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Professionalism

All providers are important components of the pre-hospital health care system.

Professional appearance, attitude and communication complement professional
knowledge and care.

A professional rapport improves an outsider’s view of the pre-hospital health care
system.

Professionalism begins with the correct state of mind and a high professional standard
that should be followed by all providers regardless of level of care or compensation.
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Introduction

This protocol manual was developed with the guidance of local emergency room
physicians, EMS providers representing Broome, Chenango and Tioga Counties and the
Susquehanna Regional Emergency Medical Services Council. These protocols represent
the standard of care for the provision of Advanced Life Support (ALS) in our three-county
region.

Protocols are never a substitute for thorough patient assessment and good judgment on the
part of the pre-hospital provider. The goal is to have every patient reach definitive care as
rapidly and safely as possible, without deterioration of their condition.

Interpretation of Protocols

It is understood that the New York State “Basic Life Support Protocols” as issued by the
New York State Department of Health are always to be initiated in conjunction with the
Susquehanna Regional EMS Advanced Life Support Protocols. All ALS care is built upon a
solid BLS foundation.

All ALS protocols begin with the Routine Medical Care Protocol.

Standing orders may be initiated prior to contacting Medical Control.

Medical Control options may not be initiated until ordered by a Medical Control Physician.
When in doubt, contact Medical Control.

Airway

Airway Management and Oxygen Administration include but are not limited to:
endotracheal intubation, double lumen airway (REMAC approved device), LMA, facilitated
intubation, foreign body removal, needle cricothyrotomy, percutaneous airway (REMAC
approved device), tracheal suctioning, NG or OG, or needle decompression for
pneumothorax. Procedures may only be performed consistent with the provider’s level of
training and certification.

CPR

The energy settings noted for defibrillation, cardioversion and external pacing are for
monophasic defibrillators. ALS providers operating biphasic devices will utilize the Food
and Drug Administration approved equivalent joules settings established by the
manufacturer. EMS agencies are expected to upgrade to meet 2005 ACLS Guidelines.

Pediatric Protocols

“Infant” is considered up to 1 year of age.

“Child” is considered 1 year of age to the onset of puberty (12-14 year old).
“Adult” is considered the age of puberty (12-14 years old) and upwards.

Advanced airway management in the pediatric patient should be considered only when BLS
airway management cannot maintain adequate ventilation and oxygen saturation.

Transportation should be considered early, and should be initiated prior to the institution of
ALS procedures whenever possible.

Questions arising from the application of the protocols should be addressed to your medical

control physician, Agency Medical Director, or to the Susquehanna Regional Medical
Emergency Advisory Committee (SREMS REMAC).
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Continuing Practice in SREMS

Training

The Susquehanna REMAC per the state of NY mandates at least one certified EMT in
charge of patient care at all times. Certified First Responder is also strongly recommended
as the minimum level of training for all other crewmembers.

Every ALS and BLS training course in the Susquehanna Region will follow all minimum New
York State guidelines for didactic and clinical content. Additional sessions may be added by
course sponsors in conjunction with instructor coordinators and Medical Directors to fill the
needs of individual areas. Overall EMS training in the Region is coordinated through the
SREMS Council. Itis imperative that any providing agencies desiring an upgrade to ALS
level have a firm foundation in the consistent provision of appropriate BLS modalities and
equipment.

Continuing Medical Education (CME)

It is the responsibility of each provider to maintain his or her current CMEs. These CME
records are to be completed every six months and submitted to the Agency Medical Director
for review and signature. The completed CMEs are then forwarded to SREMS within 30
days of the end of the six-month period. Failure to complete this process will result in the
suspension of privileges for the affected provider. The ultimate responsibility for these
records rests with the provider, not the agency. It would be wise to periodically copy the
CME record to safeguard against its loss or destruction.

Equipment and Medication Studies

Selected practices, procedures, and medications described throughout the Susquehanna

Regional EMS Standards of Care may only be used by agencies specifically approved by

the Susquehanna Regional Emergency Medical Advisory Committee (REMAC). Services

wishing to participate in equipment or medication study programs must submit a request in
writing to the System Medical Director and SREMS REMAC. The request will contain the

following:

1. An outline of the content for the training plan to be used for the initial startup of the
program, as well as a training plan for maintenance, verification and update of
necessary skills.

2. A description of the quality assurance program(s) used by the agency to ensure
appropriate review of the program and continued competency.

3. Endorsement and assurance of continued involvement by the agency’s Medical
Director.

In certain cases the agency may elect to utilize training developed and administered by the
SREMS Council when it is available.
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Medical Control/Medical Command

Hospital Emergency Emergency Designated | Trauma
Department Department Stroke Center
Telephone Fax Center
A.O. Fox 607-431-5050 607-431-5000
Binghamton 607-762-2231 607-762-2742
General
Chenango Memorial | 607-337-4043 607-337-4083
M.l. Bassett 607-547-3733 607-547-6535 Stroke Area
Center Level Il
Our Lady Of 607-798-5231 607-798-6713 Stroke
Lourdes Center
Wilson Regional 607-763-6611 607-763-6681 Stroke Area
Medical Center Center Level Il
Robert Packer 1-866-336-7172 | 570-882-4231
Hospital (PA)

*All hospitals are Decon capable

Required Medical Control Physician Contact

Situations:

All Medical Control Options in SREMS ALS Adult and Pediatric Protocol Handbook
Request for medication, a procedure or related physician direction/advice/orders

Request to release/defer ALS care
Request to deviate from Protocols or SOP

Critical medical or trauma cases (C or U on CUPS Scale)
Any patient that meets NYS DOH “Major Trauma” Criteria

Medical-legal areas/issues
Field termination of resuscitation situations
Triage or hospital destination issues

In cases where the patient is being transported to a non-Medical Command hospital or other

facility, follow SREMS ALS protocols and contact one of the Medical Control/Command
hospitals listed for any Physician Medical Control/Command orders needed.

Patient Care Reports (PCR, ePCR)

At a health facility before leaving a patient, a patient care report (verbal or written) shall be given

to the patient’s attending nurse or physician as part of transfer of care. As soon as possible

following a call, a copy of a completed New York State SEMAC approved form (PCR or ePCR)

documenting pre-hospital patient care shall be provided to the receiving hospital.

Susquehanna Regional EMS Protocols

Rev 6 — 2008

6




Table of Contents

General Medical

Routine Medical Care

Airway Management

Oxygen Administration

Facilitated Intubation

Severe Nausea or
Vomiting

Adult: Medical

Abdominal Pain
Allergic Reaction
Altered Level of
Consciousness
AMS: Stroke Center
Anaphylaxis
Cold Emergencies
Heat Emergencies
Obstructed Airway
Poisoning
Respiratory Distress:
(Asthma, COPD)
Respiratory Distress:
(CHF, Pulmonary Edema)
Seizures

OB/GYN

Emergency Childbirth
CPR in Pregnancy

Adult: Trauma

Routine Trauma Care

Amputation

Burns
Dislocation/Fracture
Head or Spinal Injuries
Major Trauma
Traumatic Shock

8
9
10
11

12

13
14

15
16
17
18
19
20
21

22

23
24

25
26

27

28
29
30
31
32
33

Adult: Cardiac

Acute Coronary

Syndrome 34
Cardiogenic Shock 35
VF/Pulseless VT 36
Narrow Complex

Tachycardia 37
Pulseless Arrest 38
Wide Complex

Tachycardia 39
Bradycardia 40
Appendix A
Air Medical 41
ALS Intercept 42
Adult Termination of

Resuscitation 43
Cancellation of

ALS Units 44
CPAP 45
Do Not Resuscitate 46
Hemostatic Gauze 47
Interfacility Transfers 48
Nitrous Oxide 49
Medical Incident 50-

Management 56
Patient Refusal 57
Refusal Form 58
Physician On Scene 59
Radio Failure 60

Radio Report /
Hospital Notification 61

Appendix B

Medication Formulary 62
Medication Formulas 63
IV Drip Tables 64
Medication
Descriptions

Susquehanna Regional EMS Protocols

65—78

Pediatric: Medical

Altered Level of

Consciousness 79
Anaphylaxis 80
Croup/Epiglottitis 81
Obstructed Airway 82
Poisoning 83
Respiratory Distress 84
Seizures 85
Shock 86
Pediatric: Trauma
Major Trauma 87
Pediatric: Cardiac
Asystole 88
Cardiac Arrest 89
Symptomatic

Bradycardia 90
Neonatal
Resuscitation 91
Appendix C
Pediatric Reference 92
Pediatric IV

Drip Chart 93

Rev 6 — 2008 7



Routine Medical Care

General Guidelines

Bring equipment to the patient
o Defibrillator, oxygen, suction, capability for field to hospital
communications
Initial patient assessment and vital signs; blood pressure, pulse, and respirations
every 5 minutes and after every treatment
Vital signs with minimum of 2 sets and monitor as indicated
0 Including at least one manual set
Pulse oximetry, if available
Waveform Capnography
Blood glucose monitoring as needed
Oxygen therapy, airway management as needed
Reassurance and proper positioning
Contact Medical Control within 20 minutes of patient contact

Intermediate

Bring equipment to the patient
0 Advanced airway equipment

IV access
Completion of Intermediate Stage @

Critical Care Tech. Paramedic

Bring equipment to the patient

0 ALS equipment and medications
12 lead EKG
Intraosseous infusion if unable to perform IV Access for all ages/

0 ADULT ONLY

Sternal 10 with use of IO bone gun for target landmark.
Eye contamination:

Morgan Lens with Tetracaine, 3-4 drops to affected eye, if available and
indicated.

Completion of Critical Care Tech and Paramedic Stage @

Note:
Multiple patient procedures:
o If a potential MCI exists, contact 911 center and medical control hospital ASAP
o The medical control physician may authorize standing orders during the MCI
o Document incident commander’s name and affiliated agency
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Airway Management

General Guidelines

Manually open the airway, as needed

In a trauma, manual stabilization may be required

Suction as needed

Insert OPA/NPA, as needed

Ventilate with BVM and 100% oxygen or approved positive pressure ventilator as
needed

SpO, monitoring, if available

Waveform Capnography

Intermediate

Consider endotracheal intubation for airway control
May attempt intubation up to 3 times
If intubation is unsuccessful, consider dual lumen airway or LMA

Completion of Intermediate Stage @

Critical Care Tech

Contact Medical Control for facilitated intubation if combative or agitated
Lidocaine for increased ICP
0 Adult and Pediatric dose:
1-1.5 mg/kg with a maximum of 100 mg IV

Completion of Critical Care Tech Stage @

Consider needle cricothyrotomy or percutaneous airway if appropriate
Consider NG tube to decrease gastric distension

Completion of Paramedic Stage @

Medical Control Options

Note:

Facilitated Intubation, CCT/P

Following intubation, ventilate with BVM and 100% oxygen or automatic ventilator
Consider applying cervical collar to minimize risk of ET or dual-lumen airway
displacement

Verify placement on all adult and pediatric patients with auscultation, direct visualization,
and waveform capnography.

Reassess lung sounds pre-and post-movement of patient

Medical Control Physician at receiving hospital must verify and sign off on ET placement
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Oxygen Administration

General Guidelines

Manually open the airway/protect c-spine, as needed

Suction as needed

Insert OPA/NPA, as needed

Apply high flow oxygen via NRB (12-15 LPM) mask or via NC (6LPM or less)
tolerated by patient

If pt has inadequate ventilation with BLS maneuvers and/or decreased level of
consciousness, ventilate with BVM and 100% oxygen or approved positive
pressure ventilator

SpO, monitoring, if available

Waveform Capnography

Intermediate

Consider endotracheal intubation for airway control
0 May attempt intubation up to 3 times
o If intubation is unsuccessful, consider dual lumen airway or LMA

IV access
Completion of Intermediate Stage @

Critical Care Tech

Contact Medical Control for facilitated intubation if combative or agitated

Completion of Critical Care Tech Stage @

Consider needle cricothyrotomy or percutaneous airway if appropriate

Completion of Paramedic Stage

Medical Control Options

Note:

Facilitated Intubation, CCT/P

Following intubation, ventilate with BVM and 100% oxygen or using automatic ventilator
Verify placement on all adult and pediatric patients with auscultation, direct visualization,
and waveform capnography.

Reassess lung sounds pre-and post-movement of patient

Medical Control Physician at receiving hospital must verify and sign off on ET
placement
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Facilitated Intubation
CCT/P Only

Medical Control ONLY
Indications

Adult or pediatric patients requiring airway control who are combative, agitated,
or have a gag reflex

For EMS agencies carrying controlled substances

Medical Control Protocol Only

Preparation

Contact Medical Control for order
Hyperventilate/pre-oxygenate as appropriate
Assure suction is available and set-up
Establish IV access
Place cardiac monitor and pulse oximeter on patient
Ready endotracheal equipment and supplies
Set-up alternate airway adjuncts

o Bag-Valve Mask with BLS airway adjuncts

0 LMA or dual lumen airway

Medication

Pre-oxygenate

Etomidate 0.3mg/kg IV to a maximum of 40 mg, CCT/P
Midazolam 2.5 mg may repeat 1 time, CC/P

Perform endotracheal intubation

Verify placement of endotracheal tube

After successful intubation

Diazepam 5-10 mg IV for continued sedation, CCT/P
Midazolam 2mg IV for continued sedation, CC/P

Post administration

Following intubation, ventilate with BVM and 100% oxygen

Verify placement on all adult and pediatric patients with direct visualization,
auscultation, and waveform capnography.

Secure ET tube

Reassess lung sounds pre and post movement of patient

Document all actions on PCR

Note: Medical Control Physician at receiving hospital must verify and sign off on ET placement
and medication orders
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Severe Nausea or Vomiting

General Guidelines

Routine Medical Care Protocol
Airway Management and Oxygen Administration Protocol

Intermediate

IV access

o Start 2" IV with large bore IV cath if indicated
Critical Care Tech. Paramedic
12 lead EKG

Completion of Intermediate Stage @
Adult dose:

Ondansetron 2 — 4 mg slow IV / IM with a maximum of 4 mg

Pediatric dose:
Ondansetron 0.15 mg/kg slow IV / IM with a maximum of 4 mg

Completion of Critical Care Tech and Paramedic Stage @

Note:
Ondansetron can be administered IV undiluted over 30 seconds
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Abdominal Pain
(Non-traumatic)

General Guidelines

Routine Medical Care Protocol
Airway Management and Oxygen Administration Protocol

Intermediate

IV access
o Start 2" [V with large bore IV catheter if indicated per shock protocol

Completion of Intermediate Stage @

Completion of Critical Care Tech and Paramedic Stage @

Critical Care Tech. Paramedic
12 lead EKG
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Allergic Reaction

General Guidelines

Routine Medical Care Protocol
Airway Management and Oxygen Administration Protocol

Intermediate

IV access

Completion of Intermediate Stage @
Critical Care Tech. Paramedic

If presenting with hives, itching, welts but without respiratory compromise:
Diphenhydramine 50 mg IV/IM
Methylprednisolone 125 mg IV/IM

Completion of Critical Care Tech and Paramedic Stage @

Note: If respiratory compromise or shock, see Anaphylaxis Protocol
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Altered Mental Status

General Guidelines

Routine Medical Care Protocol

Airway Management and Oxygen Administration Protocol
Check blood glucose as needed

Consider oral glucose as necessary

Consider Poisoning Protocol

Intermediate

IV access
Completion of Intermediate Stage

Critical Care Tech. Paramedic

Monitor EKG
If signs and symptoms of hypoglycemia:
Dextrose 50% -- 25 g/50 ml via IV
o 2" dose of Dextrose 50% administered if s/s of hypoglycemia still present
Thiamine 100 mg IV

If no IV access:
Glucagon 1 mg IM

If respiratory suppression:
Naloxone 2 mg IV/ET/IM

Completion of Critical Care Tech and Paramedic Stage @

Medical Control Options

Facilitated intubation, CCT/P

Note: If no response, consider other etiologies
If blood glucose is high, call Medical Control
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Stroke Protocol

General Guidelines
Routine Medical Care Protocol
Airway Management and Oxygen Administration Protocol

Blood glucose monitoring
Determine time of onset of signs and symptoms or time patient was last seen

without signs and symptoms
Document Cincinnati Stroke Scale and time of onset in PCR

Intermediate

Waveform Capnography
IV access

o Consider 2" IV access
Completion of Intermediate Stage

Critical Care Tech. Paramedic

12 lead EKG
If respiratory compromise consider intubation

Prior to intubation (if s/s of increased ICP):
Lidocaine 50 mg IV Bolus

Completion of Critical Care Tech and Paramedic Stage @

Medical Control Options

Facilitated intubation, CCT/P

Note:
If no response, consider other etiologies
Use of the Cincinnati Stroke Scale
Communicate and document all findings
o Facial Droop
Normal: both sides of face move equally
Abnormal: one side of face does not move at all
o Arm Drift
Normal: both arms move equally or not at all
Abnormal: one arm drifts compared to the other
o Speech
Normal: patient uses correct words with no slurring
Abnormal: slurred speech or inappropriate words or mute
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Anaphylaxis

General Guidelines
Routine Medical Care Protocol
Airway Management and Oxygen Administration Protocol
Epi Pen if agency certified

Intermediate

Albuterol Sulfate 0.083%, 2.5 mg in 3 ml x 2 (total of 3 unit doses given)
Critical Care Tech

IV access
Completion of Intermediate Stage @
Monitor EKG

If presenting with respiratory distress, stridor, wheezing, hypotension, altered level of
consciousness, throat tightness, shock:

Adequate perfusion:
Epinephrine 1:1000 0.3mg SC/IM
Diphenhydramine 50 mg IV/IM
Methylprednisolone 125 mg IV/IM

Albuterol Sulfate 0.083%, 2.5 mg in 3ml mixed with Ipratropium 0.5mg (one unit
dose) via nebulizer at a flow rate of 6 LPM O2 (EMT-CC/EMT-P) may repeat x1

Completion of Critical Care Tech Stage @

Cardiovascular Collapse:
Epinephrine 1:10,000: 1 mg IV
Epinephrine 1:10,000: 2 mg ETT

Completion of Paramedic Stage @
Medical Control Options

Epinephrine 1:1000 0.2 ml — 0.5 ml SC (repeat dose), CCT/P
Diphenhydramine 25-75 mg IV/IM, CCT/P
Glucagon 1-2 mg IV/IM every 5 minutes, CCT/P

Cardiovascular Collapse:
Epinephrine 1:10,000: 1 mg IV
Epinephrine 1:10,000: 2 mg ETT, CCT
Note:
Signs and symptoms:
Respiratory distress, stridor, wheezing, hypotension, altered level of
consciousness, throat tightness, shock

Susquehanna Regional EMS Protocols Rev 6 — 2008 17



Cold Emergencies

General Guidelines

Routine Medical Care Protocol
Airway Management and Oxygen Administration Protocol
Remove wet/cold garments
Protect against heat loss and wind chill
0 Use blankets and insulating equipment
Avoid rough movement and excess activity
Administer warmed high concentration humidified oxygen

Intermediate

Waveform Capnography

IV access
Completion of Intermediate Stage @

Critical Care Tech. Paramedic

12 lead EKG

Completion of Critical Care Tech and Paramedic Stage @

Medical Control Options

Facilitated Intubation, CCT/P

Note:
During cardiac arrest: continue CPR and contact medical Control prior to

administering any medications.
Defibrillate a maximum of 3 shocks.
Treat dysrhythmias as indicated
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Heat Emergencies

General Guidelines

Routine Medical Care Protocol
Airway Management and Oxygen Administration Protocol

Cool the patient

Intermediate

Waveform Capnography

IV access
Completion of Intermediate Stage @

Critical Care Tech. Paramedic

Go to specific dysrhythmia
12 lead EKG

Completion of Critical Care Tech and Paramedic Stage @

Note:
Heat cramps: painful, involuntary contractions of skeletal muscles, excessive

sweating

Heat exhaustion: weakness, fatigue, dizziness, drowsiness, headache, nausea
and vomiting, rapid heart rate, arm and leg tingling, no mental status changes
Heat stroke: inadequate sweating, skin flushed, hot/dry or wet/clammy,
dizziness, confusion, headache, irritability, combativeness, seizures, nausea and

vomiting
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Obstructed Airway

General Guidelines

Routine Medical Care Protocol
Airway Management and Oxygen Administration Protocol

Intermediate. Critical Care Tech

Perform direct laryngoscopy and attempt removal of foreign body with magill-type
forceps

Consider intubation through obstruction

IV access

Completion of Intermediate and Critical Care Tech Stage @

Consider needle cricothyrotomy or percutaneous airway

Completion of Paramedic Stage @

Medical Control Options

Facilitated intubation, CCT/P
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Poisoning

General Guidelines

Routine Medical Care Protocol
Airway Management and Oxygen Administration Protocol
Check blood glucose

Intermediate

IV access

Completion of Intermediate Stage @
Critical Care Tech. Paramedic

Go to specific dysrhythmia
12 lead EKG

If respiratory depression:
Naloxone 2 mg IV/IET

Completion of Critical Care Tech and Paramedic Stage @

Medical Control Options

Facilitated Intubation, CCT/P

Atropine 2-5 mg IV (Organophosphate poisoning), CCT/P

NG Tube placement, P

Activated Charcoal 50 — 75 grams by mouth, EMT,I,CCT/P

Glucagon 1 mg IM (Beta-blocker overdose), CCT/P

Sodium Bicarbonate 8.4% 1mEq/kg (Tri-cyclic antidepressant overdose), CCT/P

Note:
Consider scene safety first
Field decontaminate as indicated
Identify substance and quantity
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Respiratory Distress
(Asthma, COPD)

General Guidelines

Routine Medical Care Protocol

Airway Management and Oxygen Administration Protocol

Albuterol Sulfate0.083%, 2.5 mg in 3ml mixed with Ipratropium 0.5mg(one unit
dose) via nebulizer at a flow rate of 6 LPM O2 (EMT-CC/EMT-P)

Intermediate

Albuterol Sulfate 0.083%, 2.5 mg in 3 ml x 2 (total of 3 unit doses given)
Critical Care Tech. Paramedic

IV access
Completion of Intermediate Stage @
Consider 12 lead EKG

Methylprednisolone 125 mg IV

Completion of Critical Care Tech and Paramedic Stage @

Medical Control Options

Facilitated Intubation, CCT/P

Albuterol 0.083% 2.5 mg in 3ml (4th dose and higher) via hand held nebulizer,
EMT/I/CCT/P

Epinephrine 1:1000 0.3cc SC

Note:
Patient must have a diagnosis of asthma, COPD or be on a bronchodilator for
standing order treatment (i.e. Proventil, Ventolin, etc.)

Susquehanna Regional EMS Protocols Rev 6 — 2008 22



Respiratory Distress
(Acute Pulmonary Edema, CHF)

General Guidelines

Routine Medical Care Protocol

Albuterol Sulfate 0.083%, 2.5 mg in 3ml mixed with Ipratropium 0.5mg (one unit
dose) via nebulizer at a flow rate of 6 LPM O2 (EMT-CC/EMT-P)

Airway Management and Oxygen Administration Protocol

Intermediate

IV access

Critical Care Tech. Paramedic

Completion of Intermediate Stage @
12 lead EKG

Nitroglycerin 0.4mg or 1 spray SL every 5 minutes x 3 doses
o (If the systolic BP is above 100 mmHg)

Furosemide 40-80 mg IV

CPAP Protocol

Completion of Critical Care Tech and Paramedic Stage @

Medical Control Options

Note:

Facilitated intubation, CCT/P

Consider Nitroglycerin (additional dose if systolic BP is above 100 mmHg) 0.4 mg
or

1 spray SL, or Nitro Paste 1 Inch. CCT/P

Furosemide (additional dose) IV, CCT/P

Morphine Sulfate IV or IM, CCT/P

Remove Nitro Paste if systolic BP is below 100 mmHg
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Seizures

General Guidelines

Routine Medical Care Protocol

Airway Management and Oxygen Administration Protocol
Protect patient from harm

Check blood glucose

Intermediate

IV access

Completion of Intermediate Stage @
Critical Care Tech. Paramedic
12 lead EKG

Diazepam 5 mg IV (for active seizures only)
o0 Medical Control Signature required

Completion of Critical Care Tech and Paramedic Stage @

Medical Control Options

Diazepam 5 — 10 mg for recurrent seizure, CCT/P
Facilitated intubation, CCT/P

Note: Consider other etiologies
Hypoglycemia
Cardiac
Overdose
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Emergency Childbirth

General Guidelines

Routine Medical Care Protocol
Airway Management and Oxygen Administration Protocol

Normal Delivery:
Follow NYS BLS Protocol

Umbilical Cord Prolapse:

Do not grab cord
Place mother in knee-chest position
Gently displace fetus off cord

Breech Presentation:

Do not tug or pull on fetus
Support fetus

Gentle delivery

Provide airway to fetus

Intermediate. Critical Care Tech. Paramedic

IV access

Completion of Intermediate, Critical Care Tech and Paramedic Stage @

Note:
Uterus at umbilicus at 20 weeks.
Apgar Score at 1 and 5 minutes

0 1 2
Heart Rate Absent Below 100 Over 100
Respiration Effort Absent Slow/irregular Good/crying
Muscle Tone Limp Some flexion Active motion
Reflex Irritability No Crying Crying, cough
Response
Skin Color Blue or pale Pink body with Pink
blue hands/feet
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Cardiac Arrest in Pregnancy
(BCLS/ACLS Modifications)

Primary Survey
Airway
No modifications

v

Breathing
No modifications

Circulation
(Option 1) Start chest compressions after placing the
patient on her left side with her back angled 30 — 45
degrees from the floor.
(Option 2) Start chest compressions after a wedge is
placed under the patient’s right side (patient will be lying on
left side)
(Option 3) 1 EMS rescuer kneel next to the pt on her left
side and gently pull the gravid uterus laterally to relieve
pressure on the inferior vena cava

l

Defibrillation
No modifications

l

Airway
No modifications

A 4

Breathing
No modifications

\ 4
Circulation
Follow standard ACLS recommendations for administration of all
resuscitation medications
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Routine Trauma Care

General Guidelines

Bring appropriate equipment to the patient

Initial patient assessment and vital signs every 5 minutes and after every
treatment

Assess mechanism of injury

Airway Management and Oxygen Administration Protocol

Proper positioning, spinal precautions

Determine major trauma criteria and need for aero-medical transport
Contact Medical Control

Intermediate. Critical Care Tech. Paramedic

Trauma criteria present:
Transport to trauma center
IV access
Contact Medical Control

Trauma criteria absent:
Perform secondary assessment
Stabilize patient as needed
IV access
Contact Medical Control

Completion of Intermediate, Critical Care Tech, Paramedic Stage @

Note:
With exception of prolonged extrication, on-scene time should not exceed 10
minutes
Take all patients in cardiac arrest or with unmanageable airways to the nearest
hospital
Document incident commander’s name and agency
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Amputation

General Guidelines

Routine Trauma Care Protocol
Airway Management and Oxygen Administration Protocol
Label amputated part with patients name

Refer to shock protocol
IV access

Completion of Intermediate, Critical Care Tech and Paramedic Stage @

Medical Control Options

Morphine Sulfate IV/IM (pain management), CCT/P

Note:
For amputations greater than 1 digit, contact Medical Control
For non-digit amputations, contact Medical Control for possible referral
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Burns or Smoke Inhalation

General Guidelines

Scene safety

Field decontaminate as indicated

Routine Trauma Care Protocol

High flow oxygen via NRB mask

Airway Management and Oxygen Administration Protocol as indicated for every
smoke inhalation or significant burn patient

Apply dry, sterile dressings to burns

Assess burned area according to Rule of Nines (p. 60)

Eye contamination:
Irrigate with Normal Saline 0.9% using IV administration set

Intermediate

Intubation for airway control

IV access
Completion of Intermediate Stage @

Morphine Sulfate IV/IM 5mg may repeat to max of 10mg

Completion of Critical Care Tech Stage @

Critical Care Tech

Consider needle cricothyrotomy or percutaneous airway if appropriate

Completion of Paramedic Stage @
Medical Control Options

Facilitated intubation, CCT/P

Morphine Sulfate IV/IM (pain management), CCT/P
IV Normal Saline 0.9% infusion as needed, I/CCT/P
Consider Nitrous Oxide

Note:
Contact Medical Control as soon as possible for possible referral to burn center
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Fractures/Dislocations

General Guidelines

Routine Trauma Care Protocol
Airway Management and Oxygen Administration Protocol
Stabilize fractures/dislocations
Femur fractures
o Traction device
o0 NOTE:
Traction device is not appropriate for femur fractures near joints

Intermediate

IV access

Completion of Intermediate Stage @

Critical Care Tech, Paramedic

Morphine Sulfate IV/IM 5mg may repeat to max of 10mg
Nitrous Oxide

Completion of Critical Care Tech and Paramedic Stage @

Medical Control Options

Morphine Sulfate IV/IM (pain management), CCT/P
Diazepam IV (muscle spasm), CCT/P

Note:
Trauma center referral as needed
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Suspected Head or Spinal Injury
(Not Meeting Major Trauma Criteria)

General Guidelines

Routine Trauma Care Protocol
Airway Management and Oxygen Administration Protocol
o Do not hyperventilate unless s/s of herniation

Intermediate

IV access
Completion of Intermediate Stage
Critical Care Tech. Paramedic
Monitor EKG

Lidocaine 50 mg IV
0 1 -2 minutes prior to intubation
o used with signs of increased ICP

Completion of Critical Care Tech and Paramedic Stage @

Medical Control Options

Facilitated intubation, CCT/P
Diazepam for seizure activity, CCT/P
Consider Dopamine (if hypotensive), CCT/P

Note:
Early trauma center notification
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Major Trauma
(Including Traumatic Arrest)

General Guidelines

Routine Trauma Care Protocol
Airway Management and Oxygen Administration Protocol

Intermediate

IV access

Completion of Intermediate Stage @
Critical Care Tech
Monitor EKG

Lidocaine 1-1.5mg/kg with maximum of 100mg
0 1 -2 minutes prior to intubation
o used with signs of increased ICP

Completion of Critical Care Tech Stage @

Chest Trauma:
Needle-chest decompression for tension pneumothorax

Completion of Paramedic Stage @

Medical Control Options

Facilitated intubation, CCT/P
Diazepam for seizure activity, CCT/P
Chest trauma: Needle-chest decompression, CCT/P

Note:
Treat dysrhythmia as per protocol
Early trauma center notification
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Traumatic Shock

General Guidelines

Routine Trauma Care Protocol
Airway Management and Oxygen Administration Protocol

Intermediate. Critical Care Tech. Paramedic

IV access
o0 Maintain and titrate BP >90 systolic

Completion of Intermediate, Critical Care Tech and Paramedic Stage @

Medical Control Options

Facilitated intubation, CCT/P
Administration rate of Normal Saline 0.9%, I/CCT/P

Note:
Early trauma center notification
Contact Medical Control
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Acute Coronary Syndrome
(Cardiac Related)

General Guidelines

Routine Medical Care Protocol
Airway Management and Oxygen Administration Protocol

Intermediate

Waveform Capnography
IV access @
ASA (chewable) 324 mg orally

o NOTE: check with EMT-B if dose given

Completion of Intermediate Stage

Critical Care Tech. Paramedic

12 lead EKG
o Complete additional 12 lead EKG after each medication administration
Treat specific dysrhythmia as per specific protocol
If positive for AMI, establish 2" site for IV access
o If ST elevation, contact Medical Control at patient’s requested/receiving
hospital
ASA (chewable) 324 mg orally
0 NOTE: check with EMT-B if dose given

For systolic BP greater than 100 mmHg:

Nitroglycerin 0.4 mg tablet or 1 spray SL every 5 minutes for a total of 3 doses
0 Must have IV established prior to administering 2" and 3" NTG

Completion of Critical Care Tech and Paramedic Stage @

Medical Control Options

Treat specific dysrhythmia as per specific protocol
Morphine Sulfate IV, CCT/P

Nitro Paste 1 inch if systolic BP is above 100 mmHg, CCT/P
Metoprolol 1-5 mg IV, CCT/P

Note:
Remove Nitro Paste if systolic BP is below 100 mmHg
Consider right-sided AMI and hypotension

If erectile dysfunction medications have been taken within 24 hours, call Medical
Control prior to administering NTG
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Cardiogenic Shock

General Guidelines

Routine Medical Care Protocol
Airway Management and Oxygen Administration Protocol

Intermediate

Waveform Capnography
IV Access
For systolic BP less than 90 mmHg (if no heart failure or pulmonary edema)
0.9% Normal Saline bolus 250 ml — 500 ml
Reassess lung sounds

Completion of Intermediate Stage @

Completion of Critical Care Tech Stage @

Critical Care Tech
12 lead EKG

For systolic BP less than 90 mmHg:
Dopamine IV drip 2.5 — 20 mcg/kg/min
o titrated to BP of 100 mmHg

Completion of Paramedic Stage @
Medical Control Options

Dopamine IV drip 2.5 — 20 mcg/kg/min, CCT
Furosemide 40 — 80 mg IV/IM, CCT/P
Morphine Sulfate IV, CCT/P

Treat specific dysrhythmia

Note:

Search for and treat possible contributing factors:
Hypovolemia, Hypoxia, Hydrogen ion (acidosis), Hypo/hyperkalemia,
Hypoglycemia, Hypothermia
Toxins, Tamponade, Tension pneumothorax, Thrombosis, Trauma
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VF/Pulseless VT

General Guidelines

Routine Medical Care Protocol

Airway Management and Oxygen Administration Protocol
Begin CPR

Monitor EKG

Check rhythm

Shockable: go to VF/VT Protocol
Not shockable: follow Pulseless Arrest Protocol

Intermediate

Give 1 shock
0 Manual biphasic: (120 to 200j)
o0 Monophasic (360j)
CPR for 5 cycles
IV Access
Check rhythm
0 Give 1 shock (biphasic 200j or monophasic 360j)
o If change in rhythm go to appropriate protocol

CPR
Completion of Intermediate Stage @

Critical Care Tech. Paramedic

Monitor EKG
Check rhythm
o0 Give 1 shock (biphasic 200j or monophasic 360j)
o If change in rhythm go to appropriate protocol
o CPR
Epinephrine 1:10,000 1.0 mg IV/IO every 3-5 minutes
o IfnolV access: 2.0 mgET
Amiodarone 300mg IV/IO
o Consider additional Amiodarone 150 mg x 1

Torsades de pointes
Magnesium Sulfate 1 to 2g IV/IO

Completion of Critical Care Tech and Paramedic Stage @

Medical Control Options

Lidocaine 1mg to 1.5mg IV/IO/ETT first dose, CCT/P
o 0.5mg to 0.75mg IV/IO (maximum of 3 doses or 3mg/kg)

Note:
Give 5 cycles of CPR
Check rhythm every 2 minutes
If change in rhythm go to appropriate protocol
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Narrow Complex Tachycardia

General Guidelines

Routine Medical Care Protocol
Airway Management and Oxygen Administration Protocol

Intermediate

IV Access
Completion of Intermediate Stage

Critical Care Tech. Paramedic

12 lead EKG
o If positive for AMI, establish 2™ site for IV access

Stable

Observe/Monitor
Consider Valsalva Maneuver (Paramedic only)
Adenosine 6mg IV/IO rapid bolus
0 May repeat Adenosine 12mg IV/IO x 2
If no conversion
o Diltiazem 0.15 - 0.25 mg/kg or 15mg IV/IO slowly over 5 minutes
Metoprolol via Medical Control

Unstable (CP, SOB, hypotension, shock, pulmonary congestion, CHF, AMI)

Consider sedation if conscious (see Medical Control Options)
Synchronized Cardioversion 75 — 100 joules

o0 Check rhythm: if no change cardiovert 200 joules

o Check rhythm: if no change cardiovert 360 joules

Completion of Critical Care Tech and Paramedic Stage @

Medical Control Options

Diazepam IV (if needed for sedation), CCT/P
Metoprolol 1-5 mg IV slowly over 5 minutes, CCT/P

Note:
Correct underlying abnormalities
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Pulseless Arrest

General Guidelines

Routine Medical Care Protocol
Airway Management and Oxygen Administration Protocol

Check rhythm

Shockable: go to VF/VT Protocol
Not shockable: follow Pulseless Arrest Protocol

Intermediate

CPR for 5 cycles
IV Access

Completion of Intermediate Stage @
Critical Care Tech. Paramedic
Monitor EKG

Epinephrine 1:10,000 1.0 mg IV every 3-5 minutes
o IfnolVaccess: 20mgET

Asystole or slow PEA rate:
Atropine 1.0 mg IV (maximum dose 0.04 mg/kg)

o IfnolVaccess: 20mgET
o0 Repeat every 3 —5 minutes if asystole continues up to 3 doses

Completion of Critical Care Tech and Paramedic Stage @

Medical Control Options

Sodium Bicarbonate 8.4% 1 meq/kg

Note:
Give 5 cycles of CPR
Check rhythm every 2 minutes
If change in rhythm go to appropriate protocol

Search for and treat possible contributing factors:
Hypovolemia, Hypoxia, Hydrogen ion (acidosis), Hypo-hyperkalemia,
Hypoglycemia, Hypothermia
Toxins, Tamponade, Tension pneumothorax, Thrombosis, Trauma
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Wide Complex Tachycardia

General Guidelines

Routine Medical Care Protocol
Airway Management and Oxygen Administration Protocol

Intermediate

IV Access
Completion of Intermediate Stage

Critical Care Tech. Paramedic

12 lead EKG
o If positive for AMI, establish 2" site for IV access

Stable (stable blood pressure, no LOC, no pulmonary edema)

Amiodarone 150 mg IV/10
0 150 mg placed in 100 ml 0.9% NS infused over 10 minutes
o]

If suspected Torsades de Pointes
o0 Magnesium Sulfate 1-2g IV/10

If becoming unstable
0 synchronized cardioversion
If suspected SVT consider adenosine

Unstable (hypotension, decreased LOC, pulmonary edema, AMI)

Consider sedation if conscious (see Medical Control Options)
Synchronized cardioversion 100 joules

o If no conversion, repeat at 200, 300, 360 joules until conversion
Amiodarone 150 mg IV/10

If suspected Torsades de Pointes
o0 Magnesium Sulfate 1-2g IV/10

Completion of Critical Care Tech and Paramedic Stage

Medical Control Options

if SVT suspected consider adenosine
Lidocaine 1mg to 1.5mg IV/IO (then Lidocaine drip), CCT/P
Diazepam IV/10 (if needed for sedation), CCT/P

If unstable, repeat synchronized cardioversion @
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Bradycardia

General Guidelines

Routine Medical Care Protocol
Airway Management and Oxygen Administration Protocol

Intermediate

IV Access
Completion of Intermediate Stage

Critical Care Tech. Paramedic

12 lead EKG
o If positive for AMI, establish 2™ site for IV access

Adequate Perfusion
Observe/Monitor

Poor Perfusion

Atropine 0.5 mg IV
0 up to a maximum dose of 3 mg

o DO NOT administer with 2" or 3" degree heart blocks
Transcutaneous pacing

Completion of Critical Care Tech and Paramedic Stage @

Medical Control Options

Atropine 0.5 mg IV (up to a maximum dose of 3 mg), CCT/P
Transcutaneous pacing

Dopamine IV 5 — 20 mcg/kg/min, CCT/P
Diazepam IV (if needed for sedation), CCT/P

Note:

Signs and symptoms of poor perfusion caused by bradycardia

o PVCs, CP, shortness of breath, altered mental status, CHF, low BP
Pulse rate < 60 BPM with a systolic BP of <100mmHg
If pulseless arrest develops, go to Pulseless Arrest Protocol

Search for and treat possible contributing factors:
Hypovolemia, Hypoxia, Hydrogen ion (acidosis), Hypo/hyperkalemia,
Hypoglycemia, Hypothermia
Toxins, Tamponade, Tension pneumothorax, Thrombosis, Trauma
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On-Scene Air Medical Protocol

An ALS equipped/staffed air medical service should be considered for adult and
pediatric patients meeting major trauma criteria (found in the NYS DOH statewide BLS
protocols, excluding isolated mechanism of injury criteria) for the following:

1. Any time patient outcome can be improved by reduced out of hospital time.

2. A remote/wilderness area, difficult terrain, or any other time when ground ambulance
access is prevented or delayed.

3. Multiple critical or unstable patients (MCI).

4. To bring special ALS medical personnel and equipment to the scene, such as a
physician or surgeon.

5. Prolonged extrication or rescue situations are anticipated.

Helicopter STAND BY may be requested by any trained public safety official (e.g.,
police, fire, EMS, 911 Operator). The request should be made at the earliest
possible moment; HOWEVER, the highest trained EMS provider attending the
patient will make the DECISION TO TRANSPORT by air medical service.

No assumption should be made regarding helicopter availability. Patient transport
will NOT be delayed awaiting a helicopter. Begin transport to the hospital and
rendezvous with the helicopter en route to the Trauma Center ONLY if this
significantly reduces out-of-hospital time.

APPENDIX

Helicopter use can be for medical emergencies as well as severe trauma
emergencies.

Patients with serious medical emergencies can also be considered for air medical
transport in remote regions where rapid air transportation and ALS care (unavailable by
ground response units) may substantially improve patient outcome. It is advised that
Medical Control be consulted in these cases.

In all situations, when possible, it is advantageous for EMS providers to consult with
Medical Control concerning Ground vs. Air transport decisions and to facilitate early
notification of Trauma Centers. Under NO circumstances should this notification
impede initiating rapid patient transport from the field.

NOTE: THE PILOT HAS FINAL AUTHORITY TO DETERMINE IF THE MISSION CAN
BE SAFELY FLOWN.
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ALS Intercept Protocol

Purpose
To ensure that patients receive the proper level of pre-hospital Advanced Life Support

as soon as possible when their medical condition dictates such care.

Background
It has been proven that provision of the proper level of pre-hospital Advanced Life

Support can reduce mortality and morbidity in patients with certain life-threatening
conditions.

Levels of Advanced Life Support
ALS
o Critical Care Technician
o Paramedic
ILS
o Intermediate

The following conditions warrant simultaneous 911 dispatch of the nearest,
appropriate and available Advanced Life Support Unit:

Cardiac arrest

Chest pain

Stroke

Respiratory arrest

Respiratory distress

Overdose

Unconscious or altered level of consciousness

Allergic reactions

Diabetic

Serious trauma

Abdominal pain

Any condition in which the responding EMS unit/police/fire or the 911 dispatcher
deems an ALS unit is necessary

Emergency Medical Dispatch priority (Charlie/Delta/Echo)

APPENDIX
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Adult Termination of Resuscitation

Once CPR has begun, you may terminate resuscitation efforts if the following conditions
exist:

A valid DNR order is found to exist
Completion of the ADULT Asystole Protocol without success

To discontinue resuscitative efforts in the pre-hospital field, you must document asystole
in 2 leads.

Contact Medical Control for the order to discontinue resuscitative efforts and disposition
of the patient.

Contact local law enforcement and medical examiner/coroner

Leave all invasive therapies in place

Provide support to family members

Bring PCR to the hospital for Medical Control signature and to replace your
equipment and medications used upon completion of the call.

This protocol cannot be used during radio failure.

APPENDIX
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Cancellation of ALS

ALS Units Will Not Be Cancelled Without Authorization from Medical Control

When a dispatcher receives a call for any of the conditions noted on the previous page
(BLS), an ALS unit should be simultaneously dispatched in addition to the responding
ambulance.

Simultaneous dispatch is necessary because it is better to have an ALS unit en route
and cancel if it is not needed than to find out you need one when you arrive at the scene
and now have a further delay due to response times. If it is determined, after the patient
is assessed, that ALS is not needed, CONTACT MEDICAL CONTROL so the ALS unit
may be released and the BLS unit should transport that patient to the hospital.

When ALS Intercept has been called for and the BLS, ILS or D unit has treated to
their level of care and the ALS unit has not arrived, transport should be initiated
to the appropriate hospital. Transport should not be delayed to wait for an
ALS unit. The hospital may actually be the closest advanced care.

Good judgment, based on patient condition, should be used when making the
transport decision. For example: If you have a patient who would greatly benefit
from pre-hospital ALS care and the BLS unit is ready to transport, ALS is 2-3
minutes away and the Hospital is 20 minutes away, it would be to the patient’s
benefit to wait for the ALS unit.

APPENDIX
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Continuous Positive Airway Pressure
(CPAP)
Indications

Hypoxemia secondary to Congestive Heart Failure
Acute cardiogenic shock

Pulmonary edema

Respiratory distress

Systolic BP > 100mmHg

Be alert and able to follow commands (GCS >13)

Preparation and Placement
Assure patent airway
Administer 100% oxygen via appropriate delivery system
Patient assessment, vital signs
Continuous pulse oximetry
Monitor EKG
12 lead EKG
Waveform Capnography
Explain CPAP procedure to patient
Ensure adequate oxygen supply to ventilate device (maintain SPO2 >95%)
Place the delivery device over the mouth and nose
Secure mask with provided straps
Use 5 cm H20 of PEEP maximum
IV Access (NS lock or IV at KVO rate)
Check for air leaks

If hypertensive:
Systolic BP >160 mmHg
Furosemide 40 — 80 mg IV
Nitroglycerin 0.4 mg SL every 5 minutes x 3 doses
Consider Morphine Sulfate (Medical Control Order)

APPENDIX

If normotensive
Systolic BP >100 mmHg
Furosemide 40 — 80 mg IV
Nitroglycerin 0.4 mg SL every 5 minutes x 3 doses
Consider Morphine Sulfate (Medical Control Order)

If hypotensive
Shock, GCS <13, etc. go to appropriate protocol.
Patient is not a CPAP candidate

Post Placement

Monitor and document the patients respiratory rate

Continue to coach the patient to keep mask in place and readjust as needed
Application of the CPAP device detailed in PCR narrative

Response to CPAP documented in PCR narrative

Document Medical Control Physicians name in PCR narrative
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Do Not Resuscitate

When to honor a “Do Not Resuscitate” order:
Transferring a patient from a health care facility with an authorized DNR order
From certified hospice
On an approved form or as indicated by DNR bracelet or MOLST form

When to disregard a DNR:
The EMS provider believes in good faith that the DNR order has been revoked
A physical confrontation with a family member who disagrees with the DNR
appears likely

What does DNR mean?

Not taking measures to restore cardiac function or to support ventilation in the
event of a cardiac or respiratory arrest.
If a valid DNR order exists, and the patient becomes pulseless or apneic, do not
attempt resuscitation
DNR does not mean to withhold treatments in anything other than cardiac or
respiratory arrest. For example:
0 Respiratory distress: oxygen, BVM, IV, medications, monitor but not
endotracheal intubation
o Symptomatic bradycardia: oxygen, BVM, IV, medications and cardiac
monitor

When in doubt, contact Medical Control.

APPENDIX
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BLS Protocol for External Bleeding

(Hemostatic Gauze)

Assure that the patient’s airway is open and that breathing and circulation are
adequate.

Control bleeding by:
o Immediately applying pressure directly on the wound with a sterile
dressing, and
o Elevating the injured part above the level of the patient’s heart (when
possible).

If bleeding persists:

Remove dressing and expose wound site, apply Hemostatic Gauze per
Manufacturer’'s recommendations.
Or
Apply a pressure dressing to the wound. If bleeding soaks through the
dressing, apply additional dressings and reapply pressure.
o Do notremove dressings from the injured site

Cover the dressed site with a bandage.

APPENDIX

If severe bleeding persists:
Apply pressure on the appropriate arterial pressure points.
Splints and pressure splints may also be used to control bleeding.
Use a tourniquet only if uncontrollable bleeding persists.

Assess for hypotension
o If hypoperfusion is present, refer imnmediately to the Hypoperfusion
protocol
Transport keeping the patient warm.

Ongoing assessment.

Obtain and record the patient’s vital signs, repeat enroute as often as the
situation indicates.

Record all patient care information, including the patient’s medical history and all
treatment provided, on a Prehospital Care report (PCR).
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Interfacility Transfer/Transport Protocol

For all BLS/ALS providers

1. Have copy of COBRA form

2. Clarify transfer and/or medication orders with staff prior to leaving the
Hospital facility

3. After assessing the patient, patients airway and reviewing records and orders, determine
if the patient’s current condition is appropriate for the provider’s level of training,
experience and available equipment prior to leaving the facility.

4. If there are any changes in the patient’s condition during transport, follow SREMS ALS
Adult and Pediatric Protocol and contact Medical Control.

5. If the patient is unstable and/or decompensating during transport, follow SREMS ALS
Adult and Pediatric Protocol and contact Medical Control and go to the closest hospital
emergency department.

EMT and Intermediate

May transport stable patients with a secured saline lock (NS lock) device in place, as
long there are no IV fluids or medications attached to the port.

Make sure the venous access site is secured, dressed, clean, and dry prior to leaving
the medical facility.

Critical Care Tech and Paramedic

Paramedics and Critical Care Technicians must have received an approved appropriate
training, documented completion, and be signed off by their agency Medical Director
May transport the following patients without hospital facility staff
o Central venous lines (must be capped off if not being used)
Hickman catheters, Subclavian IV, Internal jugular IV, Port-a-cath
o Arterial lines
o IV medications
All electrolyte and lipid solutions
Dobutamine
If an undue increase in heart rate or systolic blood pressure
occurs during administration, or an arrhythmia is precipitated,
contact Medical Command.
Run on IV pump
Heparin
Monitor patient for signs of bleeding around 1V sites, hemoptysis,
hematuria, and/or epistaxis
Discontinue if any s/s of bleeding complications
Run on IV pump
Antibiotics
May NOT be the FIRST dose
SREMS ALS Protocol Medications

APPENDIX

The Susquehanna Regional Emergency Medical Services Council will not be responsible for
providing Medical Protocols for Interfacility transfers. Protocols will be written by the individual
EMS agency, reviewed by the EMS agency Medical Director and approved by REMAC.
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12 Lead ECG

EMT-CC/ EMT-P

Criteria:
May be preformed on adult patients who present with signs and symptoms
presumed by the technician to be an ACS

Anginal Chest Pain
Any adult who requires normal ECG monitoring

Frequency of 12 Lead:
Initially with vital signs

After administration of medication or if ECG changes are noted OR set automatic
ST segment trending

Final approach to Emergency Department

Considerations for Suspected Acute Myocardial Infarction:
Consider second IV access- if possible on same arm as initial IV

Consider continued nitroglycerin as per protocol
If right ventricle is suspected complete 12 Lead with V4R,5R,6R

Reminders:
Complete a radio report and document ALL suspected AMI’s

Give copies of 12 Lead to hospital and keep one for your agency

APPENDIX

V1 | 4" intercostal space @ R sternum edge

V2 | 4" intercostal space @ L sternum edge

V3 Between leads V2 and V4

V4 | 5™ intercostal space @ L midclavicular line

V4R | 5™ intercostal space @ R midclavicular line

V5 | Level with lead V4 at L anterior axillary line

V5R | Level with lead VAR @ R anterior axillary line

V6 Level with lead V5 @ L midaxillary line

V6R | Level with lead V5R @ R midaxillary line

Location of Infarction by Leads

Inferior Wall Leads Il,lll, and aVF
Anterior Wall Leads V3 and V4
Lateral Wall Leads I, aVL, V5, V6
Septal Wall Leads V1 and V2
Right Ventricle | Leads V4R, 5R, 6R
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Nitrous Oxide Analgesia
(Pain Management)

A patient’s self-administration of a nitrous oxide mixture can provide relief of acute pain,
provided there are no contraindications to its use

Requirements
Critical Care Technicians and Paramedics who have received approved appropriate training,
documented completion, and signed off by their agency medial director

Indications

Moderate to severe pain
GCS 15 and is able to control the administration of Nitrous Oxide by mask
SPO2 on room air >92%
Indicated Pain (examples):
0 Musculoskeletal trauma
0 Kidney stones
o Burns
o Ischemic CP, as 2" or 3" line agent in pain refractory to NTG after all else
implemented

Contraindications

a
COPD Altered level of consciousness a
Possible pneumothorax Possible bowel obstruction E
Possible abdominal pain Head injuries o
Excessive alcohol ingestion Patients presenting with shock o
Pregnancy Cardiac related CP (relative <

contraindication)
Patients unable to self-administer the medication by mask

Procedure

Patient assessment, vital signs
Complete all BLS procedures
Continuous SPO2 monitoring (SPO2 must stay above 95%)
SPO2 >92%: Contact Medical Control for use of Nitrous Oxide
Connect Nitronox® to an oxygen source, open both O2 and Nitrous Oxide fully
Explain Nitrous Oxide self-administration procedure to patient (mild psychological effect)
Continuous reassurance
Instruct the patient to hold the mask firmly to their face and inhale slowly/deeply
Audible hiss should be heard with proper use of device
Reassess pain level after 2 — 5 minutes of therapy
o If no pain relief, Nitrous Oxide should be stopped
Upon relief of pain, Nitrous Oxide is stopped but may resume when pain returns
Patient condition deteriorates during treatment, treatment should be stopped and contact
Medical Control
Discontinuing therapy: turn off Nitrous Oxide tank and have patient breathe O2 for 1 — 2
minutes
Document all patient’s responses, both positive and negative on PCR
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Medical Incident Management Protocol

Policy:
EMS providers operating in this region will utilize the National Incident Management
System (NIMS), Incident Command System (ICS) principles and shall implement the
protocol anytime:
a) There are two or more patients involved in an EMS call/response.
b) The potential for multiple patients is likely to exist (e.g. Fire/Rescue scenes,
HAZMAT scenes, firefighter rehab operations, high risk law enforcement
operations, public events/gatherings and motor vehicle crashes, etc...).

NOTE:
SEGMENTS OF THIS PROTOCOL AND THE ICS SYSTEM MAY BE
UTILIZED TO MORE EFFICIENTLY MANAGE ANY EMS SCENE.

Rationale:

Implementation of ICS improves a patient’s chance for recovery and survival through
the establishment of a well-organized, clearly defined management structure that
insures a timely and optimal utilization of emergency resources. Early, patient-specific
clinical notification to hospitals will improve the opportunity to prepare for each inbound
patient. The goal is to minimize out-of-hospital time while optimizing pre-hospital care.

Authority:

This protocol is REMAC approved and will be followed by all EMS providers and
agencies operating within this region. Each implementation of this protocol will be
reviewed by the primary EMS agency and the Medical Director as part of their Quality
Management Program and opportunities for development/improvement will be shared in
writing with the agency and REMAC as appropriate.

APPENDIX

Procedure:

Upon arrival of the first EMS unit on scene (with capable communication equipment),
the provider “in charge” will implement this protocol and establish “Incident
Command” (IC) if it has not already been established by other disciplines (e.g. Fire,
Law Enforcement, etc...).

In the event that IC has been established (by other disciplines) and prolonged
extrication or delayed response may require extended EMS involvement, a “Unified
Command” shall be established. Transfer of “Incident Command” can occur whenever
a more qualified provider arrives on scene. Establishment or transfer of command and
location of the command post must be broadcast to the

911 Center.

NOTE: ALL INCIDENTS, REGARDLESS OF SIZE OR COMPLEXITY, WILL
HAVE AN INCIDENT COMMANDER.
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Protocol:

1.

2.
3.

Utilize all available information (e.g. dispatch, law enforcement, bystanders,
etc...) to request the response of additional specific emergency resources at the
earliest indication of need. (e.g. helicopter stand-by or launch, ALS response,
fire/rescue, EMS Coordinator, dive team, law enforcement, etc...)

Establish scene safety (reassessment of scene safety should be ongoing).

As the first-in-EMS unit arrives, broadcast a “size-up” to include what you can
see or what you are told: (e.g. number of vehicles, actual or potential hazards,
number of patients and a description of the structure or scene, etc...)
Establish “INCIDENT COMMAND” or a “UNIFIED COMMAND” and then
broadcast the location of the command post. In the event that a command
structure has already been established, assist the current IC or “OPERATION
SECTION CHIEF” with the creation of the "MEDICAL BRANCH”

Example:

“EMT/Medic establishing Incident/Unified Command. Command Post

oo

©

. Initiate a detailed scene survey and if safe begin Triage operations (e.g. START

is located at and will operate on freq.

Don the medical command vest.

Delegate or establish, in coordination, with other commanders (if unified
command), any additional ICS positions required. Specifically the “MEDICAL
BRANCH DIRECTOR”

Triage)
Organize Treatment and Transport areas as needed.
Notify Incident Command and broadcast the following information:

APPENDIX

Scene Safety Issues

Hazards

Number of patients and severity (RED, YELLOW, GREEN, BLACK)
Cause(s) of injuries/illnesses (If known)

Best access to the scene (Road Blocked?)

Number of patients trapped/type of rescue required

Staging area location (if required)

Orders for additional responding units/personnel

Direct 911 Center to notify hospital(s) of the incident.
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10. Order additional resources as needed
Order Response of Additional Resources:

Additional Ambulances & EMS Personnel (Plan on ALS ambulance for
every “RED” patient.

ALS Fly Vehicle

Fire/Rescue

Law Enforcement/Fire Police

Specialty Terrain Vehicles (Boat, URVs, ATVs etc...)

Air Ambulance (Rotary-wing)

Agency Leadership/Management

County EMS Coordinator Staff (resources)

County OES Vehicle (e.g. CV-1, Hazmat 1, etc...)

County Emergency Medical Support Trailer

Sheriff Office Command Vehicle

Tactical Law Enforcement

Additional supplies/assets for prolonged operations

Specially trained teams (e.g. HAZMAT, dive team, etc...)
Regional Critical Incident Stress Debriefing/Management team.

NOTE:

RESPONDING EMS AGENCIES/DEPARTMENTS/COUNTY OFFICALS WILL NOT
CANCEL NOR DIVERT RESOURCES WHILE EN ROUTE TO A SITUATION OR
SCENE. THEY MAY REQUEST ADDITIONAL RESOURCES TO THE SCENE
AND/OR COORDINATE ADDITIONAL STAND-BY/BACK-FILL RESOURCES,
ESPECIALLY IF SCENE PROVIDERS ARE OVER COMMITED. EVERY EFFORT
SHOULD BE MADE TO NOTIFY THE ON SCENE INCIDENT COMMANDER PRIOR
TO DEPLOYMENT.

APPENDIX

11.Establish and maintain early contact with hospitals-Develop a specific contact at
each hospital (Command Physician or Charge RN) in order to maintain
consistency and accuracy of information.

Consider continuous, open-line of communication with hospital.

Provide Hospital Medical Command physician with event details, number
of suspected patients, nature of injuries/illness, contamination, special
needs, etc...

Ascertain Emergency Department capacity for each hospital.

Provide updates as they become available.

Consider appointment of a dedicated “Hospital Communications” EMS
provider to maintain contact with hospitals..

Consider notification of out of area hospitals for larger incidents (Consult
with EMS Coordinator Staff)
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12. Consider direct Air-Ambulance of major burn injuries in an MCI situation directly
to regional burn center. Consult with Medical Command Physician.

13. Assign additional responders to appropriate roles.

14.Demobilize unused equipment/personnel.

15. Transfer command to more qualified personnel as needed (e.g. at the end of the
operational period or event.) Broadcast transfer of command information.

16.Keep track of resources and personnel. Consider use of a command board on
extended incidents.

17.Debrief

18. Closeout the command structure

APPENDIX
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MEDICAL INCIDENT MANAGEMENT PROTOCOL
MEDICAL BRANCH
UNIT STRUCTURE AND LEADERSHIP
(Adapted from NIMS Structure)

Incident Commander

Medical Branch
Director
Triage Unit Leader Treatment Unit Transportation Unit
Leader Leader

e

QO

P

o

Triage Personnel Treatment Personnel Medical o
Communications <

Coordinator
Ambulance Staging
Coordinator
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Patient Refusal Against Medical Advice

ALWAYS TALK WITH PATIENT AND ATTEMPT TO CONVINCE HIM/HER OF THE NEED
FOR TREATMENT/TRANSPORT

Talk with family and friends in an attempt to convince patient of the need for treatment/transport.
Offer to call Medical Control and have patient speak with physician.
IF PATIENT STILL REFUSES TREATMENT/TRANSPORT:

ASSESS LEVEL OF CONSCIOUSNESS

l l

Patient is alert & oriented X3 Patient has an altered mental status
with GCS =15
Rule out the following conditions:
Danger to self or others d PATIENT CANNOT REFUSE
Minor refusing care
Parent refusing when CONTACT MEDICAL CONTROL
potentially serious illness or P
child abuse exists ELICIT ASSISTANCE FROM LAW 5
Psychiatric or behavioral ENFORCEMENT AS NEEDED =z
disorders TN
ol
If one of the conditions is found o
<
NO YES
Patient can refuse after Patient CANNOT refuse

informed consent.

Educate patient and family.
Have patient sign AMA on PCR
and / or regional form
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INFORMED CONSENT TO REFUSE MEDICAL
CARE AND TREATMENT

EMS Agencies within the SREMS/REMAC Region will implement the utilization of the
form below in situations where competent patients refuse emergency medical care and
treatment. It should be noted that this form has been designed and will be utilized so
that patients are better able to understand the risks and benefits associated with refusal
of emergency medical care and treatment.

Susquehanna Regional Emergency Medical Services

Regional Emergency Medical Advisory Protocol Form to be utilized for competent
patients refusing emergency medical care treatment and/or transportation

DATE: TIME: AGENCY NAME:
(MILITARY)

l, , have been offered emergency medical care, treatment and
transportation by the Emergency Medical Services Agency listed below. | further
acknowledge that | have been made aware of the risks associated with my decision not
to consent or allow emergency medical care/treatment or transportation to a hospital
facility. | acknowledge and understand that by this refusal, | may be placing my health
and life in immediate jeopardy. | further acknowledge and understand that certain
mechanisms of injury may cause internal injuries to me that may at this time present
with signs, symptoms or complaints and that | may initially look and feel well and later
die or have a condition that may result in a permanent disability associated with these
traumatic hidden injuries. | further acknowledge that Pre-Hospital Medicine is not an
exact science and that the safest course is always to be transported to the hospital for
definitive evaluation, care and treatment by or under the direction of a licensed
physician.

Patient’s Signature Date and Time
EMS Provider Date and Time
Witness Date and Time
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Physician On-Scene

A patient’s personal physician may assume medical control responsibility for his/her
patient if he/she desires. In such circumstances the following procedures should be
followed:

ALS units will carry a card describing the function of the regional medical control
system to give to the physician.

If, after a brief review of the ALS procedures, the physician still desires that his
patient be transported without ALS, s/he should write the order “no ALS,
transport only” on the PCR and sign this order.

The medical control facility must be notified of the case after the ambulance is en
route so that overall system coordination can be maintained.

The medical control facility will advise the emergency department physician at
the destination hospital of the case.

If the patient’s condition deteriorates en route, the emergency department physician at
the destination hospital will be contacted and will decide if ALS protocols should be
started. If the patient’s physician has accompanied the patient in the ambulance, s/he
will be responsible for this decision.

Bystander physicians may not circumvent standard operating procedures or
assume medical control without approval from the medical control facility

physician.

Function of the Regional Medical Control System

SUSQUEHANNA REGIONAL EMERGENCY MEDICAL SERVICES PROGRAM

Thank you for your offer of assistance. Please be advised that we are working under
Medical Control from a physician at a Medical Control Facility. We are not permitted to
relinquish Medical Control to a physician on the scene without approval from the
physician at the Medical Control Facility. Should you wish to assume Medical Control,
you may request to speak with the Medical Control Facility physician. If you are
authorized to provide Medical Control, you must sign the patient’s Prehospital Care
Report and accompany the patient to the hospital.

If you have any questions regarding this Physician-On-Scene-Policy, please contact the
Susquehanna Regional Emergency Medical Services Program at (607) 778-2180.

Martin Masarech, MD
Chairman SREMSC REMAC
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Radio Failure

In the event that direct communications with the medical control facility or an associate
hospital cannot be established because:

the crew is not in UHF/VHF radio range due to either distance from radio
tower, terrain, or radio dead spots,

OR
the UHF/VHF radio is malfunctioning, making voice communications
impossible,
AND
NO telephones are available at the scene,
AND
NO other means of direct communications are available

THE FOLLOWING POLICY WILL BE IN EFFECT:

Given the above circumstances, to allow for the immediate treatment of any
emergencies deemed appropriate in the judgment of the AEMT in charge, all
treatment in the SREMS ALS Protocols which would ordinarily require a physician’s
order may be carried out by the appropriately certified Advanced Provider EXCEPT
FOR CONTROLLED SUBSTANCES. All time sequences, as specified in the
protocols, will be followed. All indications for the treatment, the times the treatments
were performed, and patient responses to the treatment MUST be thoroughly
documented on the PCR or other appropriate run record.

APPENDIX

USE OF THIS PROTOCOL ASSUMES THAT ATTEMPTS HAVE BEEN MADE VIA
ALL AVAILABLE MEANS TO MAKE CONTACT WITH MEDICAL CONTROL.

Thorough documentation is mandatory with regard to description of the
communications problems encountered including location, number of attempts at
communications made, and description of the patient’s condition will be repeated at five
(5) minute intervals. All documentation regarding each case utilizing the radio failure
protocol will be submitted to the medical control facility ems clinical coordinator within
one (1) week from the date of the occurrence for review by the medical control audit and
evaluation committee.

YOU MAY NOT USE THE RADIO FAILURE PROTOCOL TO TERMINATE
RESUSCITATION.
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Hospital Notification Protocol

This protocol details a concise, uniform framework for EMS providers to utilize in
notifying hospital emergency departments in advance of an inbound patient and their
status. This also provides a mechanism so hospitals can provide EMS with physician
medical direction promptly when required.

Please give emergency departments and trauma centers advance notice on all
incoming patients, especially critical trauma/medical patients

Begin all EMS radio, cellular or telephone conversations with emergency
departments pertaining to inbound EMS patients using the format below:

Telephone, encode/touch tone or hail your selected hospital and state the following:
“ : Requesting ... (state
name of hospital you are contacting twice) (name and unit # of EMS Agency)

(Option A) — “Physician Medical Command” (State “STAT” if patient is in extremis)...

(Option B) — “A Nurse for a Routine or Brief Patient Report”

with
(EMS Title and EMT or TEK # (e.g. EMT 12345 or Paramedic 552) (# of Patients)

Patient(s) for your

(Name of Hospital Unit (e.g. ED, ICU, etc.)

Transmit Patient Report ...Speak slowly and clearly.
(Include PCR #. Be Concise and Re-state All Orders Back to Physician)

Brief Patient Report:

A “brief” patient report is to be used for a conscious, alert, very stable BLS (only) patient

and can be relayed by dispatch (911 Center by phone) or via the EMS unit by

radio/cellular phone, etc. (only if the frequency is clear). This will be a very

BRIEF/CONCISE transmission to a RN or PA that is limited to transmitting:

1. Patient Age

2. Sex

3. Chief complaint (brief — e.g., sprained left ankle). The hospital will always assume
that you have a fully conscious, alert, oriented, stable patient with normal vital signs

when providing a “brief” transmission. Only transmit abnormal exam findings. (State

if patient is appropriate for triage desk.)
4. ETA
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Susquehanna Regional EMS
Medication Formulary

MEDICATION LEVEL
Adenosine AEMT- CC, AEMT-P
Albuterol NEMT/ EMT-I, AEMT- CC, AEMT-P
Amiodarone AEMT- CC, AEMT-P
Aspirin AEMT- CC, AEMT-P
Atropine AEMT- CC, AEMT-P

(Atrovent) Ipratropium

AEMT-CC, AEMT-P

(Benadryl) Diphenhydramine

AEMT- CC, AEMT-P

(Cardizem) Diltiazem

AEMT- CC, AEMT-P

Charcoal, Activated

EMT/ EMT-I, AEMT- CC, AEMT-P

Dextrose 25%, 50%

AEMT- CC, AEMT-P

Dopamine

AEMT- CC, AEMT-P

Epinephrine 1:1000, 1:10.000

AEMT- CC, AEMT-P

Epinephrine- Epi Auto Injectors
(child or adult)

N EMT/ EMT-I, AEMT- CC, AEMT-P

Glucagon

AEMT- CC, AEMT-P

Glucose Paste

EMT/ EMT-I, AEMT- CC, AEMT-P

(Lasix ) Furosemide

AEMT- CC, AEMT-P

Lidocaine

AEMT- CC, AEMT-P

(Lopressor) Metoprolol

AEMT- CC, AEMT-P

Magnesium Sulfate

AEMT-CC, AEMT-P

Nitro paste

AEMT- CC, AEMT-P

(Narcan) Naloxone

AEMT- CC, AEMT-P

Sodium Bicarbonate 4.2%

AEMT- CC, AEMT-P

Sodium Bicarbonate 8.4%

AEMT-CC, AEMT-P

(Solu Medrol)Methylprednisolone

AEMT- CC, AEMT-P

Thiamine

AEMT- CC, AEMT-P

(Zofran) Ondansetron

AEMT-CC, AEMT-P

Optional

Etomidate

"M AEMT- CC, AEMT-P

Morphine Sulfate

"M AEMT- CC, AEMT-P

(Versed) Midazolam

"M AEMT- CC, AEMT-P

(Valium) Diazepam

"M AEMT- CC, AEMT-P

N EMS Agency must be approved by REMAC

AN ALS Agency with Controlled Substances Only
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Medication Formulas

Anterior Posterior

Adult Burn Chart (Rule of Nines)

Parkland Formula:
Amount of IV fluid in first 24 hours = weight in kg x 4ml x % BSA burned
(First 50% of that total in the initial 8 hours and the second 50% over the following 16 hours)

Injections:
(amount to be drawn up into a syringe)

(Desired amount of drug x total volume)
Total amount of drug on hand

Volume/hr (ml/hr):
(e.g., 100 ml/hr)

(Volume x drip set factor)
Time in minutes

mg/min mg/hr
(e.g., 10mg/hr) (e.g., 6mg/min)

(Desired amount x volume x drip set factor) / Total infusion time in minutes
Amount of drug on hand

IV Infusion in mcg:
Mca/kg x weight (kg) x drip set factor  =gtts per min
concentration on hand x time
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Medication IV Drip Tables

Dopamine: 400mg/500ml Normal Saline= 800 mcg/mi
Drip rates per min, using a 60 drops/ml (microdrip) IV set

Weight in Kilograms (kQ)

Infusion Rate 5055606570 |75 |80 |85 |90 |95 |100 |105
(micrograms/kg/min)
5 181202224126 |28 |30 |32 |34 |36 |38 |40
10 364044 48|52 |56 |60 |64 |68 |72 |76 |78
15 56 |62 |68 |74 |78 |84 |90 |96 |102 106|112 |118
20 7682|9098 |106|112|120|128 | 136|142 | 150 | 158
1.0 ml 60 drops/min 800 mcg/min
0.75 ml 45 drops/min 600 mcg/min
0.5 ml 30 drops/min 400 mcg/min
0.25 ml 15 drops/min 200 mcg/min
Lidocaine: 1g/500ml Normal Saline =2 mg/ml
Drip rates per min, using a 60 drops/ml (microdrip) IV set
1 mg/min 30 gtts/min 1 drop every 2 seconds
2 mg/min 60 gtts/min 1 drop every second
3 mg/min 90 gtts/min 3 drops every 2 seconds
4 mg/min 120 gtts/min 2 drops every second
2g/500ml Normal Saline = 4 mg/ml
Drip rates per min, using a 60 drops/ml (microdrip) IV set
1 mg/min 15 gtts/min 1 drop every 4 seconds
2 mg/min 30 gtts/min 1 drop every 2 seconds
3mg/min 45 gtts/min 2 drops every 3 seconds
4mg/min 60 gtts/min 1 drop every second
IV Fluid Drip Rate Table: (drops/min)
Rate TKO |50 |75 [100 |125 |150 |175 |200 |250
(ml/hr)
10gtt/ml set 5 8 | 13 | 17 21 25 29 33 42
12gtt/ml set 6 10| 15 | 20 25 30 35 40 50
15gtt/ml set 8 13119 | 25 31 37 44 50 62
20gtt/ml set 10 17 | 25 | 33 42 50 58 67 83
60gtt/ml set 30 50 | 75 | 100 125 150 | 175 | 200 | 250
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Activated Charcoal With or Without Sorbitol

Class:
Adsorbent

Description:
Is used to adsorb ingested toxins that cannot be removed through emesis, or after emesis has been
induced, to adsorb remaining toxins

Mechanism of Action:
Adsorbs toxins by chemical binding and prevents Gl adsorption

Administration: 50 — 75 grams mixed with water given by mouth or via NG tube

Indications:
Poisoning following emesis, or when emesis is contraindicated

Contraindications:
None in severe poisoning

Side Effects:
Nausea Vomiting Constipation Diarrhea

Precautions/Interactions:
Patients with altered mental status
May absorb ipecac before meals; wait at least 10 minutes if ipecac is administered

Adenosine
Class: Antiarrythmic

APPENDIX

Description: A naturally occurring nucleoside that slows AV conduction through the AV node. It has an
exceptionally short half-life and a relatively good safety profile

Mechanism of Action: Decreases conduction of the electrical impulse through the AV node and
interrupts AV re-entry pathways in PSVT. The half-life is about 5 seconds. Because of its rapid onset of
action and very short half-life, the administration of Adenosine is sometimes referred to as chemical
cardioversion

Administration: 6 mg fast IV, flush IV line following administration. If rhythm does not convert within 2
minutes, repeat using 12 mg fast IV and flush 1V line following administration, may repeat 12 mg dose x 1
if needed.

Indications:
Supraventricular tachycardias, including those caused by Wolff-Parkinson-White Syndrome

Contraindications:

2" and 3" degree heart block
Sick sinus syndrome

Known hypersensitivity to the drug

Side Effects:
Facial flushing Headache Shortness of breath Dizziness Nausea

Precautions/Interactions:
Not effective for uncontrolled atrial fibrillation or flutter, ventricular tachycardia
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Albuterol

Class:
Sympathetic Agonist

Description:
Selective for Beta-2 adrenergic receptors

Mechanism of Action:

Selective Beta-2 agonist with a minimal number of side effects. It causes prompt bronchodilation and has

duration of action of approximately 5 hours
Administration: 2.5 mg in 3 ml solution via nebulizer over 10-15 minutes

Indications:
Treatment of bronchospasm from asthma, anaphylaxis, or COPD

Contraindications:
Known hypersensitivity to the drug

Side Effects:
Palpitations Anxiety Dizziness Headache
Nervousness Tremor HTN Arrhythmias

Precautions/Interactions:
Use with precaution in diabetes, hyperthyroidism, and cerebrovascular disease

Amiodarone

Class:
Antiarrhythmics

Description:

Class Il Antiarrythmic agent used to treat ventricular arrhythmias unresponsive to other antiarrhythmics

Mechanism of Action:
Prolongs duration of cardiac action potential and the effective refractory period

Chest Pain

APPENDIX

Administration: 150 mg slow IV over 10 minutes for arrhythmias with pulse, 300 mg IV push for

pulseless VF/VT. May repeat dose of 150 mg IV push if pt remains in pulseless VF/VT.

Indications:
Severe ventricular tachycardia, SVT, atrial fibrillation, ventricular fibrillation

Contraindications:
Hypersensitivity Cardiogenic shock Marked sinus bradycardia 2"/3" AV block

Side Effects:
Hypotension  Bradycardia Sinus arrest CHF  SA node dysfunction  Nausea
Vomiting Fatigue Dizziness Muscle weakness

Precautions/Interactions:
May worsen existing arrhythmias or precipitate new ones.
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Aspirin

Class: Platelet aggregator inhibitor
Description: Non-steroidal anti-inflammatory agent and inhibitor of platelet function

Mechanism of Action: Blocks the formation of the substance thromboxane A, which causes platelets to
aggregate and arteries to constrict

Administration: 325 mg chewable or 81 mg x 4 chewable by mouth

Indications:
Chest pain, AMI

Contraindications:
Known hypersensitivity to the drug Active ulcer disease

Side Effects:

Heartburn Gl bleeding Nausea/vomiting Wheezing Prolonged bleeding
Precautions/Interactions:
Increased risk of bleeding increased risk of Gl ulceration
a
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Class: Anticholenergic
Description: Parasympatholytic

Mechanism of Action: Blocks acetylcholine receptors, which inhibits parasympathetic stimulation.
Has + chronotropic properties and little to no inotropic effects

Administration: Bradycardia: 0.5 mg IVP for symptomatic bradycardia, repeat every 3- 5 min to a max
dose of 0.04mg/kg. Slow PEA and Asystole: 1 mg IVP, repeat every 3-5 min to max dose of 0.04mg/kg
(2 mg ET). Organophosphate Poisoning: 1 mg IV every 5-10 minutes

Indications:
Symptomatic bradycardia Asystole Organophosphate poisoning PEA

Contraindications:
Known hypersensitivity to the drug Glaucoma CHF
2" degree Type 2 block 3" degree AV block with wide ventricular complex

Side Effects:
Blurred vision  Flushed skin Headache Dilated pupils
Dry mouth Difficulty with urination

Precautions/Interactions:
May produce reflex bradycardia in doses less than 0.4 mg or recommended dose given slowly
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Atrovent (Ipratropium)

Class: Bronchodilator
Description: Anticholinergic used in the treatment of asthma/COPD
Mechanism of action: Antagonizes acetylcholine receptor producing bronchodilatation

Administration: Administer via nebulization along with Albuterol
Indications: Treatment of bronchospasm from asthma, anaphylaxis, or COPD

Contraindications:
Hypersensitivity Acute glaucoma Caution if prostatic hypertrophy

Side Effects:
Glaucoma  Tachycardia Dizziness  Headache Dry mouth

Precautions/Interactions: caution with bladder obstruction

Benadryl (Diphenhydramine)

Class: Antihistamine

Description: Blocks H1 and H2 histamine receptors

Mechanism of Action:

Opposes the action of histamine on the capillary bed by binding with H1 receptor site. Also an
anticholinergic effect as well, with mucous membranes becoming dry and oral secretions are decreased

Administration: 10-50mg deep IM or IV

Indications:
Allergic reactions Anaphylactic shock Acute dystonic reaction

Contraindications:
Asthma, Hypersensitivity, nursing mothers

Side Effects:
Drowsiness Blurred vision Dry mouth Wheezing

Precautions/Interactions:
Effects can be potentiated by antidepressants  Use with caution in pregnancy
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Cardizem (Dilitazem) (May substitute Lopressor)

Class: Calcium Channel Blocker

Description: Calcium ion antagonist, causing a relaxation of vascular smooth muscle, and slowed
conduction through the AV node.

Mechanism of Action: Binds only to open calcium channels, especially the voltage-sensitive channels,
preventing repolarization until the drug dissociates from the channel. It decreases the discharge the

discharge rate of SA node and AV nodal conduction while increasing AV nodal refractory period, thereby

decreasing myocardial contractility and oxygen demand.
Administration: 15 mg IV over 5 minutes (0.15 — 0.25 mg/kg) IV

Indications:
Stable narrow complex PSVT refractory to Adenosine

Contraindications:
Wide complex tachycardia hypersensitivity 2" or 3" degree heart block

Side Effects:
Dizziness hypotension heart failure bradycardia AV block

Precautions/Interactions:

Should not be administered to patients receiving IV beta-blockers because of an increased risk of CHF,
bradycardia and asystole

Dextrose 50%

Class: Carbohydrate

Description: Six-carbon sugar d-glucose. Principle form of carbohydrate used by the body. Rapidly
elevates blood glucose level by releasing glucose into the blood stream for metabolism.

Mechanism of Action: Rapidly elevates blood glucose level by releasing glucose into the blood stream
for metabolism.

Administration: Check to be sure that you are in a free-flowing vein. 25 g (50 ml) IV.
Pediatrics: 0.5-1g/kg IV Dextrose 25%

Indications:
Hypoglycemia seizure or ALOC of unknown etiology

Contraindications:
Intracranial hemorrhage and stroke

Side Effects:
In alcoholics, may precipitate severe neurologic symptoms hypokalemia
tissue necrosis if infiltration

Precautions/Interactions:
Flush vein well with IV solution following administration
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Dopamine

Class: Sympathomimetic

Description: Naturally occurring catecholamine. It acts on alpha, beta-1, and dopaminergic adrenergic
receptors.

Mechanism of Action: Low doses: increase in renal and mesenteric blood flow by direct stimulation of
the dopaminergic receptor sites Moderate doses: dopamine increases myocardial contractility by direct
stimulation of the beta-1 adrenergic receptors and norepinephrine release, increasing stroke volume and
cardiac output High doses: alpha-adrenergic receptor stimulation and norepinephrine releases producing
peripheral vasoconstriction

Administration: IV/IO infusion only. 5 to 20 ug/kg/min. Monitor BP every 2-3 minutes. Rate of drip will
need to be adjusted according to patient’s BP. Should not be used in hypovolemia until pt is
normovolemic (fluid replacement)

Indications:
Cardiogenic shock hypotension not resulting from hypovolemia

Contraindications:
Hypovolemic shock Hypersensitivity Pheochromocytoma

Side Effects:
Dysrhythmias Palpitations CP dyspnea nausea/vomiting Headache

Precautions/Interactions:
Tissue necrosis may occur if drug infiltrates
Should not be administered in uncorrected tachydysrhythmias or VF

Epinephrine

Class: Sympathomimetic

APPENDIX

Description: Naturally occurring catecholamine. It is a potent alpha- and beta-adrenergic stimulant with
more profound beta effects

Mechanism of Action: Works directly on alpha- and beta-adrenergic receptors with effects of increased
heart rate, cardiac contractile force, increased electrical activity in the myocardium, systemic vascular
resistance, increased BP, and increased automaticity. Causes bronchodilation.

Administration: Adult dose: Epi 1:1,000 SQ or IM only 0.3 mg-0.5 mg. Do not administer IV.
Epi 1:10,000 1 mg IV bolus, ET 2 mg

Pediatric dose: Epi 1:1,000: 0.01 ml/kg. May be given via ET in pediatric cardiac arrest 0.1ml/kg
Epi 1:10,000 0.1 ml/kg IV/IO

Indications:
Bronchial asthma Exacerbation of COPD Anaphylaxis Cardiac arrest

Contraindications:
Underlying cardiovascular disease Hypertension Narrow angle glaucoma

Side Effects:

Palpitations Anxiety Headache Dizziness Nausea Vomiting
Myocardial oxygen demand

Precautions/Interactions:

Effects can be potentiated by antidepressants
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Etomidate

Class: General anesthetic and adjunct to general anesthesia

Description: A short acting, IV administered sedative hypnotic. Has a rapid onset of action and
recovery. It has minimal cardiac and respiratory-depressive effects and causes no histamine release.

Mechanism of Action: Short acting, non-barbituate, hypnotic, with no analgesic effects and few
cardiovascular or respiratory effects. Facilitates GABAminergic neurotransmission by increasing the
number of available GABA receptors, possibly by displacing endogeous inhibitors of GABA binding.

Administration: 0.3 mg/kg IV over 30-60 seconds. Duration of action is 4-10 minutes

Indications:
Facilitated intubation

Contraindications:
Hypersensitivity

Side Effects:
Myaoclonic/tonic skeletal muscle movements Nausea/Vomiting hypotension

Precautions/Interactions:
Potentiates the effects of CNS depressants
Concurrent use of antihypertensive agents with Etomidate may result in hypotension

Glucagon

APPENDIX

Class: Hormone and anti-hypoglycemic

Description: A hormone secreted by the alpha cells of the pancreas. It is used to increase the blood
glucose level in cases of hypoglycemia in which an IV cannot immediately be placed.

Mechanism of Action: Causes a breakdown of stored glycogen to glucose, and inhibits the syntheses of
glycogen from glucose. It is only effective if there are sufficient stores of glycogen in the liver. Glucagon
increases cardiac contractility and heart rate.

Administration: Hypoglycemia: 0.5-1 mg IM/SC. Anaphylaxis: 1-2 mg IV/IM every 5 minutes

Indications:
Hypoglycemia Beta-blocker overdose Anaphylaxis

Contraindications:
Hypersensitivity

Side Effects:
Nausea/VVomiting Hypotension  Dizziness Headache

Precautions/Interactions:
None
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Lasix (Furosemide)

Class: Non-potassium sparing loop diuretic
Description: Inhibits sodium and chloride reabsorption in the kidneys and causes venous dilation

Mechanism of Action: Inhibits sodium and chloride reabsorption in the kidneys, promoting the excretion
of sodium, chloride, water and potassium. It produces peripheral venodilation, reducing cardiac preload.

Administration: 20-80 mg slow IV

Indications:
CHF  Pulmonary edema Hypertension  Suspected increased ICP

Contraindications:
Hypersensitivity (sulfa allergy may be sensitive to this medication) Hypotension
Dehydration Electrolyte imbalance

Side Effects:
Headache Hypotension  Volume depletion Potassium depletion
Nausea/Vomiting Transient deafness with rapid IV infusion Hyperglycemia

Precautions/Interactions:
Potentiates other antihypertensive medications. Incompatible with other medications, do not mix.

Lidocaine

APPENDIX

Class: Antiarrythmic
Description: An amide-type local anesthetic

Mechanism of Action: Depresses depolarization and automaticity in the ventricles, and increases the VF
threshold by increasing phase IV repolarization

Administration: PVCs: 1 mg/kg IV with repeat every 2-3 min at 0.5 mg/kg if necessary. IV Infusion:
start at 1-2 mg/min and increase if necessary by 1mg/min to a max of 4 mg/min. Cardiac arrest: 1.5
mg/kg IV with repeat 0.5 mg/kg every 3-5 min if necessary to a total of 3 mg/kg. IV infusion 2-4 mg/min

Indications:
VT VF Malignant PVCs Wide complex tachycardia of unknown origin

Contraindications:
Hypersensitivity 2" or 3" degree block Bradycardia
Ventricular escape beats

Side Effects:
Seizures Hypotension  Bradycardia Heart blocks ~ Nausea/Vomiting

Precautions/Interactions:

Be alert for signs of CNS toxicity. Use with caution in patients with liver disease, CHF, low cardiac output.
Reduce dose by % in patients over 65years of age.
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Lopressor (Metoprolol)

Class: Antiarrythmic
Description: A beta-adrenergic blocking agent

Mechanism of Action: Reduces heart rate and cardiac output at rest and during exercise; lowers both
supine and standing BP, slows sinus rate and decreases myocardial automaticity

Administration: 1-5 mg IV over 2 minutes

Indications:
Ml Atrial fibrillation Unstable angina Hypertension

Contraindications:

Hypersensitivity 2" or 3" degree block Bradycardia

Systolic BP below 100-mmHg  Significant 1% degree block (PR interval greater than 0.24 seconds)
Moderate e to severe cardiac failure

Side Effects:
Bradyarrhythmias bronchospasm cardiac failure confusion dizziness headache
Hypotension  visual disturbances

Precautions/Interactions:

Use caution in presence of heart failure controlled by digitalis. Any patient with asthma, bronchospasm or
lung disease. Continuous EKG, HR, BP monitoring is mandatory during administration. May mask some
symptoms of hypoglycemia and hyperthyroidism

Magnesium Sulfate

APPENDIX

Class: Electrolyte, antiarrhythmic
Description: An essential element in numerous biochemical reactions that occur within the body

Mechanism of Action: Acts as a physiological calcium channel blocker and blocks neuromuscular
transmission. It is also a CNS depressant effective in the management of seizures associated with
eclampsia

Administration: 1-2 grams diluted in 100mI NS or NS administered over 1-2 minutes

Indications:
Refractory VF Refractory pulseless VT Torsades de Pointes Eclamptic seizure

Contraindications:
Shock Heart block Respiratory depression Hypertension Renal failure

Side Effects:
Depressed reflexes Depressed cardiac function Bradycardia Heart block
Respiratory depression Pain at injection site

Precautions/Interactions:

Administration rate should be slowed or discontinued if RR fall below 12 per minute or no patellar reflexes
are observed.
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Morphine Sulfate

Class: Narcotic analgesic
Description: Potent CNS depressant and analgesic

Mechanism of Action: Acts on opiate receptors in the brain, providing analgesia and sedation. It
decreases venous return and myocardial oxygen demand.

Administration: 10 mg Morphine in 9 ml NS to equal 1 mg/ml. IV slow push.

Indications:
Pain  Anxiety AMI Burns and isolated traumatic injuries CHF/pulmonary edema

Contraindications:
Hypersensitivity Respiratory depression Head injury Acute abdomen
Acute bronchial asthma Upper airway obstruction Hypotension

Side Effects:
Sedation Confusion Hypotension  Bradycardia Nausea/vomiting
Respiratory depression Urinary retention Constricted pupils

Precautions/Interactions:
Monitor LOC and airway patency. Correct volume depletion or hypotension before administering.

Narcan (Naloxone)

APPENDIX

Class: Narcotic antagonist
Description: An effective narcotic antagonist

Mechanism of Action: Chemically similar to narcotics, however only has antagonistic properties.
Competes for opiate receptors in the brain, and displaces narcotic molecules from opiate receptors.

Administration: 0.4 mg — 2 mg diluted with 9 ml NS, slow IV while monitoring respiration rate and depth.
As soon as respirations improve, stop giving medication. May be repeated x 1 after 5 min

Indications:
Narcotic overdose

Contraindications:
Hypersensitivity

Side Effects:
Ventricular arrhythmias Nausea/vomiting acute withdrawal syndrome

Precautions/Interactions:

Administer slowly, too rapid administration may lead to projectile vomiting. Be prepared to manage
combative patients in withdrawal
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Nitroglycerin

Class: Nitrate
Description: Potent smooth muscle relaxant used in the treatment of angina

Mechanism of Action: Reduces cardiac workload and dilates the coronary arteries. Results in increased
coronary blood flow and improved perfusion of the myocardium.

Administration: 0.4 mg (1/150th grain) SL. Repeat as ordered every 3-5 minutes or pain is relieved
or systolic BP is <100 mmHg.

Indications:
Angina Pulmonary edema Hypertensive crisis

Contraindications:
Hypersensitivity Hypotension  Increased intracranial pressure

Side Effects:
Headache Dizziness Hypotension  Skin flushing  Nausea/vomiting

Precautions/Interactions:
Contact Medical Control prior to administration for patients taking Viagra. Hypotensive effects can be
potentiated in patients who have ingested alcohol.

Nitrous Oxide

APPENDIX

Class: Anesthetic gas and analgesic

Description: Nitronox is a blended mixture of 50% Nitrous Oxide and 50% Oxygen that has potent
analgesic effects

Mechanism of Action: A CNS depressant with analgesic properties. The high concentration of oxygen
delivered with nitrous oxide will increase the oxygen amount in the blood, thus reducing hypoxia

Administration: Administer via the Nitronox unit as described in Appendix. Patient-controlled analgesia

Indications:
Pain of musculoskeletal origin  Burns

Contraindications:

Hypersensitivity COPD ALOC Head injuries  Abdominal pain
Excessive alcohol ingestion Shock Possible pneumothorax Bowel obstruction
Patients unable to self administer the medication by mask Cardiac-related CP
Pregnancy

Side Effects:
Dizziness Lightheadedness Altered mental state Hallucinations
Nausea/vomiting

Precautions/Interactions:

Should only be used in well-ventilated areas. Can potentiate the effects of other CNS depressants such
as narcotics, sedatives, hypnotics and alcohol
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Sodium Bicarbonate

Class: Alkalinizing electrolyte
Description: A salt that provides bicarbonate to buffer metabolic acidosis

Mechanism of Action: Increases pH by providing the bicarbonate buffer. Makes the urine more alkaline,
which enhances Tricyclic Antidepressant excretion.

Administration: 1meqg/kg IV bolus in cardiac arrest

Indications:
Cardiac arrest Metabolic acidosis Known hyperkalemia  Phenobarbital overdose
Tricyclic antidepressant overdose

Contraindications:
Hypokalemia CHF

Side Effects:
Sodium overload CHF  Fluid retention Gastric distension Alkalosis
Altered level of consciousness

Precautions/Interactions:
Flush IV line before and after administration. Precipitate will form if Calcium Chloride and Sodium
Bicarbonate are administered together.

Solu Medrol (Methylprednisolone)

APPENDIX

Class: Glucocorticosteroid and anti-inflammatory
Description: A synthetic steroid with potent anti-inflammatory properties.

Mechanism of Action: As a synthetic steroid, it will suppress immune responses. It increases BP by
increased sodium and water reabsorption

Administration: 125 mg IV

Indications:
Asthma COPD Allergic reactions Anaphylaxis Spinal cord injury

Contraindications:
None in pre-hospital setting

Side Effects:
Headache Hypertension CHF  Nausea Fluid retention Hyperglycemia

Precautions/Interactions:

Administer with caution in diabetes mellitus. Incompatible with other medications. Flush IV before and
after administration.
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Tetracaine %% Ophthalmic Drops

Class: Ophthalmic anesthetic
Description: An ester-type local anesthetic

Mechanism of Action: Causes a reversible blockade of nerve conduction by decreasing nerve
membrane permeability to sodium.

Administration: Place 4-5 drops in affected eye. Use with Morgan Lenses to facilitate irrigation in the
event of burns to the eyes

Indications:
Ophthalmic anesthesia

Contraindications:

Hypersensitivity

Side Effects:

Dizziness Burning Stinging Redness of eye Nausea/vomiting
Increased perspiration Dyspnea Bronchoconstriction

Precautions/Interactions:
Do not rub or wipe the eye until the anesthetic has worn off to prevent injury or damage to eye.

Thiamine

APPENDIX

Class: Vitamin B1

Description: Required for the conversion of pyruvic acid to acetyl coenzyme A

Mechanism of Action: A water-soluble vitamin. Without the conversion of pyruvic acid to acetyl acid to
coenzyme A, a significant amount of the energy available in glucose cannot be obtained. Chronic alcohol
intake interferes with the intake, absorption and use of Thiamine. Neurological symptoms in chronic
alcohol intake include Wernicke's encephalopathy and Korsakoff's psychosis.

Administration: 100 mg IV

Indications:
Coma of unknown origin Delirium tremens

Contraindications:
Hypersensitivity

Side Effects:
Restlessness Pain at IV/IM site Hypotension (if rapidly infused) Diaphoresis

Precautions/Interactions:

Rapid administration can cause pain at site and hypotension. Thiamine should be administered prior to
Dextrose 50% when alcoholism is suspected.
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Valium (Diazepam)

Class: Anticonvulsant and sedative

Description: A benzodiazepine frequently used as an anticonvulsant, sedative and hypnotic

Mechanism of Action: Suppresses the spread of seizure activity through the motor cortex of the brain. It
is used in the management of anxiety and stress. It is an effective skeletal muscle relaxant and induces

amnesia

Administration: Dilute 10 mg (2 ml) with 8 ml NS to equal 1mg/ml concentration. Administer amount
ordered IV slowly.

Indications:
Seizures Status epilepticus Pre-medication prior to cardioversion
Skeletal muscle relaxant Acute anxiety

Contraindications:
Hypersensitivity Respiratory depression Acute narrow angle glaucoma
Hypotension

Side Effects:
CHF  Pulmonary edema Tissue necrosis if infiltration occurs Hyperglycemia
Drowsiness Headache Nausea/vomiting Amnesia Respiratory depression

Precautions/Interactions:
Is incompatible with many medications, may cause precipitation. Used in Normal Saline IV. 1V line
should be flushed prior and post administration. Use with caution during pregnancy and head injuries.

APPENDIX

Versed (Midazolam)

Class: short acting benzodiazepine, CNS depressant
Description: benzodiazepine frequently used for conscious sedation

Mechanism of action: suppresses the spread of electrical activity through the cortex of the brain.
Reduces anxiety/stress and induces amnesia.

Administration: Adult — 2.5mg slow IV

Indications: premedication for intubation, maintenance of sedation

Contraindications: Hypersensitivity Hypotension Glaucoma Respiratory depression

Side Effects: Respiratory depression Nausea/vomiting Headache Blurred vision Cough Hypotension

Precautions/Interactions: sedative effect increases with concomitant use of barbiturates, alcohol, and
narcotics
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Zofran (Ondansetron)

Class: Anti-nausea and vomiting
Description: A selective 5-HT3-receptor antagonist frequently used for anti nausea

Mechanism of Action: Suppresses the spread of seizure activity through the motor cortex of the brain. It
is used in the management of anxiety and stress. It is an effective skeletal muscle relaxant and induces
amnesia

Administration: Adult 2 mg/kg slow IV / IM with maximum of 4 mg
Pediatric: 0.15 mg/kg slow IV / IM with maximum of 4 mg

Indications:

Prevention of nausea and vomiting

Contraindications:
Hypersensitivity

Side Effects:
Diarrhea Headache Fever Akathisia

Precautions/Interactions:
Does not stimulate gastric or intestinal peristalsis. Should not be used instead of NG suction. Rarely
transient EKG changes include QT interval prolongation have been reported.

APPENDIX

Susquehanna Regional EMS Protocols Rev 6 — 2008 78



Altered Mental Status
(Pediatric)

General Guidelines

Routine Medical Care Protocol
Airway Management and Oxygen Administration Protocol
Check blood glucose

Intermediate

Waveform Capnography

IV Access
Completion of Intermediate Stage

Critical Care Tech. Paramedic

12 lead EKG
Naloxone 0.1 mg/kg up to 2 mg IV if respiratory rate is slow
Dextrose 25% 1 gram/kg IV

Completion of Critical Care Tech and Paramedic Stage @

Medical Control Options

Dextrose 25% 0.5 — 1 gram/kg 1V, CCT/P

Glucagon 0.5 — 1mg IM, CCT/P

Naloxone 0.1 mg/kg up to 2 mg IV if respiratory rate is slow
Consider IV fluids, CCT/P
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Anaphylaxis
(Pediatric)

General Guidelines

Initial patient assessment and vital signs
Pulse oximetry

Administer high concentration oxygen
Epi pen Jr, if agency certified

Completion of EMT stage @

Intubation for airway control
o Waveform Capnography

IV Access
Completion of Intermediate Stage

Critical Care Tech. Paramedic
Monitor EKG

Intermediate

If presenting with respiratory distress, stridor, wheezing, low blood pressure, altered
level of consciousness, throat tightness, and shock

Adequate perfusion:
Epinephrine 1:1000: 0.01 ml/kg SC or IM
Diphenhydramine 1 mg/kg IV/IM

Completion of Critical Care Tech and Paramedic Stage @

Medical Control Options

Epinephrine 1:1000 0.01 ml/kg SC or IM, CCT/P
Epinephrine 1:10,000 0.1ml/kg or 0.01mg/kg IV, CCT/P
Methylprednisolone 1 mg/kg IV/IM, CCT/P

Consider IV fluids, CCT/P
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Croup/Epiglottitis
(Pediatric)

General Guidelines

Routine Medical Care Protocol
Airway Management and Oxygen Administration Protocol

Intermediate. Critical Care Tech. Paramedic

Do not attempt endotracheal intubation
Monitor EKG, if child tolerates

Completion of Intermediate, Critical Care Tech and Paramedic Stage @
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Obstructed Airway
(Pediatric)

General Guidelines

if conscious and can breathe, cough or speak, encourage to cough
If foreign body cannot be dislodged by pt via coughing

o0 Routine Medical Care Protocol

o Airway Management and Oxygen Administration Protocol
If unresponsive:

o Perform chest compressions

Intermediate. Critical Care Tech

Perform direct laryngoscopy and attempt removal of foreign body with pediatric
magill-type forceps or finger sweep

0 Suction as necessary

0 Intubation through obstruction
IV Access
Completion of Intermediate, Critical Care Tech Stage @

Consider needle cricothyrotomy or percutaneous airway

Completion of Paramedic Stage @

Note:
Infant
o Confirm airway obstruction
o If silent, 5 back blows/5 chest thrusts
o Unconscious: finger sweep (if obstructing object is visible) and CPR
o CPR:for 2 minutes

0 Abdominal thrusts
o Unconscious: finger sweep (if obstructing object is visible) and CPR
o CPR:or 2 minutes

S
o
|_
<
O
m
o

Susquehanna Regional EMS Protocols Rev 6 — 2008 82



Poisoning
(Pediatric)

General Guidelines

Initial patient assessment and vital signs
Pulse oximetry
Administer high concentration oxygen

Check blood glucose
Completion of EMT stage @

Intubation for airway control as needed
Waveform Capnography

IV Access
Completion of Intermediate Stage

Critical Care Tech. Paramedic

Go to specific Dysrhythmias
12 lead EKG
Activated Charcoal 1gram/kg by mouth

Intermediate

Completion of Critical Care Tech and Paramedic Stage @

Medical Control Options

Atropine (Organophosphate poisoning), CCT/P
Glucagon (Beta-blocker overdose), CCT/P
Sodium Bicarbonate (Tri-cyclic antidepressant overdose), CCT/P

Note:
Consider scene safety first
Field decontaminate as indicated
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Respiratory Distress
(Pediatric)

General Guidelines

Routine Medical Care Protocol
Airway Management and Oxygen Administration Protocol

Intermediate

Albuterol Sulfate 0.083%, 2.5 mg in 3ml
IV Access
o As indicated, consider patient condition

Completion of Intermediate Stage @

Critical Care Tech. Paramedic

Monitor EKG
Albuterol Sulfate 0.083%, 2.5 mg in 3ml mixed with Ipratropium 0.5mg (one unit
dose) via nebulizer at a flow rate of 6 LPM O2

Completion of Critical Care Tech and Paramedic Stage @

Medical Control Options

Facilitated Intubation, CCT/P

Asthma:

Methylprednisolone 1 mg/kg IV or IM, CCT/P
Albuterol Sulfate 0.083%, 2.5 mg in 3ml, EMT,I,CCT/P
Epinephrine 1:1000 SC or IM

o 0.01 ml/kg (maximum of 0.3 mg), CCT/P
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Seizure
(Pediatric)

General Guidelines

Routine Medical Care Protocol
Airway Management and Oxygen Administration Protocol
Assess blood glucose

Intermediate

IV Access
Completion of Intermediate Stage

Critical Care Tech. Paramedic

12 lead EKG
Waveform Capnography
Diazepam dose per Braslow Tape
o Medical Control Signature required

Completion of Critical Care Tech and Paramedic Stage @

Medical Control Options

Diazepam 2 — 10 mg IV/IO (for recurrent seizure), CCT/P
Dextrose 25% 0.5 — 1 gram/kg IV, CCT/P
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Shock
(Pediatric)

General Guidelines

Routine Medical Care Protocol
Airway Management and Oxygen Administration Protocol

Intermediate. Critical Care Tech. Paramedic

IV Access
o IV Normal Saline for fluid volume replacement

Child

20 ml/kg
o repeat IV fluid bolus if one or more s/s of shock are present

Neonatal

10 mi/kg
Completion of Intermediate, Critical Care Tech and Paramedic Stage @

Medical Control Options

Administration rate of Normal Saline 0.9%, I/CCT/P

Note:

Signs and symptoms

o AMS

Tachypnea
Tachycardia
Diaphoresis
Pallor
Hypotension
Capillary refill > 2 seconds

O 0O O0OO0OO0Oo
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Major Trauma
(Including Traumatic Arrest)
(Pediatric)

General Guidelines

Routine Trauma Care Protocol
Airway Management and Oxygen Administration Protocol

Intermediate

IV Access (IV x 2) without delaying transport
o IV Normal Saline for fluid volume replacement as needed
o Call Medical Control for dose and rate
Critical Care Tech

Completion of Intermediate Stage @
Monitor EKG

Normal Saline 0.9% 20 ml/kg IV
0 Repeat x 1 if s/s shock persist

Completion of Critical Care Tech Stage @

Chest trauma
Needle-chest decompression for tension pneumothorax

Completion of Paramedic Stage @
Medical Control Options

Fluid challenge: repeat Normal Saline 0.9% 20ml/kg, CCT/P
Diazepam for seizure activity, CCT/P
Chest trauma: Needle-chest decompression, CCT/P

Note:
Trauma Center notification
Aero-medical activation
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Asystole
(Pediatric)

General Guidelines

Begin CPR
Routine Medical Care Protocol
Airway Management and Oxygen Administration Protocol

Intermediate

IV Access
Completion of Intermediate Stage

Critical Care Tech. Paramedic

Monitor EKG
Epinephrine 1:10,000 0.1 ml/kg IV/IO to a max of 1mg
Epinephrine 1:1000 0.1 ml/kg ET

0 Repeat x 1 every 3 — 5 minutes if asystole continues

Completion of Critical Care Tech and Paramedic Stage @

Medical Control Options

Sodium Bicarbonate 4.2% or 8.4% 1 meg/kg after 15 minutes IV

Note:
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Cardiac Arrest
(Pediatric)

General Guidelines

Routine Medical Care Protocol

Airway Management and Oxygen Administration Protocol

Begin CPR 2 minutes

AED or quick look to confirm VF/VT with no pulses

Defibrillate at 2J/kg, reassess rhythm, Defibrillate at 4J/kg x 2, reassess rhythm and
pulses

Continue CPR in 2 minute cycles

Intermediate

Intubation for airway control

IV Access
Completion of Intermediate Stage @
Critical Care Tech. Paramedic
Monitor EKG

Epinephrine 1:10,000 0.1 ml/kg IV/10 to a max of 1mg
0 Repeat every 3-5 minutes
0 Total of 1 mg administered
Epinephrine 1:1000 0.1 ml/kg ET max 2mg
Check pulse and rhythm, if changed, go to appropriate algorithm
Repeat defibrillation at 4J/kg if needed

Completion of Critical Care Tech and Paramedic Stage @

Medical Control Options

Repeat defibrillation 4J/kg, CCT/P

Amiodarone 5 mg/kg IV/10, CCT/P

Lidocaine 1 mg/kg IV/IO, CCT/P

Sodium Bicarbonate 1 mEg/kg IV/10, CCT/P

Dopamine 2 — 20 mcg/kg/min IV/10, CCT/P

Atropine 0.02 mg/kg (minimum dose 0.1 mg), IV/10, CCT/P
0 Infant maximum single dose (0.5 mg)
0 Child maximum single dose (1.0 mg)
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Bradycardia
(Pediatric)

General Guidelines

Routine Medical Care Protocol
Airway Management and Oxygen Administration Protocol
If pulse rate less than 60; begin CPR

Intermediate

Intubation for airway control

IV Access
Completion of Intermediate Stage

Critical Care Tech. Paramedic

Epinephrine 1:10,000 0.1 ml/kg IV/IO (max of 1 mg)
Epinephrine 1:1000 0.1ml/kg ET
Atropine 0.02 mg/kg IV (minimum of 0.1 mg)
o Infant: maximum 0.5 mg
o0 Child: maximum 0.5 mg
Transcutaneous pacing

Completion of Critical Care Tech and Paramedic Stage @

Medical Control Options

Atropine 0.02 mg/kg IV (minimum of 0.2 mg)
Transcutaneous pacing
Dopamine IV 5 — 20 mcg/kg/min

Note: s/s of symptomatic bradycardia
Delayed capillary refill
AMS
Hypoperfusion
Pulse rate < 60 BPM
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Neonatal Resuscitation

General Guidelines
Position, suction, dry, warm and stimulate
Airway Management and Oxygen Administration Protocol
Chest compressions (lower 1/3 of the sternum below nipples)

Meconium Aspiration

If respiratory distress suction until airway clear
Do not stimulate

Intubate and attach Meconium aspirator
Suction on withdrawal of ET tube

Apnea or HR <80

Chest Compressions for heart rate under 60 beats per minute
Assist ventilation 40-60 breaths per minute with BVM at 100% oxygen
If heart rate does not increase after 30 seconds
o0 Chest compressions (90 compressions/30 ventilations)
1 complete cycle of 3 compressions
1 ventilation every 2 seconds

Intermediate

Intubation for airway control
0 Bag-valve-mask is just as effective an airway method for short transport
time

IV Access
Completion of Intermediate Stage

Critical Care Tech. Paramedic

Monitor EKG
Naloxone 0.1 mg/kg IV/IM//SC
Epinephrine 1:10,000 0.01 — 0.03 ml/kg IV/IO

Or
Epinephrine 1:1000 0.1 ml/kg ET

Completion of Critical Care Tech and Paramedic Stage @

Medical Control Options
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Pediatric Reference

Age

Preemi

Term

6 mo

1yr

3yrs

6 yrs

8 yrs

10 yrs

12 yrs

15 yrs

18 yrs

Weight

1.5kg

3.5kg

7 kg

10 kg

15 kg

20 kg

25 kg

30 kg

40 kg

50 kg

65 kg

HR

90-180

90-180

85-170

80-140

80-130

70-120

70-110

65-110

60-110

55-100

50-90

RR

30-60

30-60

24-40

20-40

20-30

18-25

18-25

16-20

14-20

12-20

12-18

Systolic BP

50-70

50-70

65-106

72-110

78-114

80-116

84-122

90-130

94-136

100-142

104-148

ET size

2.5-3.0

3.0-3.5

3.5-4.0

4.0-4.5

4.5-5.0

5.0-5.5

6.0-6.5

6.5-7.0

7.0 cuff

7.0-7.5

7.0-8.0

Defibrillation

3,6J

7,147

14, 28J

20, 40J

30, 60J

40, 80J

50, 100

60, 120

80, 160

90, 180

130, 260

Synchronized
Shock

1-21J

2-41

4-7J

5-10J

8-15J

10-20J

13-257

15-30J

20-40J

23-45J

33,65

Fluid
Challenge

20 ml

35 ml

140 ml

200 ml

300 ml

400 ml

500 ml

600 ml

800 ml

1000 ml

1300 ml

Adenosine
(0.1mg/kg may
repeat 0.2mg/kg)
IV/IO

**dilute 3mg in 3ml

*%

0.2ml

0.35 ml

0.7 ml

1.0 ml

1.5 ml

2.0ml

2.5ml

3ml

4 ml

5ml

6.0 ml

Albuterol
(2.5mg/3ml)

Amiodarone
(5mg/kg) IVIIO
*50mg/ml**

0.2ml

0.35 ml

0.7 ml

1.0 ml

1.5 ml

2.0ml

2.5ml

3.0ml

4.0 ml

5.0ml

6.5 ml

Atropine
(0.02mg/kg)
IVIETT/IO

1ml

1ml

1.4 ml

2 ml

3ml

4 ml

5ml

6 mi

8 ml

10.0 ml

10.0 ml

Diphenhydram
ine (Img/kg)
IV/IO/IM

dilute
**50mg/10m[**

0.2 ml

1.0 ml

1.5ml

2ml

3ml

4 ml

5ml

5ml

5ml

5ml

5ml

Dextrose

50%
IV/I0

3ml
(D25%)

7 ml
(D25%)

14 ml
(D25%)

20 ml
(D25%)

15 ml

20 ml

25 ml

30 ml

40 ml

50 ml

65 ml

Diazepam
IV/IO/PR

Dopamine
IV/IO

Epi 1:10,000
0.1 mg/ml —
0.01mg/kg IV/IO

0.2 ml

0.35 ml

1ml

1ml

1.5 ml

2ml

2.5 ml

3ml

4 ml

5ml

6.5 ml

ET Epi 1:1000
(Img/ml)

0.1 mg/kg ET
(& 2™ dose IV/I0)

0.2ml

0.35 ml

0.7 ml

1ml

1.5 ml

2 ml

2.5ml

3ml

4 ml

5ml

5mi

Lidocaine
(1mg/kg) IV/IO/ETT

0.1 ml

0.18 ml

0.35 ml

0.5ml

0.75 ml

1ml

1.25 ml

1.5 ml

2ml

2.5ml

3.25 ml

Morphine v/o

Naloxone
(0.1 mg/kg
IV/ET/IO/IMISQ)

0.2 ml

0.35 ml

0.7 ml

1.0 ml

1.5 ml

2.0 ml

2.0 ml

2.0ml

2.0 ml

2.0ml

2.0ml

Sodium

Bicarb 8.4%
1mcg/kg IV/IO

2ml
(4.2%)

3.5ml
(4.2%)

7 ml

10.0 ml

15.0 ml

20.0 ml

25.0 ml

30.0 mi

40.0 ml

50.0 ml

50.0 ml
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Pediatric
Medication IV Drip Table

Dopamine: 400mg/500ml Normal Saline= 800 mcg/mi
Drip rates per min, using a 60 drops/ml (microdrip) IV set

| Weight in Kilograms (kg) |

Infusion Rate 25|5 |75|110|15{20(25(30|35/40|45 |50
(micrograms/kg/min)

5 1 |2 |3 |4 |6 |8 |10]12]14|16|18 |20

10 2 |4 |6 |8 [12]16|20|24[28|32|36 |40

15 3 |6 |9 [12]18[24|30|36[42]48|54 |60

20 4 |8 |12 |16|24|32|40|48 |56 |64 |72 |80

Pediatric Coma Scale

Eye Opening Motor Response Verbal Response
4 Spontaneous 6 Spontaneous 5 Orients to sound, follows objects
3 Speech 5 Localizes 4 Cries consolable
2 To Pain 4  Withdrawals 3 Persistent/inappropriate cry
1 None 3 Abnormal flexion 2 Agitated/restless
2 Extension 1 None
1 None

Pediatric Burn Charts
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