attempt =
Device Procedure - B Airway Blind Insertion Airway g
if available Device Procedure (@)
=
* <
v
BIAD Successful 9,.
or YES o
Oxygenation / Ventilation 0
Adequate S
()]
l . 0)
NO Exit to 9]
Post-intubation / =,
BIAD Management g
Protocol AR 8
v
Supplemental oxygen
BVM with Airway Adjunts
Maintain Oxygen Saturation
= 90 %
Preferably = 94 %

v

Notify Destination or
Contact Medical Control

Revised AR 6

01/01/2017 This protocol has been altered from the original NCCEP Protocol by the local EMS Medical Director




Pediatric Failed Airway

UoI103S |020101d Alojelaidsay Aemuly

/Pearls

®  For this protocol, pediatric is defined as any patient which can be measured with a Length-Based Resuscitation tape.

® For the purposes of this protocol a secure airway is when the patient is receiving appropriate oxygenation and
ventilation.

e If an effective airway is being maintained by BVM with continuous pulse oximetry values of 2 90% or stable/improving
values consistent with clinical condition (e.g. pulse oximetry in the mid 80s post-drowning), it is acceptable to continue
with basic airway measures instead of using a BIAD or Intubation.

® An intubation attempt is defined as passing the laryngoscope blade or endotracheal tube past the teeth or inserted into
the nasal passage.

® Continuous Waveform capnography is mandatory with all methods of airway management. Document results.
® Continuous capnography (EtCO2) is mandatory with BIAD or endotracheal tube use though this is not validated and may
prove impossible in the neonatal population (verification by two (2) other means is recommended).

® Ventilatory rate for patients with a pulse: 40-60 for newly born, 30 for Infants, 20 for Toddlers/School Age, and for
Adolescents the normal Adult rate of 8 - 10 per minute. Maintain a EtCO2 between 35 and 45 and avoid hyperventilation.

e [f first intubation attempt fails, make an adjustment and then try again: Different laryngoscope blade; Gum Elastic Bougie;
Different ETT size; Change cricoid pressure; Apply BURP; Change head positioning

AEMT and Paramedics should consider using a BIAD if oral-tracheal intubation is unsuccessful.
During intubation attempts use External Laryngeal Manipulation to improve view of glottis.
Gastric tube placement should be considered in all intubated patients.

It is important to secure the endotracheal tube well and utilize tube holder to better maintain ETT placement. Manual stabilization
of endotracheal tube should be used during all patient moves / transfers.

® DOPE: Displaced tracheostomy tube / ETT, Obstructed tracheostomy tube / ETT, Pneumothorax and Equipment failure.

Revised AR 6

01/01/2017 This protocol has been altered from the original NCCEP Protocol by the local EMS Medical Director



Pediatric Asthma

Respiratory Distress

History Signs and Symptoms Differential
e Time of onset e  Wheezing / Stridor / Crackles / Rales | e Asthma/ Reactive Airway Disease
e Possibility of foreign body e Nasal Flaring / Retractions / Grunting | e  Aspiration
e Past Medical History e Increased Heart Rate e Foreign body
e Medications e AMS e Upper or lower airway infection
e Fever/lliness e Anxiety e Congenital heart disease
e Sick Contacts e Attentiveness / Distractability e OD/ Toxic ingestion / CHF
e  History of trauma e Cyanosis e Anaphylaxis
e History / possibility of choking e Poor feeding e Trauma
e Ingestion/ OD e JVD/ Frothy Sputum
\_* Congenital heart disease _A_* Hypotension A
-am Pediatric Airway Protocol(s) 5 - 7
aca as indicated
Pediatric
oem Reaction / Anaphylaxis
e Protocol PM 1
as indicated
B 12 Lead ECG Procedure
A IV /10 Procedure
if indicated >
n Cardiac Monitor g
v <
WHEEZING / Asthma <—< Following Assessment >—> STRIDOR / Croup (;E
[72)
v v el
-
B | Albuterol Nebulizer 5 mg B | Albuterol Nebulizer 5 mg a
o
Epinephrine Nebulizer <
A 1 mg (1:1000) in 2 mL NS RY
May repeat x 3 o
~+
(@]
| 9]
L] e}
mem  Pediatric Airway Protocol(s) 5 - 7 (7))
sas as indicated 8
No response: Consider mg
Epinephrine 1:1000 ©
0.01 mg/ kg IM =
A Maximum 0.3 mg
Albuterol Nebulizer
5mg
+/- Ipratropium 0.5 mg or Prednisone po
Repeat as needed x 3 or Prednisolone po
Methylprednisolone 2 mg / kg (Orapred) 2mg/kg po
IV/IO/IM Maximum 60mg
Maximum 125 mg
Magnesium Sulfate 40 mg/kg IV /10 Oral meds only for mild
Infuse over 10 — 20 minutes asthma exacerbations
(Magnesium only indicated for
WHEEZING/Asthma, do not give for
STRIDOR/Croup)

Notify Destination or
Contact Medical Control

Revised AR 7

01/01/2017 This protocol has been altered from the original NCCEP Protocol by the local EMS Medical Director



Pediatric Asthma

Respiratory Distress
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/Pearls

¢ Recommended Exam: Mental Status, HEENT, Skin, Neck, Heart, Lungs, Abdomen, Extremities, Neuro

¢ Items in Red Text are key performance measures used to evaluate protocol compliance and care.

e Pulse oximetry and continuous waveform capnography should be monitored continuously in the patient
with respiratory distress.

e This protocol includes all patients with respiratory distress, Asthma, Reactive Airway Disease, croup, or
Bronchospasm. Patients may also have wheezing and respiratory distress with viral upper respiratory tract
infections and pneumonia.

e CONSIDER THE CHILD’S ABILITY TO SWALLOW PILLS OR LIQUIDS WELL, based on age, prior to administering any po
medication for respiratory distress.

e Combination nebulizers containing albuterol and ipratropium:
Patients may receive more than 3 nebulizer treatments, treatments should continue until improvement.
Following 3 combination nebulizers, it is acceptable to continue albuterol solely with subsequent
treatments as there is no proven benefit to continual use of ipratropium.
o Epinephrine: If allergic reaction or anaphylaxis is suspected, give immediately and repeat until
improvement. If allergic reaction is NOT suspected, administer epi for impending respiratory failure and no
improvement with other therapies

e Consider IV access when Pulse oximetry remains < 92 % after first beta agonist treatment. Also consider
saline bolus of 20 mL/kg in pediatric patients in respiratory distress; these patients are often dehydrated.

o Do not force a child into a position, allow them to assume position of comfort. They will protect their airway
by their body position.

e Bronchiolitis is a viral infection typically affecting infants which results in wheezing which may not respond to beta-
agonists. Consider Epinephrine nebulizer if patient < 18 months and not responding to initial beta-agonist treatment.

e Croup typically affects children < 2 years of age. Itis viral, possible fever, gradual onset, no drooling is noted.

e Epiglottitis typically affects children > 2 years of age. It is bacterial, with fever, rapid onset, possible stridor, patient
wants to sit up to keep airway open, drooling is common. Airway manipulation may worsen the condition.

e In patients using levalbuterol (Xopenex) you may use Albuterol for the first treatment then use the patient’s supply for
repeat nebulizers if available or by parental request.

¢ EMT may administer Albuterol if patient already prescribed and may administer from EMS supply.

Revised AR 7

01/01/2017 This protocol has been altered from the original NCCEP Protocol by the local EMS Medical Director




Post-intubation /
BIAD Management

ETT or Blind Insertion Airway Device Exit t
Successful xitfo
Appropriate

NO

Protocols AR 1, 2, 5, and 6

o YIIES —»  Adult or Pediatric Airway
should be utilized together as Protocol(s) 1 — 7
they contain useful Y £mm
information for airway B 12 Lead ECG Procedure (I [s]
management_ as |nd|Cated
A IV /10 Procedure
(preferably 2 sites)

Continue Airway Adjuncts
Maintain SpO2 = 90 %
Preferably = 94 %

EtCO2 35-45
Ventilate 8 — 10 breaths / minute
Pediatrics may require faster rate
See Pearls

Cardiac Monitor

Transport Ventilator Procedure
If available

v

Awakening or Moving \
after Intubation / BIAD Placement /

Evidence of Anxiety / Agitation

YES
v NO
Fentanyl 50 - 75 mcg IV /1O
Repeat every 5 minutes as needed
Maximum 300 mcg

Pediatric: 1 mcg / kg IV/10/IN
May repeat 0.5 mcg / kg every 5 minutes as needed
Maximum 2 mcg / kg

Or
Midazolam 2 - 2.5 mg IV / 10

Repeat every 3 — 5 minutes as needed
Maximum 10 mg
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Pediatric: 0.1 -0.2mg/kg IV/IO/IN

If Fentanyl OR Midazolam ineffective, consider:
Etomidate 0.2mg/kg IV/IO
max 10-20mg (normal adult dose)

Or Consider: Ketamine 1.5 - 2.0 mg/kg 1V /10 if available

If patient movement threatens secure airway despite sedatives
above, consider long term paralytic:

Rocuronium 1 mg/kg IV/IO, max 70mg (normal adult)
Paralytics not indicated in Pediatrics

Notify Destination or e

Contact Medical Control

Revised AR 8

01/01/2017 This protocol has been altered from the original NCCEP Protocol by the local EMS Medical Director




Post-intubation /

BIAD Management
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e Recommended Exam: Mental Status, HEENT, Heart, Lungs, Neuro

e Patients requiring advanced airways and ventilation commonly experience pain and anxiety.

e Unrelieved pain can lead to increased catecholamine release, ischemia, immunosuppression, and prolonged
hospitalization.

e Intubated/Ventilated patients cannot communicate pain / anxiety and providers are poor at recognizing
pain / anxiety.

e Vital signs such has tachycardia and / or hypertension can provide clues to inadequate sedation, however
they both are not always reliable indicators of patient’s lack of adequate sedation.

e Pain must be addressed first, before anxiety. Opioids are typically the first line agents before
benzodiazepines. Ketamine is also a reasonable first choice agent.

e Ventilation strategies will need to be tailored to individual patient presentations, usually based on age.
Ventilatory rate for patients with a pulse: 40-60 for newly born, 30 for Infants, 20 for Toddlers/School Age, and for
Adolescents the normal Adult rate of 8 - 10 per minute. Maintain a EtCO2 between 35 and 45 and avoid hyperventilation.

e In general ventilation with BVM should cause chest rise. With mechanical ventilation a reasonable tidal volume
should be about 6 mL/kg and peak pressures should be < 30 cmH20.

e Continuous pulse oximetry and capnography should be maintained during transport for monitoring.

¢ Head of bed should be maintained at least 10 — 20 degrees of elevation when possible to decrease aspiration risk.

o With abrupt clinical deterioration, if mechanically ventilated, disconnect from ventilator to assess lung compliance.
Search for dislodged ETT or BIAD, obstruction in tubing or airway, pneumothorax, or ETT balloon leak.

e DOPE: Displaced tracheostomy tube / ETT, Obstructed tracheostomy tube / ETT, Pneumothorax and Equipment failure.

Revised AR 8

01/01/2017 This protocol has been altered from the original NCCEP Protocol by the local EMS Medical Director




Ventilator Emergencies

History Signs and Symptoms Differential
e Birth defect (tracheal atresia, e Transport requiring maintenance e Disruption of oxygen source
tracheomalacia, craniofacial of a mechanical ventilator e Dislodged or obstructed tracheostomy tube
abnormalities) e Power or equipment failure at e Detached or disrupted ventilator circuit
e Surgical complications (damage residence e Cardiac arrest
to phrenic nerve) ¢ Increased oxygen requirement / demand
e  Trauma (post-traumatic brain or e Ventilator failure
spinal cord injury)
e Medical condition
(bronchopulmonary dysplasia,
muscular dystrophy) AL AL

Problem with Airway,
Ventilation or Oxygengation

>—no

I
YES
Y

Oxygenation saturation
= 90 % (Preferably = 94 %)
(Ask Caregiver: What is
baseline/normal saturation for
patient?) Maintain patient
normal values or
EtCO2 35 = 45 mmHg Exit to
NO Appropriatue_ lProtocol(s)

y oo

>YES>
|
NO

A
< Cause corrected >—YES
[
NO
Y

Remove patient from ventilator
and manually ventilate with BVM

( >

Problem with Circulation /
Other problems

>

NO

—

Detached Oxygen Source
Detached Ventilator Circuit

Correct cause

I
NO
y
Dislodged Tracheostomy
Tube /ETT

Tracheostomy
Tube
Emergencies
Protocol AR 10

I
NO
y
Obstructed Tracheostomy
Tube /ETT

2 N2 N AN AN

y

Transport on patient’s ventilator
and maintain current settings

UO0I103S |020104d Alojelidsay Aemuly

Notify Destination or
Contact Medical Control

/

Pearls
e Always talk to family / caregivers as they have specific knowledge and skills.
If using the patient’s ventilator bring caregiver knowledgeable in ventilator operation during transport.
Always use patient’s equipment if available and functioning properly.
Continuous pulse oximetry and end tidal CO2 monitoring must be utilized during assessment and transport.
Unable to correct ventilator problem: Remove patient from ventilator and manually ventilate using BVM. Take patient’s ventilator
to hospital even if not functioning properly.
e Typical alarms: Low Pressure / Apnea: Loose or disconnected circuit, leak in circuit or around tracheostomy site.
Low Power: Internal battery depleted.
High Pressure: Plugged / obstructed airway or circuit.
DOPE: Displaced tracheostomy tube / ETT, Obstructed tracheostomy tube / ETT, Pneumothorax and Equipment failure.

AR 9

This protocol has been altered from the original NCCEP Protocol by the local EMS Medical Director

Revised
01/01/2017




History

e Birth defect (tracheal atresia,
tracheomalacia, craniofacial
abnormalities)

e Surgical complications
(accidental damage to phrenic
nerve)

e Trauma (post-traumatic brain or
spinal cord injury)

e Medical condition (bronchial or
pulmonary dysplasia, muscular
dystrophy)

Tracheostomy Tube

Emergencies

Obbarntos

Signs and Symptoms Differential
e Nasal flaring e Allergic reaction
e  Chest wall retractions (with or e Asthma
without abnormal breath sounds) e Aspiration
Attempts to cough e Septicemia
Copious secretions noted coming e Foreign body
out of the tube e Infection
e  Faint breath sounds on both sides e Congenital heart disease
of chest despite significant e  Medication or toxin
respiratory effort e Trauma
e AMS
Al Cyanosis A
Inner Cannula
in place
Remove Obturator L VES (Double lumen) YES
If in place Speaking Valve /
Decannulation plug
in place Remove Inner Cannula
| Or
NO A [ Remove Speaking Valve
Remove Decannulation
Allow Caregiver to plug
insert Tracheostomy
Tube
Or Advanced Suctioning
A Procedure
Place Trachesotomy Tracheostomy Tube
Tube Procedure
Or
Appropriately sized
ETT into stoma

Commacter

Fl
Ieslaiion Line / -
1
L

Y

Continued

< Respiratory Distress >YES_>

NO

v

Assist Ventilations via
Tracheostomy Tube / ETT

omm Age Appropriate
988 Respiratory Distress Protocol

Notify Destination or
Contact Medical Control

.

/Pearls

Revised
01/01/2017

Always talk to family / caregivers as they have specific knowledge and skills.
Important to ask if patient has undergone laryngectomy. This does not allow mouth/nasal ventilation by covering stoma.
Use patients equipment if available and functioning properly. SEE TRACHEOSTOMY TUBE CHANGE PROCEDURE.
Estimate suction catheter size by doubling the inner tracheostomy tube diameter and rounding down.

Suction depth: Ask family / caregiver. No more than 3 to 6 cm typically. Instill 2 — 3 mL of NS before suctioning.

Do not suction more than 10 seconds each attempt and pre-oxygenate before and between attempts.

DO NOT force suction catheter. If unable to pass, then tracheostomy tube should be changed.

Always deflate tracheal tube cuff before removal. Continual pulse oximetry and EtCO2 monitoring if available.

DOPE: Displaced tracheostomy tube / ETT, Obstructed tracheostomy tube / ETT, Pneumothorax and Equipment failure.

AR 10

This protocol has been altered from the original NCCEP Protocol by the local EMS Medical Director
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Adult Asystole / Pulseless Electrical Activity

History Signs and Symptoms Differential
SAMPLE Pulseless See Reversible Causes below
Estimated downtime Apneic Suspected hypothermia, ESRD
Medications No electrical activity on ECG Suspected overdose
Events leading to arrest No heart tones on auscultation e Tricyclic
See Reversible Causes below e Digitalis
DNR, MOST, or Living Will e B-blockers, Ca-channel blockers

Cardiac Arrest Protocol AC 3

Y

Criteria for Death / No Resuscitation \ YES
Review DNR / MOST Form / h +

| .

Decomposition

AT ANY TIME N'O Rigor mortis
Begin Continuous CPR Compressions Dependent lividity
Return of Push Hard (2 2inches)
Spontaneous Push Fast (120 / min) Injury incompatible with
Circulation Change Compressors every 2 minutes life, traumatic arrest with
(sooner if fatigued) Extended downtime with

g (Limit changes / pulse checks < 5 seconds) asystole

Go to o Ventilate 1 breath every 8-10 seconds Do not begin

Post Resuscitation Continuous Compressions; pause every 2 minutes to resuscitation

Protocol AC 9 check rhythm
Monitor EtCO2 Follow

Deceased Subjects
Policy

AED Procedure, if available

Consider specific treatments early, search for Reversible
Causes of PEA/Asystolic Cardiac Arrest i

Consider Chest Decompression Procedure Reversible Causes

Cardiac Monitor
I ! Hypovolemia (AAA)

IV /10 Procedure Hypoxia

possible hypovolemia . -
2. Dextrose IV/IO Epinephrine (1:10,000) 1 mg IV / 10 Eiggﬁg‘n‘]ﬁ? (acidosis)

3. Naloxone 2mg IV/IO Repeat every 3 to 5 minutes, Hvperkalemia (ESRD
4. Glucagon 4mg IV/IO/IM for paramedic may use drip if available Tgr?sion pneun(mthora)x

suspected beta blocker or calcium Normal Saline Bolus 500 mL IV/ 10 Tamponade/Trauma
channel blocker overdose. May repeat as needed Toxins (TCA overdose)
5. Calcium Chloride 1 g IV/1O for Max 2 L, unless hypovolemiais likely cause of arrest Thrombosis; pulmonary

suspected hyperkalemia, Adult Rhythm Appropriate Protocol(s) (PE)

hypocalcemia S .
Th M
6. Sodium Bicarbonate 50meq IV/ as 'nd'%fd rombosis; coronary (MI)

1. Repeated Saline Boluses for

UoI}23G [0203}0.4d deipies Jnpy

10 for possible overdose,
hyperkalemia, renal failure
7?/?:onsider Epinephrine drip AT ANY TIME
8. Consider Dopamine drip Criteria for Discontinuation? >

9. Atropine 1mg IV ONLY for i Return of
organized PEA with rat_e <60. YES Spontaneous
10. Chest Decompression v Circulation

Discontinuation of Prehospital Resuscitation B
Policy Disposition 3
as indicated Go to
* Post Resuscitation
Protocol AC 9

Notify Destination or
Contact Medical Control

Revised AC 1

01/01/2017 This protocol has been altered from the original NCCEP Protocol by the local EMS Medical Director




Adult Asystole / Pulseless Electrical Activity
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SURVIVAL FROM PEA OR ASYSTOLE is based on identifying and correcting the CAUSE: consider a broad
differential diagnosis, with early and aggressive treatment of possible causes.

Use Pit-Crew Approach; assign incoming responders to pit crew positions in order.

Efforts should be directed at high quality and continuous compressions with limited interruptions and early
defibrillation when indicated.

Utilize passive oxygenation (non-rebreather or nasal cannula) as resources arrive. Breathing / Airway
management should occur after 2 rounds of compressions (2 minutes each round.)

DO NOT HYPERVENTILATE: Ventilate 8-10 breaths per min with continuous, uninterrupted compressions.
Do not interrupt compressions to place endotracheal tube. Consider BIAD first to limit interruptions.
Reassess and document BIAD and / or endotracheal tube placement and EtCO2 frequently, after every move, and
at transfer of care.

IV /10 access and drug delivery is secondary to high-quality chest compressions and early defibrillation.
Return of spontaneous circulation after Asystole / PEA requires continued search for underlying cause of cardiac
arrest. Treatment of hypoxia and hypotension are important after resuscitation from Asystole / PEA.
idal CO2 (E1CO2)
If EtCO2 is < 10 mmHg, improve chest compressions.
If EtCO2 spikes, typically > 40 mmHg, consider Return of Spontaneous Circulation (ROSC)
ial id .
Maternal Arrest - Treat mother per appropriate protocol with immediate notification to Medical Control and
rapid transport preferably to post cardiac arrest center that is also an obstetrical center. Place mother
supine and perform Manual Left Uterine Displacement moving uterus to the patient’s left side. 1V/IO access
preferably above diaphragm. Defibrillation is safe at all energy levels.
Renal Dialysis / Renal Failure - Refer to Dialysis / Renal Failure protocol caveats when faced with dialysis /
renal failure patient experiencing cardiac arrest.
Sodium bicarbonate - no longer recommended as a standard cardiac arrest drug. Consider in the dialysis /
renal patient, known hyperkalemia or tricyclic overdose at 50 meq IV / 1O.
Opioid Overdose — If early in arrest, consider Naloxone 2 mg IM / IV /10 / IN. EMT may administer
naloxone via IN route only. May give from EMS supply.
Drowning / Suffocation / Asphyxiation / Hanging / Lightening Strike — Hypoxic associated cardiac arrest
and prompt attention to airway and ventilation is priority followed by high-quality and continuous chest
compressions and early defibrillation.
Transcutaneous Pacing: Pacing is NOT effective in cardiac arrest and pacing in cardiac arrest does NOT increase
chance of survival
Success is based on proper planning and execution. Procedures require space and access. Make room to work.
Discussion with Medical Control can be a valuable tool in developing a differential diagnosis and identifying possible
treatment options.

Revised AC 1

01/01/2017 This protocol has been altered from the original NCCEP Protocol by the local EMS Medical Director




Bradycardia; Pulse Present

History Signs and Symptoms Differential
e  Past medical history e HR < 60/min with hypotension, acute | e  Acute myocardial infarction
e Medications altered mental status, chest pain, e  Hypoxia / Hypothermia
e Beta-Blockers acute CHF, seizures, syncope, or e  Pacemaker failure
e  Calcium channel blockers shock secondary to bradycardia e  Sinus bradycardia
e Clonidine e Chest pain e Head injury (elevated ICP) or Stroke
e Digoxin e Respiratory distress e Spinal cord lesion
e Pacemaker e Hypotension or Shock e  Sick sinus syndrome
e Altered mental status e AV blocks (1°, 2°, or 3°)
Y Al Syncope A Overdose
Exit to Heart Rate < 60/ min and Symptomatic:
Appropriate Hypotension, Acute AMS, Ischemic Chest Pain,
pprop «<NO Acute CHF, Seizures, Syncope, or Shock
Protocol(s) :
oo secondary to bradycardia
ga8 Typically HR < 50 / min
I
YES
A 4
Suspected Beta-Blocker am Airway Protocol(s) AR 1, 2, 3
or Calcium Channel aas if indicated
Blocker ; i
. Respiratory Distress Reversible Causes
us=m goa Protocol AR 4
“““_ _ if indicated Hypovolemia
Also utilize Chest Pain: Cardiac and STEMI Hypoxia
Overdose / gae Protocol AC 4 Hydrogen ion (acidosis)
Toxic Ingestion if indicated Hypothermia
Protocol Search for Reversible Causes —] Hypo / Hyperkalemia
B .
12 Lead ECG Procedure Tension pneumothorax
Tamponade; cardiac
A IV /10 Procedure Toxins
H Cardiac Monitor ;I';Smboss; pulmonary
Normal Saline Fluid Bolus Thrombosis; coronary (Ml)
A 500 mL—-2L NSIV/IO
(Unless Acute CHF)
Maximum 2 L

Consider Sedation

Atropine 0.5 mg IV /10
P g Midazolam 2.5 mg

May repeat every 3 — 5 minutes

Maximum 3 mg IV/1O/IM/IN
May repeat as needed
Epinephrine 1 - 10 mcg/min IV /10 Maximum 10 mg
Titrate to SBP = 90 mmHg
or Fentanyl is an
Dopamine 5 — 20 mcg/kg/min IV /10 ALTERNATIVE to
Midazolam for pain/sedation
for pacing, especially in the
If No Improvement hypotensive patient. DO
Transcutaneous Pacing Procedure NOT give BOTH Fentanyl
(Consider earlier in 2" or 3" AVB) B T
Pacing should be considered first-line therapy Fentanyl 1 mcg/kg
for symptomatic bradycardia due to cardiac IV/IO/IM/IN
ischemia (e.g. STEMI, 3" degree heart block) Max dose 100 mcg, give

SLOW over 2-3 mins

v

Notify Destination or
Contact Medical Control

Revised AC 2

01/01/2017 This protocol has been altered from the original NCCEP Protocol by the local EMS Medical Director
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Bradycardia; Pulse Present

-
Pearls

e Recommended Exam: Mental Status, Neck, Heart, Lungs, Neuro

e |dentifying signs and symptoms of poor perfusion caused by bradycardia are paramount.

e Bradycardia causing symptoms is typically < 50/minute. Rhythm should be interpreted in the context of
symptoms and pharmacological treatment given ONLY when symptomatic, otherwise monitor and reassess

¢ Consider treatable causes for bradycardia (Beta Blocker OD, Calcium Channel Blocker OD, etc.)
e Consider hyperkalemia with wide complex, bizarre appearance of QRS complex, and bradycardia.
e Hypoxemiais acommon cause of bradycardia. Ensure oxygenation and support respiratory effort.

e Atropine

Do NOT delay Transcutaneous Pacing to administer Atropine in bradycardia with poor perfusion.
Caution in setting of acute MI. Elevated heart rate can worsen ischemia.
Ineffective and potentially harmful in cardiac transplantation. May cause paradoxical bradycardia.

e Transcutaneous Pacing Procedure (TCP)

Utilize TCP early if no response to atropine. If time allows transport to specialty center because
transcutaneous pacing is a temporizing measure. Transvenous / permanent pacemaker will probably
be needed.

Immediate TCP with high-degree AV block (2d or 3d degree) with no IV /10 access.

Revised AC 2

01/01/2017 This protocol has been altered from the original NCCEP Protocol by the local EMS Medical Director
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Cardiac Arrest; Adult

Criteria for Death / No Resuscitation
Review DNR / MOST Form

I
NO
Y

AT ANY TIME Begin Continuous CPR Compressions
Push Hard (2 2 inches)
Push Fast (120 / min)
Change Compressors every 2 minutes
(sooner if fatigued)
(Limit changes / pulse checks £ 5seconds)

Return of
Spontaneous
Circulation

B Ventilate 1 breath every 8-10 seconds
Continuous Compressions; pause every 2 minutes to
Go to check rhythm

Post Resuscitation Monitor EtCO2

Decomposition
Rigor mortis
Dependent lividity

Injury incompatible with

life, traumatic arrest with

Extended downtime with
asystole

Do not begin
resuscitation

Follow
Deceased Subjects
Policy

Protocol AC 9

NO—< ALS Available }YES

if available

AED P d i i
roceaure ﬂ Cardiac Monitor

'

,—<Shockab|e Rhythm>—‘ ,—< Shockable Rhythm >ﬁ
NO YES NO YES

v v

Y

AED Procedure Asystole / PEA
Protocol AC 1

as indicated

Airway
v Protocol(s) AR 1, 2, 3

VF /VT
Protocol AC 8
Tachycardia
Protocol AC 6, 7
as indicated

Continue CPR
2 Minutes

Repeat and reassess

Airway
Protocol(s) AR 1, 2, 3

iscontinuation of Prehospital Resuscitation

gmm Airway
®"Protocol(s) AR 1, 2, 3

Policy Disposition 3
as indicated

v

Notify Destination or
Contact Medical Control

Revised AC 3

01/01/2017 This protocol has been altered from the original NCCEP Protocol by the local EMS Medical Director
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Cardiac Arrest; Adult
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/Pearls

SURVIVAL FROM PEA OR ASYSTOLE is based on identifying and correcting the CAUSE: consider a broad
differential diagnosis, with early and aggressive treatment of possible causes.

Use Pit-Crew Approach; assign incoming responders to pit crew positions in order.

Efforts should be directed at high quality and continuous compressions with limited interruptions and early
defibrillation when indicated.

Utilize passive oxygenation (non-rebreather or nasal cannula) as resources arrive. Breathing / Airway
management should occur after 2 rounds of compressions (2 minutes each round.)

DO NOT HYPERVENTILATE: Ventilate 8-10 breaths per min with continuous, uninterrupted compressions.
Do not interrupt compressions to place endotracheal tube. Consider BIAD first to limit interruptions.
Reassess and document BIAD and / or endotracheal tube placement and EtCO2 frequently, after every move, and
at transfer of care.

IV/10 access and drug delivery is secondary to high-quality chest compressions and early defibrillation.
Return of spontaneous circulation after Asystole / PEA requires continued search for underlying cause of cardiac
arrest. Treatment of hypoxia and hypotension are important after resuscitation from Asystole / PEA.
End Tidal CO2 (EtCO2)
If EtCO2 is < 10 mmHg, improve chest compressions.
If EtCO2 spikes, typically > 40 mmHg, consider Return of Spontaneous Circulation (ROSC)
E ial C id .
Maternal Arrest - Treat mother per appropriate protocol with immediate notification to Medical Control and
rapid transport preferably to post cardiac arrest center that is also an obstetrical center. Place mother
supine and perform Manual Left Uterine Displacement moving uterus to the patient’s left side. 1V/IO access
preferably above diaphragm. Defibrillation is safe at all energy levels.
Renal Dialysis / Renal Failure - Refer to Dialysis / Renal Failure protocol caveats when faced with dialysis /
renal failure patient experiencing cardiac arrest.
Sodium bicarbonate - no longer recommended as a standard cardiac arrest drug. Consider in the dialysis /
renal patient, known hyperkalemia or tricyclic overdose at 50 mgEq IV / 1O.
Opioid Overdose — If early in arrest, consider Naloxone 2 mg IM/ IV /10 / IN. EMT may administer
naloxone via IN route only. May give from EMS supply.
Drowning / Suffocation / Asphyxiation / Hanging / Lightening Strike — Hypoxic associated cardiac arrest
and prompt attention to airway and ventilation is priority followed by high-quality and continuous chest
compressions and early defibrillation.
Transcutaneous Pacing: Pacing is NOT effective in cardiac arrest and pacing in cardiac arrest does NOT increase
chance of survival
Success is based on proper planning and execution. Procedures require space and access. Make room to work.
Discussion with Medical Control can be a valuable tool in developing a differential diagnosis and identifying possible
treatment options.

Revised AC 3

01/01/2017 This protocol has been altered from the original NCCEP Protocol by the local EMS Medical Director




Chest Pain: Cardiac and STEMI

History Signs and Symptoms Differential
e Age e CP (pain, pressure, aching, vice- e Trauma vs. Medical
e Medications (Viagra / sildenafil, like tightness) e Angina vs. Myocardial infarction
Levitra / vardenafil, Cialis / tadalafil) e Shortness of breath e  Pericarditis
e Past medical history (MI, Angina, e Location (substernal, epigastric, arm, | e  Pulmonary embolism
Diabetes, post menopausal) jaw, neck, shoulder) e Asthma/COPD
e Allergies e Radiation of pain e  Pneumothorax
e Recent physical exertion e Pale, diaphoresis e Aortic dissection or aneurysm
e Palliation / Provocation ¢ Nausea, vomiting, dizziness e  GE reflux or Hiatal hernia
e  Quality (crampy, constant, sharp, e Time of Onset e Esophageal spasm
dull, etc.) e Women: e  Chest wall injury or pain
¢ Region/Radiation / Referred . More likely to have dyspnea, e Pleural pain
e  Severity (1-10) N/V, weakness, back or jaw e Overdose: Cocaine or
\- Time (onset /duration / repetition) A pain, atypical symptoms A Methamphetamine
12 Lead ECG Procedure
Aspirin 81 mg x 4 PO (chewed)
Or 325 mg PO
B Nitroglycerin 0.3 / 0.4 mg Sublingual
Repeat every 5 minutes x 3
if prescribed to patient
and (BP 2 100)
Cardiac Monitor Transport based on:

+ STEMI
EMS Triage and Destination Plan

< Acute Ml / STEMI Immediate Notification of Facility

(STEMI = 1 mm ST Segment YES—| Immediate Transmission of ECG
Elevation 2 2 Contiguous Leads) if capable
l Keep Scene Time as short as

possible; ideal £ 10-15 Minutes

A IV /10 Procedure

Nitroglycerin 0.3 /0.4 mg SL
Repeat every 5 minutes as needed for
ongoing chest pain

A Nitroglycerin Paste
SBP > 100 1 inch
SBP > 150 1.5 inch
SBP > 200 2 inch

If pain not improved with Nitro,
consider Fentanyl:

UOI109S |020104d delpJed NPy

Fentanyl 50 mcg IV /10
Repeat 25 mcg every 20 minutes as
needed
Maximum 200 mcg

Hypotension / Shock

B8 Protocol AM 5
if indicated
CHF / Pulmonary Edema
B8 Protocol AC 5
if indicated

L Notify Destination or

Contact Medical Control

Revised AC 4

01/01/2017 This protocol has been altered from the original NCCEP Protocol by the local EMS Medical Director




Chest Pain: Cardiac and STEMI

STEMI/Culprit Vessel Localization Aid:
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* SEE 12-LEAD/CODE STEMI CATH LAB ACTIVATION PROCEDURE FOR CRITERIA TO
CALL “CODE STEMI” AND ACTIVATE CATH LAB VS. SEND EKG FOR CONSULT.
ST Elevation in 2 or more leads: I, Ill, aVF = Inferior wall MI (vessel likely RCA or LCXx)
ST Elevation in 2 or more leads: |, aVL, V5, V6 = Lateral wall Ml (vessel likely LCx or LAD branch
ST Elevation in 2 or more leads: V1, V2, V3, V4 = Septal/Anterior wall Ml (vessel likely LAD)
**Look for ST DEPRESSION in reciprocal leads (opposite wall) to confirm diagnosis. In this
example ekg there is ST Elevation in this INFERIOR wall MI, and ST Depression in the Antero-
Septal leads.
** |solated ST elevation in aVR, with ST depression EVERYWHERE ELSE is concerning for a
possible proximal LAD or Left Main lesion. Not STEMI criteria, but EKG should be sent for consult
and ED notified early.
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/Pearls
e Recommended Exam: Mental Status, Skin, Neck, Lung, Heart, Abdomen, Back, Extremities, Neuro
e Items in Red Text are the key performance indicators
¢ Avoid Nitroglycerin in any patient who has used Viagra (sildenafil) or Levitra (vardenafil) in the past 24
hours or Cialis (tadalafil) in the past 36 hours due to potential severe hypotension.
e Any concerning EKG may be transmitted for CONSULT at the discretion of the paramedic.
o STEMI (ST-Elevation Myocardial Infarction)
Consider placing 2 IV sites in the left arm: Many PTCI centers use the right radial vein for intervention.
Consider placing defibrillator pads on patient as a precaution.
Consider Normal Saline or Lactated Ringers bolus of 250 — 500 mL as pre-cath hydration.
e If CHF / Cardiogenic shock resulting from inferior Mi (ll, lll, aVF), consider Right Sided ECG (V3 or V4). If ST
elevation noted, Nitroglycerin and / or opioids may cause hypotension requiring fluid boluses.
o |f patient has taken his own nitroglycerin without relief, consider potency of the medication.
e Monitor for hypotension after administration of nitroglycerin and opioids.
e Diabetic, geriatric and female patients often have atypical pain, or only generalized complaints. Have a low
threshold to perform a 12 lead EKG in these patients.
e Document the time of the 12-Lead ECG in the PCR as a Procedure along with the interpretation (Paramedic).
o EMT may administer Nitroglycerin to patients already prescribed medication. May give from EMS supply.

Revised AC 4

01/01/2017 This protocol has been altered from the original NCCEP Protocol by the local EMS Medical Director




CHF / Pulmonary Edema

History Signs and Symptoms Differential
e Congestive heart failure e Respiratory distress, e  Myocardial infarction
e Past medical history bilateral rales e Congestive heart failure
e Medications (digoxin, Lasix, e Apprehension, orthopnea e Asthma
Viagra / sildenafil, Levitra / e Jugular vein distention e Anaphylaxis
vardenafil, Cialis / tadalafil) e  Pink, frothy sputum e Aspiration
e Cardiac history --past myocardial e Peripheral edema, diaphoresis e COPD
infarction e Hypotension, shock e Pleural effusion
e Chest pain e Pneumonia
e  Pulmonary embolus
e Pericardial tamponade
\_ \_® Toxic Exposure
Airway
S Protocol(s) AR 1, 2, 3
as indicated
Chest Pain and STEMI
S Protocol AC 4

if indicated

12 Lead ECG Procedure

Nitroglycerin 0.3 /0.4 mg

B Sublingual

Repeat every 5 minutes x 3

if prescribed to patient and
(BP >100)

Cardiac Monitor

A IV /10 Procedure

L]

MILD

Normal Heart Rate
Elevated or Normal BP

v

e Ny
< Assess Symptom Severity e

v

MODERATE / SEVERE
Elevated Heart Rate
Elevated BP

Y

Nitroglycerin 0.3/0.4 mg SL
Repeat every 5 minutes

A | Nitroglycerin Paste if available
SBP > 100 1 inch
SBP > 150 1.5 inches
SBP > 200 2 inches

< npomg >0

YES

Airway CPAP Procedure

Nitroglycerin 0.3/0.4 mg SL
Repeat every 5 minutes

A | Nitroglycerin Paste if available
SBP > 100 1 inch
SBP > 150 1.5 inches
SBP > 200 2 inches

Enalaprilat 1.25mg IV
ONLY if SBP > 120

:

CARDIOGENIC SHOCK
Tachycardia followed by
bradycardia
Hypertension followed by
hypotension

IV

Remove CPAP, but only while
hypotensive (SBP < 90)

Adult Hypotension / Shock
Protocol AM 5
if indicated

[ ]mm}
ooE
omE

Norepinephrine 1-10
mcg/min
IV Infusion titrate to SBP >90

or
Dopamine
5 —20 mcg/kg/min IV /10
Titrate to SBP > 90

y

Notify Destination or
Contact Medical Control

Revised

01/01/2017

AC 5

This protocol has been altered from the original NCCEP Protocol by the local EMS Medical Director
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CHF / Pulmonary Edema
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e
Pearls

e Recommended Exam: Mental Status, Skin, Neck, Lung, Heart, Abdomen, Back, Extremities, Neuro

e Items in Red Text are key performance measures used to evaluate protocol compliance and care

e Furosemide and Opioids have NOT been shown to improve the outcomes of EMS patients with pulmonary
edema. Even though this historically has been a mainstay of EMS treatment, it is no longer routinely
recommended.

e Avoid Nitroglycerin in any patient who has used Viagra (sildenafil) or Levitra (vardenafil) in the past 24
hours or Cialis (tadalafil) in the past 36 hours due to potential severe hypotension.

o Carefully monitor the level of consciousness, BP, and respiratory status with the above interventions.

e |If CHF/ Cardiogenic shock resulting from inferior (ll, lll, aVF) MI, consider Right Sided ECG. If ST elevation is
noted in transposed V3 or V4, Nitroglycerin and / or opioids may cause hypotension requiring fluid boluses.

¢ Nitroglycerin SL is typically faster acting and higher dose than nitro paste. For patients with significant hypertension,
try to utilize SL nitro prior to using paste. If Nitro-paste is used, only re-dose SL nitro with extreme caution, for
extremely elevated blood pressure .

o If patient has taken his own nitroglycerin without relief, consider potency of the medication.

e Consider myocardial infarction in all of these patients. Diabetics, geriatric and female patients often have atypical
pain, or only generalized complaints.

e Allow the patient to be in a position of comfort to maximize their breathing effort.

e Document CPAP application using the CPAP procedure in the PCR. Document 12 Lead ECG using the 12 Lead
ECG procedure.

e EMT-B may administer Nitroglycerin to patients already prescribed medication. May give from EMS supply.

¢ Consider Midazolam 1-2mg IV to assist with CPAP compliance. Benzodiazepines may precipitate respiratory
depression or may actually worsen compliance with CPAP in patients who are already tired, already with altered
mental status, or who have recent history of alcohol or drug ingestion. All efforts at verbal coaching should be utilized
prior to giving benzodiazepines for patients in respiratory distress..

Revised AC 5

01/01/2017 This protocol has been altered from the original NCCEP Protocol by the local EMS Medical Director




Adult Tachycardia

Narrow Complex (< 0.12 sec) REGULAR RHYTHM

History Signs and Symptoms Differential
e Medications e Heart Rate > 150 e Heart disease (WPW, Valvular)
(Aminophylline, Diet pills, Thyroid e Systolic BP <90 e Sick sinus syndrome
supplements, Decongestants, e Dizziness, CP, SOB, AMS, e Myocardial infarction
Digoxin) Diaphoresis e Electrolyte imbalance
e Diet (caffeine, chocolate) e CHF e Fever, Pain, Emotional stress
e Drugs (nicotine, cocaine) e Potential presenting rhythm e Hypoxia, Hypovolemia or Anemia
e Past medical history Atrial/Sinus tachycardia e Drug effect / Overdose (see HX)
e History of palpitations / heart racing AV nodal re-entry Tachycardia e  Hyperthyroidism
e Syncope / near syncope A Ventricular Tachycardia Al Pulmonary embolus
Unstable / Serious Signs and Symptoms YES Synchronized Cardioversion Procedure
HR Typically > 150
Hypotension/no radial pulse, Acute AMS, Ischemic Narrow and Regular: 360 J
Chest Pain, Acute CHF, Seizures, Syncope, or Narrow and Irregular: 360 J
Shock secondarly fo tachycardia May repeat if needed; check pulse and
N'O eval for cardiac arrest if no conversion
B 12 Lead ECG Procedure Consider Sedation Prior to
A IV /10 Procedure Cardioversion

Cardiac Monitor
Attempt Vagal Maneuvers Procedure

Adenosine 12 mg IV /10
Rapid push with flush
May repeat 12 mg IV / 10 x 1 dose if needed

If no rhythm change with Adenosine:
Diltiazem 20 mg IV / 10 drip

INFUSE PER DRUG LABEL
If age = 60 give 10 mg then repeat 10 mg in 5
minutesif SBP = 100
If rate not controlled: repeat
bolus in 15 minutes if SBP = 100:
Diltiazem 25 mg IV / 10 drip
INFUSE PER DRUG LABEL
If age = 60 give 15 mg then repeat 10 mg in 5

minutes if SBP 2 100 mes
masa Exit to

Appropriate Protocol(s)
if rhythm converts

Midazolam 2.5 mg IV /10 or 5mg IM
May repeat as needed; Max 10 mg

Fentanyl is an ALTERNATIVE to
Midazolam for pain/sedation for
cardioversion, especially in the

hypotensive patient. DO NOT give BOTH
Fentanyl and Midazolam.

Fentanyl 1 mcg/kg IV/IO/IM/IN
Max dose 100 mcg,
give SLOW over 2-3 mins

If diltiazem not available:
Metoprolol 5mg IV / 10 slow push over 2 min
May repeat 5mg q 5 min as needed for rate
control to max dose 15mg
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Single lead ECG able to

If contraindication to diltiazem and/or . .
diagnose and treat arrhythmia

metoprolol, or history of WPW, instead use:

12 Lead ECG not necessary to diagnose
and treat, but preferred when patient is
stable.

Amiodarone 150mg IV /10 in D5W
Infuse over 10 minutes
May repeat if tachycardia recurs

v YES—»{ B 12 Lead ECG Procedure

RHYTHM CONVERTS >
r Monitor and Reassess

NO
Monitor and Reassess J

v

Notify Destination or
Contact Medical Control

AC 6

This protocol has been altered from the original NCCEP Protocol by the local EMS Medical Director

<

Revised
01/01/2017




Adult Tachycardia

Narrow Complex (< 0.12 secC) IRREGULAR RHYTHM

History Signs and Symptoms Differential
e Medications e Heart Rate > 150 e Heart disease (WPW, Valvular)
(Aminophylline, Diet pills, Thyroid e Systolic BP <90 e Sick sinus syndrome
supplements, Decongestants, e Dizziness, CP, SOB, AMS, e Myocardial infarction
Digoxin) Diaphoresis e Electrolyte imbalance
e Diet (caffeine, chocolate) e CHF e Fever, Pain, Emotional stress
e Drugs (nicotine, cocaine) e Potential presenting rhythm e Hypoxia, Hypovolemia or Anemia
e Past medical history Atrial/Sinus tachycardia e Drug effect / Overdose (see HX)
e History of palpitations / heart racing AV nodal re-entry Tachycardia e  Hyperthyroidism
\.®»___ Syncope / near syncope N Ventricular Tachycardia _A___Pulmonary embolus
Unstable / Serious Signs and Symptoms YES Synchronized Cardioversion Procedure

HR Typically > 150
Hypotension/no radial pulse, Acute AMS, Ischemic
Chest Pain, Acute CHF, Seizures, Syncope, or
Shock secondary to tachycardia
|

Narrow and Regular: 360 J
Narrow and Irregular: 360 J

May repeat if needed; check pulse and

NO eval for cardiac arrest if no conversion
Y

12 Lead ECG Procedure Consider Sedation Prior to
Cardioversion

A IV /10 Procedure

Midazolam 2.5 mg IV /10 or 5mg IM
May repeat as needed; Max 10 mg

Fentanyl is an ALTERNATIVE to

Cardiac Monitor

Attempt Vagal Maneuvers Procedure

Diltiazem 20 mg IV / 10 drip Midazolam for pain/sedation for
INFUSE PER DRUG LABEL cardioversion, especially in the
If age = 60 give 10 mg then repeat 10 mg in 5 hypotensive patient. DO NOT give BOTH
minutesif SBP = 100 Fentanyl and Midazolam.
If rate not controlled: repeat Fentanyl 1 mcg/kg IV/IO/IM/IN
bolus in 15 minutes if SBP = 100: Max dose 100 mcg,
Diltiazem 25 mg IV / 10 drip give SLOW over 2-3 mins

INFUSE PER DRUG LABEL
If age = 60 give 15 mg then repeat 10 mg in 5
minutes if SBP = 100

If diltiazem not available: oam
god Exit to

Appropriate Protocol(s)

Metoprolol 5mg IV / 10 slow push over 2 min if rhythm converts

May repeat 5mg q 5 min as needed for rate
control to max dose 15mg
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If contraindication to diltiazem and/or

metoprolol, or history of WPW, instead use: Single lead ECG able to

diagnose and treat arrhythmia

Amiodarone 150mg IV /10 in D5W
Infuse over 10 minutes
May repeat if tachycardia recurs

12 Lead ECG not necessary to diagnose
and treat, but preferred when patient is
stable.

< RHYTHM CONVERTS ~>—VEs®{ B | 12Lead ECG Procedure

[
NO

Monitor and Reassess

h J
Monitor and Reassess J

v

Notify Destination or
Contact Medical Control

Revised AC 6

01/01/2017 This protocol has been altered from the original NCCEP Protocol by the local EMS Medical Director




Adult Tachycardia

Narrow Complex (< 0.12 sec)
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Pearls

e Recommended Exam: Mental Status, Skin, Neck, Lung, Heart, Abdomen, Back, Extremities, Neuro

e Most important goal is to differentiate the type of tachycardia and if STABLE or UNSTABLE.

e [f at any point patient becomes unstable move to unstable arm in algorithm.

e For ASYMPTOMATIC PATIENTS (or those with only minimal symptoms, such as palpitations) and any
tachycardia with rate approximately 100-120 and a normal blood pressure, consider CLOSE
OBSERVATION and/or fluid bolus rather than immediate treatment with an anti-arrythmic medication.
A patient’s “usual” atrial fibrillation, for example, may not require emergent treatment.

e Typical sinus tachycardia is in the range of 100 to (220 - patient’s age) beats per minute.

e Symptomatic tachycardia usually occurs at rates of 120 -150 and typically =2 150 beats per minute. Patients
symptomatic with heart rates < 150 likely have impaired cardiac function such as CHF.

o Serious Signs / Symptoms include: Hypotension. Acutely altered mental status. Signs of shock / poor perfusion.
Chest pain with evidence of ischemia (STEMI, T wave inversions or depressions.) Acute CHF.

e Search for underlying cause of tachycardia such as fever, sepsis, dyspnea, etc.

o If patient has history or 12 Lead ECG reveals Wolfe Parkinson White (WPW), DO NOT administer a Ca Channel
Blocker (e.g. Diltiazem) or Beta Blockers. Use caution with Adenosine and give only with defibrillator available.

e Regular Narrow-Complex Tachycardias:
- Vagal maneuvers and adenosine are preferred. Vagal maneuvers may convert up to 25 % of SVT.

- Adenosine should be pushed rapidly via proximal 1V site followed by 20 mL Normal Saline rapid flush.
e Irreqular Tachycardias:
- First line agents for rate control are calcium channel blockers. As per protocol, Adenosine may be considered to
assist with diagnosis or if patient has history of Adenosine conversion, but Adenosine is NOT mandated.
- Consider Calcium Chloride 1 gram IV/IO (ensure IV patency; CaCl is caustic) prior to administration of Ca Channel
blockers (Diltiazem) for patients with tenuous BP (SBP < 100). Calcium may mitigate hypotensive effects of
peripheral vasculature smooth muscle relaxation while not preventing wanted cardiac rate control effects.
- DO NOT give both calcium channel blockers and beta blockers to a patient sequentially without contacting
Medical Control. This may lead to heart block, profound bradycardia, and/or hypotension.
- Adenosine may not be effective in atrial fibrillation / flutter, yet is not harmful and may help identify rhythm.
e Synchronized Cardioversion:
Recommended to treat UNSTABLE Atrial Fibrillation, Atrial Flutter and Monomorphic-Regular Tachycardia (SVT.)
e Amiodarone may also be used to treat narrow complex tachycardias, either regular or irregular, as a second line agent if
there is an allergy or contraindication to adenosine or diltiazem or other primary agent. Refer to dosing in the wide complex
tachycardia protocol.

Monitor for hypotension after administration of Calcium Channel Blockers or Beta Blockers.

Monitor for respiratory depression and hypotension associated with Midazolam.

Continuous pulse oximetry is required for all SVT patients.

e Document all rhythm changes with monitor strips and obtain monitor strips with each therapeutic intervention.

Revised AC 6

01/01/2017 This protocol has been altered from the original NCCEP Protocol by the local EMS Medical Director



Adult Tachycardia

Wide Complex (20.12 sec) REGULAR RHYTHM

Unstable / Serious Signs and Symptoms Cardioversion Procedure

HR Typically > 150
Hypotension/no radial pulse, Acute AMS,
Ischemic Chest Pain, Acute CHF, Seizures,
Syncope, or Shock secondary to tachycardia

[
N'O May repeat if needed; check pulse and
eval for cardiac arrest if no conversion

Wide and Regular: 360J

Wide and Irregular: 360J
(Attempt to Sync, if no sync and
unstable patient, defibrillate)

12 Lead ECG Procedure
Consider Sedation Prior to

IV /10 Procedure Cardioversion

Cardiac Monitor

Midazolam 2.5 mg IV /10 or 5mg IM
+ May repeat as needed; Max 10 mg

REGULAR RHYTHM and Fentanyl is an ALTERNATIVE to
Monomorphic QRS Complex Midazolam for pain/sedation for

I
YES hypotensive patient. DO NOT give BOTH

Fentanyl and Midazolam.

cardioversion, especially in the

May repeat 12 mg IV / 10
[F5E Exit to

X 1 dose if needed
Appropriate Protocol(s)
if rhythm converts

Amiodarone is a first-line agent for WCT:

Amiodarone 150 mg IV / 10 in DSW
Infuse over 10 minutes
Over 10 minutes, may repeat x 1 if no response

Or, if Amiodarone not available:
Procainamide 20 — 50 mg / min IV / 10
Maximum 17 mg / kg

Single lead ECG able to
diagnose and treat arrhythmia

12 Lead ECG not necessary to diagnose
and treat, but preferred when patient is
stable.

Or, if Amiodarone not available:
Lidocaine 100mg IV / IO

v

Consider consultation with medical control if
patient is stable

RHYTHM CONVERTS >—YES> B 12 Lead ECG Procedure

[
NO

Y
Monitor and Reassess )

) ¥
Notify Destination or
Contact Medical Control

Revised AC 7

01/01/2017 This protocol has been altered from the original NCCEP Protocol by the local EMS Medical Director
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If patient has history of SVT with aberrancy,
or prior conversion with Adenosine, may Fentanyl 1 mcg/kg IV/IO/IM/IN
attempt Adenosine. Do not assume Max dose 100 mcg,
conversion with Adenosine rules out VT: give SLOW over 2-3 mins
Adenosine 12 mg IV / 10
Rapid push with flush;

Monitor and Reassess
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Adult Tachycardia

Wide Complex (20.12 sec) IRREGULAR RHYTHM

Unstable / Serious Signs and Symptoms Cardioversion Procedure

HR Typically > 150
Hypotension/no radial pulse, Acute AMS,
Ischemic Chest Pain, Acute CHF, Seizures,
Syncope, or Shock secondary to tachycardia

[
N'O May repeat if needed; check pulse and
eval for cardiac arrest if no conversion

Wide and Regular: 360J

Wide and Irregular: 360J
(Attempt to Sync, if no sync and
unstable patient, defibrillate)

12 Lead ECG Procedure
Consider Sedation Prior to

A IV /10 Procedure Cardioversion

ﬂ Cardiac Monitor Midazolam 2.5 mg IV / 10 or 5mg IM
May repeat as needed; Max 10 mg

Fentanyl is an ALTERNATIVE to
Midazolam for pain/sedation for
Y cardioversion, especially in the

IRREGULAR RHYTHM and hypotensive patient. DO NOT give BOTH
MONOMORPHIC QRS Complex Fentanyl and Midazolam.
+ Fentanyl 1 mcg/kg IV/IO/IM/IN

Max dose 100 mcg,
give SLOW over 2-3 mins

v Y

S IO RRGGULAR VTV and
. ; POLYMORPHIC QR | meE
Over 10 minutes, may repeat x 1 if no 0 o QRS Complex Appropriate Protocol(s)
response + if rhythm converts
. Airway
Zo8 Protocol(s) AR 1, 2, 3
as indicated
Or_, if Ar_niodarone not avail:e\ble: Pulseless VE / VT
Procalnamld.e 20-50 mg/ minIV /IO Protocol AC 8
Maximum 17 mg / kg 888 Cardiac Arrest
Protocol AC 3
. ) , as indicated
Or, if Amiodarone not available:

Lidocaine 100mg IV / 10

Single lead ECG able to
+ diagnose and treat arrhythmia
Consider consultation with medical control 12 Lead ECG not necessary to diagnose
if patient is stable and treat, but preferred when patient is
+ stable.
RHYTHM CONVERTS >—YES> B 12 Lead ECG Procedure
[ -
NO Monitor and Reassess
A
Monitor and Reassess j

v

Notify Destination or
Contact Medical Control

Revised AC 7
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Adult Tachycardia

Wide Complex (20.12 sec)

UONDaS deIpIeD 1NPY

e
Pearls

e Recommended Exam: Mental Status, Skin, Neck, Lung, Heart, Abdomen, Back, Extremities, Neuro

e Most important goal is to differentiate the type of tachycardia and if STABLE or UNSTABLE.

o If at any point patient becomes unstable move to unstable arm in algorithm.

e For ASYMPTOMATIC PATIENTS (or those with only minimal symptoms, such as palpitations) and any
tachycardia with rate approximately 100-120 and a normal blood pressure, consider CLOSE OBSERVATION
and/or fluid bolus rather than immediate treatment with an anti-arrythmic medication. A patient’s “usual”
atrial fibrillation with aberrancy, for example, may not require emergent treatment.

o Symptomatic tachycardia usually occurs at rates of 120 — 150 and typically 2 150 beats per minute. Patients
symptomatic with heart rates < 150 likely have impaired cardiac function such as CHF.
e Serious Signs / Symptoms:
Hypotension. Acutely altered mental status. Signs of shock / poor perfusion. Chest pain with evidence
of ischemia (STEMI, T wave inversions or depressions.) Acute congestive heart failure.
e Search for underlying cause of tachycardia such as fever, sepsis, dyspnea, etc.

e DO NOT administer a Calcium Channel Blocker (e.g., Diltiazem, Verapamil) for WCT.

e Typical sinus tachycardia is in the range of 100 to (220 — patients age) beats per minute.

Reqular Wide-Complex Tachycardias:
Unstable condition:

- Immediate cardioversion or pre-cordial thump if cardioverter-defibrillator not available.
Stable condition:
- Typically VT or SVT with aberrancy. Adenosine may be given if regular and monomorphic and if
defibrillator available.
- Arrhythmias with suspicion of WPW should be treated with Amiodarone or Procainamide.

Irreqular Tachycardias:
- Wide-complex, irregular tachycardia: Do not administer calcium channel or beta blockers or adenosine as this

may cause paradoxical increase in ventricular rate. Will usually require cardioversion. Consider medical control.

Polymorphic / Irreqular Wide- Complex Tachycardia:
- This situation is usually unstable and immediate cardioversion or defibrillation is warranted.

- When associated with prolonged QT this may be Torsades de pointes: Give 2g of Magnesium Sulfate IV/IO
over 2-3 minutes via drip infusion or slow push if administration bag/label not available. Without prolonged QT,
likely related to ischemia and Magnesium may not be helpful.

Monitor for respiratory depression and hypotension associated with Midazolam.

Continuous pulse oximetry is required for all Wide Complex Tachycardia Patients.

. Document all rhythm changes with monitor strips and obtain monitor strips with each therapeutic intervention.

Revised AC 7
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Ventricular Fibrillation or

Pulseless Ventricular Tachycardia

R Cardiac Arrest
258 Protocol AC 3

¥y

4>H Defibrillate 360 Joules without delay (SHOCK#1)

Begin Continuous CPR Compressions
Push Hard (2 2 inches), Push Fast (120 / min)
Change Compressors every 2 minutes
(sooner if fatigued)

Limit changes / pulse checks < 5 seconds
Ventilate 1 breath every 8-10 seconds
Monitor EtCO2

At the end of each 2 minute cycle
Check AED / precharged ECG Monitor

If shockable rhythm, deliver shock and immediately
continue chest compressions

AT ANY TIME

Return of
Spontaneous
Circulation

Go to
Post Resuscitation
Protocol AC 9

Search for Reversible Causes throughout code

v

For RECURRENT VF/VT or
REFRACTORY VF/VT:

IV /10 Procedure

Reversible Causes

Epinephrine (1:10,000) 1 mg IV /10
Repeat every 3 to 5 minutes, Paramedics may utilize
epinephrine drip if available

Hypovolemia
Hypoxia

After at least 3 total 2 min cycles of
CPR since start of code and

v

Hydrogen ion (acidosis)

defibrillation with new pads and
new vector (SHOCK#3), consider:

Magnesium Sulfate 2g IV /10
Sodium Bicarb 50 meq IV/IO

Lidocaine 100 mg IV /10
May repeat if refractory

Continue CPR, fill pit crew, precharge monitor,
pause for rhythm check at 2 minutes and
Defibrillate 360 Joules if indicated (SHOCK#2)

Hypothermia
Hypo / Hyperkalemia

Tension pneumothorax

Lidocaine 75 mg IV /10
Or
Procainamide 1.5g IV /10 over
15 minutes

After second shock, resume compressions:

1. Continue CPR, give meds during compressions.
2. Place second set of Defib Pads at new location
(A-L or A-P) during brief post-shock pause.

3. Begin therapeutic temperature management,
unless contraindicated

Tamponade; cardiac
Toxins/TCA/Overdose
Thrombosis; pulmonary
(PE) or coronary (MI)

Torsades de Pointes

Amiodarone 300 mg IV /1O
May repeat if no rhythm change:
Amiodarone 150 mg IV /IO

Low Magnesium States
(Malnourished / alcoholic)
Suspected Digitalis Toxicity

Pre-charge monitor. After 2 minutes of CPR,
rhythm check. If VF/VT, Defibrillate 360J with new
pads at new location/new vector (SHOCK#3)

Defibrillate 360 J

Magnesium Sulfate
2g1V /10

L]

CONTINUE CPR for 2 min, prepare for possible DOUBLE SEQUENTIAL DEFIBRILLATION. At next rhythm check, did Rhythm
change? If YES, go to Appropriate Protocol. If NO, proceed with DOUBLE SEQUENTIAL DEFIBRILLATION (SHOCK#4)

There may be persistent, or multiple, episodes of VF/VT during a cardiac arrest. Determine whether VF/VT has been
RECURRENT or REFRACTORY (see Pearls next page) and follow that pathway.

;VF/VT is RECURRENT—

——VF/VT is REFRACTORY

Continue 2 min CPR cycles, pause for rhythm
check every 2 min with PRECHARGED MONITOR
and DEFIBRILLATE 360J if indicated. If rhythm has
changed or ROSC, go to appropriate protocol.

Continue 2 min CPR cycles, pause for rhythm
check every 2 min with PRECHARGED
MONITOR(S) and perform DOUBLE SEQUENTIAL
DEFIBRILLATION if indicated. If rhythm has

Consider meds for recurrent/refractory VF/VT changed or ROSC, go to appropriate protocol.
as above Consider meds for recurrent/refractory VF/VT
y as above

Continue high-quality 2 minute CPR cycles, pause for rhythm check every 2 minutes with PRECHARGED MONITOR(S)
and perform DEFIBRILLATION if indicated at JOULE SETTING THAT CONVERTED VF. DO NOT consider field
termination while the patient has Recurrent or Refractory VF/VT. Consider contacting Medical Direction for persistent VF/VT.

Revised
01/01/2017
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Notify Destination or

Contact Medical Control

AC 8

This protocol has been altered from the original NCCEP Protocol by the local EMS Medical Director
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Ventricular Fibrillation

Pulseless Ventricular Tachycardia
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e Recommended Exam: Mental Status
o [Efforts should be directed at high quality and continuous compressions with limited interruptions and early
defibrillation when indicated. Consider early 10 placement if available and difficult IV anticipated.
e DO NOT HYPERVENTILATE: Ventilate 8 — 10 breaths per minute or as guided by EtCO2, with continuous,
uninterrupted compressions.
Do not interrupt compressions to place endotracheal tube. Consider BIAD first to limit interruptions.
Consider Breathing / Airway management after second shock and / or 2 rounds of compressions (2 minutes
each round.)
e Initiate intra-arrest therapeutic temperature management as soon as cold fluids are available, unless
contraindicated.
e Avoid Procainamide in CHF or prolonged QT.
o Effective CPR and prompt defibrillation are the keys to successful resuscitation.
e Ifno IV /10, drugs that can be given down ET tube should have dose doubled and then flushed with 5 ml of Normal
Saline followed by 5 quick ventilations. IV /10 is the preferred route when available.
e Reassess, document endotracheal tube placement and EtCO2 frequently, after every move, and at transfer of care.
e Do not stop CPR to check for placement of ET tube or to give medications.
e If BVM is ventilating the patient successfully, intubation should be deferred until rhythm has changed or 4 or 5

defibrillation sequences have been completed.

Return of spontaneous circulation: Heart rate should be > 60 when initiating anti-arrhythmic infusions.

Sodium bicarbonate no longer recommended as a standard cardiac arrest medication. Consider in the dialysis /
renal patient, extended down-time, known hyperkalemia or suspected overdose at 50 mEq IV / 10.

Recurrent ventricular fibrillation/tachycardia is defined as SUCCESSFULLY CONVERTED to another rhythm at next
rhythm check by standard defibrillation techniques (i.e. 360 J), but subsequently returns at a subsequent rhythm
check. It should not be treated by double sequential external defibrillation. It is managed by treatment of correctable
causes and use of anti-arrhythmic medications in addition to standard defibrillation.

Refractory ventricular fibrillation/tachycardia is defined as NOT CONVERTED by standard defibrillation (i.e. VE/NVT
remains present after at least 3 rhythm checks/defibrillations in a row during a code (including a defib with
new pads/vector). It is also managed by treating correctable causes and with antiarrhythmic medications. If these
methods fail to produce a response, double sequential external defibrillation may be utilized by an approved ALS
provider.

Prior to double sequential defibrillation, providers should verify that pads are well-adhered, not damaged, and not
touching; refer to the double sequential external defibrillation procedure for instructions.

Prolonged cardiac arrests may lead to tired providers and decreased compression quality. Ensure compressor
rotation, summon additional resources as needed, and ensure provider rest and rehab during and post-event.

Revised AC 8
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Post Resuscitation

Reversible Causes

Return of Spontaneous Circulation

Hypovolemia

v

Hypoxia
Hydrogen ion (acidosis)

Repeat Primary Assessment

Hypothermia
Hypo / Hyperkalemia

Tension pneumothorax
Tamponade; cardiac
Toxins

Optimize Ventilation and Oxygenation

e Maintain SpO2 = 90-99%

e ETCO2 ideally 35 — 45 mm Hg, do not
hyperventilate to correct

e Respiratory Rate 8-10 / minute

e DO NOT HYPERVENTILATE

Thrombosis; pulmonary
(PE)

mEmE
oom
oEmE

Airway Protocol(s) AR 1, 2,3, 4
if indicated

Thrombosis; coronary (Ml)

12 Lead ECG Procedure

>|

IV / 10 Procedure, establish secondary access

Cardiac Monitor

Monitor Vital Signs / Reassess

PREPARE for possible rearrest; PREPARE to take care
of a critically ill patient:

1. One provider should maintain a finger on the pulse at
all times.
2. Wait ~10 minutes after ROSC to initiate transport, with

the possible exception of STEMI patients

3. Prepare Pressor drips and have them ready to treat
potential hypotension or bradycardia.

Chest Pain and STEMI

if indicated

Normal Saline Bolus 500 mL IV / 10

Hypotension / Shock

oaa
ooa
oog

aos Protocol AC 4 | » STEMI EMS Triage and

Destination Plan

| May repeat as needed if lungs clear |«— oc= Protocol AM 5
Maximum 2 L as indicated
Norepinephrine 1-10mcg/min IV/IO on Appropriate Arrhythmia Dysrythmias are common
and/or a8 Protocol(s) AC 2, 6,7 1 and usually self limiting after
Epinephrine 1-10 mcg/min IV/IO as indicated ROSC and may not need
or further treatment, especially

Dopamine 5-20mcg/kg/min IV/IO or
Phenylephrine 100mcg IV/IO every
10min, max total dose 500mcg

Titrate any pressor drugs to SBP > 90

s=s  Targeted Temperature Management
aen Protocol AC 10

mmz  Post Intubation BIAD Management
aen Protocol AR 8, as indicated

Revised
01/01/2017

atrial dysrythmias. Providers
SHOULD treat worsening
bradycardia, as it may
precede re-arrest.

gEg
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o
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o

If Dysrhythmia Persists
follow Rhythm Appropriate
Protocol

Notify Destination or
Contact Medical Control

AC 9

This protocol has been altered from the original NCCEP Protocol by the local EMS Medical Director
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Post Resuscitation

Post ROSC Cardiac Arrest Checklist

ASSESS C02 (should be >20 with good waveform)

FINGER on pulse maintain, for 10 minutes. DO NOT TRANSPORT; prepare for transport
during the 10 minute waiting period.

Continuous visualization of cardiac monitor rhythm

Check O2 supply and pulse Ox to TITRATE to Sa02 94-99%

Do not try to obtain a “normal” ETCOZ2 by increasing respiratory rate

Obtain 12 lead EKG, if STEMI, expedite CONTROLLED movement towards transport; prepare
for transport during the 10 minute waiting period.

Assess for & TREAT bradycardias < 60 bpm

Obtain B/P -- Pressor agent indicated for SBP < 90

Pre-mix pressors in preparation for hypotension

Evaluate for post-resuscitative airway placement (eg, ETT). Strongly consider bougie use if
airway change is indicated.

Unless patient is following verbal commands, continue/initiate hypothermia therapy

When patient is moved, perform CONTINUOUS PULSE CHECK and continuous monitoring
of cardiac rhythm

Mask is available for BVM in case advanced airway fails

Once in ambulance, confirm pulse, breath sounds, Sa02, EtCO2, and cardiac rhythm

Appropriate personnel and number of personnel for transport in case of re-arrest

oo 00 Oo0d0 OdO0o0o0 0o
UOI1039S |020104d delpJed 1jNpy

/Pearls

e Recommended Exam: Mental Status, Neck, Skin, Lungs, Heart, Abdomen, Extremities, Neuro

e Continue to search for potential cause of cardiac arrest during post-resuscitation care.

o Hyperventilation is a significant cause of hypotension and recurrence of cardiac arrest in the post
resuscitation phase and must be avoided at all costs. Titrate FiO2 to maintain SpO2 of =2 94%.

Initial End tidal CO2 may be elevated immediately post-resuscitation, but will usually normalize. While goal
is 35 — 45 mmHg avoid hyperventilation to achieve.
Most patients immediately post resuscitation will require ventilatory assistance.

Titrate fluid resuscitation and vasopressor administration to maintain SBP of 90 — 100 mmHg or Mean
Arterial Pressure (MAP) of 65 — 80 mmHg.

Consider utilizing multiple pressors together as necessary to maintain blood pressure and HR. While transcutaneous
pacing may otherwise be indicated in the ischemic heart, consider the danger of missed re-arrest while pacing. In
general titrate pressors as needed, and only attempt pacing if indicated in the post ROSC patient if mechanical
capture can absolutely be verified (i.e. finger on the pulse with good blood pressure) and constantly monitored.

STEMI:
Transport to a primary cardiac catheter facility with evidence of STEMI on 12 Lead ECG.

Targeted Temperature Management:
Maintain core temperature between 32 - 36°C.

Transport following the post-cardiac arrest triage and destination plan.
The condition of post-resuscitation patients fluctuates rapidly and continuously, and they require close monitoring.
Appropriate post-resuscitation management may be planned in consultation with medical control.

Revised AC 9
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Targeted Temperature Management

Adult and Pediatric

History Signs and Symptoms Differential

e Non-traumatic cardiac arrests e Cardiac arrest e Continue to address specific differentials
(drownings and hanging / e Return of Spontaneous Circulation associated with the arrhythmia
asphyxiation are permissible in post-cardiac arrest

this protocol.)
e All presenting rhythms are
permissible in this protocol
e All ages of patients

. AN AN

oam Cardiac Arrest AND/OR
e Return of Spontaneous Circulation (ROSC)

v

Exit to Criteria for Induced Hypothermia
o208 Post Resuscitaton ~ <¢—NO Initial field temperature
Protocol AC 9 2 93.2 F (34C)
|
YES
h J
Airway B Advanced Airway (includes BIAD) in
S%8Protocol(s) AR 1, 2, 3 <-NO-» place with EtCO2 > 20 mmHg
as indicated Perform Neurological Assessment

Expose and apply ice packs to axilla
and groin areas

A IV / 10 Procedure
288 Hypotension / Shock Protocol AM 5
man as indicated
Cold Normal Saline slow drip: 20 mL/kg IV / 10,
| For Initial Rhythm PEA/Asystole- max 2 Liters
- For Initial Rhythm Vfib/VTach- max 1 ONE LITER
Stop cooling
measures l Conti
Until temperature (?;o:innl:;e
increases Reassess o
oom
Reassess << 89.6° F (32° C) Tar l'te.n;zeéatugg 8 °F > 89.6° F (32° C)» EDXEE o
. - — =
temperature every 10 4arget. 89.5 - 99.8 T
. (Range 32 - 36C) Post
minutes L
Resuscitation
Continue Post Protocol AC 9
Resuscitation Care 9
NO

Shiveri ted
< ivering note >—[ If Shivering

| uncontrolled after
opioid, benzo,
YES etomidate

v

solileipad 01 saljdde os|e |000104d SIY] — UOIID3S |0D010.1d delpie)d IINpy

Consider Etomidate Midazolam 0.1 — 0.2 mg/kg IV / 10, max dose 2.5mg Rgg:igﬁj"m
0.2mglkg May repeat in 3 -5 minutes asor:eeded— watch for hypotension 1 mg/kg IV/IO
. Fentanyl 1 mcg/kg IV /10 bolus, max initial dose 75mcg
Nchj gloﬁdu:i/c/irge. May repeat 1 mcg/kg every 20 minutes as needed max Imggl ¢
9 Maximum 200 mcg (normal adult)

v

Notify Destination or
Contact Medical Control
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Targeted Temperature Management

Adult and Pediatric

UOI1039S |020104d delpJed 1jNpy

/Pearls

e Criteria for Induced Hypothermia:
- Cardiac Arrest or Return of spontaneous circulation not related to blunt / penetrating trauma or
hemorrhage, including intracranial hemorrhage.
- Temperature greater than 93 degrees (34 C).

° - Advanced airway (including BIAD) in place with no purposeful response to verbal commands

e Hyperventilation is a significant cause of hypotension and recurrence of cardiac arrest in the post
resuscitation phase and must be avoided at all costs.

¢ Titrate FiO2 to maintain SpO2 of =2 94%.

¢ Initial End tidal CO2 may be elevated immediately post-resuscitation, but will usually normalize. While goal
is 35 — 45 mmHg avoid hyperventilation to achieve.

e Most patients immediately post resuscitation will require ventilatory assistance.

e If no advanced airway in place obtained, cooling may only be initiated on order from medical control.

o Titrate fluid resuscitation and vasopressor administration to maintain SBP of 90 — 100 mmHg or Mean
Arterial Pressure (MAP) of 65 — 80 mmHg.

e STEMI
Transport to a primary cardiac catheter facility with evidence of STEMI on 12 Lead ECG.
e Consider transport to facility capable of managing the post-arrest patient including hypothermia therapy,
cardiac catherterization and intensive care service.
o Utilization of this protocol mandates transport to facility capable of managing the post-arrest patient and
continuation of induced hypothermia therapy.
¢ Maintain patient modesty. Undergarments may remain in place during cooling.

Revised AC 1 0
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Team Focused CPR
(Pit Crew CPR)

YES / Criteria for Death / No Resuscitation >
¢ = \ Review DNR / MOST Form
[
Decomposition NO
Rigor mortis ; _ v :
Dependent lividity Begin Continuous CPR Compressions
Push Hard (2 2 inches), Push Fast (120 / min)
Injury incompatible with Change Compress_ors every 2 minutes
life or Traumatic Arrest (Limit ch (507"9” if fa’t"lgz;(edi 5 ds)
; ; imit changes / pulse checks < 5 seconds
with e\i(vtiteﬁgzssctiglvevntlme Ventilate 1 breath every 8-10 seconds AT ANY TIME
Monitor EtCO2
Do not begin First Arriving First Responders Return of
resuscitation Initiate Compressions Only CPR, CPR TRIANGLE Spontaneous
Initiate Defibrillation Automated Procedure Circulation
Follow Ensure code response has been dispatched
Deceased Subjects First Arriving EMS Crew / Responder e
Policy Fill Pit Crew Positions 1 and 2
1 = Cardiac monitor analysis, defibrillation Go to
2 = CPR Triangle Team Leader, focus on CPR o
quality, airway is secondary Post Resuscitation
— Protocol AC 9
Second Arriving EMS Crew / Responder
Fill Pit Crew Positions 3 and 4

3 =1IV/IO Access, meds, fluids
4 = Checklist, History, Family

Third Arriving EMS Crew / Responder
Ensure Pit Crew positions 1-4 have been filled
and that CPR triangle is working effectively/has
enough people for good ongoing CPR quality.
Fill in position 5 as “helper” with meds, fluids,
setups, checklist, rotate positions as necessary.

L]

Arriving Responder Duties
BLS ¢ < BLS or ALS > ' ALS

Establish CPR Triangle Team Leader
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To prevent Fatigue and effect high quality
compressions
Take direction from Team Leader

Subsequent Arriving Responders
Take direction from Team Leader

588 Continue Cardiac Arrest Protocol AC 3

[=[=[=]

”

Patient Care Leader / Pit Crew Leader / “Code Commander
EMS Position #1 (Paramedic), Responsible for patient care
With CPR Team Leader, Ensures high-quality resuscitation

With Position 4, responsible for overall patient care effort g88

Establish CPR Trianale, Timekeeper
Fire Department Squad or Squad Officer Ensure High Quality CPR
EMT EMS ALS or BLS Personnel
First Arriving Responder Fire Department or Squad Officer
EMT
Rotate Compressors A First Arriving Responder

Initiate Defibrillation Automated Procedure
Establish IV /10
Administer Appropriate Medications
Establish Airway if not in place

Initiate Defibrillation Manual Procedure
Continuous Cardiac Monitoring
Establish IV / 10
Administer Appropriate Medications
Establish Airway with BIAD if not in place

Continue Cardiac Arrest Protocol AC 3

Scene Leader /Incident Commander
Fire Department / First Responder Officer
Team Leader until ALS arrival, Manages Scene / Bystanders
Responsible for briefing family prior to ALS arrival

Revised AC 1 1
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Team Focused CPR (Pit Crew CPR)

re-ROSC Cardiac Arrest Checklist
Pit Crew positions have been filled in order
Monitor is visible and a provider (position #1) is viewing the rhythm with all leads attached
Monitor is in PADS mode
Metronome at 120 beats per minute
Blinking light for ventilation rate is activated
Identify and shock V-Fib / V-Tach every 2 minutes (limit pre-shock pause)
Change compressors every 2 minutes (Ensure a dedicated time keeper)
Pause at compressor switch to identify rhythm (no more than 5 seconds)
02 cylinder with oxygen in it is attached to BVM
Airway is managed using basic to advanced procedures
ETCO2 waveform is present and value is being monitored
IV or IO access with cold fluids (max 2 liters of cold fluid, 1 liter in shockable rhythm)
Underlying cause has been considered and treated early in arrest
Place gastric tube to prevent gastric distention
Tension PTX has been considered
Family is receiving care and is at the patient’s side
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Post ROSC Cardiac Arrest Checklist

ASSESS C02 (should be >20 with good waveform)

FINGER on pulse maintain, for 10 minutes. DO NOT TRANSPORT,; prepare for transport
during the 10 minute waiting period.

Continuous visualization of cardiac monitor rhythm

Check O2 supply and pulse Ox to TITRATE to Sa02 94-99%

Do not try to obtain a “normal” ETCO2 by increasing respiratory rate

Obtain 12 lead EKG, if STEMI, expedite CONTROLLED movement towards transport; prepare
for transport during the 10 minute waiting period.

Assess for & TREAT bradycardias < 60 bpm

Obtain B/P -- Pressor agent indicated for SBP < 90

Pre-mix pressors in preparation for hypotension

Evaluate for post-resuscitative airway placement (eg, ETT). Strongly consider bougie use if
airway change is indicated.

Unless patient is following verbal commands, continue/initiate hypothermia therapy

When patient is moved, perform CONTINUOUS PULSE CHECK and continuous monitoring
of cardiac rhythm

Mask is available for BVM in case advanced airway fails

Once in ambulance, confirm pulse, breath sounds, SaO2, EtCO2, and cardiac rhythm

Appropriate personnel and number of personnel for transport in case of re-arrest

UOI103S |020104d deIpJed NPy

ool OO0 OooL0 oooo Do

~

Pearls

o Efforts should be directed at high quality and continuous compressions with limited interruptions and early
defibrillation when indicated.

DO NOT HYPERVENTILATE: Ventilate generally 8 — 10 breaths per minute or as guided by EtCO2

Do not interrupt compressions to place endotracheal tube. Consider BIAD first to limit interruptions.
Passive oxygenation should be utilized until resources arrive for BVM, and may continue during the code.
Do not interrupt compressions to place endotracheal tube. Consider BIAD first to limit interruptions.

Success is based on proper planning and execution. Procedures require space and access; Make room to work.
Consider possible CAUSE of arrest early: For example, resuscitated Vfib may be STEMI and more rapid transport is
indicated. Consider traditional ACLS “Hs and Ts” for PEA: Hypovolemia, Hypoxia, Hydrogen ions (acidosis),
Hyperkalemia, Hypothermia, Hypo/Hyperglycemia, Tablets/Toxins/Tricyclics, Tamponade, Tension pneumothorax,
Thrombosis (MI), Thromboembolism (Pulmonary Embolism), Trauma
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Team Focused CPR (Pit Crew CPR)

Pit Crew Positions Reference- Wake County EMS System

EMS Position2 @

CPR Triangle Team Lead

Manages airway if needed ™ BLS Position 3
Activates metronome @120 bpm
Inserts OPA

Ventilates using BV with timing light

BLS Position 1

Checks Responsiveness
Begins compressions

BLS Position 2
Attaches/Uses AED

EMS Position 1
Paramedic- Monitor ONLY
Verifies pulse before/during pulse checks

EMS Position 3

Paramedic- Access and
Medications

BLS Position 4 & EMS Position 4

Monitors Pit Crew process
Uses stop watch to time 2min intervals
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Completes checklist
Talks with family
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Efforts should be directed at high quality and continuous compressions with limited interruptions and early
defibrillation when indicated.

DO NOT HYPERVENTILATE: Ventilate generally 8 — 10 breaths per minute or as guided by EtCO2

Do not interrupt compressions to place endotracheal tube. Consider BIAD first to limit interruptions.
Passive oxygenation should be utilized until resources arrive for BVM, and may continue during the code.
Do not interrupt compressions to place endotracheal tube. Consider BIAD first to limit interruptions.

Success is based on proper planning and execution. Procedures require space and access; Make room to work.
Consider possible CAUSE of arrest early: For example, resuscitated Vfib may be STEMI and more rapid transport is
indicated. Consider traditional ACLS “Hs and Ts” for PEA: Hypovolemia, Hypoxia, Hydrogen ions (acidosis),
Hyperkalemia, Hypothermia, Hypo/Hyperglycemia, Tablets/Toxins/Tricyclics, Tamponade, Tension pneumothorax,
Thrombosis (MI), Thromboembolism (Pulmonary Embolism), Trauma
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Emergencies Involving

Ventricular Assist Devices (VAD or LVAD)

History Signs and Symptoms Differential
e End-Stage Heart Failure e The flow through many of these e Stroke
e Patient has surgically-implanted devices is not pulsatile, therefore e Cardiac Arrest
pump that assists the action of THE PATIENT MAY NOT HAVE e  Dysrhythmia different from patient’'s baseline
one or both ventricles. A PULSE AT BASELINE. For this e Infection
e Patient may or may not be on a reason pulse oximetry readings e Bleeding (VAD patients are anticoagulated)
list for cardiac transplantation may also be inaccurate e Dehydration
e Altered Mental Status may be the e Cardiac Tamponade
only indicator of a problem e Device problem such as low battery or

e Consider both VAD-related and disconnected cable
non-VAD-related problems

< Signs or Symptoms of possible device malfunction or failure FNO

I
YES

Determine Type of Device and Assess any Alarms Problem with Circulation,
CALL VAD COORDINATOR and Perfusion, SYMPTOMATIC

DISCUSS PLAN WITH CAREGIVERS Dysrhythmia not at patient’s
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Consider: change device batteries, reconnect cables baseline, any other problems @)

| v .

NO — =
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Continuous Flow Device Pulsatile Flow Device Exit to Appropriate protocol(s); (@]

L/ * treat as per usual protocol, AND T

i ; =

Auscultate chest for whirring Measure pulse and blood 1 F’Iﬁce anlv, conﬁlder fluid bolus el

mechanical pump sound. Assess pressure. If no pulse or 2. Putthe pal;tle_nt onl; Ie cdarglzc monitor (@)

patient for hypoperfusion: Altered blood pressure, providers 3. Obtain a 12-lead EKG 0

Mental Status, pallor, diaphoresis should use the device's 4. Treat symptomatic dysrhythmias. o
5. If indicated, place defib pads away

HAND PUMP ) (7))

To maintain perfusion. from LVAD site and ICD. @

Consider NO CPR if no pump sound, CALL VAD COORDINATOR and Q

no pulse or blood pressure, and DISCUSS PLAN >

signs of hypoperfusion. WITH CAREGIVERS S

I I
Y

Treat non-VAD related conditions per usual protocol.
Transport to appropriate destination; if at all possible
to the hospital where VAD was placed

Notify Destination or
Contact Medical Control

ALWAYS talk to family / caregivers as they have specific knowledge and skills. CALL THE VAD COORDINATOR EARLY
as per patient / family instructions or as listed on the device. They are available 24 / 7 and should be an integral part of
the treatment plan.

QUESTIONS TO ASK: DOES THE PATIENT HAVE A DNR? Can the patient be cardioverted or defibrillated if needed? Can
CHEST COMPRESSIONS be performed in case of pump failure?

Deciding when to initiate Chest Compressions is very difficult. Consider that chest compressions may cause death by
exsanguination if the device becomes dislodged. However, if the pump has stopped the heart will not be able to maintain
perfusion and the patient will likely die. Ideally, plan the decision in advance with a responsive patient and the VAD
coordinator. If a VAD patient is unresponsive and pulseless with a non-functioning pump and has previously indicated a
desire for resuscitative efforts, begin compressions. Contact the VAD coordinator and medical control.

Common complications in VAD patients include Stroke and TIA (incidence up to 25%), bleeding, dysrhythmia, and infection.
The Cardiac Monitor and 12 lead EKG are not affected by the VAD and will provide important information.

VAD patients are preload dependent. Consider that a FLUID BOLUS can often reverse hypoperfusion.

Transport patients with ALL device equipment including any instructions, hand pumps, backup batteries, primary and secondary
controllers, as well as any knowledgeable family members or caregivers.

AC 20

Revised

01/01/2017 This protocol is unique to the Wake County EMS System



Allergic Reaction / Anaphylaxis

History Signs and Symptoms Differential
e Onset and location e ltching or hives e  Urticaria (rash only)
e Insect sting or bite e Coughing / wheezing or respiratory e Anaphylaxis (systemic effect)
e Food allergy / exposure distress e  Shock (vascular effect)
e Medication allergy / exposure e Chest or throat constriction e Angioedema (drug induced)
¢ New clothing, soap, detergent o Difficulty swallowing e Aspiration / Airway obstruction
e Past history of reactions e Hypotension or shock e Vasovagal event
e Past medical history e Edema e Asthma or COPD
[ ] L] [ ]
S Medication history A N/V A CHF
h< Assess Symptom Severity / Suspected Exposure to Allergen
y
MILD MODERATE SEVERE
Skin Only 2 + Body Systems 2 + Body Systems + hypotension
¢ ¢ Or Isolated Hypotension
Diphenhydramine Epinephrine 1:1000 IM Epinephrine 1:1000 IM
B 50 mg PO 0.3 mg 0.3mg
Autoinjector if available Autoinjector if available
IV Procedure -
if indicated Diphenhydramine Albuterol Nebulizer 5 mg
- - B Repeat as needed x 3
Diphenhydramine 50 mg PO if indicated
A PO/?\? ;nlﬁ/l 110 B Albuterol Nebulizer Diphenhydramine
5mg A 50mg IV/IM/10
Famotidine 20-40mg Repeat as needed x 3 if not already given PO
PO/IV/IO if indicated ;
. - -=a Airway Protocol(s) AR 1 - 4
+ Diphenhydramine gag if indicated
A 50mg IV/IM/I10 -
Monitor and Reassess if not already given PO ...  Hypotension /Shock
B Monitor for Worsening + 858 P_ro_toc_ol AM 5
Signs and Symptoms if indicated
Epinephrine 1:1000

0.3mg IM
Repeat in 5 minutes if no
improvement

IV / 10 Procedure

Albuterol Nebulizer
5mg
+/- Ipratropium 0.5 mg
Repeat as needed x 3
if indicated

Famotidine 20-40mg
IV/I1O0

Normal Saline Bolus
500 mL IV/10
Repeat as needed
Maximum 2 Liters

Methylprednisolone
125mg IV / IO

For refractory/peri-arrest
Anaphylaxis, consider
Epinephine 1:10,000 0.1mg IV/IO,
may repeat to max 0.3mg

v

For Moderate reactions, po
predisone may be given. Severe
reactions should receive IV
corticosteroids.

Methylprednisolone 125 mg IV/IO
or
Prednisone 60mg po

Notify Destination or
Contact Medical Control

Revised

01/01/2017
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This protocol has been altered from the original NCCEP Protocol by the local EMS Medical Director
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Allergic Reaction / Anaphylaxis
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e Recommended Exam: Mental Status, Skin, Heart, Lungs, Abdominal
e Anaphylaxis is an acute and potentially lethal multisystem allergic reaction.
e Epinephrine administration:
Drug of choice and the FIRST drug that should be administered in acute anaphylaxis (Moderate / Severe Symptoms.)
IM Epinephrine should be administered in priority before or during attempts at IV or 10 access.
Diphenhydramine and steroids have no proven utility in Moderate / Severe anaphylaxis and may be given only After
Epinephrine. Diphenhydramine and steroids should NOT delay repeated Epinephrine administration.
In Moderate and Severe anaphylaxis Diphenhydramine may decrease mental status. Oral Diphenhydramine should
NOT be given to a patient with decreased mental status as this may cause choking, nausea and / or vomiting.
e Toimprove patient safety, Use an autoinjector to deliver IM epinephrine any time one is available.
e Peri-arrest Anaphylaxis unresponsive to repeat doses of IM epinephrine may require IV epinephrine administration
e Symptom Severity Classification:
Mild symptoms:
Flushing, hives, itching, erythema with normal blood pressure and perfusion.
Moderate symptoms:
Flushing, hives, itching, erythema plus respiratory (wheezing, dyspnea, hypoxia) or Gl symptoms
(nausea, vomiting, abdominal pain) with normal blood pressure and perfusion.
Severe symptoms:
Flushing, hives, itching, erythema plus respiratory (wheezing, dyspnea, hypoxia) or Gl symptoms
(nausea, vomiting, abdominal pain) with hypotension/poor perfusion or isolated hypotension.
e Allergic reactions may occur with only respiratory and gastrointestinal symptoms and have no rash / skin involvement.
e Angioedema is seen in moderate to severe reactions and is swelling involving the face, lips or airway structures. This can also be

seen in patients taking blood pressure medications like Priniv