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Introduction

These protocols were developed under the guidelines of the Medical Program
Director for the San Juan County EMS Agencies. The sources of the manual
represent the consolidation of medical procedures and emergency pre-hospital
guidelines and publications from many local and national sources.

The following is an adaptation of the protocol for EMS approved by Washington
State Department of Health. The Scope of Practice will meet or exceed the
standards of the Department of Transportation (DOT) and the National Registry
of EMT 0 s .-HoSpital Paitier® Caee Manual establishes the recommended
guidelines for patient care that should be provided by all Emergency Medical
Services providers under the authority of the Medical Program Director for the
San Juan County EMS Agencies.

The following procedures are to be used as guidelines for operation during EMS
responses that require medical direction and those covered by standing orders.
They are also intended to be guidelines to ensure that personnel are trained in
proper patient care. Procedures are not considered rigid rules, but rather
established standards against which EMS practice can be measured.

Treatment protocols are specific orders directing the actions pertaining to
techniques and/or medications used by EMS personnel who are required to
practice under direct supervision of a physician with Medical Control Authority.
Treatment protocols may and should be initiated without prior direct Medical
Control contact unless specifically specified. It is imperative that if a situation that
is not covered in these protocols exists, contact must be established with Medical
Control for confirmation of medical care and further medical direction.

When an emergency is declared through official channels and mutual aid is
requested outside of San Juan County, these protocols become portable. You
should follow these protocols while providing care in another county.

Our objective is not only to serve the citizens and visitors of the San Juan
Islands, but also to give them our best possible service. Thank you for your hard
work and dedication to duty that will allow the San Juan County Fire and EMS
Departments to become one of the top providers of Emergency Medical Services
in the country.

Michael Sullivan, MD, FACEP
Medical Program Director
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The purpose of this protocolguideline manual is to provide EMS personnel with
guidelines in the pre-hospital treatment of the majority of patients. Providers
should rely on knowledge gained from training, consultation with medical control,
and common sense when encountering situations not covered in these
protocolsguidelines. Always do what is right for the patient and within your scope
of practice. Deviation from this manual requires prior approval from Medical
Control, documentation in the medical incident report, and completion of a
Special Report to the Medical Program Director.

Emergency medicine continues to evolve at a rapid pace. This document is
subject to change as new information becomes available and accepted by the
medical community.

These guidelines are intended to:

1 Standardize as much as possible, pre-hospital care in San Juan
County.

1 Provide pre-hospital personnel with a framework for care and an
anticipation of supportive orders from Medical Control

1 Provide Local Medical Control, clinic physicians and nurses with an
understanding of what the treatment capabilities of pre-hospital
personnel may be.

1 Provide the basic framework on which Medical Control can audit
the performance of pre-hospital personnel.

1 Be carried out in the appropriate clinical setting prior to contacting
Medical Control, except when approval from Medical Control is
specified.

1 Expedite patient delivery to institutions best equipped to handle
their specific problems.

These guidelines are NOT intended to:

1 Be absolute treatment doctrines, but rather guidelines with
sufficient flexibility to meet the needs of complex cases.

1T Be a teaching manual for EMTOs or Par a
each pre-hospital care provider is trained to his/her level of
certification and that they will continue to meet the requirements of
the State for continuing education. It is further assumed that
Medical Control will provide continuing education based on the
results of patient care audits and run reviews

This manual is divided into three main sections as follows: Treatment Guidelines,
Medical Procedures, and Medication Formulary. The Treatment and
Medical/Surgical Procedures sections are further divided into subsections for
ease of use.

Effective Date: Revision Number: NA
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Treatment ProtocolGuideline Section

The treatment guideline section provides guidance for the pre-hospital treatment
of the majority of patients. This section is also organized around certification
levels listed in headings. The treatments are outlined in chronological steps. The
order of the steps should be considered as suggestions rather than
requirements. Using the steps out of order or electing not to use a specific step is
not considered deviation from guideline unless doing so would cause foreseeable
harm to the patient.

Interpreting Headings in Treatment ProtocolGuideline Sections
ALL PROVIDER LEVELS (For BLS, EMT-AdvancedAdvanced

EMT and ALS Paramedic Providers)
ADVANCED LIFE SUPPORT PROVIDERS (For ALS Paramedic

Providers)
MEDICAL CONTROL OPTIONS (By Physician orders only)

Medical/Surgical Procedures Section

The medical procedures section lists the indications and contraindications, and
describes the procedure and any special notes for the majority of skills used by
field providers. Skills within each subcategory have a heading that indicates the
provider level that is allowed to utilize the skill.

Medication Formulary

The medication formulary lists indications, dosage, contraindications, side

effects, and any special notes for all medications that are permitted to be

administered in the field. Keep in mind many of the contraindications listed for

specific drugs are relative to the patientos
there is a concern regarding a listed contraindication.

Effective Date: Revision Number: NA
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Emergency medical services in San Juan County is provided by:

Lopez Island

1 San Juan County Fire Protection District 4
o Lopez Island Fire and EMS

Orcas Island

1 San Juan County Fire Protection District 2
o Orcas Island Fire & Rescue

Shaw Island

1 San Juan County Fire Protection District 5
o Shaw Island Aid Team

San Juan Island, and Brown, Henry, Pearl, Spieden, Johns, and
Stuart Islands

1 San Juan County Public Hospital District 1
o San Juan Island EMS
o Island Air Ambulance Service
1 San Juan County Sheriff
o San Juan County Sheriff's boat P/V Guardian (licensed
under San Juan Island EMS)
0 911 Communications Center

Effective Date: Revision Number: NA
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EMS Medical Program Director

The Medical Program Director (MPD) for San Juan County is Michael Sullivan,
MD, FACEP.

The MPD is a physician designated by the State Department of Health and
approved by the San Juan EMS and Trauma Care Council.

The MPD has the ultimate responsibility for all the activities in the EMS system

includ-l ngedobhihdedomedi cal contguiddliines,devel opi n
directing patient care and being a conduit of information from local EMS/TC

systems to state staff for purposes of training, certification, audit and discipline of

EMS providers.

MPD duties are required by statute RCW 18.71.212 and are described in WAC
246-976-920

EMS Medical Control

Medi cal contr ol by | ocal p-hyeseoi mepdi tal tbhat
authorized in writing by the San Juan County MPD and filed with the Department
of Health [WAC 246-976-920 (2)]

The following physicians are authorized for Local Online Medical Control

Lopez Island:
1 Robert Wilson, MD
1 Island Hospital NEP Physician Group
1 Michael Sullivan, MD, FACEP

Orcas Island:
1 Michael Sullivan, MD, FACEP

Shaw Island:
M Michael Sullivan, MD, FACEP

San Juan Island:
f Michael Sullivan, MD, FACEP

Medi cal Control may be contacted at any step
condition is unusual and is not covered by a specific guideline. When a pati ent ¢
presentation is atypical and the guideline treatment may not be the best

treatment for the patient or in any situation where the EMS provider is not sure

about the best treatment for the patient, contact Medical Control.

Effective Date: Revision Number: NA
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Each Island will establish its own Medical Control. If genuinely unable to contact
Medical Control, proceed with standing orders only, DO NOT initiate Medical
Control options. In the event of a communications failure, notify the receiving
Emergency Department upon arrival.

Purpose of Medical Control contact:

i

EMS personnel will provide care within their scope of practice and will
follow Department of Health-approved guidelines or Medical Control
orders when delivering EMS care.

Medical Control must order any ALS or BLS treatment (medication or
procedure) that an EMS provides when that treatment is not included in or
is a deviation from the approved guidelines.

In certain circumstances, as defined by the guidelines, Medical Control
shall be contacted by EMS (BLS or ALS) personnel.

Guidelines cannot adequately address every possible patient scenario.
EMS personnel can contact Medical Control when confronted with a
situation that is not addressed by the guidelines or when the EMS
personnel have any doubt about the appropriate care for a patient.

Contact with Medical Control may be patrticularly helpful in the following

situations:
U Patients who are refusing treatment.
U Patients with time-dependent ilinesses or injuries who may benefit from
transport to a specific facility with special capabilities (e.g. acute stroke,
acute ST-elevation MI).
U Patients with conditions that have not responded to the usual guideline
treatments.
U Patients with unusual presentations that are not addressed in guidelines.
U Patients with rare illnesses or injuries that are not frequently encountered
by EMS personnel.
U Patients who may benefit from uncommon treatments (e.g. unusual
overdoses with specific antidotes).
Effective Date: Revision Number: NA

Revision Date: N/A Page: 15



San Juan County CONTINUOUS QUALITY IMPROVEMENT
EMS Guidelines
EMS System

To maximize the quality of care in EMS, it is necessary to continually review all
EMS activity in order to identify areas of excellence and potential sources of
errors. This method allows optimal and continuous improvement. CQI is defined
as a proactive involvement in issues and applications to constantly assess the
value and direction of the EMS system. Components of CQI include: active
communication, documentation, case presentations, guideline review and
refinement, medical direction involvement, medical community involvement,
continuing education and reassessment of expected goals and outcomes.
Participation in the CQI process is mandatory to function within the system.

The primary focus of CQI I's on fAsystem perfo

on the bigger picture of our system, including protocols, guidelines, equipment,
training and standard operating procedures.

The EMS Medical Director may request additional documentation, typically an

incident report, for the purposes of gathering information about a call, event or
procedure in question. Failure to cooperate with the CQI process may result in
withdrawal of Medical Direction.

All Paramedic personnel will be required to pass a written test on these
guidelines. Paramedics applying for their first certification in San Juan County
must pass the guideline test before approval. Thereafter, the state test
recertification requirements must be passed .with each subsequent Paramedic
re-certification.

Effective Date: Revision Number: NA
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Interaction Conflicts at the Scene

Any disagreements or potential conflicts at a scene should be discussed after the
call in a setting of privacy. Efforts should be made to resolve interpersonal
conflicts at the lowest possible level. One-on-one discussions are encouraged
whenever possible. In the event the conflict cannot be resolved, the appropriate
department/service chain of command shall be utilized. Medical Control shall be
contacted immediately for patient care issues that cannot be resolved.

Critiques and debriefings play a valuable role in solving system issues after a
particular call. These should preferably take place within 72 hours after a call.
Notify the appropriate chain of command to set up these meetings.

Patient Advocacy/Treatment Rights

Our patients are our primary focus! Their requests must be heard and should be
honored. Patients deserve to be fully informed of all decisions affecting their
care, outcome and potential complications, whenever possible. Competent,
rational adults have a right to accept or refuse treatment recommendations.

The patientodos i mmediate family shoul d
in notification and scene management. Whenever possible, family members
should be included and informed of events and supported in their role as patient
advocates.

A rational patient has the right to select a medical facility to which to be
transported (exceptions: medical facility not appropriate to problem, i.e. trauma,
pregnancy, etc.). When in doubt, contact Medical Control and fully document all
of your actions.

If a patient is a minor (under age 18), no consenting adult is available and the
minor refuses treatment, the provider should contact Medical Control.

Patient Care Responsibilities

The authorized individual with the highest level of certification as recognized by
the Washington State Department of Health is in charge of patient care.

These protocolsguidelines shall take effect:

1 Upon arrival on a scene by a certified EMS provider who is duly
dispatched or requested within the EMS system standard operating
procedures and with affiliation to an EMS department/service participating
in these protocolsguidelines.

Effective Date: Revision Number: NA
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San Juan County INTERACTION CONFLICTS
EMS Guidelines PATIENT CARE
EMS System

1 In no case should a higher certified EMS provider who is duly dispatched
or requested within the EMS be prevented from making patient contact,
regardless of patient condition.

1 The most highly trained provider first on scene shall be in charge of
patient care. If that provider is off-duty or out of district, he/she may be
relieved upon the arrival of another responder with equal or higher
training.

1 Attendance of the patient during transport will be appropriate to the degree
of illness. EMS personnel qualified and certified by the WAC to provide
the appropriate level of care will attend all transports. The only exceptions
may occur during mass casualty incidents (MCI), search and rescue or
other special operational circumstances. Inappropriate assignment of
EMS personnel will be grounds for suspension.

Receiving Medical Facility

In general, patients with non-life threatening injuries or disease states will be

delivered to the medical facility of their o
facility indicated by the private physician. In cases of life-threatening injury or

medical condition, the patient will be delivered to the closest appropriate facility

hospital with the capability to deal with the problem, or to provide stabilization

prior to transfer for definitive care. At times, patients may be diverted to other

area hospitals depending on availability of
guidelines mandate diversion to a Level | Trauma System. In cases where there

is a question about the appropriate destination for a patient, Medical Control

should be consulted.

Transfer of Care Responsibility and Delegation

An EMS provider will remain with the patient and remain responsible for patient
care until another certified EMS provider of equal or higher training and capability
receives an oral report and assumes responsibility for patient care.

Paramedics are not required to remain with a patient if ALS care is not
warranted. Following a full patient assessment and examination, a Paramedic or
EMT-AdvancedAdvanced EMT may transfer a patient to an EMT-BasicEMT level
of care if there is no reasonable expectation that the patient will require a higher
level of care. The assessment and decision for transfer of care shall be
documented.

In the event of a transfer from ALS/ILS to a lower level of care, the
Paramedic/EMT-AdvancedAdvanced EMT will be held responsible for the
appropriateness of care provided. Transfer to a lower level of care is acceptable
in a MCI to ensure the greatest benefit for the greatest number of patients.

Effective Date: Revision Number: NA
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Law enforcement has NO AUTHORITY in transport decisions unless a law
enforcement officer elects to take a patient into custody. The law enforcement
officer is then responsible for ALL actions and decisions occurring as a result of
his/her direct orders. Liability and system consequences should be clearly
relayed to law enforcement officers. Whenever a conflict exists, contact
Medical Control.

EMS Personnel will maintain charge and control of the patient until:

1 Proper patient transfer to receiving personnel has occurred.

1 A full patient report is provided to the appropriate receiving personnel
A written copy of the EMS report shall be sent/left with the receiving hospital
upon delivery of the patient.

Effective Date: Revision Number: NA
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Initial Scene Survey

Survey the scene for possible hazards and re-survey periodically.
Protect yourself first, then victims, from hazards. Do not become a victim.
Identify all potential patients.

Assess mechanism of injury and/or nature of illness.

U Medical i determine nature of the illness from the patient, family or
bystanders. Why EMS was activated?

U Traumai determine the mechanism of injury from the patient, family or
bystanders, and inspection of the scene.

Identify mechanism of injury, if applicable. If injury or illness is the result of
exposure to a hazardous chemical, the patient should be completely
decontaminated before treatment.

If there is more than one patient, prioritize them using the START method.
If inadequate resources are available to treat multiple, severely injured
patients, treat cardiac arrest victims last.

Summon additional resources as necessary to manage the incident.
Additional resources include, but are not limited to: fire, rescue, advanced
life support, or law enforcement.

[l. Initial Patient Assessment

1. Form a general impression of the patient (sick/not sick; hurt/not hurt).

Determine the chief complaint/apparent life threats.

3. Assess mental status (AVPU)

i A----Alert

U V----Responsive to verbal stimulus
U P----Responsive to painful stimulus
U U----Unresponsive

4. Briefly note body position and extremity movement.
Airway

1. Assess airway status. If cervical spinal trauma is suspected, manually
stabilize the spine. If the airway is blocked, adjust the head or jaw
position to relieve the obstruction.

2. Inspect the mouth for foreign objects, vomitus or blood. If present, remove
it, suction. Utilize mechanical aids such as direct laryngoscopy (ALS), or
any other approved method of obstruction relief.

Effective Date: Revision Number: NA
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3. If none of these are successful, advanced life support providers should
consider advanced airway alternatives.

4. When the airway is open, insert an oral or nasopharyngeal airway as
tolerated.
Breathing and Ventilation

1. Assess adequacy of breathing. I f the pati
near normal, administer oxygen as per the specific protocolguideline.

2.1 f the patientds respiratory rate IS unus
and condition of the patient, or if the patient is not breathing, ventilate with
a bag-valve-mask.

3. Seal sucking wounds with gloved hand, then an occlusive dressing.
4. Splint flail segments with gloved hand, then a heavy bulky dressing.

5. If tension pneumothorax is suspected, perform an immediate needle
thoracostomy (ALS).

6. Frequently reassess the patientdés breathi

Circulation

1. Assess for the presence of a pulse. If absent, immediately begin CPR and
proceed with cardiac resuscitation. If the patient is very cold, assess the
pulse for 45 seconds before determining that it is absent.

Heart rate: compare to normal rate for age and situation.

Central/truncal pulses (brachial, femoral, carotid): strong, weak or absent.
Distal/peripheral pulses: present/absent, thready, weak, strong.

Check perfusion by evaluating skin color, temperature, and moisture

2 T o

Hydration status: anterior fontanel in infants, mucous membranes, skin
turgor, crying tears, urine output history.

~

Identify the priority of the patient based on assessment findings.
8. Determine patient disposition. Expedite transport for high priority patients.
9. Continue to assess and provide care.

Effective Date: Revision Number: NA
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Disability
1. Evaluate neurological status by noting:
U Mental status and level of consciousness.
U Presence or absence of movement in the extremities, either
spontaneously or in response to stimuli.
U Pupil size and reactivity.
U General evidence of trauma to the head or neck.

2. Initiate spinal movement restrictions, if indicated.

Expose and Examine

1. Remove as much clothing as necessary to determine the presence or
absence of an emergency condition or injury. Consider environmental
factors.

2. Proceed to the Focused History and Physical Exam.
lll. Focused History

1. Conduct the physical examination.

2. Medical (unresponsive patient): perform a rapid physical examination to
determine life-threatening problems.

3. Medi cal (responsive patient): assess body
complaints.

4. Trauma (significant mechanism of injury MOI): perform rapid trauma
physical examination to determine life-threatening injuries. Perform a
detailed physical examination en route to the hospital or at the landing
zone (fly-out) only after lifesaving assessments and interventions have
been completed.

Baseline Vital Signs
1. Respiratory rate, depth, equality and rhythm (pattern).

2. Pulse rate and quality (strength, rhythm, equality). DO NOT utilize pulse
oximetry as a sole means for determining heart rate.

3. Skin color, temperature and moisture.
4. Capillary refill status (for adults, not a substitute for blood pressure).

5. Obtain blood pressure. The initial blood pressure should be obtained by
auscultation on all patients. Subsequent blood pressures can be obtained
manually or by electronic non-invasive blood pressure devices.

6. Blood pressures should be monitored at a minimum of every 5 minutes for
all critical patients and every 10 minutes for all other patients.

Effective Date: Revision Number: NA
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7.

Normal Vital Signs:

Respirations Pulse Systolic BP*

Adult 12 - 20 60 -100 90 - 140
Adolescent 12 - 24 60 -100 >90
Children (1 to 10 years) 22 -34 80 -140 >75
Ln;:rr;ts (I month to 1 24 - 40 90 -150 >70
Neonate (0 to 28 days) 30 - 60 100 -160 >60

10.

11.

* For children 1 to 10 years of age, you can determine the lower limit of an
acceptable blood pressure using the following formula:
Minimal systolic blood pressure = 70 + (2 x age in years).
In addition to obtaining vital signs, providers should perform these
additional skills to assist with patient assessment as needed:
U Cardiac Monitoring (ALS)
12 Lead EKG (ALS)
Pulse Oximetry
Capnography
Blood Glucose Monitoring
Temperature as needed

et en i en B ent B et e

Investigate the history of the present illness or event. You may use the
mnemoni c, AOPQRSTO.

U Onseti When did the pain/discomfort begin?

U Provocation/Palliative Palliation i What worsens or lessens the
pain/discomfort?

U Quality i What does the pain/discomfort feel like?

U Region/Radiation/Referral i Where is the pain/discomfort? Does it
move anywhere?

U Severity T How severe is the pain/discomfort?

U Timing i How long/often has this been occurring?

Inquire about pertinent past medical history. You may use the acronym,
ASAMPLEO.

Signs/Symptoms

Allergies

Medication

Past medical history

Last oral intakeintake and outputs

U Events leading up to illness or injury

[ - enHEN en-EN enHiN enH

Inquire about current health status.

Effective Date: Revision Number: NA
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IV. Focused Physical Examination

1. Performed to detect non-life threatening conditions and to provide care for
those conditions/injuries. Perform enroute to the medical facility if the
patient is unstable.

2. Inspect and palpate each of the major body systems for the following:

U D--Deformities
i C--Contusions
i A--Abrasions
U P--Penetrations/punctures
i BO Burns
i T--Tenderness
U L--Lacerations
U S--Swelling/edema
U I--Instability
U C--Crepitus
Head

1. Inspect facial features for symmetry.

2. Note color of face.

3. Note presence of swelling or excessive perspiration.

4. Assess the pupils and observe their size, equality and reactivity.

5. If evidence of head trauma, have suction ready and prepare for seizure
activity.

Neck

1. Inspect the neck of the upright patient for jugular venous distention.

2. Observe supra-sternal areas for retractions or use of accessory muscles.

3. Note the tracheads position.

Chest

1. Observe chest wall movement for symmetry, and auscultate breath
sounds on both sides of the chest. Assess rate, depth and pattern of
breathing, as well as the integrity of the chest wall.

2. Control serious external bleeding.

Effective Date: Revision Number: NA
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Abdomen and Pelvis

1. Palpate abdomen for pain, guarding, pulsations, masses, distention,
rigidity and tenderness; and, using gentle pressure, the pelvis for crepitus
and instability. (These indicate potential sources of significant blood loss).

2. Control serious external bleeding.

Extremities

1. Inspect and palpate extremities for tenderness, gross deformity, swelling,
lacerations and abrasions. Note motor, sensory, and vascular integrity in
each extremity. Dress and splint extremity injuries as required and as time
allows. When possible, elevate injured extremities.

Back

1. Examine the patientbés back, i f possible,
penetrating injuries.

2. Initiate spinal movement restrictions if indicated.

V. Ongoing Assessment

1.

a bk~ DN

© ® N O

To effectively maintain awareness of changes in the patient's condition,
repeated assessments are essential and should be performed at least
every 5 minutes on the unstable patient, and at least every 15
minutes on the stable patient.

Reassess mental status.
Reassess airway.
Reassess breathing for rate and quality.

Reassess circulation including pulses, hemorrhage control and skin
perfusion.

Re-establish patient priority.

Reassess and record vital signs.

Repeat focused assessment regarding patient complaint or injuries.
Assess interventions.

10. Assess response to management.

11.Maintain or modify management plan.

Effective Date: Revision Number: NA
Revision Date: N/A Page: 25



San Juan County PATIENT ASSESSMENT
EMS Guidelines ADULT and PEDIATRIC
General Patient Management

VI. Transport Decision

1. For medical or minor trauma patients <18 years of age, transport to a
medical facility capable of handling pediatric patients. Sexual assault
patients <18 years of age should be trans
Medical Center (CRMC).

2.For trauma alert or burn patients O15 yea
to a trauma or burn facility capable of handling adult patients. Patients <15
years of age should be transported to Harborview Medical Center (HMC).

VII. Special Considerations

1. This guideline manual defines adult and pediatric patients based on age
and/or weight:
U Adult: O15 years of age.
U Pediatric: <15 years of age.

2. Medication dosing for pediatric patients:
U Pediatric doses apply to pediatric patients weighing less than 40 kg (88
Ibs).
U For pediatric patients equal to or greater than 40 kg (88 Ibs), utilize
adult dosing.

3. Initial assessment may take 30 seconds or less in a medical patient or
victim of minor trauma. In the severely traumatized patient, however,
assessment and treatment of life threatening injuries evaluated in the
initial assessment may require rapid intervention, with treatment and
further assessment en route to the hospital.

4. In the patient that is awake, the initial assessment may be completed by

your initial greeting to the patient. Thi
are stable and emergency intervention is not required before completing
assessment.

5. Neck should be immobilized and secured during airway assessment or
immediately following initial assessment if indicated.

6. Vital signs should be obtained during the focused and detailed
assessment. If immediate intervention for profound shock or
hypoventilation is required, this may need to be initiated before numerical
vital signs are taken.

Effective Date: Revision Number: NA
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After assessment of a patient, the ALS or BLS provider must assign a treatment
priority. The following examples of priorities are not inclusive and sound
judgment should be used when assessing patients.

I. Priority 1: Unstable Patients

Cardiac Arrest.
Post arrest with successful resuscitation.
Unconscious or GCS <13 and does not respond to therapy.

»p wnhPF

Moderate to severe respiratory distress with a respiratory rate >24,
cyanosis, use of accessory muscles, or altered mental status.

5. Hypotensive (BP <90 systolic) with signs and symptoms of hypoperfusion.

6. Hypertensive (BP >230 systolic or >130 diastolic) with altered mental
status or neurological deficit.

7. Cardiac related chest pain unrelieved by therapy with hypotension or
cardiac dysrhythmia.

8. Suspected acute myocardial infarction.
9. Obstructed or uncontrolled airway.

10. Continuous vaginal hemorrhage with signs and symptoms of
hypoperfusion.

11.Abnormal deliveries.
12.Evidence of prolapsed cord.
13.Eclampsia.

14. Allergic reaction with acute respiratory distress and hypotension (BP <90
systolic).

15. Status epilepticus.

16.Uncontrolled hemorrhage following trauma.

17.Multiple trauma patient(s).

18.Unstable chest injuries.

19. Penetrating wounds head, neck, chest, abdomen or pelvis.

Effective Date: Revision Number: NA
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20.Burn patients:
U Respiratory burns.
i 2" degree burn with greater than 20% BSA any age.
U 3" degree burn with greater than 10% BSA in patients <10 or >50
years of age.
U Electrical burns.
U Chemical burns.
i 2" or 3" degree burns hands, face, feet or perineum.

21.Acute neurological deficit less than three (3) hours.
22.Unstable fracture with neurovascular compromise.
23.Any patient that is deemed unstable by the senior provider.

Il. Priority 2: Potentially Unstable Patients

1. Cardiac related chest pain.
2. Respiratory distress (mild to moderate).

3. Hypertensive (BP >220 systolic or >120 diastolic) without signs and
symptoms.

4. Patients involved in trauma with a GCS of 15, without signs and symptoms
of hypoperfusion and associated with one of the below:

i MVC >40 mph.

U Hit by vehicles >20 mph.

U Patients thrown from moving vehicles.

U Rollover MVC.

U Falls 020 feet without altered mental s

5. Burn patients.
i 2" or 3" degree burns <10% BSA patients <10 or >50 years of age.

6. Any patient that is deemed potentially unstable by the senior provider.

lll. Priority 3: Stable Patients

1. Uncomplicated fractures.
2. Minor burns.
3. Lacerations requiring suturing, with bleeding controlled.
4. Seizure patients with a return of a GCS 15.
5. Any patient that is deemed stable by the senior provider.
Effective Date: Revision Number: NA
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Medical communications is a vital component of pre-hospital care. Information

reported should be concise and provide an ac
condition as well as treatment rendered. Therefore, a complete patient

assessment and set of vital signs should be completed prior to contacting

Medical Control or a receiving facility. Regardless of the destination, early and

timely notification of Medical Control or the receiving hospital is essential for

prompt care to be delivered by all involved.

1. Medical Communications with Medical Control or a receiving facility
should be conducted for every Priority 1 or 2 patient.

2. Contact Medical Control as soon as feasible in accordance with guidelines
for medication or treatment modality orders. For seriously injured or
critically ill patients notification of the receiving facility is required. It is
preferred that this be accomplished by the transport unit, however,
notification through Medical Control is acceptable.

3. When communicating with Medical Control or a receiving facility, a verbal
report should include these essential elements:

Identify unit, level of provider and name.

Destination hospital and ETA.

Activation of ALNW or other transport option.
Patient's age, sex, mental status and chief complaint.
Brief pertinent history of the present illness.

et N ot ot A e e

Baseline vital signs to include EKG, glucose, or other pertinent

assessments.
U Pertinent findings of the physical exam.
U Past medical history, current meds and allergies.
U Treatment rendered in the field.
U Patient response to emergency care given.
U Orders requested, repeat granted orders back to physician.
a

| f Medi cal contr ol i s obtained, documen

4. Advise receiving facility of change occurring in patient's status en route to
the medical facility.

5. When transmitting patient information, DO NOT include personal or
sensitive information (e.g. Name, Social Security number, address, race,
etc).

Effective Date: Revision Number: NA
Revision Date: N/A Page: 30



San Juan County MEDICAL INCIDENT REPORT
EMS Guidelines FORMAT
General Patient Management

Following all calls, a medical incident report (MIR) form is to be completed. The
Paramedic/EMT/FR in charge of patient care will document their report on one of
the foll owing MIRG6s:

1 State of Washington DOH Medical Incident Report
1 Medical Incident Report (paper or electronic) approved by the MPD

The Medical Program Director or CQI (Continuous Quality Improvement
Committee) may periodically request for review ALS and BLS transports for the
purpose of improved patient care.

For BLS attended EMT transports, the narrative portion of the MIR will be

formatted consistent with the S.O.A.P. format. All ALS attended paramedic

transports will use the expanded SO.A. P. f or mat . EMTO6s may al s
expanded format to improve documentation.

S.O0.A.P. Format

S = SUBJECTIVE: This is the information you have received from dispatch, law
enforcement, bystanders, family members, and of course, the patient. In other
words, this is the information that has been told to you. This will include the chief
complaint, events that led to the event, past history, allergies, and medications
(with dosages and times taken each day).

O = OBJECTIVE: The objective information you obtain is that information that
you and/or your team of responders personally see, hear, feel or smell from
performing a patient assessment. This will include such things as patient exam,
lung sounds, vital signs, odors on breath, blood loss, blood glucose, pulse
oximetry, etc.

A = ASSESSMENT: After taking a history and doing an exam, what is your
impression as to what is wrong with the patient. Remember that when
stating/writing your conclusions/impressions it must be prefaced by the word
Apossi bl ed @ut),unlBss BainjufyRnillhess is obvious, e.g.:
fracture/laceration

P = PLAN: This will include the actual treatment/ intervention that was

performed for the patient. Include all methods of treatment, equipment used as

well as patient response to the treatment an
you leave them and what kind of condition). Be very specific and detailed with

this information. The generalruleis, i | F | TWRITSBNODOWN, IT WASNOG T

DONE.

Expanded S.O.A.P Format

Effective Date: Revision Number: NA
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C/C - Chief complaint i This portion of the form should be used for

documenting why you were called. When possible, you should use a quote from

the patient, such as, AMy chest hurts. o | f
becomes the chief complaint.

HPI 1 History of presentillness(Thi s i s the fAS0 or subjecti v
SOAP format) Include the AGE, SEX, SAMPLE and OPQRST information as

well as pertinent positive and negative symptoms and signs that relate to the

chief complaint. MOI (mechanism of injury) including damage done to vehicles

or objects causing trauma, seat belt use, airbag deployment etc. is included here.

In addition, you may use this area to document any secondary or associated

complaints.

Meds i Use the designated area on the MIR. Include dose and frequency of
CURRENT medications and include the amount of alcohol or illicit drugs the patient
admits to taking, if any.

Allergies 1 Use the designated area on the MIR. This area would also be suitable for
documenting any do-not-resuscitate (DNR) or supportive care orders. Try to bring a
copy of these orders with you to the hospital if at all possible.

PMH/PSH i Past medical history and Past surgical history i Document all
pertinent medical problems, paying particular attention to heart and lung disease,
diabetes, renal failure, seizure disorders and any communicable diseases, if such
information can be elicited.

PE = Physical Exam (may also be designated i Ex a)miohi s i s t he AOO0 or
objective part of the SOAP format.

The initial i p r i mexanyidcludes the i A B C 6 ¥ou should include where

you found the patient, theirpositon ( si tti ng, standing, in bed e
of consciousness (alert and oriented to person, place, time and event i A&O to PPTE
-al so include the Glascow Coma Scale (GCS) f

color, temperature and moisture (skin warm, dry, pink i skin W/D/P), and finally the
initial vital signs T Blood pressure (BP), Pulse or heart rate (P or HR) include a
comment on if the pulse is regular or irregular, respiratory rate (RR) including effort
(shall ow, r e g u), Rutse oximatty ¢Sp@2), Teenperaéure i if indicated
by chief complaint, and finally the finger stick glucose measurement if indicated
(DEX).

HEENT i Head/Eyes/Ears/Nose/Throat
May include exam of scalp (atraumatic), pupils i mid equal and reactive (M=R) or
more commonly recorded (PERL i pupils equal, reactive to light), Conjunctiva (pale,
pink, any discharge), Sclera (clear, jaundice, hemorrhagic), throat or oral pharynx

Effective Date: Revision Number: NA
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OP)i(cl ear, red or ni nj eerythemaor redndss Nouceswmans t he

also comment on if there is pus on the tonsils which is called exudates and if the
uvula is midline). Other optional things to comment on depending on the chief
complaint (Trauma) include if there is facial trauma/swelling, fluid from the nose or
ears, epistaxis (nose bleeding), deformity or swelling to the nose.

Neck 1 If this is a trauma patient you can use the heading C/T/L -
cervical/thoracic/lumbar spine. You can comment on if the neck is supple, has full
range of motion, trachea is midline, presence of JVD (jugular venous distension),
mi dline or | ateral tenderness of the cervica
palpation to C/T/L). If this is a trauma patient you can also add trauma signs like
abrasions, swelling, or ecchymosis (bruising).

Chestil ncl ude comments on inspection, palpa
state the patient denies SOB as this should be in the HPI under pertinent negative
signs or symptoms. A normal exam would be: Chest (or thorax) intact and non-
tender to palpation, lungs clear and equal in all fields (BS = bilat.). In trauma patients
you can also comment on crepitus, subcutaneous air, flail segments, abrasions and
ecchymosis (seatbelt patterns).

Abd or Abdomen i This should be assessed on all patients and could be as
simple as i soft and non-tender. Depending on the chief complaint, you could report
on if the abdomen is obese, flat, tender (indicate which quadrants), the presence of
guarding, rigidity, or rebound tenderness. You can indicate the presence of bowel
sounds (normoactive, hyper or hypoactive). If this is a trauma patient, comment on
abrasions, or ecchymosis. If this is a medical patient you can comment on masses,
bruits (see H&P handout), or organomegaly (enlargement of the liver or spleen).

Gl/GU 1 (Optional/As Indicated) You can examine the genital area if
indicated by trauma or the chief complaint. You can comment on the time of last meal
which is important if you think the patient will ultimately nee to go to the OR or require
sedation to treat a fracture. You could also comment on their last BM or urine output
but this should really be in the HPI.

Pelvis i This is assessed on all trauma patients i you can record i stable in all
axes or stable to AP and lateral compression (AP = anterior/posterior), report the
presence of crepitus, pain, deformity, abras

Ext or Extremities T Document PMS (pulses/motor/sensory) in all 4
extremities, look for edema and range of motion in the extremities. Document any
trauma or rash in the extremities. This means you need to look at skin.

Neuro i Document clear (or slurred) speech, is the tongue midline? hand
grips, motor strength in extremities, gait if tested. Also remember facial muscle
symmetry in the setting of stroke.
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ImpressioniT (t he AAO or assessmentThisiswherdqypust®@ AP f or

what you think is going on with the patient.
are not 100% clear. You can avoid this jargon if it is clear to both you and your partner
that the problem is obvious i.e. | aceration

Plani Theplan(t he AP0 1 n t hwill abvays Rart bud statimg you
examined the patient (exam). You will include everything you did for the patient i
Exam, O2, splinting, spinal immobilization, re-assessment, pain scale, repeat vital
signs (although, you can place the repeat vital sign data in the VS section of the MIR),
BLS or ALS transport, contact Med Control (name of MD). For EMT transport, you
should add here if the patient received an ALS evaluation and if paramedics
determined that the patient could be transported BLS. Basically, document anything
you did as far as treatment for the patient including transport response code i yellow or
red.

Disposition i This tells us what happened to your patient and who is now responsible
fort he pati ent 0 whoceeeived your piedhaspital ebport i.e.; Patient
transferred to ALNW 5, report to nurse John or care transferred to IIMC, report to nurse
Nancy. You can include if the patient remained without clinical changes or if the patient
is in improved or worsening condition. Should a patient decide not to be transported by
ambulance to the hospital, be sure that your charting is meticulous. Indicate any
advice you give them (instruction sheets) including the risks of their decision and how
many times you advised transportation. Document their response.
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Medical professionals at the scene of an emergency call may provide assistance
to the EMS team and should be treated with professional courtesy. Medical
professionals who offer assistance should identify themselves. If on scene
physicians wish to assume or retain responsibility for direction of patient care,
they should provide proof of identification, follow the guidelines below, and
accompany the patient to the receiving hospital.

When the patient's private physician is in attendance and has identified
him/herself, the EMS team will comply with the private physician's instructions for
the patient. Medical Control will be contacted for reporting. If orders are given by
the private physician which are in conflict with San Juan County EMS Patient
Care ProtocolsGuidelines, clearance must be obtained through Medical Control.

In such cases, the physician at the scene may:

1. Request to talk directly to the Medical Control physician to offer advice and
assistance,

2. Offer assistance to the EMS team with another pair of eyes, hands and/or
suggestions, yet leave the EMS team under Medical Control and established
patient care protocolsguidelines,

3. Take total responsibility for the patient with the concurrence of the Medical
Control Physician. (Remember: If the on scene/private physician wishes to take
total responsibility for patient care, they will accompany the patient to the
receiving hospital. If, during transport, the patient's condition should warrant
treatment other than that Orequested by the private physician, then Medical
Control will be contacted for information and for concurrence with the requested
treatment.

These guidelines will also apply to cases where a physician may happen upon
the scene of ongoing EMS care and chooses to interact/assist the EMS team.
Medical professionals, other than physicians, may offer assistance to the EMS
providers but are not authorized to give orders to the EMS team except in pre-
approved circumstances (e.g. a critical care RN accompanying the patient and
EMS crew on an inter-facility transport, or arrival of Air Transport/Helicopter flight
crews operating under San Juan County ProtocolsGuidelines for On Scene/Field
Air Transport).
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Thank you for offering assistance card. These cards are to be available in
the ambulance.

(Front of Card)

THANK YOU FOR YOUR OFFER OF ASSISTANCE

This Advanced Life Support (ALS) team is operating under
Washington State Law and Emergency Medical Service policy approved
by the San Juan County Emergency Medical Services Council. The ALS
team is functioning under standing orders from the Medical Program
Director of San Juan County and is in direct radio or telephone contact
with an authorized Medical Control Physician at their base hospital
emergency center. If you wish to assist, please see the other side for
options.

Michael Sullivan, M.D.
Medical Program Director
San Juan County EMS

(Back of Card)

In general, the physician who has the most expertise in
management of the emergency should take control. This is usually the
base hospital physician (Medical Control Physician).

You May:

A. Request to talk directly to the base hospital physician to offer
your advice and assistance;

B. Offer your assistance to the ALS team with another pair of
eyes, hands, or suggestion, but allow the ALS team to remain under
Medical Control of the base hospital physician;

C. If you have an area of special expertise for the patient's
problem, you may take_total responsibility, if delegated by the base
hospital physician, and accompany the patient to the hospital.
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This guideline is to allow responders to consistently apply standards to decisions
regarding basic life support transportation. It is not mentmeant to be all-inclusive
but rather a guide for general practice. Each responder needs to be familiar with
normal vital sign ranges and request advanced life support when the patient falls
outside of those parameters.

Parameters for BLS Transport
U Systolic BP greater than 90mmHg
Heart rate between 60-110
Respiratory rate less than 30 without distress
Oxygen saturation greater than 91% after oxygen administration
Blood glucose greater than 50mg/d|

[ - enHEN en-I et

Considerations for upgrade to Advanced Life Support
U Will time make a difference? Time critical patients always need to have
rendezvous with paramedic considered.
U Do you feel patient would benefit from paramedic history and physical
exam?
U Does patient have complex medical history that may contribute to current
illness?
U Is the problem acute or chronic?
U Does the patient require IV access or meds?
0 Would patient benefit from ALS pain management?
U Do vitals fall within BLS parameters and is the patient stable for transport?

ALS Indicators= A Si ck Patiento
U Poor general impression

Unresponsive with no gag or cough reflex

Difficulty breathing

Signs of poor perfusion

Complicated childbirth

Uncontrolled bleeding

Severe pain

Chest pain

Inability to move any parts of the body

[ ot eI e ent-E et an-R eI enH

Standard Criteria for Transport Decisions

Leave At Scene
U Minor illness or injury with little or no potential for patients to worsen
U BLS indicators
U EMT feels confident that patient is responsible for self-care or that another
responsible party is present
U EMT urges patient to call back if further concerns or problems arise
0 EMT recommends patient to follow-up with private physician
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U Patient receives appropriate after-care instruction sheet
U Patient refusal signed ONLY if:
U EMT believes patient should go to medical facility
U Patient refuses treatment/transportation
U Paramedic/Medical Control contacted
Privately Owned Vehicle (POV)
U Minor illness or injury with little or no potential for patient to worsen
Clearly a minor BLS patient with BLS indicators
Further evaluation or treatment needed
Responsible and capable driver and transportation is available

cC-CcC:C:

BLS Ambulance
U BLS indicators (no suspicion of ALS)
U Further evaluation or treatment needed
U Continued BLS assessment, oxygen or other treatment needed en route
U No other responsible transport available
U Patient requires stretcher for transport
ALS Ambulance
U ALS indicators (IV, cardiac monitoring, indications that the patient may
worsen)
U Continued ALS assessment or treatment needed during transport
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Responsibility for patient care in the pre-hospital setting may be transferred
between pre-hospital personnel according to established procedures. These
procedures are applicable for turnover responsibility to or from EMS providers or
to hospital staff.

I. ALS Provider Transfer of Care to an equal or higher level provider

1. Patients must be stable with complaints that would be cared for at the ALS
level. Prior to transferring care to another ALS provider, the examining
paramedic will reasonably determine that there are no anticipated
changes in the patient's present condition that would deem the patient
unstable. Transfer of care can take place if:

U Transport is being made by a medivac helicopter with an ALS provider
or nurse on board.

U Transport is by another provider with the same level of training.

U The patient has a secured airway.

U The ALS provider provides the equal or higher level provider a full
patient report to include vital signs and physical assessment.

U Notify San Juan Dispatch when transfer of care is complete.

[I. ALS Provider Transfer of Care to a BLS provider

1. Patients must be stable with complaints that would be cared for at the BLS
level. Prior to transferring care to the BLS provider, the examining
paramedic will reasonably determine that there are no anticipated
changes in the patient's present condition that would deem the patient
unstable. No patient will be turned over once ALS or advanced scope
interventions have been initiated. Transfer of care can take place if:

U If 3 lead rhythm monitor is used as a part of assessment, patient care
can be transferred if the rhythm is normal sinus.

U Except during declared MCI's or when no other ALS transport
alternative exists, patients meeting trauma criteria will be considered
ALS patients and treated accordingly.

U The patient has a patent airway, maintained without assistance or
adjuncts.

U The patient is hemodynamically stable. Vital signs should be steady
and commensurate with the patient's condition.

U The patient is at his or her baseline mental status and not impaired as
a result of medications or drug ingestion.

U No mechanism or injury warrants a trauma alert or activation.

U No cardiac, respiratory, or neurological complaints that warrant ALS
intervention.

U The ALS provider provides the BLS provider with a full patient report to
include vital signs and physical assessment.
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U The EMT who will be attendance is comfortable with the patient's
condition and will assume care.

lll. Transfer of Care at the Medical Facility

1. EMS providers will continue any and all pre-hospital care initiated during
the transport until the patient has been triaged or until the time-limit
detailed below is reached, whichever occurs first. Examples include pre-
hospital O,; mai nt ai ni n the flely insl thdy eug aupand n
maintaining of splints applied in the field.

2. Hospitals/Clinics will designate personnel to assess patients brought by
EMS transport units with the goal of transferring care and releasing the
unit within 25 minute ofthepat i ent 6 s arri val to the Emer ¢
(ED). Transfer of care includes movement of the patient to the hospital-
owned equipment, i.e. bed, stretcher, waiting room etc.

3. Transfer of care will be document by the EMS provider who will submit a
completed Medical Incident Report (MIR) to hospital triaging personnel.
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I. Purpose:

To establish guidelines for the management and documentation of situations
where patients refuse treatment or transportation, or insist on transportation to a
destination other than that recommended by the EMS provider.

[I. Guidelines:

1. Obtain Consent

A. Informed Consent i when a competent patient or guardian is informed
of the potential benefits and risks of a process or procedure,
alternatives to that procedure, and the possible consequences related
to each.

B. Expressed Consent i written or verbal request to be evaluated and
treated.

C. Implied Consenti when a patient is unable to express consent
because of altered mental status or severe distress.

2. Patient Assessment

A. Providers should attempt to obtain a history and perform a physical
assessment in as much detail as is permitted by the patient.

B. Conduct Three Assessments: Providers should attempt to assess the
following three major areas prior to permitting a patient to refuse care
and/or transportation:

U Legal competence
o Ensure that the patient is at least 18 years of age in order to
refuse care.
o Or, if a minor, patient may refuse care if he or she is married, is
a parent, or is currently pregnant.
o Patients subject to a court decree of incapacity are not legally
competent to refuse care.
U Mental competence
o Start with the presumption that all patients are mentally
competent unless your assessment clearly indicates otherwise.
o Ensure that patient is oriented to person, place, time and
purpose.
o Establish that patient is not a danger to himself or others.
o0 Ensure that patient is capable of understanding the risks of
refusing care or transportation and any proposed alternatives.
0 Check to be sure that patient is exhibiting no other signs or
symptoms of potential mental incapacity, including drug or
alcohol intoxication, unsteady gait, slurred speech, etc.
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U Medical or situational competence

o Ensure that patient is suffering from no acute medical conditions
that might impair his or her ability to make an informed decision
to refuse care or transportation.

o |If possible, rule out conditions such as hypovolemia, hypoxia,
head trauma, unequal pupils, metabolic emergencies (e.qg.,
diabetic shock); hypothermia, hyperthermia, etc.

o0 Attempt to determine if patient lost consciousness for any period
of time.

[1l. Medical Control

1. Contact Medical Control for:

A.
B.

C.

Refusals of ALS care.

Patients that you believe are in need of further medical attention yet
refuses care; medical control may be able to help persuade patient.

Any refusal where required by protocolguideline.

IV. Who May Refuse Care

1. The Patient:

A.

B.

If patient is legally, mentally and situationally competent, the patient
has a right to refuse care. Obtain refusal signature.

Implied consent -- if patient is unconscious and seriously injured or in
need of further medical attention, treat and transport patient despite
pati ent 6asconsentobthelunavaiability of another party to
provide consent.

2. Parent:

A.

B.

C.

A custodial parent (i.e., a parent with a legal right to custody of a minor
child) may refuse care on behalf of a minor child. Obtain refusal
signature from parent.

A parent of a patient who is 18 years of age or older may not refuse
care on behalf of his or her child (unless the parent also happens to be
a legal guardian i see below).

A minor (i.e., under 18 years of age) may refuse care for his or her
child. Obtain refusal signature from the minor parent.
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3. Guardian:
A.A |l egal guardian is one who i s appointe
of the persono of an individual who has
incapacitated.

B. Legal guardian may also be appointed in lieu of parents for a minor. If
a person indicates they are a legal guardian to the patient, attempt to
obtain documentation of this fact (court order, etc.). If no such
documentation is available, you may obtain refusal signature from the
guardian as long as you do so in good faith and do not have any
evidence or knowledge that the person is misrepresenting himself as a
legal guardian of the patient.

4. Heal t h Care Agent (AAttorney in Facto):

A. A person appointed by the patient in a durable power of attorney
document may refuse care on behalf of the patient if the power of
attorney contains such authorization.

B. Attempt to obtain a copy of the durable power of attorney document to
attach to the medical incident report (MIR). If no such documentation is
available, you may obtain refusal signature from a health care agent
(Aat timframetyd) as | ong as you do SO i n goc
any evidence or knowledge that the person is misrepresenting himself
as the health carien afgaecntto oorf ftahtet oprantei ye nt

5. Incompetent Patient:

A. If a patient is incompetent, and no other authorized individual is
available to provide a refusal signature, the patient may be treated and
transported as long as you act in good faith and without knowledge
that the patient or authorized individual would refuse care.

B. Take all reasonable steps to secure treatment or transportation for a
patient who is legally or mentally incompetent to refuse care, but do
not put yourself or your crew in jeopardy.

V. Refusal Procedures

1. If patient refuses care, or insists on being transported to a facility that is on
diversion, closure or a facility other than the destination recommended by
EMS personnel, have the patient or designee complete the refusal of
treatment or transport form.

A. Conduct a thorough patient assessment to include vital signs.

B. Contact Medical Control if necessary.
C. Review form with patient or designee.
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D. Provide detailed explanation of possible risks and danger signs to

patient or other designee.

E. Inform the patient to call 911, call their doctor or go to an emergency
department if symptoms persist or get worse or any of the danger
signs you inform them of appear.

F. Obtain the signature of the patient or designee. If the patient refuses to
sign, document this fact on the refusal form.

G. Obtain signature of a witness; preferably the witness should be
someone who witnessed your explanation of risks and benefits to the
patient, and who watched the patient sign the form. Witnesses may
include law enforcement personnel. All witnesses should be 18 years
of age or older if possible.

H. Complete the medical incident report and include the following
documentation:

i Competency assessments.

U Results of history and physical exam to include:

o Vital signs including pulse oximetry.

o EKG, if required.

o Breath alcohol measurement if required.
o Blood glucose readings, if required.

U The clinical symptoms upon which the need for transport was
based.

U Information provided to fully inform the patient and/or other
authorized individual of the consequences of their refusal of
treatment/transport.

U The patient understands the risk and complications of his/her
choice to refuse.

U Medical Control instructions, if any.

U Alternatives offered by EMS.

U Crew signatures on the medical incident report (MIR).

Effective Date: Revision Number: NA
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Air-Medical transport will be utilized when available if conditions are favorable to
reduce transport time for critically ill or injured patients. It is important to consider
the risk/benefit ratio when making this decision.

Basic considerations for air transport:

i

i

i

Would the amount of time needed to transport a patient by ground
transportation to an appropriate medical facility pose a threat to the
patient's survival and/or recovery?

Would weather, road conditions, or other factors affecting the use of
ground transportation seriously delay the patient's access to tertiary
medical care?

Does the available ground ambulance have the clinical skills, equipment
or extra personnel to care for the patient during transport from the scene?

If the seriously injured patient is trapped, would the extrication time allow
for the helicopter to arrive at the scene and speed delivery of the patient to
a trauma receiving?

Is a crew available to conduct the transport and what potential issues arise
with the extended loss of apparatus and personnel in the district?

Would utilization of air crew deplete needed personnel back in the district?

Indications for requesting AeroAero medicalaero medical evacuation of a
patient include:

i

Patient injury evaluation by the first-arriving EMT or Paramedic meets
criteria for trauma center destination as outlined in Field Trauma Triage
Decision ProtocolGuideline.

Type of injury/illness may dictate immediate transport to one of the local
hospitals. Medical control should be contacted as soon as possible for
instruction and/or concurrence.

0 A multi-casualty incident (MCI) requiring additional ALS providers.

Contraindications for requesting AeroAero medicalaero medical evacuation
of a patient include:

U Patients in cardiac arrest.

U Patients contaminated by hazardous materials.

U Patients with violent or erratic behavior.
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Helicopter safety and landing zones:

U When a helicopter has been requested, indicate a safe landing zone by
taking into account, crowds, trees and overhead hazards.

U Never approach a helicopter until instructed by the flight crew to do so.

U If the rotors are turning, never approach a helicopter from the rear or from
above.

U See County Operating Procedures (COP) for additional information.

Procedure for activation of Aeroaero medical transport
U Contact San Juan Dispatch and request Airlift Northwest (ALNW)

U In unusual situations ALNW can be dispatched by calling 1-800-426-2430
(Airlift dispatch) and requesting dispatch directly.

U If ALNW is unable to respond, refer to COP for additional transport options
U Requesting agency will be required to provide the following:
1. Location

Pre-designated Island LZ site or GPS Coordinates for scene
response

Destination Hospital
Patient Age, Weight and Chief Complaint
Ground Contact

a bk~ 0D

Radio Frequency

Do you want info on Island Air Ambulance in here as well?
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Blood for Legal Alcohol and/or Drug levels shall be drawn at the request of Law
Enforcement as mandated and provided for by RCW 46.61.502, RCW 46.61.520,
and/or RCW 46.61.522.

Blood for Legal Alcohol and/or Drug levels in San Juan County shall be drawn
only by personnel certified by the State of Washington and the San Juan County
EMS Medical Program Director at the Paramedic level under WAC 246-976-080
and WAC 246-976-200. If the request for legal blood draw is invoked by Law
Enforcement, then the patient shall be under arrest before such blood draw is
accomplished by Paramedic personnel.

Blood draws should be accomplished using sterile technique. A non-alcohol
based skin prep must be used in preparing the skin for venipuncture. The
preferred agent is povidone-iodine solution. Cleansing solutions which do not
contain alcohol are acceptable alternatives in patients allergic to iodine, e.g. Shur
Clens. Avoid cleansing solutions which contain isopropyl alcohol (cross reacts on
test and reads as ethanol), e.g. Hibiclens. Two gray top blood tubes, containing
the preservatives Sodium Fluoride and Potassium Oxalate shall be drawn. The
expiration date on the blood tubes must be checked and verified that the blood
tubes are in-date prior to the blood draw. A minimum of three cubic centimeters
of blood shall be injected into each gray top blood tube.

Each blood tube shall be marked as follows:

1. The name of the subject from whom the blood was drawn

2. The date of the blood draw

3. The time of the blood draw using 24-hour clock

4. The cleansing agent used to prepare the skin prior to the draw
5. The name of the Paramedic drawing the blood

Chain of evidence shall be from the hands of the Paramedic drawing the blood,
directly into the hands of the Law Enforcement Officer requesting the blood draw.
The Paramedic shall document on the Medical incident report, the blood draw,
and shall also sign and complete any forms required by Law Enforcement.

If the incident scene where a blood draw is requested is also a scene where
patient care is required, patient care shall take precedence over any request for
blood draws. If a patient's condition is stable enough to accommodate a request
for blood draw, the Paramedic may perform the procedure according to his best
judgment. If, in the Paramedic's judgment, it is not in the best interest of the
patient to delay transport for a requested blood draw, the Paramedic must
exercise his authority to defer the request for blood draw and initiate patient care
and transport as needed.

Effective Date: Revision Number: NA
Revision Date: N/A Page: 48



San Juan County CHANGE IN RESPONSE CODE
EMS Guidelines CANCELLATION
General Patient Management DIVERSION

It is recognized that it is in the best interest of public safety and ultimately patient
care to respond to all incidents in a safe and prudent manor at all times. To
accomplish this, units responding Code Red (lights and sirens) may be lowered
to a Code Yellow response by the first EMTPublic Safety unit on the scene to
determine that the patient does not require IMMEDIATE Emergency Medical
Services for life or limb threatening conditions.

1.Firstr e s pondi mmgy ldvdt/Tanecel response of responding units when
the patient does not require IMMEDIATE PATIENT CARE (BLS/ALS)
INTERVENTIONS. (i.e.: non-injury accident) | suggest we remove as this aks
non-medical personnel to make a medial decision.

2. First responders (fire or police) may cancel responding units, to include BLS
and ALS, when there is no patient.

3. BLS first response or BLS transporting units may downgrade responding ALS
units when their evaluation clearly indicates a lack of potential need by the
following BLS criteria:

a. Warm, pink, dry skin

b. Heart rate 60-100 and regular

c. Respiratory rate 10-24, deep and easy

d. Blood pressure greater than 100 mm/Hg, systolic

e. Blood pressure less than 180 mm/Hg, systolic

f. Blood pressure less than 110 mm/Hg, diastolic

g. Patient is awake, alert, talking and making sense

h. No loss of consciousness now or prior to arrival

i. No seizure activity now or prior to arrival

j- No chest pain

k. No shortness of breath

I. No abdominal pain

m. No drug overdose/suicide attempt

n. No significant mechanism of injury or multiple trauma

0. No signs or symptoms of CVA or stroke

The patient may then be transported by the BLS unit only after consult with on-
duty Paramedic or Medical Control Contact.

A responding EMS unit may be diverted from one 911 call to a second call when
all conditions below are met:

1. It is obvious the second call is of a greater life threatening emergency than the
first call.

2. The first EMS unit is decidedly closer to the second call.

3. A second EMS unit is immediately dispatched to the first call.

4. The diversion and response of the first unit to the second call might be vital to

A

the patientds outcome.
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This protocolguideline applies to adult patients with non-traumatic chest pain that
is suspected cardiac in etiology. The overall goal is to provide therapy in an effort
to reduce ischemia, provide pain relief and rapidly identify and treat a patient
suffering from a suspected cardiac event.

ALL PROVIDER LEVELS

1. Perform an accurate patient assessment.
2. Administer supplemental Oxygen maintaining a SpO, >96%. In chest
pain patients, administer Oxygen by nasal cannula at 2-4 Ipm.

3. Place the patient in a position of comfort.

U BLS providers should assist patients in taking their own previously
prescribed Nitroglycerinpr ovi ded that the patientd:
pressure is 0110 mmHg.

ADVANCED LIFE SUPPORT PROVIDERS

1. Establish 21 V 6f¥Normal Saline KVO or Saline Lock.

2. Administer Aspirin 324 mg PO (chewed and swallowed) if not taken
during the previous 24 hours or has a known allergy.

3. Provide continuous EKG monitoring. Treat life threatening
dysrhythmiasdysrhythmia as indicated.

4. Obtainl 2 | e a d pr&tke@roent and post-treatment. If myocardial
injury is suspected because of ST elevation which is evident in two or
more contiguous leads, the patient shall be transported to the nearest
appropriate cardiac interventional facility.

5. Administer Normal Saline Boluses of 250 ml as needed to maintain a
systolic blood pressur e rdidgendshodwitnm/ Hg i n
or without right ventricular involvement (RVI). Continuously assess lung
sounds and monitor vital signs before and after administration. Maximum
total of 2000 ml.

6. Administer Nitroglycerin 0.4 mg SL every 3-5 minutes as long as the
patent s symptoms persist and the systolic
No more than 3 doses (1.2 mg) of Nitroglycerin shall be administered
without Medical Control order.

7. ApplyNi t r ogl y c e r ifor pepsistent sgmptdmssafier 2 SL doses
of Nitroglycerin have been previously administered. Ensure that the
systolic blood pressure is 0O110 mmHg prio

6. iCautionodo Withhold Nitroglyceriin and cons
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ACUTE CORONARY SYNDROME

CHEST PAIN

U The patient has a systolic blood pressure <100 mmHg.

U The patient has taken erectile dysfunction medications within the

past 24 hours (Viagra, Cialis, or Levitra).

7. Administer Morphine Sulfate 2 mg IV, up to a maximum of 6 mg for chest
pain not relieved by Nitroglycerin that is likely of cardiac etiology.

U Withhold from patients suffering from suspected or actual
cocaine induced chest pain with agitation.
If the patient exhibits signs / symptoms of hypoperfusion omit
Morphine Sulfate.
8. For nausea / vomiting consider Ondansetron (Zofran) 4mg IV.

i

Wall affected Leads | Artery(s) involved Reciprocal changes
. y Left coronary artery, Left anterior
Anterior Vo1 Vgu descending (LAD) I, 1, AVF
L AVL. Vai Left anterior descending (LAD)
Anterolateral ’ V’ 3 and diagonal branches, circumflex I, 1, AVF
6 and marginal branches
Anteroseptal Vi1 Vy Left anterior descending (LAD)
Inferior I, 1ll, AVF Right coronary artery (RCA) I, AVL
Lateral I, AVL, Vs, | Circumflex branch or left coronary I, 111, AVE
Ve artery
. V1T V4 ST segment
Posterior Vs, Vg Right coronary artery (RCA) or depression (R>SinV;
circumflex artery
and V).
Right :
ventricular V4R Right coronary artery (RCA) | -

MEDICAL CONTROL OPTIONS

STEMI THROMBOLYTIC PROTOCOLGUIDELINE

Contact ED for Cath Lab Notification ASAP / Transmit ECG to Medical
Control (FAX/ I-phone e-mail photo of ECG)

TNKase( dosing based on -p0emglVReover Dsecomle i g ht )

Use following dosing:

Patient

Weight(kq)
<60

06
07
o8

0 to
0O to
0O to
090

Patient TNKase (mq)
Weight(lbs)
<132 30
0132 to 35
0154 to 40
0176 to 45
0198 50

Reconstituted
TNKase (ml/cc)
6
7
8
9
10

(note: dosing based on actual or estimated patient weight.)

Effective Date:
Revision Date: N/A

Revision Number: NA
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EMS Guidelines CHEST PAIN
Cardiac Emergencies

Lopressor (5 mg IV g5 min X 3 if BP > 100 and P > 60)

Heparin Bolus 4000 u IV OR Lovenox (1 mg / kg SQ)

Plavix 600mg P.O.

Dopamine infusion 5-20 mcg/kg/min for persistent hypoperfusion

a s w D Pke

Midazolam (Versed) 2-5 mg IV/IN, up to a maximum single dose of 5 mg
in lieu of Morphine Sulfate, if chest pain is suspected due to CNS
stimulants (cocaine, methamphetamine, etc.).

6. Reperfusion arrhythmias i do not treat unless sustained or life-
threatening.

7. Repeat EKG at least g30 min. Document reperfusion arrhythmias with
rhythm strips.

8. Time is of the essence.
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This protocolguideline applies to patients experiencing a non-traumatic cardiac

arrest. Patientsd O12 yrs of age or shows si
resuscitation guidelines. If the patient meets the criteria for being Presumed

Dead on Arrival (PDOA), resuscitative efforts shall not be attempted and

notification of MPD shall be made. If at any time the patient has a return of

spontaneous circulation (ROSC), refer to the ROSC protocolguideline.

ALL PROVIDER LEVELS

1. Perform an accurate patient assessment ensuring that the patient is
pulseless and apneic (agonal).

2. Initiate immediate CPR with an oral airway, BVM and 100% oxygen ( O1 5
Ipm). Attachl mpedance Threshold Device (I TD) to
years of age.

3. In cases of an un-witnessed cardiac arrest, CPR shall be performed for at
least 2 minutes at a rate of 100 compressions per minute. This will be 5
cycles of CPR:

Pediatric
15:2
0 When performing compressions, providers
allowing the chest to fully recoil.
4. AtachAEDand analyze the rhythm. | f fino shoc
continue CPR. Reassess rhythm after 2 minutes or 5 cycles of CPR:
Adult Pediatric
30:2 15:2

U ALS providers should utilize their manual cardiac monitor / defibrillator
to confirm asystole in two or more leads.

ADVANCED LIFE SUPPORT PROVIDERS

1. Initiate advanced airway management if the airway cannot be managed
properly utilizing BLS airway maintenance.

U ALS providers should utilize advanced airway management with ET
intubation and attach ETCO, device, maintaining a level of >10
mmHg.

2. Establish an IV of Normal Saline KVO. Consider fluid boluses.
U ALS providers can initiate 10 access.

Effective Date: Revision Number: NA
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3. Administer Epinephrine every 3-5 minutes for the duration of the arrest.
01

Pedi atric
Epinephrine 1:10,000 0.01
mg/kg IV/IO or Epinephrine

1:1,000 0.1 mg/kg ET. Diluted

with 5 ml saline.

Epinephrine 1:10,000 1 mg
IV/IO or Epinephrine 1:1,000 2
mg ET. Diluted with 5 ml saline.

4. Administer Atropine every 3-5 minutes:

Pediatric

1mgIV/IIOor2mg ET,uptoa
maximum of 3 mg IV/IO or 6 mg
ET.

Not indicated under these
guidelines.

5. Consider Sodium Bicarbonate 1 mEq/kg IV/10 if the patient is suspected
to have been in cardiac arrest >10 minutes. Flush the IV line after
administration.

6.l dentify and treat the foll owing contri bu
Causes Treatment

Hypovolemia.........ccoeeeeeevieiiiiiiieeeee, Normal Saline Boluses IV/IO.

HYPOXIa .coooiiiiiiiiiiiii Ventilate with 100% Oxygen.

Hyperkalemia (dialysis patient).......... Sodium Bicarbonate and Calcium

Chloride. After administration of either
medication ensure that the IV line is
completely flushed. Medical Control.

Hypoglycemia............ccooovvviiiiiieneennn. Dextrose IV/IO.

Hypothermia.........ccccciiiii, Remove clothing with gradual re-
warming. Handle patient gently.

Hydrogen lon (acidosis)...........c.c....... Normal Saline IV/IO Boluses. Sodium
Bicarbonate IV/IO.

Tension Pneumothorax ..................... Needle Thoracostomy.

Cardiac Tamponade...............ccceeeee Normal Saline IV/IO Boluses and rapid
transport. In-hospital pericardiocentesis.

ThrombosSIS.......ccocovviiiiiiieieeeeee, In-hospital fibrinolysis.

TraumM@a ... Provide treatment per trauma

protocolsguidelines.

L1021 Sodium Bicarbonate for tricyclic.
Calcium Chloride for calcium channel
blockers. Glucagon for beta blockers.
Medical Control Required.

Effective Date: Revision Number: NA
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7. Consider Termination of Resuscitation.

1. Contact Medical Control for further orders when necessary.
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This protocolguideline applies to patients experiencing a non-traumatic cardiac

arrest. Patientsd O12 yrs of age or shows si
resuscitation guidelines. The goal of managing a patient in PEA is to identify and

treat the pat i eusetobagestclioananyrtimethetpatienghascaa

return of spontaneous circulation (ROSC), refer to the ROSC protocolguideline.

ALL PROVIDER LEVELS

1. Perform an accurate patient assessment ensuring that the patient is
pulseless and apneic (agonal).

2. Initiate immediate CPR with an oral airway, BVM and 100% oxygen ( O1 5
Ipm). Attachl mpedance Threshold Device (1 TD) to
years of age.

3. In cases of an un-witnessed cardiac arrest, CPR shall be performed for at
least 2 minutes at a rate of 100 compressions per minute. This will be 5
cycles of CPR:

Adult Pediatric
30:2 15:2
U When performing compressions, providers
allowing the chest to fully recoil.
3. AtachAEDand analyze the rhythm. | f fAno shoc
continue CPR. Reassess rhythm after 2 minutes or 5 cycles of CPR:
Adult Pediatric
30:2 15:2

U ALS providers should utilize their manual cardiac monitor / defibrillator.

ADVANCED LIFE SUPPORT PROVIDERS

1. Initiate advanced airway management if the airway cannot be managed
properly utilizing BLS airway maintenance.

U ALS providers should utilize advanced airway management with ET
intubation and attach ETCO, device, maintaining a level of >10
mmHg.

2. Establish an IV of Normal Saline KVO.
U ALS providers can initiate 10 access.
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3. Consider Normal Saline fluid boluses:

Pediatric
250 ml as needed to maintain or | 20 ml/kg as needed to maintain
restore perfusion. Maximum or restore perfusion. Maximum
total of 2000 ml. of 3 boluses.

4. Administer Epinephrine every 3-5 minutes for the duration of the arrest.
01

Pedi atric
Epinephrine 1:10,000 0.01
mg/kg IV/IO or Epinephrine

1:1,000 0.1 mg/kg ET Diluted

with 5 ml saline.

Epinephrine 1:10,000 1 mg
IV/IO or Epinephrine 1:1,000 2
mg ET Diluted with 5 ml saline.

5. If the PEA rate is <60, administer Atropine every 3-5 minutes:

Pediatric

1mgIV/IIOor2mgET,uptoa
maximum of 3 mg IV/IO or 6 mg
ET.

Not indicated under these
guidelines.

6. Consider Sodium Bicarbonate 1 mEqg/kg IV/IO if the patient is suspected
to have been in cardiac arrest >10 minutes. Flush the IV line after
administration.

7. ldentify and treat the following contributing factors(6Hand 5 T&s) .

Causes Treatment
Hypovolemia.........ccooeeeeeeviiiiiiiieeeeee, Normal Saline Boluses IV/IO.
HYPOXIa .coooiiiiiiiiiiiii Ventilate with 100% Oxygen.
Hyperkalemia (dialysis patient).......... Sodium Bicarbonate and Calcium

Chloride. After administration of either
medication ensure that the IV line is
completely flushed. Medical Control.

Hypoglycemia............cccoovvviiiiieennnn.n. Dextrose IV/IO.
Hypothermia.........ccccooiiiiiii Remove clothing with gradual re-
warming. Handle patient gently.
Hydrogen lon (acidosis)..................... Normal Saline IV/IO Boluses. Sodium
Bicarbonate IV/IO.
Tension Pneumothorax ..................... Needle Thoracostomy.
Effective Date: Revision Number: NA
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Cardiac Tamponade...............cceeeeees Normal Saline IV/IO Boluses and rapid
transport. In-hospital pericardiocentesis.

Thrombosis........cccccccveiiiieieeee, In-hospital fibrinolysis.

TraumM@a ... Provide treatment per trauma

protocolsguidelines.

TOXINS e Sodium Bicarbonate for tricyclic.
Calcium Chloride for calcium channel
blockers. Glucagon for beta blockers.
Medical Control Required.

MEDICAL CONTROL OPTIONS

1. Consider Dopamine infusion 5-20 mcg/kg/min for patients that are
deemed pulseless and have substantial electrical activity. Research has
shown that some patients that are pulseless with electrical activity
occasionally have mechanical contractions that are too weak to detect
palpable pulses or produce a blood pressure.
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This protocolguideline applies to patients that are pulseless and exhibiting a wide
complex tachycardia or ventricular fi
signs of puberty, should follow adult resuscitation guidelines. If at any time the
patient has a return of spontaneous circulation (ROSC), refer to the ROSC
protocolguideline.

ALL PROVIDER LEVELS

1. Perform an accurate patient assessment ensuring that the patient is
pulseless and apneic (agonal).

2. Initiate immediate CPR with an oral airway, BVM and 100% oxygen ( O1 5

bri

I | at

Ipm). Attachl mpedance Threshold Device (1 TD) to

years of age.

3. In cases of an un-witnessed cardiac arrest, CPR shall be performed for at
least 2 minutes at a rate of 100 compressions per minute. This will be 5
cycles of CPR:

Adult Pediatric

30:2 15:2

U In the event of a withessed cardiac arrest, proceed immediately to
defibrillation with the AED (BLS) or manual cardiac monitor defibrillator

(ALS).
0 When performing compressions, providers
allowing the chest to fully recoil.
4. AtachAEDand analyze the rhythm. | f fino shoc
continue CPR. Reassess rhythm after 2 minutes or 5 cycles of CPR:
Adult Pediatric
30:2 15:2
U ALS providers should utilize their manual cardiac monitor / defibrillator
and defibrillatei f t he patient is in a Ashockabl
continue CPR post defibrillation.
Pediatric
200 J. 2 J/kg (manual) or AED.
iU BLSproviders are to continue with fishock
remainder of the arrest, unt i | the rhyt

until patient care is taken over by ALS providers.
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ADVANCED LIFE SUPPORT PROVIDERS

1. Initiate advanced airway management if the airway cannot be managed
properly utilizing BLS airway maintenance.

U ALS providers should utilize advanced airway management with ET
intubation and attach ETCO, device, maintaining a level of >10
mmHg.

2. Establish an IV of Normal Saline KVO.

U ALS providers can initiate 10 access.
3. Administer Epinephrine every 3-5 minutes for the duration of the arrest.

Pediatric O1
1:10,000 0.01 mg/kg IV/IO or
1:1,000 0.1 mg/kg ET. Diluted
with 5 ml saline.

1:10,000 1 mg IV/IO or 1:1,000
2 mg ET. Diluted with 5 ml
saline.

4. Repeat defibrillation for recurrent VF/VT after 2 minutes of quality CPR
and after each drug administration is circulated for at least 60 seconds.

Adult Pediatric
200 J (increase energy as
needed). U

5. Administer Amiodarone:
Pediatric O1

300 mg IV/I0 5 mg/kg IV/IO

6. Administer Magnesium Sulfate for suspected Torsades de Pointes or
hypomagnesemia.

01

Pediatric

2 gm slow IV/IO. Mix 2 gm in 10
ml of Normal Saline and
administer over 2 minutes.

25-50 mg/kg IV/IO, up to a
maximum single dose of 2 gm.

7. Consider Sodium Bicarbonate 1 mEqg/kg IV/IO if the patient is suspected
to have been in cardiac arrest >10 minutes. Flush the IV line after
administration.
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MEDICAL CONTROL OPTIONS

1. Consider administration of Calcium Chloride 10 mg/kg IV/IO for patients
that have a history of renal failure or hemodialysis. After administration,
ensure that the 1V line is completely flushed.

2. Contact Medical Control for further orders when necessary.
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VENTRICULAR FIBRILLATION

PULSELESS V-TACH

CARDIAC ARREST

1 BLS Algorithm, Initiate CPR for 2 minutes if un-witnessed

1 Administer 100% Oxygen via BVM
1 Attach AED, monitor/defibrillator

1 Analyze patient
T Check r hyFVRm

1 Administer 1 defibrillation at 2 J/kg
(manual) or AED.

1 Resume CPR Immediately for 2 minutes.

Give 5 cycles of

CPR

1 Analyze patient
1T Check r hyHVEm Y

Continue CPR while the defibrillator is charging.

1 Resume CPR immediately and continue for 2

1 BLS providers are to continue with the shock and CPR
regiment until an ALS provider assumes patient care or the

patient arrives at the Emergency Department.

ALS Providers should continue with the following:

1 Administer Epinephrine 1:10,000 0.01 mg/kg IV/1O or
Epinephrine 1:1,000 0.1 mg/kg ET every 3-5 minutes.

minutes.

Give 5 cycles of

CPR

[ 1 Check r hyFVEim Y

)

Continue CPR while the defibrillator is charging.

f
il
f
il

|l

Administer 1 defibrillation at 4 J/kg.

Resume CPR immediately and continue for 2 minutes.
Administer Lidocaine 5 mg/kg IV/IO every 5 minutes.
Administer Magnesium Sulfate 25-50 mg/kg slow IV/IO for
suspected Torsades de Pointes or hypomagnesium. Max 2 gm.
Consider Sodium Bicarbonate 1 mEq/kg IV/IO if the patient is
suspected to have been in cardiac arrest >10 minutes.

Pediatric

} ........... .

1 Administer 1 defibrillation at 4 J/kg (manual) or AED.

During any rhythm check:

f
f
f

If asystole, refer to the
appropriate protocolguideline.
If PEA, refer to the appropriate
protocolguideline.

If a palpable pulse is present
administer appropriate
treatment and medications as
required per the ROSC
protocolguideline.

Give 5 cycles of CPR

T Check r hyFVAm
1 Continue with Drug i Shock
and CPR regiment.

J

y

Consult Medical Control for
additional orders.

Effective Date:
Revision Date: N/A

Revision Number: NA
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BLS Algorithm, Initiate CPR for 2 minutes if un-witnessed
Administer 100% Oxygen via BVM
Attach AED, monitor/defibrillator AdUIt

=A =4 =4

1 Analyze patient
T Check r hyFVAEm

1 Administer 1 defibrillation at 200 J
(manual) or AED.
1 Resume CPR Immediately for 2 minutes.

During any rhythm check:

Give 5 cycles of CPR 9 If asystole, refer to the
appropriate protocolguideline.
. 1 If PEA, refer to the appropriate
 Analyze patient I > protocolguideline.
- Check r hyrVEim Y { If a palpable pulse is present

[ administer appropriate

treatment and medications as

. . - . . required per the ROSC
Continue CPR while the defibrillator is charging. protocolguideline.

1 Repeat defibrillation and increase energy as needed.

1 Resume CPR immediately and continue for 2 minutes.

1 BLS providers are to continue with the shock and CPR
regiment until an ALS provider assumes patient care or the
patient arrives at the Emergency Department.

ALS Providers should continue with the following:

1 Administer Epinephrine 1:10,000 1 mg IV/IO every 3-5
minutes for the duration of the arrest.

Give 5 cycles of CPR

[ f Check r hyFVE m Y]
|

Continue CPR while the defibrillator is charging.

1 Repeat defibrillation and increase energy as needed. Give 5 cycles of CPR
1 Resume CPR immediately and continue for 2 minutes.
1 Administer Amiodarone 300mg IV.
1 Administer Magnesium Sulfate 2 gm slow IV/IO for suspected T Ch €c K L h\yF“iVTﬁ m
Torsades de Pointes or hypomagnesium. T Continue with Drug i
. . . . L Shock and CPR regiment.
1 Consider Sodium Bicarbonate 1 mEqg/kg 1V/IO if the patient is
suspected to have been in cardiac arrest >10 minutes. Y,
v

Consult Medical Control for
additional orders.
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This protocolguideline applies to patients with a pulse, experiencing a wide
complex tachycardia with or without hemodynamic compromise.

ALL PROVIDER LEVELS

1. Perform an accurate patient assessment.
2. Administer supplemental Oxygen maintaining a SpO, >96%.
3. Place the patient in a position of comfort. .

ADVANCED LIFE SUPPORT PROVIDERS

1. Establish an IV of Normal Saline KVO or Saline Lock.
U ALS providers can initiate 10 access if the patient is unstable
2. Provide continuous EKG monitoring.

3. Obtainl 2 | e a d pr&tke@rent and post-treatment if time and
patient condition permits. Use Brugada criteria to determine VT

4. 1f the patient has a GCS O14 or the patie
unstable (SBP< 90), proceed immediately to a sedation option if time and
patient condition permits.

U Midazolam (Versed):
Pediatric

2-5 mg IV/IO/IN, up to a 0.1 mg/kg IV/IO/IN, up to a
maximum dose of 5 mg. maximum single dose of 5 mg.

5. Perform Synchronized Cardioversion for patients that are unstable:
Adult Pediatric

100 J, 120 J, 150 J and 200J. | 0.5J/kg, 1 J/kg and 2 J/kg.

5. If the rhythm converts to a non-lethal rhythm, monitor the patients EKG
and vital signs.

6. If the rhythm fails to convert after synchronized cardioversion, proceed to
antiarrhythmic medication administration (Amiodarone).

Effective Date: Revision Number: NA
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7. Administer Lidocaine

Pediatric

1 mg/kg IV/IO every 5 minutes,

up to a maximum total dose of 3
mg/kg.

8. Administer Magnesium Sulfate for suspected Torsades de Pointes or
hypomagnesemia.

Pediatric

25-50 mg/kg IV/IO over 20

minutes, up to a maximum
single dose of 2 gm.

Brugada Criteria

Yes
[ Negative Concordance Present
No
y Yes
[_R-Sinterval > 100 msec | Txas VT |
No
\ 4 Yes
[ AV Dissociation Present
No

Morphologic'Crﬂeria Present:
V,: Taller Left Rabbit Ear
Vi: wide r wave
Vg: 1S
Vg: S

v._/‘\__.«_q,._"
“ v
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MEDICAL CONTROL OPTIONS

1. Amiodarone:

2. Procainamide:

Pediatric

NA

Effective Date: Revision Number: NA
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EMS Guidelines PSVT / A-Fib / A-Flutter / MAT
Cardiac Emergencies

This protocolguideline applies to patients exhibiting a narrow complex
supraventricul ar t ac h8@¥0%inaaultsxandchildren heart r a
or 0220 in infants with or without hemodynan

ALL PROVIDER LEVELS

1. Perform an accurate patient assessment.
2. Administer supplemental Oxygen maintaining a SpO, >96%.
3. Place the patient in a position of comfort.

ADVANCED LIFE SUPPORT PROVIDERS

1. Establish an IV of Normal Saline KVO or Saline Lock.

U ALS providers can initiate 10 access if the patient is unstable.
2. Provide continuous EKG monitoring.

3. Obtainl 2 | e a d pr&tke@rbent and post-treatment if time and
patient condition permits.

4.1 f the patient has a GCS 014 or the patie
unstable, proceed immediately to a sedation option if time and patient
condition permits.

i Midazolam (Versed):

Pediatric
2-5 mg IV//IN, up to a maximum 0.1 mg/kg IV//IN, up to a
dose of 5 mg. maximum single dose of 5 mg.

5. Perform Synchronized Cardioversion for patients that are unstable:
Adult Pediatric

100 J, 120 J, 150 J and 200J. | 0.5J/kg, 1 J/kg and 2 J/kg.

6. If the rhythm converts to a non-lethal rhythm, monitor the patients EKG
and vital signs.

7. If the patient is in a narrow complex tachycardia without evidence of A-Fib
| A-Flutter and is hemodynamically stable without critical signs and
symptoms attempt vagal maneuvers first.
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8. Administer Adenosine in the absence of atrial fibrillation, atrial flutter or
multifocal atrial tachycardia (MAT).

Pediatric

Contact Medical Control.

U Withhold Adenosine if the patient has a history of Wolff Parkinson
White Syndrome (WPW) or if delta waves are present.

9. If refractory, administer Diltiazem (Cardiazem)

Pediatric

Contact Medical Control.

10.If the patient begins to deteriorate or exhibit signs of rate related
cardiovascular compromise, revert to Synchronized Cardioversion.

MEDICAL CONTROL OPTIONS

1. Contact Medical Control for further orders when necessary.
2. Contact Medical Control if WPW is suspected.
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This protocolguideline applies to patients who have a return of spontaneous
circulation (ROSC) after cardiac arrest.

ALL PROVIDER LEVELS

1. Perform an accurate patient assessment.

2. Administer supplemental Oxygen maintaining a SpO, >96%. If respiratory
effort is inadequate provide ventilatory assistance with a BVM and 100%
Oxygen.

ADVANCED LIFE SUPPORT PROVIDERS

1. Initiate advanced airway management if the airway cannot be managed
properly utilizing BLS airway maintenance.

U ALS providers should utilize advanced airway management with ET
intubation and attach ETCO, device, maintaining a level of 35-45
mmHg.

2. Establish an IV of Normal Saline if not previously performed and provide
Normal Saline Boluses:

______Adult . Pediatic_______
250 ml as needed to maintain or | 20 ml/kg as needed to maintain

restore perfusion. Maximum or restore perfusion. Maximum
total of 2000 ml. of 3 boluses.

3. Provide continuous EKG monitoring.
4. Obtain a 12 lead EKG if time and patient condition permits.

5. If the patient was resuscitated during an episode of VF/VT without
profound bradycardia or high-grade heart block (2" degree Type Il or 3"
degree) :

U Without previously receiving anti-arrhythmic medications administer
Amiodarone:

Adult Pediatric
150mg IV/10. 5mg/kg IV/IO (max 150mg)

U Establish an Amiodarone infusion:

Pediatric
Medical Control Option. Medical Control Option.
Effective Date: Revision Number: NA
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6. If the patient was resuscitated from any other rhythm and returns to a
rhythm displaying bradycardia with hypotension:

U Administer Normal Saline boluses, reassess rate and blood pressure.

Pediatric

20 ml/kg as needed to maintain

or restore perfusion. Maximum
of 3 boluses.

7. If bradycardia still does not resolve, administer the following medications:

Pediatric
Epinephrine 1:10,000 0.01
mg/kg IV/IO. If bradycardia is
due to increased vagal tone or
primary AV block administer
Atropine 0.02 mg/kg IV/10.
Minimum dose of 0.1 mg and a
maximum dose of 0.5 mg in a
child and 1 mg in an adolescent.

8. If no change after medication administration, proceed immediately to
Transcutaneous Pacing (TCP):

Pediatric

Rate 100, 5 mA. Increase at 5
mA increments until capture is
obtained.

MEDICAL CONTROL OPTIONS

1. Dopamine infusion 5-20 mcg/kg/min for persistent hypoperfusion after
sufficient volume replacement.

2. Medical Control may ask to initiate the therapeutic hypothermia
protocolguideline.
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This protocolguideline applies to patients experiencing bradycardia for their
specific age group with signs and symptoms of hypoperfusion and/or
hypoventilation.

ALL PROVIDER LEVELS

1. Perform an accurate patient assessment.
2. Administer supplemental Oxygen maintaining a SpO; >96%.

3. For patients <12 months of age with signs and symptoms of hypoperfusion
and a heart rate of <60 beats per minute: Initiate chest compressions after
2 minutes of aggressive oxygenation / ventilation.

ADVANCED LIFE SUPPORT PROVIDERS

1. Establish an IV of Normal Saline KVO or Saline Lock.
U ALS providers can initiate 10 access if the patient is unstable.

2. If the patient presents with signs and symptoms of hypoperfusion
administer Normal Saline Boluses:

Pediatric

20 ml/kg as needed to maintain

or restore perfusion. Maximum
of 3 boluses.

3. Provide continuous EKG monitoring.

4. Obtainl 2 | e a d pr&tke@roent and post-treatment if time and
patient condition permits.

5. If the patient is symptomatic without high-degree heart block (2™ degree
Type Il or 3" degree) administer:

Pediatric
Epinephrine 1:10,000 0.01
mg/kg IV/IO. If bradycardia is
due to increased vagal tone or
primary AV block administer
Atropine 0.02 mg/kg IV/10.
Minimum dose of 0.1 mg and a
maximum dose of 0.5 mg in a
child and 1 mg in an adolescent.

6. If the patient remains symptomatic, consider a sedation option if time and
patient condition permits.
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a. Midazolam (Versed):

Pediatric

0.1 mg/kg IV/IO/IN, up to a
maximum single dose of 5 mg.

7. Initiate Transcutaneous Pacing (TCP):

Pediatric

Rate 100, 5 mA. Increase at 5

mA increments until capture is
obtained.

8. If the patient is symptomatic with a high-degree heart block (2™ degree
Type Il or 3" degree), proceed immediately to Transcutaneous Pacing
(TCP) #5.

MEDICAL CONTROL OPTIONS

1. Dopamine infusion 5-20 mcg/kg/min for persistent hypoperfusion and/or
bradycardia.

2. Epinephrine infusion for persistent hypoperfusion and/or bradycardia.

Pediatric

0.1-1 mcg/kg/min.

3. Contact Medical Control for further orders when necessary.
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San Juan County ACUTE PULMONARY EDEMA
EMS Guidelines CHE
Cardiac Emergencies

This protocolguideline applies to patients experiencing pulmonary edema
secondary to congestive heart failure (CHF). The goal is to ultimately reduce the
preload and after-load pressures of the myocardium. In pediatric patients,
congenital heart defects are generally the culprit of CHF. Contact medical control
before any treatment regiment is rendered to pediatric patients.

ALL PROVIDER LEVELS

1. Perform an accurate patient assessment.

2. Administer supplemental Oxygen maintaining a SpO, >96%. If respiratory
effort is inadequate provide ventilatory assistance with a BVM and 100%
Oxygen.

3. Place the patient in a position of comfort.

ADVANCED LIFE SUPPORT PROVIDERS

1. If the patient is conscious and in moderate to severe respiratory distress
with adequate respiratory effort, apply Continuous Positive Airway
Pressure Device (CPAP) and titrate to a pressure of:

Pediatric

10 cmH,0. Medical Direction required.

2. Establish an IV of Normal Saline KVVO or Saline Lock.

3. Administer Nitroglycerini f t he systolic blood pressur
(One time only for EMT-A).

Pediatric

Not indicated under these
guidelines.

4. Provide continuous EKG and ETCO,; monitoring.

0.4 mg SL.

5. Obtain a 12 lead EKG if time and patient condition permits. If myocardial
injury is suspected because of ST elevation demonstrated in two or more
contiguous leads, transport the patient to the nearest cardiac
interventional facility.
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6. Administer Nitroglycerin:

Pediatric

Not indicated under these
guidelines.

7. Apply Nitroglycerin paste:

Pediatric

Not indicated under these
guidelines.

ACautiono Withhold Nitroglyceriin and cons
U The patient has a systolic blood pressure <100 mm/Hg.
a

The patient has taken erectile dysfunction medications within the
past 24 hours (Viagra, Cialis, or Levitra).

9. Administer Furosemide (Lasix):

Pediatric

Contact Medical Control.

U Inthe event that a patient suffers from chronic renal failure and
does not produce urine, omit Lasix administration and provide
aggressive medication therapy directed toward vascular dilatation
such as Nitroglycerin (Adult Only) and Morphine.

10. Administer Morphine Sulfate:

Pediatric

Contact Medical Control.

Revision Number: NA
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11.In instances where bronchospasm is present with wheezing, administer
Albuterol 2.5 mg via nebulizer.

MEDICAL CONTROL OPTIONS

1. Dopamine infusion 5-20 mcg/kg/min for persistent hypoperfusion.
2. Contact Medical Control for further orders when necessary.
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San Juan County THERAPEUTIC HYPOTHERMIA
EMS Guidelines AFTER CARDIAC ARREST
Respiratory Emergencies

The survivor of pre-hospital cardiac arrest with VF or pulseless VT is the most
appropriate candidate for therapeutic hypothermia; other cardiac arrest rhythms,
including PEA, asystole, and survivors of inpatient (clinic) cardiac arrest, can be
considered for therapeutic hypothermia.
Inclusion Criteriai Those patients who MAY benefit from this treatment:
1. Cardiac arrest with return of spontaneous circulation (ROSC).

U Cardiac arrest is defined as absence of pulses requiring chest

compressions.

2. Initial arrest rhythm involving VF or pulseless VT; PEA and asystole can be
considered.

3. Patients aged >18 years. Women of childbearing age (18-50 years) should not
be pregnant.

4. Unresponsive after ROSC
U Unresponsive is defined as total GCS < 10 or motor score < 4 if intubated.
Does not follow verbal commands.

5. Endotracheal intubation with mechanical ventilation and ETCO2 reading > 20
mmHg

6. SBP O 90 either spontaneously or with f1lu
7.Knownt i me of cardiac arrest (excludes Afound
unknown duration). Importantly, no limit on duration of resuscitation for pulseless

state is suggested; an arrest time, however, of less than 30 minutes is most

desirable.

8. Core temperature > 34 °C at time of initiating protocolguideline

Exclusion Criteriai Those patients who should NOT receive this treatment:

1. Any other reason for coma (e.g., drug overdose, sepsis, head trauma, stroke,
overt status epilepticus).

2. Pregnancy
3. Temperature of <30 C after cardiac arrest
4. Unstable blood pressure or rhythm unresponsive to therapy

5. Known, pre-existing coagulopathy or active bleeding
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6. A known terminal illness preceding the arrest

7. Do not resuscitate (DNR) code status and patient not intubated as part of
resuscitation efforts

8. Known primary respiratory arrest event

9. Pulmonary edema

ADVANCED LIFE SUPPORT PROVIDERS

(Refer to Therapeutic Hypothermia Field Guide in Appendix)
1. Document Post-resuscitation Neurologic Status prior to the initiation of
patient cooling

2. Assess Patient for Comfort: Consider the administration of a narcotic
analgesic. (Call Medical Control)

3. Assess Patient for Agitation: Consider the administration of a sedative agent
(Call Medical Control)

4. Consider Chemical Paralysis: Once sedation has been achieved, consider
the administration of a paralytic agent. The administration of a paralytic agent is
not necessary in all instances of therapeutic hypothermia and is considered for
the patient with excessive movement and / or shivering. (Call Medical Control)
Vecuronium 0.1mg/kg to max of 10 mg

5. Cooling Method: Choose and apply the most clinically appropriate method(s)
depending upon the patient scenario (ice packs, cooling blankets, chilled 1V fluid
therapy).

U To expedite the cooling process, infuse 30cc/kg of cold 0.9% normal
saline up to 2 liters rapidly through either IV or IO route -- Place ice
packs to the axilla, neck, torso, groin, and limbs.

6. Maintain MAP > 90-100mmHg: Dopamine 10-20 mcg/kg/min for MAP 90-
100

7. Cessation of Hypothermia: Patients with suspected sepsis or other
significant infectious event, or who develop hemodynamic or cardiac electrical
instability should be withdrawn from the cooling protocolguideline. Other clinical
events can warrant cessation of therapeutic hypothermia.
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MEDICAL CONTROL OPTIONS

1. Contact Medical Control for further orders when necessary.
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San Juan County AIRWAY OBSTRUCTION
EMS Guidelines
Respiratory Emergencies

This protocolguideline applies to patients with a suspected or actual foreign body
airway obstruction or airway obstructions due to trauma, burns, or severe
anaphylactic reactions. Do not delay transport for patients that are unconscious
with a complete airway obstruction. Perform BLS and/or ALS skills en route to
the medical facility.

ALL PROVIDER LEVELS

1. Perform an accurate patient assessment.

2. If the patient is experiencing an incomplete / partial airway obstruction,
encourage the patient to cough in an attempt to relieve the obstruction.

3. If the patient in conscious and the airway is completely obstructed due to a
foreign body, perform BLS obstructed airway techniques until the
obstruction is relieved or the patient goes unconscious.

4. If the patient is unconscious, perform BLS obstructed airway techniques
while utilizing BVM and 100% oxygen ( O15 | pm) .

5. Provide immediate transportation to the nearest appropriate medical
facility if the foreign body obstruction is not relieved or closed due to
trauma or severe anaphylaxis. Monitor the patient for cardiac arrest.

ADVANCED LIFE SUPPORT PROVIDERS

1. If the patients airway is still obstructed due to a foreign body and is
unconscious, perform the following advanced airway techniques in order:

U Perform Direct Laryngoscopy and remove any foreign body
obstruction seen with Magill forceps if possible.

U Perform Endotracheal Intubation and attempt to push the obstruction
into one of the main stem bronchus so that ventilation and oxygenation
could occur through one lung if a foreign body is present.

U Perform an emergent Surgical Cricothyroidotomy. This is the last
resort when a foreign body airway obstruction is present.

2. If the patients airway is obstructed due to trauma, burns, or severe
anaphylaxis:

U Perform an emergent Surgical Cricothyroidotomy.

1. Contact Medical Control for further orders when necessary.
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EMS Guidelines ASTHMA / COPD
Respiratory Emergencies

This protocolguideline applies to patients experiencing respiratory distress
associated with Asthma or COPD.

ALL PROVIDER LEVELS

1. Perform an accurate patient assessment.
2. Administer supplemental Oxygen maintaining a SpO, >96%.

U For patients with a history of COPD, administer the patients prescribed
dose of Oxygen. If severe distress is present, administer 100%
supplemental Oxygen.

3. Place the patient in a position of comfort.

ADVANCED LIFE SUPPORT PROVIDERS

1. Establish an IV of Normal Saline KVO or Saline Lock for patients that are
experiencing significant respiratory distress and those with a significant
cardiac history.

2. If the patient presents with respiratory distress with suspected

bronchospasm / wheezing, administer a combination of Albuterol and
Ipratropium Bromide (Atrovent) via nebulizer_one time only for pre-

hospital care.

Pediatric
Albuterol 2.5 mg and Atrovent
500 mcg. Pat i-2eyrst 0
administer Atrovent 250 mcg.

Albuterol 2.5 mg and Atrovent
500 mcg.

i EMT-A providers can administer one additional Albuterol 2.5 mg via

nebulizer i f the patientds symptoms ar e

3. If the patient with a history of asthma, without a significant cardiac history
(MI, etc.) still presents with respiratory distress and is in extremis,
administer Epinephrine:

Pediatric
BLS: Epinephrine 1:1,000 BLS: Epinephrine 1:1,000
0.3 mg IM 0.15mgIM O3 vyr s.
ALS: Epinephrine 1:1,000 0.3- | ALS: Epinephrine 1:1,000 0.01
0.5 mg SQ. mg/kg SQ.

4. Provide continuous EKG and ETCO, monitoring.
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5. Providers may repeat Albuterol 2.5 mg via nebulizer to a total of 3 doses
or 7.5 mg. Reassess and determine the need for additional administration.

6. For COPD patients experiencing significant respiratory distress, consider
Continuous Positive Airway Pressure Device (CPAP) and titrate to a
pressure of 5 cmH,O with an in-line nebulizer.

U Some COPD patients have lung problems that may be worsened by
CPAP. If the patient worsens on CPAP, it must be removed
immediately.

7. Consider administration of Methylprednisolone (Solu-Medrol):

Pediatric

2 mg/kg IV/IM, up to a
maximum single dose of 80 mg.

125 mg IV/IM.

8. Consider a Normal Saline Bolus for patients that require hydration
without signs of pulmonary edema.

Adult Pediatric
250 ml. 20 ml/kg.

MEDICAL CONTROL OPTIONS

1. Consider administration of Magnesium Sulfate:

Pediatric

2 gm slow IV Infusion. Mix 2
gm in 100 ml of Normal Saline.
Utilize a 10 gtts set and run at
50 gtts/min over 20 minutes.

25-50 mg/kg IV over 20
minutes, up to a maximum
single dose of 2 gm.

2. Consider additional or continuous doses of Albuterol as needed.
3. Contact Medical Control for further orders when necessary.
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San Juan County CROUP
EMS Guidelines UPPER AIRWAY
Respiratory Emergencies COMPROMISE

This guideline applies to pediatric patients that present with a loud cough that

mi mics the fAbark of a seal 6, respiratory
inspiration. The major concern of this illness is the possibility of airway

obstruction.

ALL PROVIDER LEVELS

1. Perform an accurate patient assessment.

2. Administer supplemental Oxygen maintaining a SpO, >96%. If respiratory
effort is inadequate provide ventilatory assistance with a BVM and 100%
Oxygen.

0 Humidified blow-by oxygen in a position of comfort will be first option
for transport.

3. Move the patient to a cool environment.

ADVANCED LIFE SUPPORT PROVIDERS

1. Consider establishing an IV of Normal Saline KVO or Saline Lock.

2. If the patient presents with respiratory distress with clinical evidence of
croup, administer Normal Saline 3 ml via Nebulizer. Repeat 2 additional
times as necessary if the patient improves with the initial administration

3. Provide continuous EKG and ETCO; monitoring.

4. If the patient is unconscious or impending respiratory failure, administer
Epinephrine 1:1000 0.01 mg/kg SQ.

5. If no improvement after nebulized saline, administer Epinephrine 1:1000
0.5 ml (diluted in 3 ml Normal Saline) via Nebulizer.

6. Consider Albuterol 2.5 mg via nebulizer to a total of 3 doses or 7.5 mg
for evidence of lower airway bronchoconstriction. Reassess and determine
the need for additional administration.

MEDICAL CONTROL OPTIONS

1. Contact Medical Control for further orders when necessary.
2. Decadron 0.6mg/kg IM
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EMS Guidelines FAILURE
Respiratory Emergencies

This guideline applies to patients who exhibit signs and symptoms of respiratory
failure with impending or actual respiratory arrest.

ALL PROVIDER LEVELS

1.

Perform an accurate patient assessment.

Administer supplemental Oxygen maintaining a SpO, >96%. If respiratory
effort is inadequate provide ventilatory assistance with a BVM and 100%
Oxygen.

ADVANCED LIFE SUPPORT PROVIDERS

Initiate advanced airway management if the airway cannot be managed
properly utilizing BLS airway maintenance.

U ALS providers should utilize advanced airway management with ET
intubation and attach ETCO, device, maintaining a level of 35-45
mmHg.

Establish an IV of Normal Saline KVVO or Saline Lock.

If a narcotic (opiate) overdose is suspected, administer Naloxone
(Narcan):

Pediatric

2 mg IV/IN or IM. If no response
from the initial dosage within 5
minutes, administer an
additional dose of Narcan 2 mg
IV/IN or IM.

0.1 ml/kg IV/IN or IM, up to a
maximum single dose of 2 mg.

4. Provide continuous EKG and ETCO,; monitoring.

If the patient presents with respiratory distress and is in extremis with a
GCS of <9 without suspected head injury, consider the following sedation
option and attempt Orotracheal or Nasotracheal Intubation (Adults
Only).

U Midazolam (Versed) 2-5 mg IV/IO/IN, up to a maximum of 10 mg.

Contact Medical Control for further orders when necessary.
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San Juan County ABDOMINAL PAIN
EMS Guidelines (NON-TRAUMATIC)
Medical Emergencies

This guideline applies to patients who are experiencing abdominal pain. There
are many causes of abdominal pain and vomiting, some of which are life
threatening. See Abdominal Pain Differential sheet. Obtain thorough history to
identify the cause:
U Gl or urinary tract (kidney stone)
Gl bleeding
Referred Cardiac pain
Aortic aneurysm or rupture
Possible Pregnancy / Ectopic
Recent trauma / surgery
Pain associated with passing blood, syncope, and diaphoresis

ALL PROVIDER LEVELS

1. Perform an accurate patient assessment.

et enci et B e g en i e

2. Administer supplemental Oxygen maintaining a SpO, >96%, as needed.
3. Place the patient in a position of comfort.

ADVANCED LIFE SUPPORT PROVIDERS
1. Establish an IV of Normal Saline K\VO or Saline Lock.

2. If the patient presents with signs and symptoms of hypoperfusion
administer Normal Saline Boluses:

Pediatric

250 ml as needed to maintain or | 20 ml/kg as needed to maintain

restore perfusion. Maximum or restore perfusion. Maximum
total of 2000 ml. of 3 boluses.

3. For nausea / vomiting consider Ondansetron (Zofran):

Pediatric

4 mg IV, over 30 seconds. Contact Medical Control.

1. Contact Medical Control for pain management as needed.
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San Juan County ALTERED MENTAL STATUS
EMS Guidelines SYNCOPE / UNCONSCIOUS
Medical Emergencies NON-TRAUMATIC

This guideline applies to patients that present with altered mental status, syncope
or unconsciousness that is non-traumatic.

ALL PROVIDER LEVELS

1. Perform an accurate patient assessment and rule out trauma as a
suspected etiology. If stroke is suspected, proceed to Brain Attack / CVA
ProtocolGuideline.

2. Administer supplemental Oxygen maintaining a SpO, >96%. If respiratory
effort is inadequate provide ventilatory assistance with a BVM and 100%
Oxygen.

3. Place the patient in a position of comfort if possible.

4.1 f the patient is 012 years of age

and displays signs / symptoms of hypoglycemia, administer Oral Glucose
24 gm PO if the patient is conscious enough to swallow.

ADVANCED LIFE SUPPORT PROVIDERS

1. Initiate advanced airway management if the airway cannot be managed
properly utilizing BLS airway maintenance.

U ALS providers should utilize advanced airway management with ET
intubation and attach ETCO, device, maintaining a level of 35-45
mmHg.

2. Establish an IV Normal Saline KVO or Saline Lock, and ensure that a
blood glucose reading is obtained.

3. If the patient presents with signs and symptoms of hypoperfusion
administer Normal Saline Boluses:

Pediatric

250 ml as needed to maintain or | 20 ml/kg as needed to maintain

restore perfusion. Maximum or restore perfusion. Maximum
total of 2000 ml. of 3 boluses.

4. If a narcotic (opiate) overdose is suspected, administer Naloxone
(Narcan):

Pediatric

2 mg IV/IN or IM. If no response
from the initial dosage within 5
minutes, administer an
additional dose of Narcan 2 mg
IV/IN or IM.

0.1 ml/kg IV/IN or IM, up to a
maximum single dose of 2 mg.
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San Juan County ALTERED MENTAL STATUS

EMS Guidelines SYNCOPE / UNCONSCIOUS
Medical Emergencies NON-TRAUMATIC
5.1 f the patientodos blood glucose |l evel 1 s <

enough to swallow, administer Dextrose 50% 25 gm IV (Adults Only):

6. For patients with suspected malnutrition or chronic alcoholism, consider
administration of Thiamine:

Pediatric

Not indicated under these
guidelines.

100 mg IV or IM.

7. If IV access is unobtainable, administer Glucagon:

Pediatric Pediatric

(025 kg (<25 kg)
1 mg IN/IM. 1 mg IN/IM. 0.5 mg IM.

U Use caution when administering Dextrose to patients that are
suffering from hypoglycemia with signs / symptoms of CVA or
head injury, because of the potential to increase cerebral edema.
Contact medical control for direction.

8.1 f the patientds bl ood -diabetieq or>408 O3 00 mg/ d
mg/dl in the adult diabetic patient with symptoms, administer a Normal
Saline bolus of 500 ml, followed by a drip of 100 ml/hr.

9. After successful treatment of a diabetic emergency (hypoglycemia), the
patient may refuse further treatment or transport if all of the following
criteria are met:

U Patientis >17 years of age with a GCS 15.

U After a repeated physical assessment, t
within an acceptable range (>70 mg/dl).

U Have no other signs and symptoms of illness (i.e. chest pain).

U Patient must be observed to eat without vomiting by a responsible
adult.

U Patient must not be driving a vehicle or operating machinery.

10.Provide continuous EKG monitoring. Treat life threatening dysrhythmias

as indicated.
If the event is suspected cardiac related, obtain1 2 | ea dpr& KGO s
treatment and post-treatment if possible.
12l denti fy and treat the following contri but
Causes Treatment
Hypovolemia.........ccccccoviiiiiiii. Normal Saline Boluses IV/IO.
[ 1/ 00 ) (- P Ventilate with 100% Oxygen.
Effective Date: Revision Number: NA
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San Juan County ALTERED MENTAL STATUS

EMS Guidelines SYNCOPE / UNCONSCIOUS
Medical Emergencies NON-TRAUMATIC
Hyperkalemia (dialysis patient).......... Sodium Bicarbonate and Calcium

Chloride. After administration of either
medication ensure that the IV line is
completely flushed. Medical Control.

Hypoglycemia............ccoovvvvviiiiicennnnn. Dextrose IV/IO.

Hypothermia.........cccccviiiiii Remove clothing with gradual re-
warming. Handle patient gently.

Hydrogen lon (acidosis)..................... Normal Saline IV/IO Boluses. Sodium
Bicarbonate IV/IO.

Tension Pneumothorax ..................... Needle Thoracostomy.

Cardiac Tamponade...............ccceeees Normal Saline IV/IO Boluses and rapid
transport. In-hospital pericardiocentesis.

Thrombosis.........ccccccveeiiieieeie, In-hospital fibrinolysis.

TraumM@ .....ooeeeeeeeeeeeei e Provide treatment per trauma
guidelines.

TOXINS e Sodium Bicarbonate for tricyclic.

Calcium Chloride for calcium channel
blockers. Glucagon for beta blockers.
Medical Control Required.

131 f the patientds bl ood glucose |l evel 1is
swallow, administer Dextrose:

Adult Pediatric
(>12 yrs) <70 (1 mo.-12 yrs)<60
mg/dl mg/d|

50% 25 gm V. 25% 2 ml/kg IV. 10% 5 ml/kg IV.

Neonate
(<1 mo.)<45 mg/dl

Dextrose Dilution Procedures

D,sW - Waste 25 ml DsgW. Use pre-filled syringe (with remaining 25 ml) to
withdraw 25 ml of NS from IV bag. Gently agitate syringe to mix solution.

D;oW - Waste 40 ml DsgW. Use pre-filled syringe (with remaining 10 ml) to
withdraw 40 ml of NS from IV baa. Gentlv aaitate svrinae to mix solution.

1. Contact Medical Control for further orders as necessary.
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San Juan County ANAPHYLAXIS
EMS Guidelines ALLERGIC REACTION
Medical Emergencies

The guideline applies to patients suffering from anaphylaxis as a result of an
allergic reaction to a known or unknown allergen. It is imperative that when
looking for signs and symptoms be cognizant that 10-20% of all anaphylaxis
cases will not present with hives or other skin manifestations. Signs and
symptoms of anaphylaxis / allergic reaction may include oral manifestations such
as; itching of the lips, tongue and palate; edema of the lips and tongue or a
metallic taste in the mouth. Skin related manifestations may include flushing,
itching, hives, swelling or rash.

ALL PROVIDER LEVELS

1. Perform an accurate patient assessment and determine a suspected
cause of the reaction.

2. Administer supplemental Oxygen maintaining a SpO, >96%. If respiratory
effort is inadequate provide ventilatory assistance with a BVM and 100%
Oxygen.

3. Place the patient in a position of comfort. If signs of hypoperfusion exist,
place the patient in the shock position if possible.

4. If patient presents with a severe anaphylactic reaction with associated
hypoperfusion and/or respiratory distress, proceed to the following
treatment regiment:

U BLS providers, administer /Intramuscular injection
Adult Pediatric
0.3 mg IM. 0.15mgIMO3 yr s

0 ALS providers can administer Epinephrine. May be repeated once in
5 minutes if there is no improvement:

Pediatric
Epinephrine 1:1,000 0.01
Epinephrine 1:1,000 0.3 - 0.5 mg/kg IM up to a maximum
mg IM or Epinephrine 1:10,000 single dose of 0.3 mg or
0.5 mg IVIIO/ET. Epinephrine 1:10,000 0.01
mg/kg IV/IO/ET.
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ADVANCED LIFE SUPPORT PROVIDERS

1. Initiate advanced airway management if the airway cannot be managed
properly utilizing BLS airway maintenance.

U ALS providers should utilize advanced airway management with ET
intubation and attach ETCO, device, maintaining a level of 35-45
mmHg. If ET intubation cannot be accomplished due to a completely
obstructed airway, perform an emergent Cricothyroidotomy.

2. Establish an IV Normal Saline KVO.

3. If the patient presents with signs and symptoms of hypoperfusion
administer Normal Saline Boluses:

Pediatric

250 ml as needed to maintain or | 20 ml/kg as needed to maintain

restore perfusion. Maximum or restore perfusion. Maximum
total of 2000 ml. of 3 boluses.

4. If the patient presents with respiratory distress with suspected
bronchospasm / wheezing, administer a combination of Albuterol and
Ipratropium Bromide (Atrovent) via nebulizer_one time only for pre-

hospital care.

Pediatric

Albuterol 2.5 mg and Atrovent
500 mcg. Pat i-2eyrst 0
administer Atrovent 250 mcg.

Albuterol 2.5 mg and
(Atrovent) 500 mcg.

U EMT-A providers can administer one additional Albuterol 2.5 mg via
nebulizer if bronchospasm is still present.

U ALS providers may repeat Albuterol 2.5 mg via nebulizer to a total of
3 doses or 7.5 mg, if bronchospasm is still present.
5. Provide continuous EKG monitoring.

6. Administer Diphenhydramine (Benadryl) to patients suffering from mild
to severe allergic / anaphylactic reactions:
Pediatric

1 mg/kg IV/IM, up to a
maximum single dose of 50 mg.

25-50 mg IV/IM.
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7. For patients who present with signs and symptoms of a Dystonic

(Extrapyramidal) reaction, administer Diphenhydramine (Benadryl) to
relieve the patientds discomfort:

Pediatric
1 mg/kg IV/IM, up to a

50 mg IV/IM. maximum single dose of 50 mg.

8. Administer Methylprednisone (Solu-Medrol) if the patient exhibits with
skin manifestations and/or bronchospasm:

Pediatric

2 mg/kg IV/IM, up to a
maximum single dose of 80 mg.

MEDICAL CONTROL OPTIONS

1. Dopamine infusion 5-20 mcg/kg/min for persistent hypoperfusion.

125 mg IV/IM.

2. Epinephrine infusion for persistent symptoms or hypoperfusion.
Adult Pediatric
2-10 mcg/min. 0.1-1 mcg/kg/min.

3. Cetirizine (Zertec) Non-sedating antihistamine option for mild to moderate
allergic reaction.

Adult Pediatric
10mg oral 5mg oral

4. Famotidine (Pepcid) Histamine Type 2 blocker for moderate to severe
allergic reaction

Adult Pediatric
20mg oral NA

5. Contact Medical Control for additional doses of Epinephrine, Albuterol or
for further orders when necessary
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San Juan County BRAIN ATTACK
EMS Guidelines CVA
Medical Emergencies

This guideline applies to adult patients exhibiting signs and symptoms of a
cerebral vascular accident or bleed. It is very difficult in some patients to
determine the time of onset of the new symptoms, but try to establish the time
interval of the new deficit. Treatment for strokes is time dependent, and will be
carried out at a verified stroke center. In many cases, it will be up to the hospital
providers to determine more precisely when the patient had first onset of new
symptoms. FEMS providers should provide and document any information they
have.

ALL PROVIDER LEVELS

1. Perform an accurate patient assessment to include the Pre-hospital Stroke
Screen.

Pre-hospital Stroke Screen

Obtain history from the patient, family members, or other

persons who are present on the scene.

i Date and time at baseline or symptom-free and awake.

Age 0O18.

Symptom duration 024 hours.

Blood glucose is between 70 and 400 mg/dl.

Patient has one or more of the following abnormalities.
o Facial weakness or droop on left or right side.
o0 Arm weakness (drifts or falls) on left or right side.
0 Leg weakness on left or right side.

Patient has unilateral weakness.

i Reassess patient every 5 minutes.

cC:

Administer supplemental Oxygen maintaining a SpO, >96%.
Place the patient in a position of comfort.
Complete Brain Attack Alert Form (See Appendix)

a bk~ w0 DN

Transport to a verified stroke center. The current hospitals in San Juan
County identified as designated stroke centers are St. Joseph Hospital
Bellingham, Swedish Hospital, Harborview Medical Center.

6. Pre-notify the medical facility and be sure to include vital signs and
suspected time of onset of symptoms to allow activation of the stroke
team.
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ADVANCED LIFE SUPPORT PROVIDERS

1. Establish an IV of Normal Saline KVO or Saline Lock and ensure that a
blood glucose reading is obtained.

2. Do not attempt to administer glucose preparations to patients unless their
blood glucose is <70 mg/dl. If the blood glucose level is <70 mg/dI,
administer Oral Glucose, Dextrose IV or Glucagon IM/IN per guideline.

3. Provide continuous EKG monitoring.

4. Do not attempt to lower the blood pressure in the hypertensive patient or
increaset he heart rate of the patient 1 n brad

5. For nausea / vomiting consider Ondansetron (Zofran) 4 mg IV.

1. Contact Medical Control for further orders when necessary.
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San Juan County HYPERTENSIVE
EMS Guidelines CRISIS
Medical Emergencies

This guideline applies to adult patients experiencing an isolated hypertension
emergency without signs and symptoms of CVA (Stroke).

ALL PROVIDER LEVELS

1. Perform an accurate patient assessment.

2. If signs / symptoms of CVA are present, refer to the Brain Attack / CVA
guideline.

3. Administer supplemental Oxygen maintaining a SpO, >96%.
4. Place the patient in a position of comfort.

ADVANCED LIFE SUPPORT PROVIDERS

1. Establish an IV Normal Saline KVVO or Saline Lock.
2. Provide continuous EKG monitoring.

3. Consider Nitroglycerin 0.4 mg SL once every 5 minutes up to 1.2 mg if

the patient 6s 2200 ds ypsrteoslsiucr eanidandr O120 d
the patient is exhibiting signs / symptoms of an acute hypertensive
emergency such as a headache OR if the blood pressureis©2 30 systol i c
and/orO1 30 d i withautesignis £symptoms of an acute hypertensive
emergency.

4. ACautiono Withhold Nitroglyceriin and con:

U The patient has taken erectile dysfunction medications within the
past 24 hours (Viagra, Cialis, or Levitra).

MEDICAL CONTROL OPTIONS

1. ConsiderNi t r ogl yc er ifor pePsstent sympbmsbatier 2 doses
(0.8 mg) of Nitroglycerin has been previously administered.

2. Consider labetolol after consulting Medical Control.
3. Contact Medical Control for further orders when necessary.
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San Juan County HYPOPERFUSION
EMS Guidelines NON-TRAUMATIC
Medical Emergencies

This guideline applies to patients exhibiting signs and symptoms of
hypoperfusion that is non-traumatic in nature.

ALL PROVIDER LEVELS

1. Perform an accurate patient assessment.

2. Administer supplemental Oxygen maintaining a SpO, >96%. If respiratory
effort is inadequate provide ventilatory assistance with a BVM and 100%
Oxygen.

3. Place the patient in the shock position unless respiratory distress is
present; then the preferred method shall be the position of comfort.

ADVANCED LIFE SUPPORT PROVIDERS

1. Initiate advanced airway management if the airway cannot be managed
properly utilizing BLS airway maintenance.

U ALS providers should utilize advanced airway management with ET
intubation and attach ETCO, device, maintaining a level of 35-45
mmHg.

2. Establish an IV of Normal Saline KVO.
U ALS providers can perform 10 access for unstable patients.

3. If the patient presents with signs and symptoms of hypoperfusion
administer Normal Saline Boluses:

Pediatric

250 ml as needed to maintain or | 20 ml/kg as needed to maintain

restore perfusion. Maximum or restore perfusion. Maximum
total of 2000 ml. of 3 boluses.

4. Provide continuous EKG and ETCO; monitoring.

5. Obtain a 12 lead EKG if time and patient condition permits. If an acute
coronary syndrome is confirmed, revert to the Acute Coronary Syndrome
(ACS) protocolguideline.
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MEDICAL CONTROL OPTIONS

1. Dopamine infusion 5-20 mcg/kg/min for persistent hypoperfusion after
sufficient volume replacement.

2. Epinephrine infusion for persistent hypoperfusion.

Pediatric

0.1-1 mcg/kg/min.

3. Contact Medical Control for further orders when necessary.
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San Juan County PAIN MANAGEMENT
EMS Guidelines
Medical Emergencies

This guideline applies to patients experiencing an acute onset of severe pain.
Patients with head injuries, diminished level of consciousness, respiratory
depression, non-traumatic abdominal pain, multi-system trauma and
hypotension are excluded from this guideline. Providers must use sound
judgment when determining if a patient is indeed a candidate for pain
management. Patients that will likely require pain management will often include
those experiencing a sickle cell crisis, kidney stones, burns and isolated
musculoskeletal injuries. All patients treated under this guideline must be
transported to the hospital/clinic unless medical control releases patient.

ALL PROVIDER LEVELS

1. Perform an accurate patient assessment to include an accurate pain
rating.

Wong/Baker FACES Pain Rating Scale

- - ‘/..l\_‘

o6 @\ (4%
_— AN £\
4 8 10

NO HURT HURTS HURTS HURTS HURTS HURTS
LITTLE BIT  LITTLE MORE EVEMN MORE  WHOLE LOT WORST

Infant Pain Rating Scale

Restful, sleep

Quiet, awake, calm face

Restless, occasional grimace or whimper.

Irritable with intermittent crying and occasional grimace

(easily consolable).

7 - 8 Frequent crying, constant grimace, tense muscles
(difficult to console).

9 - 10 Constant high-pitched cry, thrashing of limbs, constant

grimace (unable to console).

2. Administer oxygen as needed. For sickle cell patients administer 100% via
NRB.

3. Place the patient in a position of comfort.

ADVANCED LIFE SUPPORT PROVIDERS

1. Establish an IV Normal Saline KVVO or Saline Lock.

g wr o
1
oOR~DN
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2. Sickle cell patients experiencing severe pain, administer a Normal Saline
Bolus:

Adult Pediatric
500 ml. 20 ml/kg.

3. Provide ETCO,; monitoring if the patient begins to exhibit any change in
level of consciousness.

4. For pain management associated with kidney stones, severe non-
traumatic back pain or dislocations without any significant trauma,
consider Ketorolac (Toradol):

Pediatric

Not indicated under these
guidelines.

30 mg IV or 60 mg IM.

5. For pain management associated with burns, sickle cell crisis, isolated
fractures or dislocations, consider Dilaudid:

Pediatric
0.01 mg/kg IV. Repeat as
needed until pain is relieved or a
maximum of 0.5 mg is reached.
Contact Medical Control for
patients <5yrs.

1 mg IV. Repeat as needed until
pain is relieved or a maximum of
3 mg is reached.

6. For pain management associated with burns, sickle cell crisis, isolated
fractures or dislocations, consider Morphine Sulfate:

Pediatric
0.1 mg/kg IV. Repeat as
2 mg IV. Repeat as needed until | needed until pain is relieved or a
pain is relieved or a maximum of | maximum of 5 mg is reached.
10 mg is reached. Contact Medical Control for
patients <5yrs.

U If the patient exhibits signs / symptoms of hypoperfusion omit
Morphine Sulfate and Dilaudid. Contact Medical Control.

7. For nausea / vomiting consider Ondansetron (Zofran):

Pediatric

4 mg IV. Contact Medical Control.
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MEDICAL CONTROL OPTIONS

1. Contact Medical Control for further orders when necessary.

2. Fentanyl may be a valuable option for patients in spinal immobilization.
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San Juan County SEIZURES
EMS Guidelines
Medical Emergencies

This guideline applies to patients with unusually prolonged altered mental status
after seizure activity, and patients experiencing multiple or continuous seizure
activity.

ALL PROVIDER LEVELS

1. Perform an accurate patient assessment and protect the patient from
injury.

2. Consider manual stabilization and spinal immobilization if the possibility of
suspected head or c-spine injury exists.

3. Administer supplemental Oxygen maintaining a SpO, >96%. If respiratory
effort is inadequate provide ventilatory assistance with a BVM and 100%
Oxygen.

4.1 f the patient is 012 years of age, with
and displays signs / symptoms of hypoglycemia, administer Oral Glucose
24 gm PO if the patient is conscious enough to swallow.

ADVANCED LIFE SUPPORT PROVIDERS

1. Initiate advanced airway management if the airway cannot be managed
properly utilizing BLS airway maintenance.

U ALS providers should utilize advanced airway management with ET
intubation and attach ETCO, device, maintaining a level of 35-45
mmHg.

2. Establish an IV Normal Saline KVO or Saline Lock, and ensure that a
blood glucose reading is obtained.

3. For patients with suspected malnutrition or chronic alcoholism, consider
Thiamine:

Pediatric

Not indicated under these

100 mg IV or IM. guidelines.

4. 1 f the patientodés blood glucose | evel is
enough to swallow, administer Dextrose 50% 25 gm IV (Adults Only):

U Use caution when administering Dextrose to patients who are
suffering from hypoglycemia with signs / symptoms of CVA or
head injury, because of the potential to increase cerebral edema.
Contact medical control for direction.
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5. If IV/IO access is unobtainable, administer Glucagon:

Adult Pec!iatric Pediatric
(025 kg (<25 kg)

1 mg IM. 1 mg IM. 0.5 mg IM.

6. Provide continuous EKG and ETCO, monitoring.

7.1f the patientds blood glucose |l evel 1is
swallow, administer Dextrose:

Adult Pediatric Neonate
(>12 yrs) <70 (1 mo.-12 yrs)<60 (<1 mo.)<45 mg/dI
mg/dl mg/d|

50% 25 gm V. 25% 2 ml/kg IV. 10% 5 mi/kg IV.

Dextrose Dilution Procedures

D2sW - Waste 25 ml DsgW. Use pre-filled syringe (with remaining 25 ml) to
withdraw 25 ml of NS from IV bag. Gently agitate syringe to mix solution.

D;oW - Waste 40 ml DsgW. Use pre-filled syringe (with remaining 10 ml) to
withdraw 40 ml of NS from IV baa. Gently aaitate svrinae to mix solution.

8. If the patient is experiencing active seizure activity, administer Midazolam
(Versed):

Pediatric

2-5 mg IV/IO/IN or IM,uptoa | 0.1 mg/kg IV/IO/IN or IM, up to
maximum dose of 5 mg. a maximum single dose of 5 mg.

9. If eclampsia is suspected, administer Magnesium Sulfate 4 gm infusion.
Mix 4 gm in 100 ml of Normal Saline. Utilize a 10 gtts set and run at 50
gtts/min over 20 minutes.

MEDICAL CONTROL OPTIONS

1. Consider administration of Sodium Bicarbonate IV/IO for tricyclic
antidepressant overdose, Calcium Chloride IV/IO for calcium channel
blocker overdose or Glucagon IV/IO for beta blocker overdose.

2. Contact Medical Control for further orders when necessary.
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San Juan County DIABETIC EMERGENCIES
EMS Guidelines
Medical Emergencies

This guideline applies to patients with a known or suspected diabetic emergency.

ALL PROVIDER LEVELS

5. Perform an accurate patient assessment and protect the patient from
injury.

6. Consider manual stabilization and spinal immobilization if the possibility of
suspected head or c-spine injury exists.

7. Administer supplemental Oxygen maintaining a SpO, >96%. If respiratory
effort is inadequate provide ventilatory assistance with a BVM and 100%
Oxygen.

8.1 f the patient is 012 years of age, with
and displays signs / symptoms of hypoglycemia, administer Oral Glucose
24 gm PO if the patient is conscious enough to swallow.

ADVANCED LIFE SUPPORT PROVIDERS

6. Initiate advanced airway management if the airway cannot be managed
properly utilizing BLS airway maintenance.

U ALS providers should utilize advanced airway management with ET
intubation and attach ETCO, device, maintaining a level of 35-45
mmHg.

7. Establish an IV Normal Saline KVO or Saline Lock, and ensure that a
blood glucose reading is obtained.
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San Juan County HYPERTHERMIA
EMS Guidelines
Environmental Emergencies

This guideline applies to patients suffering from a suspected heat related
emergency. Hyperthermic reactions generally relate to heat cramps, heat
exhaustion or in severe cases, heat stroke.

ALL PROVIDER LEVELS

1. Perform an accurate patient assessment.

2. If heat exhaustion or cramps are suspected, move the patient to a cool
environment and obtain a temperature.

3. Place the patient in a position of comfort. If signs of hypoperfusion exist,
place the patient in the shock position if possible.

4. Administer supplemental Oxygen maintaining a SpO, >96%. If respiratory
effort is inadequate provide ventilatory assistance with a BVM and 100%
Oxygen.

5. If heat stroke is suspected, initiate immediate aggressive cooling
techniques such as removing as much clothing as possible, cold packs at
the groin, under the axilla and around the neck; covering the patient with a
cool wet sheet and set windows and ventilation system in the EMS unit to
provide mechanical cooling.

ADVANCED LIFE SUPPORT PROVIDERS

1. Establish an IV of Normal Saline KVVO.

2. If the patient presents with signs and symptoms of hypoperfusion,
administer Normal Saline Boluses:

Pediatric

250 ml as needed to maintain or | 20 ml/kg as needed to maintain
restore perfusion. Maximum or restore perfusion. Maximum
total of 2000 ml. of 3 boluses.

3. Provide continuous EKG monitoring. Treat life threatening dysrhythmias
as indicated.

4. If the patient is experiencing active seizure activity, administer Midazolam
(Versed):

Pediatric

2-5 mg IV/IO/IN or IM,uptoa | 0.1 mg/kg IV/IO/IN or IM, up to
maximum dose of 5 mg. a maximum single dose of 5 mg.
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MEDICAL CONTROL OPTIONS

1. Contact Medical Control for further orders when necessary.
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San Juan County HYPOTHERMIA
EMS Guidelines
Environmental Emergencies

This guideline applies to patients suffering from cold-related emergencies such
as mild frostbite to severe hypothermia. Hypothermia is defined as a core
temperature below 95°F. Moderate to severe hypothermia often presents with
altered mental status and occasionally a decreased pulse, respiratory rate and
blood pressure. Patients in cardiac arrest with suspected severe hypothermia
shall not be considered dead until re-warming has been completed at a medical
facility.

ALL PROVIDER LEVELS

1. Perform an accurate patient assessment and handle the patient gently.

2. Remove any wet clothing and cover the patient in blankets to prevent heat
loss.

3. Administer supplemental Oxygen maintaining a SpO, >96%. If respiratory
effort is inadequate provide ventilatory assistance with a BVM and 100%
Oxygen.

4. If the patient is in cardiac arrest, attach AED and analyze the rhythm. If
the AED advises fishock advisedo ensure th
patient and depress the shock button. If no response from the first
defibrillation, defer from further attemp
temperature is increased.

U ALS providers should utilize their manual cardiac monitor /

defibrillator and defibrillatei f t he patient is in a AfAs
Immediately continue CPR post defibrillation.

Adult Pediatric

200 J. 2 J/kg (manual) or AED.

51 f the patient 012 years of 70ang/dandi t h a bl
displays signs / symptoms of hypoglycemia, administer Oral Glucose 24
gm PO if the patient is conscious enough to swallow.

ADVANCED LIFE SUPPORT PROVIDERS

1. Establish an IV of Normal Saline KVVO and infuse warm |V fluids if
possible.

2. If the patient presents with signs and symptoms of hypoperfusion,
administer Normal Saline Boluses:
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Pediatric

20 ml/kg as needed to maintain
or restore perfusion. Maximum
of 3 boluses.

250 ml as needed to maintain or
restore perfusion. Maximum
total of 2000 ml.

3.1 f the patientds blood glucose | evel i s
enough to swallow, administer Dextrose 50% 25 gm IV (Adults Only):

U Use caution when administering Dextrose to patients that are
suffering from hypoglycemia with signs / symptoms of CVA or
head injury, because of the potential to increase cerebral edema.
Contact medical control for direction.

4. Provide continuous EKG monitoring.

5. If the patient is suffering from severe hypothermia (at the hospital, this
patient will likely be found to have a temperature of <86°F or 30°C) and in
cardiac arrest, withhold medication delivery until the patient is re-warmed
in the medical facility.

6. Ift he patientodés blood glucose | evel s |
swallow, administer Dextrose:

Adult Pediatric Neonate
(>12 yrs) <70 (1 mo.-12 yrs)<60 (<1 mo.)<45 mg/dl
mg/dI mg/dI

50% 25 gm V. 25% 2 ml/kg IV. 10% 5 ml/kg IV.

Dextrose Dilution Procedures

D,sW - Waste 25 ml DsgW. Use pre-filled syringe (with remaining 25 ml) to
withdraw 25 ml of NS from IV bag. Gently agitate syringe to mix solution.

D;oW - Waste 40 ml DsgW. Use pre-filled syringe (with remaining 10 ml) to
withdraw 40 ml of NS from IV bag. Gently agitate syringe to mix solution.

MEDICAL CONTROL OPTIONS

1. Contact Medical Control for further orders when necessary.
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San Juan County DROWNING

EMS Guidelines NEAR DROWNING
Environmental Emergencies

This guideline applies to patients suffering from an accidental or intentional
submersion in any liquid. Pre-hospital management of these patients shall be
directed toward correcting the hypoxia associated with drowning. All patients
suffering from a drowning or near drowning episode should be transported to a
medical facility. In the event of cold water drowning, the patient shall not be
considered deceased until re-warming has been completed at a medical facility.

ALL PROVIDER LEVELS

1. Perform an accurate patient assessment.

2. Consider manual stabilization and spinal immobilization if the possibility of
suspected head or c-spine injury exists.

3. Administer supplemental Oxygen at or near 100%. If respiratory effort is
inadequate provide ventilatory assistance with a BVM and 100% Oxygen.

4. If hypothermia is suspected, revert to hypothermia protocolguideline.

5. If the patient is in cardiac arrest, follow the appropriate cardiac arrest
guidelines.

ADVANCED LIFE SUPPORT PROVIDERS

1. Initiate advanced airway management if the airway cannot be managed
properly utilizing BLS airway maintenance.

U ALS providers should utilize advanced airway management with ET
intubation and attach ETCO, device, maintaining a level of 35-45
mmHg.

2. If the patient is conscious and in severe respiratory distress with adequate
respiratory effort, apply Continuous Positive Airway Pressure Device
(CPAP) and titrate to a pressure of:

Pediatric

Medical Direction required.

3. Establish an 1V of Normal Saline KVO.

4. If the patient presents with signs and symptoms of hypoperfusion,
administer Normal Saline Boluses:
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Pediatric

20 ml/kg as needed to maintain
or restore perfusion. Maximum
of 3 boluses.

5. Provide continuous EKG monitoring.

6. Administer Sodium Bicarbonate 1 mEqg/kg IV/IO if the patient is
suspected to be severely acidotic.

MEDICAL CONTROL OPTIONS

1. Contact Medical Control for further orders when necessary.
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San Juan County OVERDOSE
EMS Guidelines POSIONING
Toxicology Emergencies

This protocolguideline applies to patients that have been exposed to a poison,
overdosed on a medication or exhibits signs and symptoms related to the affects
of drugs of abuse.

ALL PROVIDER LEVELS

1. Perform an accurate patient assessment and attempt to identify any
medications or products taken or exposed to. Save samples if possible.

2. Administer supplemental Oxygen maintaining a SpO, >96%. If respiratory
effort is inadequate provide ventilatory assistance with a BVM and 100%
Oxygen.

3. Contact Poison Control on channel H-11 or call 1-800-222-1222 for
assistance in managing specific overdoses. Any medication orders from
Poison Control must first be cleared by Medical Control.

ADVANCED LIFE SUPPORT PROVIDERS

1. Initiate advanced airway management if the airway cannot be managed
properly utilizing BLS airway maintenance.

U ALS providers should utilize advanced airway management with ET
intubation and attach ETCO, device, maintaining a level of 35-45
mmHg.

2. Establish an IV Normal Saline KVO or Saline Lock, and ensure that a
blood glucose reading is obtained.

3. If the patient presents with signs and symptoms of hypoperfusion
administer Normal Saline Boluses:

Pediatric

250 ml as needed to maintain or | 20 ml/kg as needed to maintain

restore perfusion. Maximum or restore perfusion. Maximum
total of 2000 ml. of 3 boluses.

4. If a narcotic (opiate) overdose is suspected, administer Naloxone:

Pediatric

2 mg IV/IN or IM. If no response

from the initial dosage within 5 0.1 ml/kg IV/IO/IN or IM, up to a

minutes, administer an maximum single dose of 2 m
additional dose of Naloxone 2 9 9.

mg IV/IN or IM.
5. Provide continuous EKG monitoring.

Effective Date: Revision Number: NA
Revision Date: N/A Page: 109



San Juan County OVERDOSE
EMS Guidelines POSIONING
Toxicology Emergencies

6. If organophosphate poisoning is suspected, administer Atropine:

Pediatric

0.02-0.05 mg/kg IV/IO/IM, up to

a maximum single dose of 2 mg.
May repeat once in 5-10

minutes if symptoms persist.

7. If the patient is experiencing active seizure activity, administer Midazolam
(Versed):

Pediatric

0.1 mg/kg IV/IO/IN, up to a

maximum single dose of 5 mg.

MEDICAL CONTROL OPTIONS

1. Administration of Activated Charcoal (without sorbitol).

Pediatric

0.5-1gm/kg.

2. Consider administration of Sodium Bicarbonate IV/IO for tricyclic
antidepressant overdose, Calcium Chloride IV/IO for calcium channel
blocker overdose or Glucagon IV/IO for beta blocker overdose.

3. Contact Medical Control for further orders when necessary.
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San Juan County ENVENOMATIONS
EMS Guidelines BITES / STINGS
Toxicology Emergencies

This protocolguideline applies to patients experiencing venomous or non-
venomous, bites or stings from animals, snakes or spiders.

ALL PROVIDER LEVELS

1. Perform an accurate patient assessment.

2. Attempt to identify the insect, reptile or animal that caused the injury, if
safe to do so. DO NOT transport a living snake/animal/spider to the
hospital. Determine if the patient has access to anti-venom that can be
transported to the hospital with them.

3. If an anaphylactic reaction occurs as a result of a bite or sting, refer to the
allergic reaction / anaphylaxis protocolguideline.

4. Administer supplemental Oxygen maintaining a SpO, >96%. If respiratory
effort is inadequate provide ventilatory assistance with a BVM and 100%
Oxygen.

5. Have the patient remain calm and immobilize the effected extremity.

6. Remove any rings, bracelets, jewelry and constricting clothing from the
affected extremity.

7. Do not apply tourniquets, cold packs, or make incisions around the
affected area.

8. Contact Poison Control on channel H-11 or call at 1-800-222-1222 for
assistance in managing specific envenomations. Any medication orders
from Poison Control must first be cleared by Medical Control.

9. Provide rapid transport to the appropriate medical facility if the patient is
symptomatic. Notification of the receiving facility is required.

ADVANCED LIFE SUPPORT PROVIDERS

1. Initiate advanced airway management if the airway cannot be managed
properly utilizing BLS airway maintenance.

U ALS providers should utilize advanced airway management with ET
intubation and attach ETCO, device, maintaining a level of 35-45
mmHg.

2. Establish an IV of Normal Saline KVO.
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Toxicology Emergencies

3. If the patient presents with signs and symptoms of hypoperfusion,
administer Normal Saline Boluses:

Pediatric

20 ml/kg as needed to maintain

or restore perfusion. Maximum
of 3 boluses.

4. Provide continuous EKG monitoring.

5. Administer Midazolam (Versed) for patients experiencing severe muscle
spasms:

Pediatric

Contact Medical Control.

MEDICAL CONTROL OPTIONS

1. Contact Medical Control for further orders when necessary.
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San Juan County CARBON MONOXIDE (CO)
EMS Guidelines EXPOURE
Toxicology Emergencies

Carbon monoxide is an odorless, tasteless, colorless gas produced from
incomplete combustion. It is present in the environment in various concentrations
mainly due to automotive exhaust. Most poisonings occur in the home, from
intentional exposure or from faulty fuel fed heating appliances. Additionally
victims and rescue personnel who are found or working at a fire ground have a
high probability of carbon monoxide poisoning. Carbon monoxide easily binds to
the hemoglobin molecule. It has an affinity for hemoglobin that is 200 times that
of oxygen. Once bound to the receptor sites on the hemoglobin, it can no longer
transport oxygen.

I. General Indicators of Carbon Monoxide Exposure:

U Victims who have been rescued from or had a prolonged exposure to
smoke at a fire ground.

U Victims who have been exposed to carbon monoxide due to a faulty
heating system, automobile exhaust or other sources of incomplete
combustion.

II. Clinical Indicators of Carbon Monoxide Exposure:

1. After a patient has been exposed to carbon monoxide, his/her symptoms
may range from minimal to life threatening and may include:

U Headaches, irritability, vomiting.
U Errors in judgment.

U Chest pain.

U Confusion.

U Loss of coordination.

U Loss of consciousness.

U Seizures.

U Cyanosis.

lll. Treatment and Transport Decision

1. The following percentages refer to the saturation percentage of CO
(SpCO) in the hemoglobin.
0 0-3% No treatment required
U <6% For smokers or during fireground rehab - No treatment required
0 4-12% without signs/symptoms AND no history of exposure i Observe
U 4-12% with signs/symptoms OR history of exposure - Treat with 100%

oxygen and transport to hospital

U 12%-25% - Treat and transport all regardless of symptoms

2. For any history of CO exposure regardless of measured CO level on the
RAD-57, transport to a hyperbaric facility (Virginia Mason i Seattle) for
CO exposure if there is:

U History of unconsciousness.
U Objective neurologic deficit or altered mental status.
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Chest pain or ischemic EKG changes.

Pregnant patient with CO level of >15% regardless of symptoms.
Pediatric patient with CO level of >15% regardless of symptoms.
Any patient with CO level of >25% regardless of symptoms.

ALL PROVIDER LEVELS

1. Remove the patient from the environment.

c-CcCCcCC:

2. Perform an accurate patient assessment. Pulse oximetry monitors may
give false readings in patients exposed to cyanide and/or carbon
monoxide.

3. Administer supplemental Oxygen at 100%. If respiratory effort is
inadequate provide ventilatory assistance with a BVM and 100% Oxygen.

ADVANCED LIFE SUPPORT PROVIDERS

1. Initiate advanced airway management if the airway cannot be managed
properly utilizing BLS airway maintenance.

U ALS providers should utilize advanced airway management with ET
intubation and attach ETCO, device, maintaining a level of 35-45
mmHg.

Establish an IV of Normal Saline KVVO or Saline Lock.
Provide continuous EKG, CO and ETCO, monitoring.

wn

4. If the patient is exhibiting signs and symptoms of a high cyanide exposure,
administer Hydroxocobalamin:

Pediatric
70 mg/kg IV/IO, up to a
maximum of 5 gm. Each 2.5 gm
vial of Hydroxocobalamin for
injection is to be reconstituted
with 100 ml of NS and
administered at 10-15
ml/minute.

MEDICAL CONTROL OPTIONS

1. Contact Medical Control for further orders when necessary.

Effective Date: Revision Number: NA
Revision Date: N/A Page: 114



San Juan County SMOKE INHALATION
EMS Guidelines CYANIDE EXPOSURE
Toxicology Emergencies

Cyanide is a cellular toxin; it halts respiration at the cellular level. Cyanide may
also be found in university laboratory facilities. This may be a common method of
suicide attempt in those who have access to the substance, such as laboratory
workers and chemists. Cyanide also has an important role in causing death and
incapacitation in fires. The speed of onset is related to the severity of exposure
(inhalation or ingestion) and may have dramatic, immediate effects causing early
hypertension with subsequent hypotension, sudden cardiovascular collapse or
seizure/coma.

I. Non-specific and early signs of cyanide exposure:

1. The following are early signs and symptoms of cyanide exposure: anxiety,
vertigo, weakness, headache, tachypnea, nausea, dyspnea, vomiting, and
tachycardia.

Il. Suspected High Cyanide Exposure:

1. The following are signs and symptoms of high cyanide exposure:
U Markedly altered level of consciousness.
U Seizures.
U Respiratory depression or respiratory arrest.
U Hypotension.
U Cardiac dysrhythmia (other than sinus tachycardia).

lll. Suspected Low Cyanide Concentrations:

1. If patient has a reported oral cyanide ingestion and does not manifest
signs and symptoms meeting administration criteria (high exposure),
medical consultation is required for administration of hydroxocobalamin
(consider simultaneous consultation with poison control and medical
consultation).

ALL PROVIDER LEVELS

1. Remove the patient from the contaminated area if safe to do so.

2. Perform an accurate patient assessment. Pulse oximetry monitors may
give false readings in patients exposed to cyanide and/or carbon
monoxide.

3. Administer humidified Oxygen at 100%. If respiratory effort is inadequate
provide ventilatory assistance with a BVM and 100% Oxygen.
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ADVANCED LIFE SUPPORT PROVIDERS

1. Initiate advanced airway management if the airway cannot be managed
properly utilizing BLS airway maintenance.

U ALS providers should utilize advanced airway management with ET
intubation and attach ETCO, device, maintaining a level of 35-45
mmHg.

2. Establish an IV of Normal Saline KVVO or Saline Lock.

3. If the patient presents with signs and symptoms of hypoperfusion,
administer Normal Saline Boluses:

Pediatric

20 ml/kg as needed to maintain

or restore perfusion. Maximum
of 3 boluses.

4. Provide continuous EKG, and ETCO;,; monitoring.

5. If the patient is exhibiting signs and symptoms of a high cyanide exposure,
administer Hydroxocobalamin (Cyanokit):

Pediatric
70 mg/kg IV/IO, up to a
maximum of 5 gm. Each 2.5 gm
vial of Hydroxocobalamin for
injection is to be reconstituted
with 100 ml of NS and
administered at 10-15
ml/minute.

. MEDICALCONTROLOPTIONS

1. Dopamine infusion 5-20 mcg/kg/min for persistent hypoperfusion.
2. Contact Medical Control for further orders when necessary.
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This protocolguideline applies to female patients that are in labor, with delivery of
a newborn being imminent. The most important decision to make with a patient in
labor is whether to attempt delivery in the field or transport the patient to the
hospital. Factors that effect that decision include; number of previous deliveries,
frequent contractions that are less than 2 minutes apart and lasting 30-45
seconds, crowning or bulging, or mother has the urge to push or move her
bowels (Do not allow the patient to utilize the toilet).

ALL PROVIDER LEVELS

1. Perform an accurate patient assessment.
2. Administer supplemental Oxygen maintaining a SpO, >96%.

3. Place the patient supine with knees widely separated. Elevated the
patientods buttocks i f needed.

4. Carefully assist expulsion of the newborn from the birth canal in its natural
progression. Do not push or pull the newborn.

5. As the head emerges, encourage the mother not to push so that the
delivery process can continue slowly and with minimal trauma to the
perineal area.

6. Once the head emerges, suction the newborns mouth then nose to clear
secretions.

U If the cord is wrapped around the newborns neck, attempt to unwrap it
from the neck. If unable to remove the cord, attach the 2 umbilical
clamps and cut the cord between the clamps.

7. Gently guide the head downward until the upper shoulder delivers.
8. Gently guide the head upwards until the lower shoulder delivers.

9. Once delivery is accomplished, clamp the
and cut between the clamps.

10.Dry and wrap the newborn in a blanket to preserve body temperature.
11.Record the delivery time and gender of the newborn.

12.Proceed immediately to Newborn Resuscitation ProtocolGuideline if
resuscitation is necessatry.

13.Record APGAR score at 1 minute and at 5 minutes.

14.Ensure that the placenta is transported to the hospital with the mother and
newborn if delivered prior to arrival at the hospital.

Effective Date: Revision Number: NA
Revision Date: N/A Page: 117



San Juan County MANAGEMENT OF
EMS Guidelines OBSTETRIC COMPLICATIONS
OB / GYN Emergencies

This protocolguideline applies to patients with pregnancy and/or delivery
complications requiring immediate care. The following emergencies include but
are not limited to pre-eclampsia / eclampsia, prolapsed cord, limb presentation,
breech presentation or uterine inversion.

Pre-Eclampsia / Eclampsia

Generalized edema is usually the presenting sign and can be often noted in the
patients face, hands, sacral area, lower extremities, and abdominal wall. Patient
may also complain of a frontal lobe headache, blurred vision or any other visual
disturbances, nausea, vomiting, irritability, difficulty breathing and hypertension.

ALL PROVIDER LEVELS

Perform an accurate patient assessment.
Administer supplemental Oxygen maintaining a SpO, >96%.
Place the patient in the left lateral recumbent position if possible.

H w0 Ddh e

During transport, dim the lights in the transport unit because bright lighting
and loud noises can produce seizures in the pre-eclamptic patient.

5. Provide immediate transport to the closest appropriate facility.
ADVANCED LIFE SUPPORT PROVIDERS

1. Establish an IV of Normal Saline KVO or Saline Lock.
2. If the patient is experiencing active seizure activity, administer Midazolam
2-5 mg IV/IO/IN or IM, up to a maximum dose of 5 mg.

3. If eclampsia is suspected, administer Magnesium Sulfate 4 gm IV/IO
infusion. Mix 4 gm in 100 ml of Normal Saline. Utilize a 10 gtts set and
run at 50 gtts/min

4. If equipment is available, obtain and document fetal heart tones.

MEDICAL CONTROL OPTIONS

1. Contact Medical Control for further orders when necessary.
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Prolapsed Cord

A prolapsed cord occurs when the umbilical cord presents itself outside of the
uterus while the fetus is still inside. It can happen when the water breaks i with
the gush of water the cord comes along. Usually, thereafter the fetus will engage
and squash the cord, cutting off oxygen supplies and leading to brain damage of
the fetus.

ALL PROVIDER LEVELS

1. Perform an accurate patient assessment.

2. Administer supplemental Oxygen maintaining a SpO, >96%.

3. Place the patient in the knee-chest position.

4. Do not attempt to push the cord back into the vagina. Wrap the cord in a
saline soaked dressing.

5. Pal pate the cord for a pul se. I f n

head or presenting part back into mother only far enough to regain a pulse
in the umbilical cord.

6. Provide immediate transport to the closest appropriate facility while
maintaining pressure on the newborn.

ADVANCED LIFE SUPPORT PROVIDERS

1. Establish an IV of Normal Saline K\VO or Saline Lock.

Limb Presentation

When faced with a newborns limb as the presenting part, do not attempt delivery
and transport the patient immediately to the closest appropriate facility.

ALL PROVIDER LEVELS

Perform an accurate patient assessment.

Administer supplemental Oxygen maintaining a SpO; >96%.

Place the patient supine with hips elevated.

Do not attempt to deliver the newborn in the pre-hospital setting.
Keep the patient calm and encourage not to push during contractions.

o 0k~ 0w PRE

Provide immediate transport to the closest appropriate facility.
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Breech (Buttocks) Presentation

When faced with a newborns buttock as the presenting part, let the delivery
occur naturally and ensure that an open airway is provided until delivery is
completed.

ALL PROVIDER LEVELS

1. Perform an accurate patient assessment.
2. Administer supplemental Oxygen maintaining a SpO, >96%.

3. Place the patient supine with knees widely separated. Elevated the
patientdés buttocks i f needed.

4. Allow the delivery to proceed normally while supporting the newborn with
the palm or your hand and arm.

5. If the head is not delivered within 3 minutes, place a gloved hand in the
vagina, with your palm toward the newborn
with your fingers. Push the vaginal wall away from the newborns face to
create a space until delivery of the head.

6. Check the cord to ensure that it is not wrapped around the newborns
neck.

7. Provide immediate transport to the closest appropriate facility if there is a
delay in delivery of the head.

Uterine Inversion

Uterine inversion is a condition when the uterus protrudes through the vagina
with the placenta still attached. This condition can produce severe hemorrhage
and hypoperfusion.

ALL PROVIDER LEVELS

1. Perform an accurate patient assessment.
2. Administer supplemental Oxygen maintaining a SpO, >96%.
3. Place the patient supine.
4. If the placenta is still attached, do not remove it.
5. Cover any protruding tissue lightly with moist sterile dressings.
Effective Date: Revision Number: NA
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ADVANCED LIFE SUPPORT PROVIDERS

1. Establish an IV of Normal Saline KVVO.

2. Administer Normal Saline Boluses at 250 ml as needed to maintain or
restore perfusion. Maximum total of 2000 ml. Reassess before and after
every administration.
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This protocolguideline applies to female patients with unusually heavy vaginal
bleeding as a result of pregnancy (abrupto placenta, placenta previa and uterine
rupture), miscarriage or post-partum hemorrhage.

ALL PROVIDER LEVELS

1. Perform an accurate patient assessment.
2. Administer supplemental Oxygen maintaining a SpO, >96%.

3. Place the patient in the left lateral recumbent position if the patient is in the
third trimester of pregnancy. If the patient is not in the third trimester and is
exhibiting signs / symptoms of hypoperfusion, place the patient in the
shock position.

4. In the event of active post-partum hemorrhage from the vagina, apply a
firm uterine massage starting from the pubis toward the umbilicus
clockwise.

5. In the event that the patient has experienced a miscarriage and the fetus
is 020 weeks in gestation:

U Ensure that the fetus is pulseless and apneic. If so, do not attempt
resuscitative measures.

U If there is any question as to the approximate gestation of the fetus,
provide resuscitative measures.

U If the fetus presents with spontaneous respirations and/or pulses,
provide newborn resuscitative measures and transport to the closest
appropriate hospital. If there is a question as to whether the fetus is
viable or not, contact Medical Control for direction.

8. In the event that the patient has experienced a miscarriage and the fetus
is >20 weeks in gestation:

U Provide newborn resuscitative measures and transport to the closest
appropriate hospital.

ADVANCED LIFE SUPPORT PROVIDERS

1. Establish an IV of Normal Saline KVVO.

2. If the patient presents with signs and symptoms of hypoperfusion,
administer Normal Saline Boluses at 250 ml as needed to maintain or
restore perfusion. Maximum total of 2000 ml. Reassess before and after
every administration.
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This protocolguideline applies to newborn patients who do not respond to initial
stimulation and resuscitative efforts. Prompt initiation of resuscitative steps is
critical to the successful outcome of a neonatal resuscitation.

ALL PROVIDER LEVELS

1. Position the newborn on his/her back, with the neck in a neutral position.

2. Ensure a patent airway by gentle suctioning of the mouth then the nose
utilizing a bulb syringe. If Meconium stained fluid is present, suction the
patientds hypopharynx.

U ALS providers should utilize a Meconium Aspirator attached to an
endotracheal tube. With the assistance of a laryngoscope and blade,
insert the endotracheal tube into the trachea and suction while
removing the tube. Do not perform in a newborn with a vigorous
cry.

3. Dry the infant, place on a dry blanket, cover the head and keep the infant
warm.

4. Provide tactile stimulation, if the newborn is not responding to drying.

5. If the infant is ventilating adequately, administer free flow (blow-by) 100%
oxygen at a minimum of 6 liters per minute close to the face. If ventilations
are inadequate or if the chest fails to rise, reposition the head and neck,
suction, and initiate bag-valve-mask ventilations with high flow oxygen at
40-60 breaths per minute.

6. If heart rate 60-80 and rapidly rising:
U Continue manual ventilation and supplemental oxygen

7. If heart rate less than 60, or 60-80 and not rapidly rising:
U Initiate CPR with bag-valve-mask ventilations with high flow oxygen.
Determine the 1 minute APGAR score. Repeat at the 5 minute interval.

Active movement

Activity (Muscle Tone) Absent Arms & legs with flexed arms &
extended
legs
Pulse (Heart Rate) Absent Below 100 bpm Above 100 bpm
Grimace (Response Sneeze. couah. pulls
Stimulation or Reflex No Response [Facial grimace ' gn. p
L away
Irritability)
Effective Date: Revision Number: NA
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Normal over entire
body i Completely
pink

Respiration (Breathing) Absent Slow, irregular  Good, crying

ADVANCED LIFE SUPPORT PROVIDERS

1. Establish an IV/IO of Normal Saline and administer 10 mi/kg if ventilation
and heart rate are not improving after 3 minutes.

Blue-gray, Pink body and

Appearance (Skin Color) pale all over blue extremities

2. Provide continuous EKG monitoring and treat life threatening
dysrhythmias as indicated.

3. Perform ET Intubation if the patient does not respond to assisted
ventilations and/or CPR after 3 minutes.

4. Administer Epinephrine 1:10,000 0.01 mg/kg IV/IO, if the heart rate
remains <80 beats per minute after assisted ventilations and/or CPR for 3
minutes.

5. For suspected narcotic (opiate) overdose, administer Narcan 0.1 mg/kg
IV/IO/ET.

MEDICAL CONTROL OPTIONS

1. Medical Control may request that providers obtain a blood sugar. If the
result is low, and transport time is still lengthy, Medical Control may
request that dextrose 10% be administered to the newborn.

2. Contact Medical Control for further orders when necessary.
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This protocolguideline applies to patients with near or complete amputations.

ALL PROVIDER LEVELS

1. Perform an accurate patient assessment.

2. Control bleeding with:

o 0k~ w

U Direct pressure, elevation, pressure points and a tourniquet as the last
resort.

If c-spine injury is suspected, provide spinal immobilization.
Administer supplemental Oxygen maintaining a SpO, >96%.
Provide extremity splinting as required.

Care or the amputated part if recovered shall include:

U Removing gross contaminations with saline.

0 Wrap the part in moist sterile dressings and place the part in a plastic
bag or container.

U If possible, place that bag or container into a separate bag or container
with ice packs to keep the part cool. Do not allow the part to freeze.

Transport to the closest appropriate facility with trauma capabilities if the
patient has abnormal vital signs, multi-system trauma or amputations of
the toe or finger tip at the distal end.

Consider transportation to a specialty referral center for stable patients
that present with the following:

U0 Complete of incomplete amputation, degloving, crushing or de-
vascularization injuries.

U Specific injuries might include, complete or incomplete hand
amputation, partial or complete proximal finger or thumb amputation at
the joint that meets the hand, degloving, crushing or de-vascularization
injuries of hand, clean cut amputation at the ankle.

U Ensure that the specialty referral center is notified and willing to
accept the patient prior to transport.

ADVANCED LIFE SUPPORT PROVIDERS

1.

2.

Establish an IV of Normal Saline KVVO or Saline Lock.

If the patient presents with signs and symptoms of hypoperfusion,
administer Normal Saline Boluses:
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Pediatric

20 ml/kg as needed to maintain
or restore perfusion. Maximum
of 3 boluses.

3. For pain management, administer Morphine Sulfate:

Pediatric
0.1 mg/kg IV. Repeat as
needed until pain is relieved or a
maximum of 5 mg is reached.
Contact Medical Control for
patients <5yrs.

U If the patient exhibits signs / symptoms of hypoperfusion omit
Morphine Sulfate.

MEDICAL CONTROL OPTIONS

1. Contact Medical Control for further orders when necessary.
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This protocolguideline applies to patients sustaining burns as a result of thermal
or chemical components. Indications for referral to a burn center applies to
patients with 2" or 3" degree burns >10% in patients under 10 or over the age of
50 and >20% in any patient, electrical injury (greater than 200 volts), suspected
inhalation injury, or significant burns to the hands, face feet or perineum. In the
event that there is associated trauma in the burned patient, transport to a trauma
center for immediate care if unstable.

ALL PROVIDER LEVELS

1. Remove the patient from the source of injury. Decontaminate if the injury
occurred as a result of a hazardous material or chemical if safe to do so.

2. Perform an accurate patient assessment.

3. Administer supplemental Oxygen maintaining a SpO, >96%. If respiratory
effort is inadequate provide ventilatory assistance with a BVM and 100%
Oxygen. If smoke inhalation is suspected, provide humidified Oxygen.

4. Remove items that may constrict swelling tissue.
5. Determine the degree and body surface area percentage burned.

6. Iftheburnsare 01 0% body s u cofeawitle stedle dressings
soaked in a saline solution.

7. If the burns are >10% body surface area, cover with sterile dry dressings
or burn sheet. Ensure that the patient is kept covered and warm to prevent
the loss of body heat.

ADVANCED LIFE SUPPORT PROVIDERS

1. Initiate advanced airway management if the airway cannot be managed
properly utilizing BLS airway maintenance.

U ALS providers should utilize advanced airway management with ET
intubation and attach ETCO, device, maintaining a level of 35-45
mmHg. If ET intubation cannot be accomplished due to a completely
obstructed airway, perform an emergent Cricothyroidotomy.

2. Establish an IV Normal Saline KVO.

3. If the patient presents with signs and symptoms of hypoperfusion,
administer Normal Saline Boluses:

Pediatric
250 ml as needed to maintain or | 20 ml/kg as needed to maintain
restore perfusion. Maximum or restore perfusion. Maximum
total of 2000 ml. of 3 boluses.
Effective Date: Revision Number: NA
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Trauma Emergencies

4. Consider continuous EKG monitoring.

5. For pain management, administer Morphine Sulfate:

Pediatric
0.1 mg/kg IV. Repeat as
needed until pain is relieved or a
maximum of 5 mg is reached.
Contact Medical Control for
patients <5yrs.

U If the patient exhibits signs / symptoms of hypoperfusion omit
Morphine Sulfate.

MEDICAL CONTROL OPTIONS

1. Contact Medical Control for further orders when necessary.
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Trauma Emergencies

This protocolguideline applies to patients sustaining injury as a result of high
voltage electricity (>200 volts) or lightning strikes. In addition to burns, these
patients have a high probability of cardiac rhythm disturbances and penetrating
trauma as a result of the electrical injury.

ALL PROVIDER LEVELS

Remove the patient from the source of injury, if safe to do so.
Perform an accurate patient assessment.
Consider spinal immobilization if the mechanism of injury exists.

» wnPE

Administer supplemental Oxygen maintaining a SpO, >96%. If respiratory
effort is inadequate provide ventilatory assistance with a BVM and 100%
Oxygen.

5. If the patient is in cardiac arrest, attach AED and analyze the rhythm. If
the AED advises fAishock advirsaedrofthensur e t h
patient and depress the shock button. Reassess rhythm after 2 minutes or
5 cycles of CPR (30:2).

U ALS providers should utilize their manual cardiac monitor / defibrillator

and defibrillatei f t he patient is in alfishockabl
continue CPR post defibrillation.
Adult Pediatric
200 J (increase energy as
needed). 2J, and 4 J/kg.
0O BLS providers are to continue with fAsho
remainder of the arrest, wuntil the rhyt

until patient care is taken over by ALS providers.
ADVANCED LIFE SUPPORT PROVIDERS

1. Initiate advanced airway management if the airway cannot be managed
properly utilizing BLS airway maintenance.

U ALS providers should utilize advanced airway management with ET
intubation and attach ETCO, device, maintaining a level of 3571 45
mmHg.

2. Establish an IV Normal Saline KVO.
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3. If the patient presents with signs and symptoms of hypoperfusion,
administer Normal Saline Boluses:

Pediatric
20 ml/kg as needed to maintain

or restore perfusion. Maximum
of 3 boluses.

4. Provide continuous EKG and ETCO; monitoring.

MEDICAL CONTROL OPTIONS

1. Contact Medical Control for further orders when necessary.
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Compartment Syndrome (CS) is a limb- and life-threatening condition seen when
perfusion pressure falls below tissue pressure in a closed anatomical space.
This can lead to tissue necrosis, permanent impairment, and eventually renal
failure and death. All providers should maintain a high index of suspicion when
dealing with complaints of severe extremity pain. Initial symptoms of pain and
burning may progress to weakness and paralysis. All treatment should be
initiated prior to extrication.

Consider activation of the AGo Teamo for a
extrication, prolonged crush injury, or possible field amputation. This team will
bring the necessary equipment needed for unusual field care.

Common mechanisms of injury leading to Compartment Syndrome are:

U Long bone fractures

U High energy trauma

0O Penetrating injuries |/ GSWb6s / stab wou
U Venous injury

U Crush injuries

ALL PROVIDER LEVELS

1. Refer to Trauma Assessment ProtocolGuideline.

2. Administer supplemental Oxygen maintaining a SpO, >96%. If respiratory
effort is inadequate provide ventilatory assistance with a BVM and 100%
Oxygen.

ADVANCED LIFE SUPPORT PROVIDERS

1. Initiate advanced airway management if the airway cannot be managed
properly utilizing BLS airway maintenance.

U ALS providers should utilize advanced airway management with ET
intubation and attach ETCO, device, maintaining a level of 35-45
mmHg.

2. Establish at least one large bore IV Normal Saline KVO.

3. If the patient presents with signs and symptoms of hypoperfusion,
administer Normal Saline Boluses:

Pediatric

250 ml as needed to maintain or | 20 ml/kg as needed to maintain
restore perfusion. Maximum or restore perfusion. Maximum

total of 2000 ml. of 3 boluses.
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4. Once extricated, do not delay transport to the closest available trauma
facility.

5. Provide continuous EKG monitoring and treat life threatening
dysrhythmias as indicated.

6. For pain management, administer Morphine Sulfate:

Pediatric
0.1 mg/kg IV. Repeat as
needed until pain is relieved or a
maximum of 5 mg is reached.
Contact Medical Control for
patients <5yrs.

U If the patient exhibits signs / symptoms of hypoperfusion omit
Morphine Sulfate.

7. Consider Albuterol 2.5 mg via nebulizer to a total of 3 doses or 7.5 mg
for suspected hyperkalemia.

8. Consider Sodium Bicarbonate 1 mEqg/kg IV.
U May be repeated at 0.5 mEq/kg after 10 minutes.

MEDICAL CONTROL OPTIONS

1. Contact Medical Control for further orders when necessary.
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This protocolguideline applies to patients with eye injuries as a result of trauma
or burns (including pepper spray).

ALL PROVIDER LEVELS

1. All providers shall utilize proper PPE at all times.
2. If the injury is related to a chemical exposure:
U Remove patient from exposure source if safe to do so.
U Remove contact lenses if possible and transport them with the patient.

U Irrigate the eye(s) immediately with Normal Saline for a minimum of 20
minutes utilizing IV tubing or a nasal cannula.

U For significant eye pain, administer 2 drops of Tetracaine HCL in the
affected eyes(s).

U Determine the chemical involved. If MSDS is available transport with
patient.

3. If the eye injury is related to trauma:
U Do notirrigate or use Tetracaine HCL if penetrating trauma.

U Cover the injured eye. Do not use a pressure or absorbent dressing on
any eye that may have ruptured, or have penetrating trauma.

U Cover both eyes to limit movement.
U Transport the patient with head elevated at least 30°.
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EMS Guidelines MULTIPLE SYSTEM
Trauma Emergencies TRAUMA

This protocolguideline applies to patients injured as a result of trauma with a

GCS of O15, penetrating injuries to the head

extremities proximal to the elbow or knee. Patients with 2 or more proximal long
bone fractures flail chest, combination or trauma with burns, pelvic fractures,
amputation or crush injuries proximal to the wrist or ankle and limb paralysis.
Automobile crashes >40 mph with major deformity to the vehicle >20 inches,
intrusion into passenger compartment >12 inches, vehicle rollover and ejection
from a vehicle. When in doubt, transport the patient to the closest open trauma
center for evaluation and treatment. Transport to Harborview for patients <15
years of age.

ALL PROVIDER LEVELS

1. Perform an accurate patient assessment.

2. Ensure that spinal immobilization is performed if the mechanism of injury
warrants. This would also include penetrating injuries to the head, chest or
abdomen with or without neurological deficit.

3. Administer supplemental Oxygen maintaining a SpO, >96%. If respiratory
effort is inadequate provide ventilatory assistance with a BVM and 100%
Oxygen.

4. Treat all life threatening injuries as soon as possible such as
decompression of a tension pneumothorax (ALS), sealing of a sucking
chest wound, stabilization of a flail chest, and stabilization of a protruding
object from a head, neck, eye, chest or
option.

ADVANCED LIFE SUPPORT PROVIDERS

1. Initiate advanced airway management if the airway cannot be managed
properly utilizing BLS airway maintenance.

U ALS providers should utilize advanced airway management with ET
intubation and attach ETCO, device, maintaining a level of 35-45
mmHg.

2. Establishl or af NoriwabSaline. Do not delay transport
performing IV access. Perform IV access enroute to the trauma
center or aero medical evacuation when available.
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3. If the patient presents with signs and symptoms of hypoperfusion,
administer Normal Saline Boluses:

Pediatric
250 ml as needed to maintain or | 20 ml/kg as needed to maintain
restore perfusion. Maximum or restore perfusion. Maximum
total of 2000 ml. of 3 boluses.

4. If a tension pneumothorax is suspected, perform a needle
decompression of the pleural space at the 2" intercostal space, mid-

clavicular on the affected side, utilizing an appropriate size gauge
angiocath or commercial device.

5. Provide continuous EKG monitoring if time or conditions permit.

MEDICAL CONTROL OPTIONS

1. Contact Medical Control for further orders when necessary.
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This protocolguideline applies to patients in cardiac arrest as a result of
penetrating or blunt trauma. Rapid assessment, airway management, critical
interventional skills (needle decompression, etc.) and immediate transport to a
trauma center is essential to improve the patient 6 s o0 Utarcspomt ¢o.
Harborview for patients <15 years of age.

ALL PROVIDER LEVELS

1. Perform an accurate patient assessment.

2. Initiate immediate CPR with an oral airway, BVM and 100% oxygen ( O1 5
Ipm) in conjunction with spinal immobilization. This will be 5 cycles of

CPR:
Adult Pediatric
30:2 15:2
U When performing compressions, providers

allowing the chest to fully recoil.

3. If the arrest is believed to be medical in nature, attach AED and analyze
the rhyt hm. I f Aino shocko is advised i mme

U ALS providers should utilize their manual cardiac monitor / defibrillator
for all patients.

6. Transport immediately to the closest open trauma center.

ADVANCED LIFE SUPPORT PROVIDERS

1. Initiate advanced airway management if the airway cannot be managed
properly utilizing BLS airway maintenance.

U ALS providers should utilize advanced airway management with ET
intubation and attach ETCO, device, maintaining a level of 35-45
mmHg.

2. Establishl or 2 of Nérmal Salire. Do not delay transport
performing IV access. Perform IV access enroute to the trauma
center.

U ALS providers can initiate 10 access.
3. Administer Normal Saline Boluses to treat hypovolemia:

Pediatric
250 ml as needed to maintain or | 20 ml/kg as needed to maintain
restore perfusion. Maximum or restore perfusion. Maximum
total of 2000 ml. of 3 boluses.
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4. If a tension pneumothorax is suspected, perform a needle
decompression of the pleural space at the 2" intercostal space, mid-
clavicular on the affected side, utilizing an appropriate size gauge
angiocath or commercial device.

5. Consider bilateral needle decompressions for patients in cardiac arrest
with penetrating or blunt trauma to the chest.

6. Interpret EKG and treat dysrhythmias according to the appropriate
protocolguideline.

7. If the patient presents in asystole (confirmed in 2 or more leads) consider
Termination of Resuscitationf or pati ent és 018 years of

MEDICAL CONTROL OPTIONS

1. Contact Medical Control for further orders when necessary.
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ADVANCED LIFE SUPPORT PROVIDERS

INDICATIONS:
Pericardial tamponade in a patient who is in shock and progressively
deteriorating, or who is in full arrest.

DIAGNOSIS OF PERICARDIAL TAMPONADE:
The following must be present:

U High venous pressure (neck veins)

U Low or absent BP

U Tachycardia or PEA

U Distant heart tones

Where a BP is obtainable, pulsus paradoxus (drop of systolic BP or more than 10
mm Hg with inspiration) should be observed. Note that cardiogenic shock with
CHF can have similar findings as above.

Setting of pericardial tamponade:

U Acute trauma to the heart.

U Cardiac rupture from MI.

U Other medical causes, usually with a less acute presentation: Pericardial
metastases, viral pericarditis, uremia (renal failure - chronic), collagen-
vascular disease, rheumatic fever, tuberculous pericarditis or bacterial
(rare).

Fluid is bloody in the first two, usually serous or serosanguineous in the others.
Pericardial tamponade should be considered in all cases of cardiac arrest with
pulseless electrical activity, particularly if there is sinus or supraventricular
rhythm. In such situations, hypovolemia, profound cardiogenic shock, and
tension pneumothorax should be ruled out first.

TECHNIQUE:

U If possible, the patient should be semi-upright which increases pooling of
fluid toward the inferior and anterior surface, thus maximizing fluid
drainage. The procedure may be done supine.

U Use the sub xiphoid approach at an angle of 30 - 45 degrees to the skin.
The needle should be advanced toward the shoulder at an angle 15-20°
from the abdominal wall. While advancing the needle toward the
pericardial space, aspirate the syringe.

U Continue to advance the needle until fluid is aspirated in the syringe or (if
using alligator clip attached to monitor) the ECG monitor shows ST
elevation. A hemostat may be then clamped on the needle at the skin
surface to prevent accidental over penetration of the needle.
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NOTE: If available, the hub of the needle should be attached via alligator clamp
to the "V" lead of an ECG monitor. ST elevation on the monitor indicates the
heart has been touched by the needle and the needle should be withdrawn
slightly. PVC's should be treated with Lidocaine and the needle withdrawn
slightly.

Bloody fluid from the pericardium should not clot, as opposed to blood aspirated
from the heart itself.

A removal of only 30 cc of pericardial fluid should bring a dramatic improvement
in vital signs in tamponade, although in some settings, fluid can re accumulate
rapidly. In acute tamponade, the pericardial sac generally contains about 150 cc
of fluid, with larger amounts the accumulation of fluid will have occurred more
gradual.

MEDICAL CONTROL OPTIONS

1. Contact Medical Control for further orders when necessary.
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