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DISCLAIMER 

  

  

These guidelines are designed to be aresource document for use by Medical Direction Authorities, as 

defined by A.R.S. § 36-2205, responsible for the administrative, organizational and on-line medical 

direction of pre-hospital Emergency Medical Care Technicians (EMCTs). Itis specifically recognized that 

documented regional or local variations from the guidelines contained within are not only acceptable, 

butalso appropriate, depending on the individual circumstances of the involved areas and 

organizations. 

By Statute and Rule, all advanced life support pre-hospital EMCTs shall have administrative and on-line 

medical direction. These guidelines are not meant to act as a substitute, proxy oralternative to that 

medical direction. Any conflict between these guidelines and the EMCT’s medical direction shall default 

to the Administrative or on-line medical direction. 

These guidelines are deemed by the Bureau of EMS and Trauma System to be within the acceptable 

standard of medical care. It is specifically recognized that there are acceptable documented regional or 

local variations from these procedures and protocols, which may also satisfy the standard of care. This 

manual does NOT define, limit, expand, or otherwise purport to establish the legal standard of care. 

  

 



HOW TO USE THESE GUIDELINES 

  

  

These guidelines have been adapted from the National Association of State EMS Officials (NASEMSO) 

Model EMS Clinical Guidelines published onlinein January 2019. These algorithms include specific 

recommendations for evaluation and treatment. 

Inclusion and exclusion patient criteria are listed under the title of each guideline. 

The recommendations within each guideline are listed in order by provider level scope of practice. It is 

assumed that more advanced levels of EMCT will perform all recommended evaluations and treatments 

includedin the preceding level of care. 

STR stands for Special Training Required. “STR skill” means “Specialty Training Requirement skill,” defined 

as a medical treatment, procedure, or technique or administration of a medication for which an EMCT 

needs specific training per R9-25-502. This includes oversight by administrative and online medical 

direction. 

The guidelines include specific pediatric recommendations, highlighted by the EMS for Children bear logo, 

where specific pediatric recommendations differ from those for adults. Itis assumed that children will 

receive the evaluation and care recommended for all patients, unless specific pediatric fey 

recommendations are included in the algorithm. 

   

A pediatric patientis defined as age less than 15 years. Age 15 and above is considered an adult patient in 

regard to treatment guidelines. 

A
 \
 

The guidelines include specific energy/shock recommendations for cardioversion and defibrillation 

highlighted by the lighting bolt symbol. 

The Universal Care treatment guideline should be applied to all patient encounters, and encompasses both 

adult and pediatric patients. All initial patient care is included in this guideline to reduce the need for 

extensive reiteration of basicassessment and other considerations in every guideline. 

On-line medical direction may be utilized at any time during the patient encounter per local protocols. 

The appendix contains additional reference material applicable to these guidelines, such as burn 

assessment and neurologic assessment tools. 

The NASEMSO model guidelines include additional information that medical direction authorities may find 

helpful for education, training, and quality improvement activities, including patient safety considerations, 

educational pearls, performance measures, and literature references: 

https://nasemso.org/wp-content, uploads, National-Model-EMS-Clinical-Guidelines-2017-P DF-Version- 

2.2.pdf 
Version 2.2 Updated January 5, 2019. 
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Universal Care: Adult & Pediatric (2 pages} 
  

  

    

  

  

TOC 

These general recommendations apply to all patient encounters. Patient care goals are to facilitate 

appropriate initial assessment and manage treatment of any EMS patient. 

EMT 

° Assess scene safety * Itis preferable for minors to have a parent or 

* Use appropriate personal protective equipment (PPE) legal guardian who can provide consent for 

* Determine number of patients treatmenton behalf ofthe child; however, 

* Determine need for formal triage and additional EMS providers may provide emergency 

resources treatment when aparentisnot available to 

* Determine mechanism of injury provide consent. 

* Determine SMR needs * Use commercially available tool 

for weight estimate   
  

Primary Survey (Airway, Breathing, Circulation, Disability, Exposure) 

> Openairwayas indicated 

- Consider position, suction, and use of airway adjuncts as indicated 

¢ Administer oxygen as appropriate 

° Assess circulatory status 

- Control any major external bleeding & Initiate chest compressions as indicated 

° Evaluate patient responsiveness: AVPU/GCS 

* Evaluate gross motor and sensory function in all extremities 

* Expose patient as appropriate to the chief complaint 

Secondary Survey 

* Obtain baseline vital signs 

* Assess blood glucose as indicated 

¢ OPQRST history 

* SAMPLE history 

* Checktemperature as indicated, treat environmental hyperthermia/hypothermia 

Ongoing Reassessment 

* Proceed tothe appropriate guideline as indicated 

* Determine need for transport, resources available, and location of most appropriate destination - 

transportas indicated 

* Reassess chief complaint, assessment findings, and response to treatment 

* Assess vital signs at least every 5 minutes for unstable patients; every 15 minutes forstable 

  

  

AEMT 

* Considerappropriate airway management adjuncts. * Use commercially available tool for 

EtCO, monitoring should be performed after medication dosing and equipment size 

placement of any supraglottic or advanced airway selection. 

  

* |V/lO access as indicated 

¢ Initiate IV fluids as indicated   
  

EMT-1/Paramedic 

    + Considerappropriate airway management adjuncts, escalate as indicated. 

* 12-lead ECG should be performed early, where available, in patients with suspected cardiac complaints, 

goal within 5 minutes of patient contact. 

«  \n patients with cardiac or respiratory complaints: 

- Continuous cardiac monitoring 

~ Considerwaveform capnography (EtCO.) in addition to pulse oximetry (SaO,) 
  

 



Pediatric Assessment Triangle 4 io 
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Patient Refusals: Adult & Pediatric 

4 IA 

  

Ifan individual (orthe parent or legal guardian of the individual) declines or refuses secondary care 

and/or ambulance transport toa hospital after EMS providers have been called to the scene, providers 

should determine the decision maker's capacity to make medical decisions. 

Decision-Making Capacity 

An individual who is alert, oriented, and has the ability to understand the circumstances surrounding 

his/herillness or impairment, as well as the possible risks associated with refusing treatment and/or 

transport, typically is considered to have decision-making capacity. Decision-making capacity should be 

demonstrated and documented as defined by the presence of all 4criteria. The patient must be able to: 

* Receive and comprehend information needed to make a decision, 

* Process and deliberate a decision and its potential consequences, 

* Make andarticulate a decision that is consistent overtime, 

* Justify that decision with logic that fits the individual’s own value system. 

The individual's judgement must not be impaired by illness, injury, or clinically apparent drug/alcohol 

intoxication. GCS score must be normal (15). 

Individuals who have attempted suicide, verbalized suicidal intent, or who otherwise exhibit indicators 

that lead EMS providers to reasonably suspect suicidal intent may not decline transport to a receiving 

facility. In addition, patients with court order for psychiatric care may not refuse care. 
  

  

EMT 

* EMS providers should make all reasonable ¢ [tis preferable fora minorto have a parentor 

efforts to avoid danger to themselves legal guardian who can provide consent for 

* Qbtaina complete set of vital signs. treatment on behalf of the minor. However, 

* Complete an initial assessment with EMS providers may provide emergency 

particular attention to neurologicand treatment when aparentis not available to 

mental status. provide consent. 

* Perform appropriate medical care with * Parentor legal guardian must refuse care 

the consent of the individual. on behalf of aminor. 

* Parents may not refuse care if abuse or 

neglectis suspected. Notify law enforcement 

as necessary to facilitate transport to the 

hospital. 

* Emancipated minors must provide state- 

issued emancipated identification card.   

    

  

© Individuals must be advised of the risks and consequences resulting from refusal of medical care. 

* Assess the patient’s understanding of the medical emergency: the possible medical problems, the 

proposed medical care, the benefits of medical care and risks of refusal. 

* Contact on-line medical direction based on local protocol. 
* Provider must document patient encounter. 
  

  

AEMT 
    EMT-I/Paramedic   
 



Abuse and Maltreatment: Adult & Pediatric mn a 

  

  

Be aware of potential clues to abuse/maltreatment from caregivers, the general environment, and the patient’s 

physical condition. 

Recognize any act, or series of acts of commission or omission by a caregiver or person in a position of power over 

the patient, that results in harm, potential for harm, or threat of harm to a patient. 

EMS role is to: 
* Document concerns, 

* Assess and stabilize potentially serious injuries, 

* Disclose concerns to the appropriate authorities (hospital and law enforcement or state authorities) 

* EMS personnel are mandatory reporters of any suspicion for abuse, maltreatment, neglect, or suspected human 

trafficking or sex trafficking of a minor per A.R.S. §13-3620.A and A.R.S. §13-3212 

* Notify the following applicable entities: 

1. Law enforcement and one of the following: 

a. Arizona Department of Child Safety (1-888-SOS-CHILD (1-888-767-2445)} 

b. Adult Protective Services Central Intake Unit (1-877-SOS-ADULT (1-877-767-2385)) 

https://www.azdes.gov/landingforms.aspx?form=13004 

2. Atribal law enforcement or social services agency for any Native American minor who resides on an 

Indian reservation 

NOTE: Reporting to hospital personne! does not qualify as having fulfilled the mandatory reporting requirement. 

+ Leave the investigation to law enforcement. 

   

  

EMT 
  

+ Primary survey 

— Identify potentially life-threatening issues. 

— Refer to General Trauma Management as needed. 

° Secondary survey 

— Assess physical issues, document any statements made spontancously by patient, avoid extensive 

investigation of the specifics of abuse. 

* Report concerns immediately about caregivers impeding your ability to assess/transport patient or refusing care 

for the patient. 

* Attempt to preserve the evidence, but the overriding concern should be providing emergency care to the patient. 
  

  
* Scenarios that call for a high index of suspicion for 

abuse in children include: 

— Brief Resolved Unexplained Event (BRUE} 

Any bruising on a patient <4 months, or any 

bruising on the torso, ears, neck ona 

patient < 4 years. 

  

      
RUISING RULES 

Torso Ears Neck 
4 years & under 

  

   



Agitated or Violent Patient/Behavioral Emergency: 

Adult & Pediatric 
  

Includes: patients who are exhibiting agitated, violent, or uncooperative behavior orwhoarea 

dangerto self or others. 

Excludes: patients exhibiting agitated or violent behavior due to medical conditions including, but not 

limitedto: 

¢ Acute head trauma. 

* Metabolic disorders (e.g. hypoglycemia, hypoxia). 
  

EMT 
  

* Dispatch law enforcementimmediately when necessary to secure and maintain scene safety. Donot 

attempt to enter scene before safety is ensured. 

* Initiate Universal Care. 

* Obtain blood glucose level (if possible). 

* Attemptverbal reassurance and calm patient. 

* Engage family members/loved ones to encourage patient cooperation if their presence does not 

exacerbate the patient’s agitation. 
  

* Consider physical restraints: 

Body: 
— Sheets can be usedin addition to stretcher straps; place around the lower lumbar region, below 

buttocks, oraround the thighs, knees and legs. 

— Do notapply restraints that restrict the patient’s chest wall motion. 

Extremities: 

— Softor leather restraints should not require key. 

~ Restrainall four extremities to stationary frame of stretcher. 

  

  

* Place stretcherin sitting position. 

+ [fin police handcuffs, key must be in ambulance with patient at all times. 
  

  

  

  
  

AEMT 

EMT-1/Paramedic 

* Apply cardiac monitor as soonas possible, * Chemical restraints should be alater < 

particularly when chemical restraints have been consideration for pediatric patients. 

administered. Call for medical direction. 

* Utilize EtCO, if available forall patients receiving | * Consider chemical restraints based upon 

chemical restraints. patient's clinical condition; use caution as all 

* Consider chemical restraints based upon these medications can cause respiratory 

patient’s clinical condition; use caution as all depression/compromise. Time intervals for 

these medications can cause respiratory repeat dosing will vary; refer to specific drug 

depression/compromise. Time intervals for profile. 

repeat dosing will vary; refer to specific drug ¢ Benzodiazepines: 

profile. ~- Midazolam:0.1-0.15 mg/kgIM or 0.05-0.1 

° Benzodiazepines: me/kg !V/IO or 0.3 mg/kgIN. Max initial 

— Midazolam:5 mg IM/IN/IV/lO dose 5mg 

Max total dose 20 mg — Lorazepam: 0.05 mg/kg IM/IV/1O. Max initial 

— Lorazepam: 2-4 mgiM or 2 mg lV/IO dose 2mglV/lO and4mgiM 

Max total dose 4 mg 

* Ketamine (Paramediconly): 

— 4meg/kgiIM/IN, max initial dose of 250 mg 

— 2me/kglV/10, max initial dose 150 mg   
  

4 lo Is. 

 



Management of Acute Pain: Adult & Pediatric 
  

  

  

  

      
  

  

     

TOC 

Assess painas part of general patient care in children and adults. Considerall patients as candidates for 

management of acute pain, regardless of transport interval. 

Caution: Multi-system trauma patients. 

Excludes: 

* Hypotension forage 

* Sa0,<90% 
* Hypoventilation 

* Allergy to morphine orfentanyl 

* Active labor 

EMT 

¢ |nitiate Universal Care. Use an age-appropriate pain scale to assess pain: 

* Use an age-appropriate pain scale to assess pain, | ° Age < 4 years: Consider using an observational 

such as Numeric Rating Scale. scale such as FLACC (face, legs, activity, cry 

* |favailable, consider use of non-pharmaceutical consolability) or CHEOPS (Children’s Hospital of 

pain management techniques: fastern Ontario Pain Scale). 

— Place patientin position of comfort, while * Age4-12 years: Considerusinga self-report scale 

adhering to safe transport recommendations. such as Faces Pain Scale-revised or Wong-Baker 

— Applyice packs and/or splints. Faces. 

— Verbal reassurance (will lower anxiety). * Age > 12 years: Consider using a self report scale 

* Applyapulse oximeter and administer oxygen as suchas Numeric Rating Scale. as 

needed to maintain SaO,> 94%. . 

AEMT 

* Morp! 0.1 mg/kg/dose IV/1O, max 2-5mg increments, max total dose 15mg. 

e Reassess pain every 5minutes. 

  

° Evidence of serious adverse effects should preclude further morphine administration. 

+ Ifstillin significant pain, re-dose atthe original dose. 

* Additionalanalgesics per|ocal protocol. 

* Reassess pain every Sminutes, observe foradverse effects, and re-dose as above. 
  

EMT-i/Paramedic 
    * Fentanyl: 1 mcg/kg/dose IN/IV/IO, max initial * Considerintranasal route for medication if 

dose 100 mcg, max total dose 200 mcg. available. . 

° Ketamine (Paramediconly): 0.25 mg/kg IV/10, * Fentanyl: 1 mcg/kg/dose IN/IV/IO, max 7 

max per dose 25 mg, max total dose 100 mg. initial dose 100 mcg, max total dose 

200 mcg.   
  

 



Syncope and Presyncope: Adult & Pediatric A a | 

  

Includes: patients presenting with both abruptloss of consciousness and loss of postural tone. 

Presyncope or prodromal symptoms may be described as “nearly blacking out” or “nearly 

fainting” and should be considered to have the same orsimilarrisk for significant illness as any 

patient who has lost consciousness. 

Excludes: 

Patients with trauma -—referto Traumatic Brain Injury (EPIC-TBI). 

Patients with ongoing mental status changes or coma should be treated per the Altered Mental Status. 

Evidence of other alternate etiology. Refer to appropriate guideline: Seizures, Suspected Stroke, 

Hypoglycemia. 
  

EMT 
  

Initiate Universal Care. 

Assess blood glucose, refer to Hypoglycemia as indicated. 

  

  

AEMT 

* If symptoms of poor perfusion, give 500 mL *  Ifsymptoms of poor perfusion, give 20 mL/kg 

IV/I0 fluid bolus, and repeat as necessary. Max IV/1O fluid bolus, repeat as needed. Titrate to 

30 ml/kg. Titrate to SBP > 90. age appropriate SBP (Abnormal Vital Signs) 

* Referto Shock as needed. using push-pull methods. 

* Referto Shock as needed.   

  

  

EMT-1/Paramedic 
    Place on cardiac monitor—treat arrhythmias if present. 

~ Bradycardia 
— Tachycardia with a Pulse 

— Cardiac Arrest (VF/VT/Asystole/PEA): Age 8and Older or Cardiac Arrest (VF/VT/Asystole/PEA): 

PediatricAge < 8 

Perform 12-lead ECG.   
 



Chest Pain/Acute Coronary Syndrome/ST-segment 

Elevation Myocardial Infarction (STEMI): Adult 

q 

  

Includes: patients with non traumatic chest pain or anginal equivalents. This includes discomfort in the 

arm, jaw, or epigastricregion of suspected cardiac origin, shortness of breath, sweating, nausea, vomiting, 

and dizziness. Atypical or unusual symptoms are more common in women, the elderly and diabetic 

patients. Patients may also present with CHF, syncope, and/or shock. 

Caution: do not give Nitroglycerin to any patient who has taken PDES-inhibitor medication (sildenafil, 

tadalafil) forerectile dysfunction or pulmonary hypertension within 24-48 hours. 

  

EMT 
  

° Initiate Universal Care. 

*  fshort of breath, hypoxic, or with obvious signs of heart failure, administer oxygen and titrate to SaO> 

of 2 94% 

* Administer Aspirin 325 mg PO or 325 mg chewed. 

* Assist patient inself-administration of Nitroglycerin 0.4 mg tablets or spray if prescribed to patient and 

SBP > 100 mm Hg. 

- Repeat every 3-5 minutes x 2, until pain resolves, as blood pressure allows. 

~ Contraindicated with erectile dysfunction medication (sildenafil, tadalafil) within 24-48 hours. 

  

AEMT 
  

* Administer Nitroglycerin 0.4 mg SL tablets or 1 full sprayif SBP > 100 mm Hg. 

- May repeatevery 3-5 minutes x 2, until pain resolves, as blood pressure allows. 

— Contraindicated with erectile dysfunction medication within 24-48 hours. 

* For STEMI only: consider treating chest pain unresponsive to nitrates. 

~ Morphine 0.05 mg/kg/dose lV, max of single dose of 3mg. May repeatin 10 minutes toa total max 

of 10 mg if pain unresolved, if blood pressure allows. 

- Morphine should be used with cautionin unstable angina/non-STEMI due to an association with 

increased mortality. 
  

EMT-I/Paramedic 
    * Additional treatment option for STEMI chest pain unresponsive to nitrates: 

— Fentanyl 0.5 mcg/kg/dose IN/IV/1O, max total dose 200 mcg. 

* Obtain 12 lead ECG and transmit, goal within 5 minutes of patient contact. 

* Use caution administering nitroglycerin to patients that demonstrate inferior STEMI patterns 

(STE in Il, Il, aVF). 

* Transport patient to Cardiac Receiving or Referral Center per local protocol or procedure 

* Notify receiving facility immediately for STEMI 

* Transmit 12 lead ECG to receiving facility if possible. 

* Performance of serial ECGs is recommended if not diagnostic or change in patient condition.   
 



Bradycardia: Adult & Pediatric 

4 

  

includes; Heart rate < 60 with either symptoms (altered mental status, chest pain, congestive heart 

failure, seizure, syncope, shock, pallor, diaphoresis) or evidence of hemodynamicinstability. 
  
  

EMT 

  

Initiate Universal Care. ¢ Forage <6 months and heart rate <60 and 

signs of poor perfusion, initiate chest 

compressions and referto Cardiac Arrest 

VE/VT/Asystole/PEA): Pe 

    

  

AEMT 

  

If signs of poor perfusion, give 500 mL|V/lO 

fluid bolus (unless signs of fluid overload). May 

repeat to maximum of 30 ml/kg.   
+ |fsigns of poor perfusion, give 20mL/kg IV/lO 

fluid bolus (unless signs of fluid overload). May 

repeat as needed toa max 60 mi /kg 

  

  

EMT-I/Paramedic 

  

Place on cardiac monitor. 

Perform 12-lead ECG. 
  

If bradycardia and symptoms of hemodynamic 

instability continue, consider the following: 

— Atropine Sulfate: 0.5 mg |V/IO every 3-5 

min, max total dose 3 mg. 

— Epinephrine: 

© Drip 0.02 - 0.2 mcg/kg/min. 

© Push Dose *** 10-20 mcg boluses (1-2 

mL) every 2 minutes. 

  

* If bradycardia and symptoms or 

hemodynamic instability continue, consider 

the following: 

— Epinephrine***: Push 1 mcg/kg (0.1 

mL/kg), max single dose 10 mcg (1 mL) 

every 3-5 minutes 

- Atropine Sulfate: 0.02 mg/kg lV/IO (min 

dose 0.1 mg), max initial dose 0.5mg, max 

total dose 3 mg. 

  

  

*** Push dose epinephrine preparation: mix 1mL of 0.1 mg/mL epinephrine with 9mL of NS. This results 

in 10 mcg/mL concentration. 
  

If bradycardia and symptoms of hemodynamic instability continue, consider transcutaneous pacing. 

If pacingis performed, consider sedation or pain control per Management of Acute Pain. “iy 

Utilize EtCO, if available for all patients receiving sedation. he 
    Sedation (if age > 60 consider reducing dose by 

half): 

- Midazolam: 1 mg!V slowly every 2-3 

minutes, max dose 5mg. 

~ Lorazepam: 1 mg IV every 5-10 minutes, 

max dose 4 mg. 

* Sedation: 

- Midazolam:0.1 mg/kg!V slowly, every 2-3 

minutes, max dose 5mg. 

— Lorazepam: 0.1 mg/kglV every 10 minutes, 

max dose 4 mg. 

    
  

IS.



Implantable Ventricular Assist Devices (VAD, LVAD, etc.): Adult & 

Pediatric 
  

Includes: patients that have had an implantable ventricular assist device (VAD), including a left ventricular 

assist device (LVAD), right ventricular assist device (RVAD), or biventricular assist device (BiVAD). 
  

EMT 

  

* Initiate Universal Care. 

* BP measurement will require manual cuff and doppler to obtain mean arterial pressure (MAP), 

assess patient for signs of hypoperfusion, pallor, altered LOC. 

* Pulseis variable and not clinically significant in VAD patients. 

* Pulse oximetry can be unreliable —look for physical signs and symptoms . 

* Contactthe patient’s VAD program on-call coordinator using the phone number on the device; 

follow coordinator’s advice. 

— Banner University PhoenixVAD -- 

— Banner University Tucson VAD--- 

- Dignity St. Joseph’s VAD-— --- 602-406-8000 
— Mayo VAD —— 480-342-2999 

* Decision to perform CPR should be made in consultation with patient’s VAD-trained companion 

and VAD coordinator. CPR may be initiated only where: 

~ Confirmation that the pump has stopped and troubleshooting efforts have failed, and 

~ Patientis unresponsive and has no detectable signs of life. 

  602-819-7910 

520-694-6000 

  

  

  

  

* Assess foralarms 

* Assess for possible pump malfunction—mechanical hum should be present on auscultation 

* Contact the patient’s VAD-trained companion, if available. 

* Checkall the connections to system controller, change VAD batteries, and/or change system controller 

if indicated. 
* Follow appropriate cardiovascular condition-specific protocol{s) as indicated. 

* If patientis experiencing VAD-related complications or cardiovascular problems, transport 

destination preference is his/her VAD program, nearest VAD-trained facility, nearest appropriate 

facility. 
  

AEMT 
  

° Establish |V/IO. 
° If patient has a functioning VAD and is hypoperfusing (pale, diaphoretic, delayed capillary refill, 

altered mental status), administer 30 mL/kg |V/I0 fluid bolus, maximum 1L, over< 15 minutes, 

using push-pull method. 
° May repeat up to 3 times based on patient’s condition and clinical impression. 

¢ Do not administer nitroglycerin. 
  

EMT-1/Paramedic 
    ¢ Apply cardiac monitor. 

* Acquire 12-lead EKG. 

*  Patient’s baseline may be arrhythmia; obtain VAD coordinator’s advice prior to administering 

antiarrhythmics.   
 



Tachycardia with a Pulse: Adult & Pediatric 

4 Si
 

  

Includes: Elevated heart rate forage, with or without associated symptoms such as palpitations, dyspnea, 

chest pain, syncope/near-syncope, hemodynamic compromise, altered mental status or other signs of end 

organ malperfusion. Adults: HR > 100. 

Excludes: sinus tachycardia. Rate-related symptoms are uncommon when heartrate <150. 
  

EMT 
  

«Initiate Universal Care. Search for underlying causes (medications, drugs, history of dysrhythmia, CHF, etc.) 
  

AEMT 
  

EMT-I/Paramedic 
  

  
    

All Unstable tachycardias 
* Deliverasynchronized cardioversion. 

Considerthe following if stable symptomatic tachycardia iit 

known WPW contact on-line medical direction): 

Stable SVT 
* Perform vagal maneuvers. 

* Adenosine: 

- 6mglV/lO 

- If tachycardia continues, give 12mg IV. 

- Always followwith 10 mL fluid bolus. 

* Diltiazem: (Paramedic only) 

- 0.25 mg/kglv/IO. 

— Give half of dose slowly over 2 minutes. 

— May give remainder of dose in 10 minutes as needed 

and as blood pressure allows. 

~ Patients >65 years old, max initial dose 10 mg. 

Irregular narrow complex tachycardia (A-fib, A-flutter, 

multifocal atrial tachycardia), Stable 

* Diltiazem: (Paramedic only) 

- 0.25 mg/kgIV/IO 

- Give half of dose slowly over 2 minutes. 

~ May give remainder of dose in 10 minutes as needed 

and as blood pressure allows. 

- Patients >65 years old, max initial dose 10 mg. 

Regular wide complex tachycardia, Stable 

° Adenosine: 

- 6mglV/IO. 

— If tachycardia continues, give 12mg IV. 

~ Always followwith 10mL fluid bolus. 

* Amiodarone: (Paramediconly) 

— 150 mgIV/iO over 10 minutes; may repeat. 

° Lidocaine: 

~ 1-1.5 mg/kg |V/lO repeated every 5 minutes, max total 

dose 3 mg/kg. May repeatat half the original dose. 

irregular wide complex tachycardia, Stable 

* Amiodarone: (Paramediconly) 

~ 150 mg IV over 10 minutes; may repeat. 

Torsades (in addition to above) 

° Magnesium sulfate: (Paramedic only) 

- 1-2 glVover15 minutes. 

  

  

// 

  

Unstable SVT or unstable wide complex // 

tachycardia } 

* Delivera synchronized cardioversion 

1 J/kg. 
* Repeat doses should be 2 J/kg. 

SN
 

Consider the following if stable symptomatic 

tachycardia (if known WPW contact on-line 

medical direction): 

Stable SVT 
* Perform vagal maneuvers. 

* Adenosine: 

— 0.1 mg/kg!V/lO, max 6mg. 
~- May repeat with 0.2 mg/kg IV/I10, max 

12 mg. 

- Always followwith 10mL fluid bolus. 

Wide complex tachycardia, stable 

* Adenosine: (for SVT with aberrancy) 

— 0.1 mg/kglV/lO, max 6mg. 

— May repeat with 0.2 mg/kg IV/IO, max 

12 mg. 

~ Always followwith 10mL fluid bolus. 

* Amiodarone: (Paramedic only) 

— 5meg/kglV/lO over 10 minutes, max 

150 mg over 10 minutes. 

      

 



Suspected Stroke/Transient Ischemic Attack: Adult & Pediatric 

  

Includes: 

Acute neurologic deficit such as facial droop, localized weakness, gait disturbance, slurred speech, 

altered mental status that fall within 24 hours of onset or last known well time eligi blefor stroke 

treatment and transport toa stroke center as outlined by local protocol. 

Excludes: 
Iftrauma and GCS < 14, refer to Traumatic Brain Injury (EPIC-TBI) and General Trauma 

Management. If seizure activity present, refer to Seizures. 
  

  

  

    

  

EMT 

° Initiate Universal Care. * Although rare, pediatricpatientscanhave « 

* Use a validated prehospital stroke scale. strokes. 

* Document patient weight and last known well ° Higherriskinsickle cell anemia patients. 

time or time of onset. * Stroke scales are not validated for pediatric 

* Obtain blood glucose level. patients 

° Transportto Stroke Center: * Perlocal protocols, call receiving facility or base 

Acute Stroke Ready Hospital. hospital to ensure appropriate destination 

- Primary Stroke Center. decision. 

— Comprehensive Stroke Center or other * Transport to most appropriate facility, per 

healthcare institution participatingina local protocols. 

recognized stroke telemedicine program if * Notify receiving facility as soon as possible. 

approved by local protocol/medical 

direction. 

* Notify receiving facility as soonas possible. 

AEMT 

    EMT-I/Paramedic 

  

 



Bronchospasm (due to Asthma and Obstructive Lung Disease): roc 

Adult & Pediatric 
  

Respiratory distress with wheezing or decreased air entry inpatients >2 years of age. 

Includes: asthma exacerbation, COPD exacerbation, wheezing from suspected pulmonary 

infection(e.g. pneumonia, bronchitis) 

Excludes: anaphylaxis, bronchiolitis, croup, epiglottitis, foreign body aspiration, drowning, congestive 

heart failure, trauma. 
  

EMT 
    

¢ Initiate Universal Care. 

* Provide supplemental O, as needed to maintain SaO,>94% 

* Assist patient with own medication: albuterol by nebulization or metered dose inhaler. 

  

  

* Maintain position of comfort. 

* Suction the nose and/or mouth (via 

bulb, Yankauer or catheter) if 

excessive secretions are present.   

  

  

AEMT 
  

* Albuterol 

- 5mgnebulized; Repeatas needed. 

* Epinephrine (consider for severe respiratory distress without clinicalimprovement) 

- 1mg/mL,0.01 mg/kg IM, max dose 0.3 mg. 
  

* V/lO placementlF: 

— Clinical evidence of dehydration. 

— Need forlV medication(s).   

  

  

EMT-I/Paramedic 
  

  
° Initiate EtCO2 monitoring. 

° Ipratropium: 0.5 mg nebulized with albuterol, may repeat x 2 

* Steroids: 
- Methylprednisolone 

o 2me/kglV/IMmax dose 125 mg 

- Dexamethasone 

o 0.6 mg/kg IV/IM/PO, max dose 16mg 

* Magnesiumsulfate (consider for severe respiratory distress) (Paramedic only) 

- (40 mg/kg, max dose =2 g) IV over 15-30 minutes 

* NIPPV: Non-invasive positive pressure ventilation (Paramedic Only) 

~- CPAP/B-PAP. 

— Should be administered for severe respiratory distress or if not improving with less invasive support. 

- Discontinue NIPPV for shock or altered LOC. 

— IfNIPPV is contraindicated or if no improvement with less invasive support, referto Ainway 

Management. 

* Supraglottic devices and intubation should be utilized only if BVMventilation fails. 

* BVM ventilation is reasonable for pediatric patients or when non-invasive positive pressure 

ventilation is not available.   
 



Pulmonary Edema: Adult & Pediatric 4 lia Ia, | 

  

Includes: 

Respiratory distress with signs of pulmonary edema and fluid overload . 

Excludes: 

Clinical impression consistent with infection (e.g. fever). 
Clinical impression consistent with asthma/COPD. 
  

EMT 
  

Initiate Universal Care. 
Manage airway as necessary. 

Provide supplemental O2 as needed to maintain SaOQ7 294%. 
  

  

AEMT 

Nitroglycerin: 0.4 mgSL tablets or1 fullsprayif | * Nitroglycerin notindicated in pediatric 

SBP > 100 patients. 

~- Repeatevery 3 minutes as blood pressure 

allows 

- Contraindicated when patients have taken 

an PDES-inhibitor medication (sildenafil, 

tadalafil) for erectile dysfunction or 

pulmonary hypertension within 24-48 hours,   
  

EMT-I/Paramedic 
  

  
Initiate EtCO, monitoring. 

Initiate continuous cardiac monitoring. 

Perform 12-lead ECG, referto Chest Pain/ACS/STEMI. 

NIPPV: Non-invasive positive pressure ventilation (Paramedic Only) 

- CPAP/B-PAP. 
- Should be administered for severe respiratory distress or if not improving with less invasive 

support. 

- Discontinue NIPPV for shock or development of altered LOC. 

— If NIPPVis contraindicated orif noimprovement with less invasive support, refer to Airway 

Management. 

    
 



Anaphylaxis and Allergic Reaction: Adult & Pediatric Is, 

  

Includes: patients of all ages with known or suspected allergicreaction and/or anaphylaxis. 
  

EMT 
  

* Initiate Universal Care. 

* Evaluate for patent airway and presence of oropharyngeal edema. 

* Auscultate for wheezing and assess level of respiratory effort. 

* Assess adequacy of perfusion. 
  

Determine whether: * Hypotension: Minimum SBP =70 + 2x (agein 

* Anaphylaxis: years.) (Referto Abnormal Vital Signs) 

  

— severe and acute onset (and) 

- respiratory compromise (dyspnea, wheeze, 

stridor, hypoxemia) 

- decreased BP (SBP<90), (or) 

— combination of 2 of the following: 

© Urticaria 

o Swollentongue and lips 

a Vomiting 

o abdominal pain 

o Syncope 

o Incontinence 

* Non-anaphylacticallergicreaction: 

- localized symptoms, 

- localized angioedema without airway or GI 

symptoms, 

- hivesalone.   
  

* Any patient with concern for anaphylaxis or who has received epinephrine IM, patient should be 

transported to the ED, even if symptoms have resolved. 

+ Ifsigns of anaphylaxis, assist with patient’s own auto-injector, when available. 
  

  

  

AEMT 

° If signs of anaphylaxis and no auto-injector * Ifsigns of anaphylaxis and no auto-injector 

available, administer Epinephrine 1 mg/mL, 0.3 available, administer Epinephrine 1mg/mL 3. i: 

mg IM (anterolateral thigh). - If < 25 kg, 0.15 mg IM (anterolateral thigh). 

* Ifsigns of anaphylaxis persist, additional IM - If 25 kg, 0.3 mgIM (anterolateral thigh). 

Epinephrine can be repeated every 5-15 ° Ifsigns of anaphylaxis persist, additional IM 

minutes. Epinephrine can be repeated every 5-15 minutes.   
  

° |frespiratory distress with wheezing, consider administering: 

- Albuterol 5 mg nebulized (or) 

- Epinephrine 1 mg/mL, 5 mL nebulized. 

* For stridor, consider administering Epinephrine 1mg/mL, 5 mL nebulized. 
  

Assess for sign of Shock, fluid bolus |V/IO as indicated. 
  

EMT-1/Paramedic 
    * For urticaria, rash, itching, or anaphylaxis, administer: 

- Diphenhydramine: 1mg/kg!V/IM/PO, max dose of 50 mg (IV preferred if patient in severe shock). 

*  {f signs of cardiovascular collapse (persistent hypotension with altered mental status, pallor, diaphoresis, or 

delayed capillary refill) despite administration of IM Epinephrine along with at least 60 mL/kg IV fluid 

bolus, start Epinephrine lV drip, 0.5 mcg/kg/minute 
  

 



Altered Mental Status: Adult & Pediatric 

Pl 

  

Excludes: Traumatic Brain Injury (EPIC-TBI). 

Assessment: Evaluate fortreatable causes, referto specificguidelines when applicable. 

° Shock 
*  Dysrhythmia 

» Hypoglycemia Hyperglycemia, acidosis, metabolic disorder 

° Intoxication 

* Hyperthermia, hypothermia 

* Opioid poisoning/Overdose 

° Agitated or Violent Patient/Behavioral Emergency 

° Seizures 
  

EMT 
  

* |nitiate Universal Care. 

* Check blood glucose, treat Hypoglycemia or Hyperglycemia if indicated. 

* Assess for possible stroke using a validated prehospital stroke scale. 

* Checktemperature —refer to Sepsis as needed. 
  

* Naloxone: SPECIALTRAINING REQUIRED (STR) 

— Intranasal (IN) 

o 4me/0.1mLnasal spray 

o 1sprayin single nostril 

(or) 

  

o 2mg/2 mLsingle dose Luer-Jet® prefilled syringe with mucosal atomizer device (MAD) 

o Divide dose equally between nostrils to max of 1 mL per nostril 

— Intramuscular (IM) 

co 2mg/0.4mL auto-injector 

o Place on thigh and inject 0.4 mL 

* Allroutes may be repeated as indicated. 
  

AEMT 
  

* \VFifindicated refer to Shock. 

* Naloxone:0.4-2 mg IV/IM/IN. Repeat if 

indicated. 

Consider IV/lO refer to Shock. 

Naloxone: 0.1 mg/kg !V/IM/IN. Repeatif 

indicated. 

  

  

  

EMT-1/Paramedic 
    * Treat dysrhythmias as indicated. 

* Treat Shock as indicated.   
Maintain ventilatory support in least invasive 

way possible. 
BVM ventilation is reasonable for 

pediatric patients. 

  

  

       
  

a



Hypoglycemia: Adult & Pediatric 4 IA 

  

Includes: Adult or pediatric patient with blood glucose < 60 me/dLwith symptoms of hypoglycemia 

  

EMT 
  

* Initiate Universal Care. 

* Assess GCS, mental status, stroke tool (FAST) and refer to Altered Mental Status or Suspected 

Stroke as needed. 
  

*  |fhypoglycemia (glucose <60 mg/dL), * If hypoglycemia (glucose <60 mg/dL), 

administer Glucose 25 g PO (ONLY if administer Glucose 0.5-1g/kg PO, max 

Alertlevel of consciousness). dose 25 g (ONLY if Alertlevel of 

consciousness).   

  

  

* Reassess vital signs, mental status, finger stick blood glucose. 
  

° Criteriafor release without transport: 

— Patient returns to normal mental status, with no focal neurologic signs/symptoms after receiving 

glucose/dextrose, 

Repeat glucose is >80 mg/dL, 

Patient takes insulin or metformin (use caution with patients taking long-acting insulins or other oral 

diabetic medications), 

Tolerating oral intake, 

Patient or legal guardian refuses transport, 

A reliable adult will be staying with patient, 

No major co-morbid symptoms exist (chest pain, dyspnea, seizures, intoxication). 

* Document patient’s current medications and doses. 

  

AEMT 
  

* If hypoglycemia (glucose <60 mg/dL), administer | * If hypoglycemia (glucose <60 mg/dL), administer 

- Dextrose 25 g1V/lO Dextrose 0.5 g/kg!V/IO (or) 

    

© D1o— max dose 250 mL, titrate to effect oO Di - 5 ml/kg (or) 

(or) Glucagon 

© Dso- 50 mL (or) o 1ImgiM/IN (if> 20 kgor >5 yo) 

— Glucagon 1 mg IM/IN o 0.5 mg IM/IN(if<20 kgor<5yo) ;) 

* Reassess VS, mental status, finger stick blood : 

glucose. 
  

* Ifcontinued altered mental status and 

hypoglycemia, may repeat dose of dextrose 

or glucagon until symptoms have resolved. 

+ Patients with Insulin pump: 

— ALOC/AMS-~—stop insulin pump or 

disconnect at insertion site. 

— GCS 15 and able to take oral glucose — 

leave connected with pump running.   
    EMT-1/Paramedic   
 



Nausea/Vomiting: Adult & Pediatric 
  

4 IS 

  

includes: Patients currently nauseated and/or vomiting. 
  

  

  

  

  

EMT 

* Initiate Universal Care. 

AEMT 

* Consider500 mL IV/IO fluid bolus, unless © Consider 10-20 mL/kg IV/I0 fluid bolus, 

contraindicated (history of CHF, renal unless contraindicated (history of CHF, 

failure). renal failure). 

* May repeatas indicated toa max of 30 mL/kg. * May repeatas indicated. 

  

  

EMT-i/Paramedic 
  

  
* Ondansetron 4 mg PO/SL/IV. ° Patients6mo.—14 yo.: 

* Contraindicated for known or suspected — Ondansetron 0.15 mg/kg PO/SL/IV, 

prolonged QT syndrome. max 4 mg. 

* Contraindicated for known or suspected 

prolonged QTsyndrome.   

  

  
 



Sepsis: Adult & Pediatric 
  

  

  

  

   
  

      
  

  

  

  

lA. Toc 

Includes: patients meeting sepsis criteria (Elements from Boxes land 2) as well as severe sepsis or septic 

shock (Elements from Boxes 1, 2, and 3). 

¢ Suspected Infection or Suspected Infection 

immunosuppression * Temperature abnormality on assessment or 

* Openwounds, sores, cellulitis within 4hours of assessment 

e UT * Openwounds, sores, cellulitis 

* Pneumonia ¢ UTl or Pneumonia 

* Meningitis * Meningitis ~ 

° Indwelling medical device High-Risk Criteria 

* Vomiting, diarrhea ° Malignancy 

° Recentsurgery/procedure * Aspleniaorsickle cell disease 

* Chemotherapy<6 weeks * Bone marrow transplant 

* Chronicsteroid use ¢ Indwelling medical device 

* Solid organ transplant 

° Severe intellectual disability or cerebral palsy 

¢ |mmunocompromise, chronicsteroid use 

Two or more markers of Systemic | Exam O-2y 22-10y 210-14y 

Inflammatory Response teria 

Syndrome (SIRS: HR > 
+ Temp2 100 or < 97 0 no 7100 
° HR290 RR >50 >34 >30 

* RR220 . 

«Glucose > 140 in non-diabetic Pulses Decreased, weak, or bounding 

° Altered mental status Cap refill Delayed (>2 sec) or flash (<1 sec) 

Skin Mottled, ruddy, petechiae 

Mental status Decreased, irritability, confusion, 

inappropriate crying, poor 

interaction, diminished arousability   
  

Findings of Shock 
* SBP < 90 or MAP< 65 or SBP 

drop of 40 mmHg from prior 

baseline 

+ EtCO,<25 
* OQ, sat <92% on RA 
* Mottled or cold extremities 

* Central cap refill >3 seconds 

© Purpuricrash 

* Noradial pulse     ¢ SBP< 70+ (ageinyr X 2). 

* 3ormore examcriteria. 

° 2ormore examcriteriain patient meeting high- 

risk criteria. 

  

  

EMT 
  

  

AEMT 
  

* Do notdelay transportif unsuccessful. 

Administer 20 mL/kg |V/IO fluid bolus, referto treatment for Shock as indicated. 

2 large bore IVs preferred for IV fluids. Consider 10 placementearly. 

      EMT-I/Paramedic   
 



CardiacArrest (VF/VT/Asystole/PEA): Age 8 and Older 1 

lo A 

  

Includes: patients with cardiacarrest. For adult patients who obtain return of spontaneous circulation (ROSC), refer to 

Post-Cardiac Arrest and Return of Circulation (ROSC): Adult. 

Excludes: 

* Patients suffering cardiacarrestdue to severe hypothermia. 

* Patients with identifiable Do Not Resuscitate (or equivalent) order, refer to Do Not Resuscitate. 

* Patients with traumatic cardiacarrest, refer to General Trauma Management and Traumatic Cardiac Arrest TOR. 
  

EMT 
  

° For patients with PRESUMED CARDIAC ETIOLOGY for cardiac arrestimmediately perform 200 continuous chest 

compressions (CCR/MICR). 

- Compressionrate: 100-120/minute. 

-— Depth atleast2 to 2.4 inches (5 cm) 

Ensure adequate recoil. 

— Chest compressions should resumeimmediately after defibrillation attempts with no pauses for pulsechecks. 

- Initiate passive oxygenation at flush rate O, (non-rebreather mask with oral airway) 

*  |fNON-CARDIAC ETIOLOGY, immediately begin manual ventilation (BVM or supraglottic airway (STR)) at rate of 10 

breaths per minute. 

«Attach AED without interruption of chest compressions. 

= Ifarrest witnessed by EMS or adequate bystander CPR has been performed, immediately perform rhythm 

analysis and defibrillation, if appropriate /j 

- |farrestis unwitnessed or inadequate bystander chest compressions, perform 200 compressions prior to V 

rhythm analysis. 

° Perform 4 rounds chest compressions. Check rhythm (and pulse when indicated), defibrillateifindicated between 

rounds 

* CARDIAC ETIOLOGY: If no responseafter 8 minutes, begin manual ventilation (BVM or supraglottic airway (STR)) at 

rate of 10 breaths per minute 
- Airwaymanagement should not interrupt compressions 

- Avoid excessiveventilation volumeand pressure. 
  

AEMT 
  

* 1V/lO access as soonas possible withoutinterrupting chest compressions. 
  

EMT-I/Paramedic 
  

+ Apply cardiac monitor/defibrillator. /7 

*  Defibrillateat360 J monophasic or biphasic equivalent. é 

+ Placeadvanced airway after 4 rounds of compressions (or immediately if NON-CARDIAC ETIOLOGY suspected) y 
  

© Epinephrine: 1 mg (0.1 mg/ml) 1V/IO every 3-5 minutes (max 3 total doses of epinephrine) 
  

* For shock-refractory VF/Pulseless VT, consider: 

— Amiodarone: 5 mg/kg, max 300 mg !V/IO, repeat athalfthe original dose (Paramedic Only) (or) 

— Lidocaine: 1-1.5 mg/kg |V/IO, may repeat at half the original dose every 5 minutes (max total dose of 3 mg/kg) 

* For Torsades de Pointes: 

— Magnesium sulfate: 2 ¢ 1V/iO (Paramedic only)   
  

Consider reversible causes of cardiac arrest: 

* Hyperkalemia 

* Hypovolemia 

* Tricyclic antidepressant overdose 

* Tension pneumothorax 
+ |fpatient remains unresponsiveto treatment - refer to Non-Traumatic TOR. 
    * |ffindings of hyperkalemia are present, administer |V fluids and: 

- Calcium Gluconate : 2 g |V/IO over 5 minutes (Paramedic only) (or) 

- Calcium Chloride: 1g IV/IO over 5 min (Paramedic only), ensure!lV patency and do not exceed 1 

mL/minute.   
 



  

Cardiac Arrest (VF/VT/Asystole/PEA): PediatricAge < 8 . 
  

Includes: pediatric patients aged <8 with cardiac arrest. 

Excludes: 

* Newborns, refer to Neonatal Resuscitation. 

+ Patients suffering cardiacarrestdueto severe hypothermia. 

* Patients with identifiable Do Not Resuscitate(or equivalent) order, refer to Do Not Resuscitate. 

* Patients in arrest due to traumatic etiology, refer to General Trauma Management. 

  

  

EMT 
  

* Initiate chest compressions. 

— Compression rate: 100-120/minute. 

Depth: at leastgreater than or equal to one-third AP chest diameter. No deeper than 2.4 inches 

Ensure adequate recoil. 

- Chest compressions should resumeimmediately after defibrillation attempts with no pauses for pulsechecks. 

* Attach AED. 

-  |farrest witnessed by EMS or adequate bystander CPR has been performed, immediately perform rhythm 

analysis and defibrillation, if appropriate 

- An AED equipped with a pediatric attenuator is preferred for infants and children;ifnot available, may use 

adult AED. 

   

  

* Ensure patent airway - place OPA or supraglottic airway (STR), begin ventilations 

° Airway management should not interrupt compressions. 

* Compression-to-breath ratio, if ventilating with BVM 

- Singlerescuer = 30:2 or 2-rescuers = 15:2 
  

AEMT 
  

* 1V/lO access as soonas possible withoutinterrupting chest compressions 
*  Placeadvanced airway as indicated. 
  

EMT-I/Paramedic 
  

  

+ Apply cardiacmonitor/det 

* {farrest witnessed by EMS or adequate bystander CPR has been performed, immediately perform rhythm 

analysis and defibrillation, if appropriate, / 
+ Defibrillateat2 J/kg, second shock 4 J/kg, subsequent shocks greater than or equal to 4 J/kg, max 10 J/kg 4 

  

+ Epinephrine: every 3-5 minutes 
0.1 mg/mL, 0.01 mg/kg IV/10 (or) 

= dme/ml, 0.1 me/ke EMI 
  

* For VF/Pulseless VT, consider: 

- Amiodarone (Paramedic only): 5 mg/kg 1V/1O (max 300mg) (or) 

- Lidocaine: 1 mg/kg IV/1O 

* For Torsades de Pointes 

— Magnesium sulfate: 25-50 mg/kg IV/IO (Paramedic only) 
  

Consider reversible causes of cardiac arrest: 

* Hyperkalemia 

* Hypovolemia 

* Tension pneumothorax 
    °  |fECG Changes in Hyperkalemia are present, administer IV fluids and: 

— Calcium Gluconate: 100 mg/kg IV/lO over 5 minutes, max dose 2 g (Paramedic only) (or) 

— Calcium Chloride: 20 mg/kg (0.2 ml/kg) IV/IO over 5 min, max dose 1 g (Paramedic only), ensurelV 

patency and do not exceed 1 ml/minute. 
   

  
 



Obvious/Apparent Death: 

Adult & Pediatric 

  

Ata likely crime scene, disturb as little potential evidence as possible. 

Excludes: 

* Hypothermia, drowning, or lightning strikes. 

* If patient does not meetthe criteria below, refer to Traumatic Cardiac Arrest TOR or Non-Traumatic 

TOR or Do Not Resuscitate Status/Advanced Directives/Healthcare Power of Attorney (POA) Status 

as indicated. 
  

EMT 
  

* Ifthe patient meets the criteria listed below, no resuscitative efforts need to be initiated. On-line 

medical directionis NOTnecessary. Contact law enforcement and initiate grief support. An EMS 

provider must remain with the patient until released to law enforcement, medical examiner, crisis 

response, orother authorized personnel. 

> For these conditions, documentation of pulseless and apneicstate is NOTrequired: 

- Decapitation 

- Decomposition 

— Transection of the torso 

— Incineration: 90% of body surface area with full thickness burns as exhibited by ash rather than 

clothingand complete absence of body hair with charred skin 

* For these conditions, documentation of pulseless and apneicstate |S required: 

- Dependent lividity 

— Rigor mortis 

— Injuries incompatiblewith life (such as massive crush injury, complete exsanguination, severe 

displacement of brain matter) 

* Forallothers that do not meet above criteria: 

— Referto Traumatic Cardiac Arrest TOR or Non-Traumatic TOR or Do Not Resuscitate 

Status/Advanced Directives/Healthcare Power of Attorney (POA) Status as indicated 
  

  

AEMT 
    EMT-1/Paramedic 
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Do Not Resuscitate Status/Advanced Directives/Healthcare 

Power of Attorney (POA) Status: Adult & Pediatric Toc 

  

1. Patients must have one of the following documents ora valid alternative (such as identification 

bracelet indicating wishes) immediately available: 

Do Not Resuscitate (DNR) order “orange form”: identifies that CPR and intubation are not to be 

initiated if the patientis in arrest. The interventions covered by this order and the details around 

when to implement them can vary widely 

- Provider Orders for Life Sustaining Treatment (POLST) or Medical Orders for Life Sustaining 

Treatment (MOLST): explicitly describes acceptable interventions forthe patient in the form of 

medical orders, must be signed bya physician or otherlicensed medical provider to be valid. 

— Advanced directives: document that describes acceptable treatments under a variable number of 

clinical situations including some orall of the following; what to do for cardiac arrest, whether 

artificial nutrition is acceptable, organ donation wishes, dialysis, etc. Frequently does not apply to 

emergent or potentially transient medical conditions. 

— Inthe absence of formal written directions (MOLST, POLST, DNR, advanced directives), apersonon 

scene with power of attorney for healthcare, or healthcare proxy, may prescribe limits of 

treatment. 

Any of the documents described above are valid when they meet all of the following criteria: 

= Intact condition; it should not been cut, broken or shows signs of being repaired (and) 

— Displays the patient's name and the physician’s name. 

If there is question about the validity of the document/instrument, the best course of action is to 

proceed with the resuscitation until additional information can be obtained to clarify the best course 

of action and contact on-line medical direction. 
  

EMT 
  

Ifthe patient has a valid DNR, no CPR or airway management should be attempted. Comfort 

measures should still be offered. If resuscitative efforts were initiated and a valid DNR was 

recovered later, efforts may be discontinued. 

If the patient has a MOLST, POLST, or advanced directive, initiate CPR and airway management and 

contact on-line medical direction for consideration or termination of resuscitation. 
  

If there isa valid DNR and there are signs of life (pulse and respirations), EMS providers should 

provide standard, appropriate treatment under existing protocols according to the patient’s 

condition. 

Ifthe patient has a MOLST or POLST, contact on-line medical direction for specific guidance on how 

to proceedinthis situation. 

Contact on-line medical direction if for any reason an intervention thatis prohibited by an advanced 

directive is being considered. 
  

AEMT 
    EMT-1/Paramedic 
  

 



Non-Traumatic Termination of Resuscitative Efforts (TOR): 

Adult & Pediatric 

  

Includes: 

Any non-traumatic cardiac arrest patient that has received resuscitation in the field, but has not 

responded to treatment. 

After termination, do not alter body condition in any way or remove equipment (lines, tubes, etc.). 

Doing so may compromise potential Medical Examiner investigation 

Excludes: 

Patients in cardiac arrest associated with medical conditions that may have better outcome despite 

prolonged efforts, such as hypothermia, lightning strikes, submersion/drowning. Consider continuing 

efforts in such cases or contact on-line medical direction. 

Patients meeting criteria for Obvious/Apparent Death. 
  

EMT 
  

Initiate resuscitation, refer to Cardiac Arrest (VF/VT/Asystole/PEA: Age 8 and Older or Cardiac 

Arrest (VF/VT/Asystole/PEA): Pediatric Age < 8. If a valid DNRis available refer to Do Not 

Resuscitate Status/Advanced Directives/Healthcare Power of Attorney (POA) Status. 

Perform 4 rounds of CCR/MICR or ACLS. Focus on resuscitation on-scene versus “load and go.” 

Apply AED and follow prompts. 

Consider Termination of Resuscitation (TOR) if the following criteria are met: 

— Not Witnessed, 

— Noshock advised by AED, 

— NoROSC (return of spontaneous circulation). 

If patient meets all 3 TOR criteria after 4 rounds of CCR/MICR, consider TOR. TORrequires on-line 

medical direction. If ROSCis achieved, continue treatment and refer to Post Cardiac Arrest and Return 

of Spontaneous Circulation (ROSC) Care, Transport to Cardiac Receiving Center (CRC). 

Contact on-line medical direction if patient does not meet all TOR criteria or other special circumstances 

surround resuscitation or if the patientis <18. 
  

AEMT 
  

* IV/IO access as soon as possible without interrupting chest compressions. 
  

EMT-i/Paramedic 
    Apply cardiac monitor/defibrillator. 

For narrow complex PEA with rate > 40 or refractory VF/VT, consider resuscitation forup to60 minutes 

from time of dispatch. 

In addition to above criteria for TOR, consider TOR if the following: 

— >30 minute downtime, pulseless >60 sec, non-shockable rhythm (PEA/Asystole) (OR) 

- Witnessed arrest, 20minutes of resuscitation with PEA and ETCO, <10 (OR) non-shockable rhythm 

(PEA/Asystole) 

  

 



Traumatic Cardiac Arrest - Termination of Resuscitative (TOR) 

Efforts: Adult & Pediatric 
  Toc 

  

Includes: 

* Anytraumatic cardiac arrest patient that has received resuscitation in the field but has notresponded 

to treatment. 

+ Aftertermination, do notalter body condition in any way or remove equipment (lines, tubes, etc.). 

Doing so may compromise potential Medical Examiner investigation. 

Excludes: 

* Patients meeting criteria for Obvious/Apparent Death. 

* Patients who are found in shockable rhythm or whose rhythm changes to shockable. These patients 

should, in general, have full resuscitation continued. 

*  Patientsincardiacarrest associated with medical conditions that may have better outcome despite 

prolonged efforts, such as hypothermia, lightning strikes, submersion/drowning. Consider continuing 

efforts in such cases or contact on-line medical direction. 

* Whenthe mechanism does not correlate with the clinical condition (suggesting a non-traumatic cause 

of cardiac arrest) standard resuscitative measures should be followed. 
  

EMT 
  

* Provide resuscitation according to Cardiac Arrest (VF/VT/Asystole/PEA) Age 8 and Older or 

Cardiac Arrest (VF/VT/Asystole/PEA) Pediatric Age < 8. 
  

  

AEMT 
  

EMT-i/Paramedic 
  

  
Termination of Resuscitation (TOR) is appropriate in the following scenarios: 

¢ Blunt/Penetrating Trauma 

— Ifpulses are not restored despite treatment of suspected airway obstruction with OPA/NPA 

~ Consider bilateral needle thoracostomy for suspected tension pneumothorax. 

* Penetrating Trauma: Consider transport to Trauma Center if transport time < 15 minutes. 

Contact on-line medical direction: 

- patientis <18 years old 

- if patient does not meetall TOR criteria 

- other special circumstances surround resuscitation   
 



Neonatal Resuscitationpagelof2 ~~ 

  

  

Includes: all neonates immediately following birth. 
  

EMT 
  

* Waitat least 30— 60 seconds post-delivery before clamping and cutting the umbilical cord. 

* Clampcord in2 places and cut between clampsif still attached tothe mother. 

* Warm, dry, and stimulate baby for 30 seconds. 

* Wrap infantin dry towel and keep as warm as possible during resuscitation. Keep head covered if 

possible. If gestational age is less than 32 weeks, additionalthermoregulation interventions are 

recommended (plastic wrap or bag). 

+ Ifstrong cry, regular respiratory effort, good tone, and term gestation, infant should be placed skin to 

skin with mother and covered with dry linen. 

* |fweakcry, signs of respiratory distress, poortone, or preterm gestation, then position airway (sniffing 

position) and clearairway as needed. If thick meconium or secretions are present and signs of 

respiratory distress, suction mouth then nose. 

* Consider checking blood glucose for ongoing resuscitation, maternal history of diabetes, illappearing, or 

unable to feed. Refer to Hypoglycemia as needed. 

First 30-60 seconds: 

If heart rate > 100 beats per minute: 

* Monitor for central cyanosis and provide blow-by oxygen as needed 

* Monitor for signs of respiratory distress. If apneicorin significant respiratory distress, initiate BVM 

ventilation with room air at 40-60 breaths per minute. 

If heart rate < 100 beats per minute: 

° Initiate BYMventilation with roomairat 40-60 breaths per minute while monitoring heart rate closely. 

+ [fno improvement after 90 seconds: change O, delivery to 100% FiQ, until heart rate normalizes 

lf heart Rate < 60 beats per minute: 

- Ensure effective ventilations with supplementary oxygen and adequate chest rise 

*  |fno improvement after 30 seconds, initiate chest compressions (2 thumb technique preferred). 

* Coordinate chest compressions with BVM ventilations (3:1 ratio, 90 compressions and 30 breaths per 

minute). 
  

AEMT 
  

EMT-I/Paramedic 
  

  
+ Ifapneicor in significant respiratory distress, consider endotracheal intubation as per local protocols. 

* Intubation is recommended prior to beginning chest compressions. If intubation is not successful or not 

feasible, a laryngeal mask may be used. 

— Newborns >2 kg andgreaterthan 34 weeks gestation require a size 3.5 endotracheal tube. 

* Epinephrine is indicated if the newborn's heart rate remains less than 60 beats/min after at least 30 

seconds of positive-pressure ventilations (PPV) that move the chest, preferably th rough a properly 

inserted endotracheal tube or laryngeal mask, and another 60 seconds of chest compressions 

coordinated with PPV using 100% oxygen 

-  Epinephrineis not indicated before you have established ventilation that effectively inflates the 

lungs. 

— Epinephrine: 
o 0.1 mg/mL, 0.01 mg/kg IV/I0 (or) 

o 0.1 mg/mL, 0.1 mg/kg via ETT if nolV/IO access. 

* Administer 20 mL/kg IV/IO fluid bolus for signs for shock or post-resuscitative care. 
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Providers to stay within their Scope of Practice 

Neonatal Resuscitation Algorithm 
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Childbirth Toc 
  

Includes: Imminent delivery with crowning. 

Exclude: aginal bleeding in any stage of pregnancy withoutsigns of imminent delivery, referto 

Obstetrical /Gynecological Conditions. 

Emergencies in first or second trimester of pregnancy, referto Obstetrical /Gynecological Conditions. 

Seizure from eclampsia, which can occur up to 6 weeks postpartum, refer to Seizures. 

  

  

EMT 
  

* Delivery should be controlled and support the newborn's head. 

*  Checkthe umbilical cord. If surrounding the neck, slip it over the head. If unable to free the cord from the 

neck, double clamp the cord and cut between the clamps. 

* Do NOT routinely suction the infant’s airway (even with a bulb syringe) during delivery. 

* Grasping the head with hand over the ears, gently pull down to allow delivery of the anterior shoulder. 

* Gently pull up on the head to allow delivery of the posterior shoulder. 

* Slowly deliver the remainder of the infant. 

* Waitat least 30— 60 seconds post delivery before clamping and cutting the umbilical cord. 

* Clamp cord 2 inches from the abdomen with 2 clamps and cut the cord between the clamps. 

© RecordAPGAR scores at 1 and 5 minutes. After delivery of infant, suctioning (including suctioning with a 

bulb syringe) should be reserved forinfants who have obvious obstruction to the airway or require positive 

pressure ventilation. Refer to Neonatal Resuscitation for further care of the infant. 

If complications of delivery are identified, perform the following steps: 

* Shoulder Dystocia: if delivery fails to progress after head delivers, quickly attempt the following: 

Hyperflex mother’s hips to severe supine knee-chest position. 

~ Apply firm suprapubic pressure to attempt to dislodge shoulder. 

- Apply high-flowoxygen to mother. 

° Prolapsed Umbilical Cord: 

~ Place gloved fingers between infant and uterus to avoid compression of cord 

~ Consider placing mother in prone knee-chest position. 

— Apply high-flow oxygen to mother. 
* Maternal cardiac arrest: 

- Apply manual pressure to displace uterus from right to left. 

— Referto Cardiac Arrest (VF/VT/Asystole/PEA): Age 8 and Older. 

- Transportas soonas possible if infantis estimated to be over 24 weeks gestation (perimortem Cesarean 

section at receiving facility is most successful if done within 5 minutes of maternal cardiacarrest). 

* Breech birth — if head fails to deliver: 

- Place gloved hand into vagina with fingers between infant's face and uterine wall to create an open 

airway. 
— Apply high-flow oxygen to mother. 

- Transportas soonas possible and contact on-line medical direction and/or closest appropriate receiving 

facility for direct medical oversight and to prepare team. 

  

  

* The placenta will deliver spontaneously, often within 5-15 minutes of the infant. Do not force the placenta 

to deliver. Contain all tissue in plastic bag and transport. 

* After delivery, massaging the uterus and allowing the infant to nurse will promote uterine contraction and 

help control bleeding 
  

AEMT 
  

EMT-1/Paramedic 
    * If signs or symptoms of pre-eclampsia (BP >140/90 and blurred vision, dizziness, headache, altered mental 

status, peripheral edema, abdominal pain, nausea, orvomiting): 

- Magnesium sulfate: 4 g lV over 10-15 minutes (Paramedic Only). 
  

 



Obstetrical/Gynecological Conditions It a 

  

includes: 

* Female patient with vaginal bleeding in any tri mester of pregnancy, 

* Female patient with pelvic pain or possible ectopic pregnancy, 

* Maternal age at pregnancy may range from 10 to 60 years of age. 

Excludes: 

* Childbirthand active labor. Referto Childbirth. 

* Seizure related to pregnancy/eclampsia, which can occur up to 6 weeks postpartum, refer to Seizures. 

* Post-partum hemorrhage, refer to Shock. 
  

EMT 
  

° Initiate Universal Care. 

* Check blood glucose. Refer to Hypoglycemia if needed. 

* Monitor pulse oximetry if signs of hypotension or respiratory symptoms 

+ Ifsigns of Shock or orthostasis are present, position patient supine and keep patient warm. 

* Patients in third trimester of pregnancy should be transported on left side or with uterus manually 

displaced to left if hypotensive. 

* Donotplace hand/fingers into vagina of bleeding patient exceptin cases of prolapsed cord or 

breech birth that is not progressing. Referto Childbirth. 

  

  

AEMT 
  

* Ifsigns of shock or orthostasis, refer to Shock. 

* Reassess vital signs and response to fluid resuscitation. 
  

  

EMT-I/Paramedic 
  

  
*  |nitiate cardiac monitoring and obtain 12-lead ECG if there is history of syncope or lightheadedness. 

* Pre-eclampticsymptoms: 

— BP >140/90 andblurredvision 

— dizziness 

— headache 

- altered mentalstatus 

— peripheral edema 

— abdominal pain 

- nausea or vomiting 

o Ifpre-eclamptic, treat with Magnesium sulfate: 4g |V over 10-15 minutes (Paramedic Only).   
 



General Trauma Management: Adult & Pediatric 

  

includes: 

* Blunttrauma, 

* Penetrating trauma, 

* Burns. 
  

EMT 
  

* Initiate Universal Care. 

Primary survey 

* Establish patentairway with cervical spine precautions (refer to Airway Management and Spinal 

Motion Restriction as needed). 

* Hemorrhage control, refer to External Hemorrhage Management. 

— Apply direct pressure or tourniquet (if extremity hemorrhage) as needed to control bleeding. 

* Monitor oxygen saturation, provide supplemental oxygen. 

* For open chest wound, place semi-occlusive dressing. 

* |fpelvisis unstable and patient is hypotensive, place pelvic binder or sheet to stabilize pelvis. 

* Maintain spine precautions per Spinal Motion Restriction. 

* Splint extremity deformities per Extremity Trauma. 

* Ifclinical signs of traumatic brain injury, refer to Traumatic Brain Injury (EPIC-TBI ). 

° Evaluate forincreased risk for bleeding, see Blood Thinner List. 

  

  

  

  

AEMT 

° IfSBP <90 mmHg or HR > 120, give 1 L1V/IO ° lf tachycardia for age with signs of poor 

fluid bolus, may repeat as indicated. perfusion, give 20mL/kg !V/IO fluid | 

* Provide pain medications per Management of bolus, may repeatas indicated. ° 

Acute Pain. * Provide pain medications per 
Management of Acute Pain.   

  

EMT-1/Paramedic 

    * |fabsentor diminished breath sounds in a hypotensive patient, consider tension pneumothorax. 

Perform needle decompression. 

* Avoid hypothermia. 

* Transport to most appropriate facility per local protocol. 
  

 



4 

Burns: Adult & Pediatric ~ 

Ia. 

  

Includes: 

* Patients sustaining thermal burns, 

* Patients who are exposed to electrical current (AC or DC), 

* Patients of all ages who have been the victim of lightning strike injury. 

Excludes: 

© Chemical and radiation burns, refer to Radiation Exposure or Chemical Burns, as needed. 
  

EMT 
  

* Verifysceneissecure. 

* Initiate Universal Care. 

* Assess forcardiacarrest. 

- €ven patients who appear dead may have good outcomes with promptintervention, refer to Cardiac 

Arrest (VF/VT/Asystole/PEA): Age 8 and Older or Cardiac Arrest (VE/VT/Asystole/PEA): Pediatric Age 

<8 

* Determine characteristics of source if possible. AC or DC, voltage, amperage, time of injury. 

* Consider pain management, refer to Management of Acute Pain. 

* Monitor oxygen saturation, provide supplemental oxygen as needed orif patient rescued from confined 

space. 

* Referto Cyanide Poisoning and Carbon Monoxide/Smoke Inhalation as needed. 

* Assistrespirations as needed. 

* Stop the burning: 

= Soak clothing and skin with water if burning or smoldering. 

— Remove clothingif not stuck to patient. 

— Remove jewelry. 

¢ Evaluate forhigh risk burn injuries, referto Burn Triage. 

* Leave blisters intact. 

* Coverburns with dry dressing or cleansheet 

* Keeppatient warm. 

* Estimate BSA burned and depth of burn, refer to Burn Estimation Charts 
  

AEMT 
  

*  {festablishing |V access, avoid placement through burned skin. 

* Initiate fluid resuscitation: 

~ 20 mL/kg IV/I0 fluid bolus, repeat as needed. 

- Ifpatientin shock, give fluid per Shock. 

~ Manage pain appropriately, refer to Management of Acute Pain. 
  

EMT-1/Paramedic 

    *  |nitiate cardiac and EtCO, monitoring. 

«  |fthermal burn to airway is suspected, early airway control is vital. Refer to Airway Management.   
 



External Hemorrhage Management: Adult & Pediatric 

  

Includes: patients with uncontrolled bleeding. 
  

EMT 
  

* Apply direct pressure/pressure dressing/wound packing to injury. 

° \fdirect pressure ineffective or impractical (hemorrhage not controlled) 

— Applyatourniquet. 

*  Ifhemorrhage is not controlled (e.g. junctional injury) 

— Applyatopical hemostatic agent with direct pressure or commercially available junction hemorrhage 

control device. 

*  Iftourniquet applied: 

~ Donotrelease a properly-applied tourniquet until the patient reaches definitive care. 
— Use of tourniquet for extremity hemorrhage is strongly recommended if sustained direct pressureis 

ineffective or impractical. 

~ Use a commercially available, windlass, pneumatic, or ratcheting device that has been demonstrated 

to reliably occlude arterial flow. 

~ Avoid applying narrow, elastic, or bungee-type devices. 

— Utilize improvised tourniquets only if no commercial device is available. 

* Applyatopical hemostatic agent, in combination with direct pressure, for wounds in anatomicareas 

where tourniquets cannot be applied and sustained direct pressure alone is ineffective or impractical. 

— Only apply topical hemostatic agents in a gauze format that supports wound packing. 

— Acommercially available junction hemorrhage control device may also be considered. 
  

AEMT 

    EMT-i/Paramedic 
  

 



A, Traumatic Brain Injury (EPIC-TBI): Adult & Pediatric Toc 
  

includes: Adult or pediatric patient with suspicion of Traumatic Brain Injury (EPIC-TBI) by mechanism, GCS, 

or exam. 
  

  

    

EMT 

Airway/Breathing: * BLS airway maneuvers as indicated: 

* Continuously monitor pulse oximetry. — Infants (0-24 mo): 25 breaths/min 

* Oxygen supplementation 15L/min - Children (2-14 yrs): 20 breaths/min 

* Preventany desaturation <90%. — Adolescents (15-17 yrs): 10 breaths/min 

* BLS airway maneuvers as indicated. (same as adults) a 

* BVM 10 breaths/min as needed to maximize SaO, 

* Do nothyperventilate patient.   
  

Circulation: 
* Frequent blood pressure, SaO,, HR measurement (every 5 minutes). 

° Watch for early signs of shock such as tachycardia, falling systolic blood pressure. 

Disability: 

* Evaluate blood glucose, refer to Hypoglycemia. 

* Maintain cervical stabilization (refer to Spinal Motion Restriction). 

* Control bleeding with direct pressure if no suspected open skull injury. 

* Trend neurologicstatus assessment (GCS). 
  

  

AEMT 

* \V/lO access as needed for fluid administration. * Approaching hypotension in children: 

* Avoid hypotension. — 0-9 yrs:SBP < [70+ (agein years x 2)] 

° For SBP approaching <90 mmHg or other signs — 210 yrs: SBP < 90 mmHg 

of shock: * For hypotension or othersigns of shock: 

- Initial treatment: 1L1V/IO fluid bolus. — 20 mL/kg IV/IO fluid bolus a8 

— Repeat500 mL !V/I0 fluid bolus until SBP >90 - Repeat until hypotension resolves. SL 

mmHg. fe   
  

EMT-1/Paramedic 
    * Initiate EtCO, monitoring for hypoventilation and apnea; target EtCO, 35-45 mmHg. 

* If, saturation < 90% despite BLS airway, consider advanced airway: 

-— Pre-oxygenate with 100% O, BVM at age appropriate rate. 

- Use with caution and monitor blood pressure if administering medications for intubation/sedation 

and/or for pain control. 

~ Avoid nasal intubation.   
 



Spinal Motion Restriction (SMR): Adult & Pediatric _ 

    

Includes: Adult or pediatric patient with potential for spinal injury due to blunt traumatic injury. 

Exclusion: Adult or pediatric patient with penetrating spinal injury (SMR not indicated). 
  

EMT 
  

Apply SMR if ANY of the following are present: 

* Anyaltered mentalstatus (GCS < 15) including possible intoxication from alcohol or drugs, agitation. 

* Pediatric patients may demonstrate altered mental status with agitation, apnea, hypopnea, or 

somnolence (drowsiness). 

¢ Midline neck or back pain and/or tenderness. 

* Focal neurologicsigns and/or symptoms (ie. weakness, tingling, or numbness). 

* Anatomicdeformity of the spine. 

*  Torticollis (self-splinting or painful rotation/tilt of the neck). 

* Unreliable patient interaction including distraction from painful injury or distressing circumstances. 

© Communication/language barrier that prevents accurate assessment. 

* Lack of cooperation or contribution during exam. 
  

Consider SMR with ANY high risk characteristics: 

° Guideline for Field Triage mechanism criteria 

(Step 3), 
° Age> 65, 

* Axial load injuries (diving injuries, spearing 

tackle), 
° Sudden acceleration/deceleration, lateral 

bending forces to neck/torso. 

Apply SMR with ANY high risk mechanisms of injury: 

° Highspeed MVCor rollover, 

¢ Axialload injuries (diving injuries, spearing 

tackle), 

° Sudden acceleration/deceleration, lateral 

bending forces to neck/torso. 

  

  

° Patients without any of the above findings may 

be transported without the use of acervical 

collar or any other means to restrict spinal 

motion. Low risk characteristics include: 
~ Simple rearend collision, 

~ Noneck painonscene, 
- Nomidline cervical tenderness, 

~- Ambulatory onscene atanytime.   
° Low risk characteristics have not been studied 

in pediatric patients are should not be used 

alone to determineneed forSMR. 

    

  

* SMR may be achieved by use of a scoop stretcher, vacuum splint, ambulance stretcher, or long spine 
board with the patient safely secured 

* Minimize time on backboards. 

* SMR cannot be safely performed with a patient ina sitting position. 

* Ifelevation of the head is required, the device used to stabilize the spine should be elevated atthe head 

while maintaining alignment of the neck and torso. 
  

  

° Children may require additional padding under , 

the shoulders to avoid excessive cervical Ut 

spine flexion with SMR. 
  

AEMT 
    EMT-1/Paramedic   
 



Poisoning/Overdose Universal Care: Adult & Pediatric 
  4 I 

  

— Skin or mucous membrane absorption 

— Ingestion 
— Inhalation 

— Injection 

Referto guidelines for specificagents as indicated 

Presentation may vary depending on the concentration and type of poison or medication and duration of 

exposure. Poisoning may occur by: 

Arizona Opioid Assistance and Referral Line (OAR) 1-888-688-4222. 

Call the regional poison controlcenter: 1-800-222-1222. 
  

EMT 
  

Ensure scene is safe. 
Consider Body Substance Isolation or appropriate skin and respiratory personal protective equipment 

(PPE). 

Safely remove patient from hazardous material environment. 

Remove clothing and decontaminate skin if contaminated. 

Initiate Universal Care, including pulse oximetry monitoring for respiratory decompensation 

Maintain or normalize patient temperature. 

Attempt to record and obtain all involved medications or products. Bring in medication containers or 

consider taking pictures with camera-equipped, agency-owned device. 

Identify intoxicating agent by history, toxidrome, or environmental testing. 

Identify antidote or mitigating agent. 
  

  

Children often showsigns of poisoning before 

adults due to increased absorption of poisons. 

When wet decontaminating children, attempt to 

prevent hypothermia. 

Wetinfants are slippery; care should be 

exercised during decontamination to avoid 
additional injuries. * 

  

  

AEMT 
  

Initiate IV/IO access. 

Administer 20 mL/kg |V/I0 fluid bolus if there is evidence of hypoperfusion. 
  

EMT-1/Paramedic 
  

Initiate EtCO, monitoring for respiratory decompensation. 

Initiate cardiac monitoring and consider 12-lead ECG (special attention to abnormal rate, rhythm, QRS 

prolongation, and QT prolongation). 

Consider blood samples if EMS management might change value (e.g. carbon monoxide, glucose, 

cyanide). 
    Use chemical sedation for patients withagitated | « 

delirium (combativeness, tachycardia, 

hyperthermia). 

Referto Agitated or Violent Patient/Behavioral | - 

Emergency. 
Symptomatic dystonia, with extrapyramidal signs 

or symptoms: consider Diphenhydramine:25 mg 

WV/IO/IM.   

Symptomatic dystonia, with extrapyramidal signs 

or symptoms: consider Diphenhydramine: 

1 mg/kg IV/1O/IM (max dose 25 mg) 

Supraglottic devices and intubation should be 

utilized only if BVMventilation fails. The airway 

should be managed in the least invasive way 

possible.   

  

  
 



Acetylcholinesterase Inhibitor Poisoning (Nerve Agents, 

Organophosphates, and Carbamates): Adult & Pediatric 

4 

  

DUMBELS mnemonicused to describe the signs and symptoms of organophosphate 

toxicity: 

D - Diarrhea 

U - Urination 

M - Miosis (pinpoint pupils) /Muscle weakness 

B - Bronchospasm/Bronchorrhea/Bradycardia 

E - Emesis 

L - Lacrimation/Laryngospasm 

S -Salivation/Sweating/Seizures 

Central nervous system effects can manifest with seizures, coma, and/or apnea. 
  

EMT 
  

* Don appropriate personal protective equipment | * Whenwetdecontaminating children, attempt to 

(PPE) prevent hypothermia. 

° Remove patient’s clothing and wash the skin 

with soap and water. 

* Initiate Universal Care. 

* ABCDE assessment including pupils. 

* Monitor pulse oximetry   
  

AEMT 
  

° Establish!V/IO access. 
  

EMT-1/Paramedic 
  

* Initiate continuous cardiacand EtCO, monitoring 

  

  

* Atropine Sulfate 2-6 mg IV/IO. ° Atropine Sulfate 0.1 mg/kgIV/IO, upto 1-4 
* Repeated doses (2x previous dose) should be mg/dose. 

administered as needed every 3-5 minutes, * Repeated doses (2x previous dose) should 

be administered as needed every 3-5 

minutes.   
    ° Clinical improvement should be based upon the drying of secretions, improved respiratory effort and 

pulse oximetry. 

* Continuous and ongoing patient reassessment is critical. 

° For patients with seizure activity refer to Seizures as needed.     

IA



Radiation Exposure: External and/or Internal Contamination: 

Adult & Pediatric 
ToC 

  

includes: Patients exposed to a known or suspected source of radiation or contaminated with a radioactive 

source, particularly patients exhibiting the signs and symptoms of acute radiation syndrome: 

° Nausea 

* Vomiting 

° Diarrhea 

° Dizziness 

* Headache 

* Altered mental status or loss of consciousness 

Most patients willbe asymptomatic, initially. 

All body fluids from patients receiving systemic radiation therapy (particularly radioactive iodine) carry a 

potential risk of minor exposure, usually to primary caregivers and family members. Use Body Substance 

Isolation techniques, personal protective equipment (PPE), and Universal Precautions when caring for these 

patients. 
Standard PPE does not protect against penetrating radiation from a radioactive source, it only mitigates 

contamination. Limit radiation exposure effectively by limiting time around, maintaining distance from, 

and using effective shielding against the source. Turnout gear and paper coveralls can be potentially 

adequate PPE to prevent contamination. 
  

  

  

EMT 

° Ensure scene safety. °* When wetdecontaminating children, attempt 

* Don appropriate personal protective equipment. to prevent hypothermia. ‘ 

* Exercise universal precautions at all times. ~ 

* Initiate Universal Care. Bode 

* Decontamination should not delay stabilization 

of limb- or life-threatening traumaticinjuries. 

e Place contaminated towels, wastewater, and 

body fluids in secured containers denoted for 

radioactive waste materials. 

¢ For skin contaminated with radioactive sources: 

~- Remove patient’s clothing and wash the skin 

with wet gauze, skin wipes, orsoap and 

water. 

- Collect the wastewater, if possible. 

* For inhalation contamination: 

— Administer oxygen as appropriate 

— Maintain the airway as needed   
  

* Trauma patients who have been exposed to radiation or contaminated with radioactive sources should 

be triaged and treated on the basis of the severity of their conventional traumatic injuries. If possible, 

decontamination of the patient and wounds in particular should occur priorto arrival into a trauma bay 

(on scene, outside of the ED). Refer to General Trauma Management. 

* Considertransport toa burncenterin cases of severe radiation exposure. 
  

AEMT 
      EMT-I/Paramedic 
 



Carbon Monoxide/Smoke Inhalation: Adult & Pediatric 

  

Includes: known or suspected exposure to carbon monoxide (CO) orsmoke from fire, propane or 

charcoal stoves/heaters, or combustion engines, and recreational enclosed smoking areas. Consider 

scene/environment monitoring with commercial CO monitors if available. Patient and environmental CO 

levels are helpful information for hospital personnel. 

Patients may presentwith: 
  

  

  
  

Mild Moderate to Severe 

Nausea * Altered Mental Status 

Fatigue *  Tachypnea 

Headache * — Tachycardia 

Vertigo . Seizure/Convulsions 

Lightheadedness ° Chest pain, shortness of breath 

Dyspnea ° Cardiopulmonary Arrest 

EMT 
  

Ensure scene safety. 
Don appropriate personal protective equipment, e.g., special equipment for low oxygen environments 

(SCBA). 
Initiate Universal Care including pulse oximetry monitoring. 

Safely remove patient from toxic environment. 

Inquire about other possible exposed persons (other inhabitants, neighbors, family member coming 

home later). 

Monitor transcutaneous CO levels, if available. 

100% oxygen vianon-rebreather mask or bag valve mask. 

Refer to Seizures as needed. 
  

AEMT 
  

EMT-1/Paramedic 
    Initiate cardiac and EtCO, monitoring and analyze rhythm strip for arrhythmias. 

Obtain 12-lead ECG. 

Obtain blood sample as soon as possible (for later testing at the hospital) per local protocol. 
    
  

  

<20% Mild Headache, nausea, vomiting, dizziness, blurred vision 

21-40% Moderate Confusion, syncope, chest pain, dyspnea, tachycardia, tachypnea, 

weakness 

41-59% Severe Dysrhythmias, hypotension, cardiacischemia, palpitations, respiratory 

arrest, pulmonary edema, seizures, coma, cardiacarrest 

>60% Fatal Death



Opioid Poisoning/Overdose: Adult & Pediatric 
  4 iS, 

  

Includes: patients of all ages with access to opioids and known or suspected opioid use orabuse. 

Excludes: patients with altered mental status exclusively from other causes (e.g., head injury, hypoxia, or 

hypoglycemia). 
  

EMT 
  

* \nitiate Universal Care 

* For respiratory depression, perform immediate resuscitation first, then consider: 

* Naloxone: SPECIALTRAINING REQUIRED (STR) 

- Intranasal (IN) 
o 4mg/0.1 mL nasal spray 

oO 1sprayin single nostril 

(or) 
o 2mg/2 mL single dose Luer-Jet® prefilled syringe with mucosal atomizer device (MAD) 

o Divide dose equally between nostrils to max of 1 mL pernostril 

— Intramuscular (IM) 

© 2me/0.4 mL auto-injector 
o Place on thigh and inject 0.4mL 

* Allroutes may be repeatedas indicated. 
  

* May assist with patient’s own auto-injector. 

* Identify medication taken, noting immediate release vs. sustained release formulations, time of 

ingestion, and quantity. 

* Bring pill container(s) to hospital, if possible (or take pictures with photography equipped, agency- 

owned device). 

* Assess for other etiologies of altered mental status including hypoxia, hypoglycemia, hypotension, and 

traumatic head injury. 

* Monitorfor recurrent respiratory depression and decreased mental status. 

¢ Recommend transportto hospital. 

* If patient refuses transfer, with or without receiving naloxone, call the Arizona Opioid Assistance and 

Referral (OAR) Line at 888-688-4222. 
  

AEMT 
  

* Naloxone should be given via lV/IO route to apneic patients while supporting airway and 

breathing through traditional methods. 
  

* [VFifindicated refer to Shock. * ConsiderlV/lO referto Shock. 

* Naloxone: 0.4-2 mg |V/IM/IN. Repeatif * Naloxone: 0.1 mg/kg IV/IM/IN. Repeatif 

indicated. indicated. fone   

  

    EMT-1/Paramedic   
 



Bites and Envenomations: Adult & Pediatric 4 

  

Bites, stings, and envenomations can come froma variety of marine and terrestrial animals, arthropods, 

and insects causing local or systemic effects. Patients may present with toxin-specific reactions. There is a 

spectrum of toxins or envenomations and limited EMS interventions that will have any mitigating effect 

on the patientin the field. The critical intervention isto get the patient toa hospital that has access to the 

relevant antivenin, if applicable, as soonas possible. 
  

EMT 
  

Initiate Universal Care. 
Check blood glucose level. 

Monitor pulse oximetry for respiratory decompensation. 

Pain control, including limited external interventions to reduce pain, referto Management of Acute 

Pain. 

Referto Seizures as needed. 
  

DO NOT perform the following: 

Tourniquet or constricting bands. 

Incision and/or suction. 

Application of cold packs. 
  

Envenomations known to have specificantivenin or antitoxin (scorpions, rattlesnakes, and black widow 

spider): 

- Considertransportto hospital that has access to antivenin, if feasible, 

— Call the Poison & Drug Information Center (800-222-1222) for treatmentadvice and location 

of antivenin. 

  

  

AEMT 
  

Consider 20 mL/kg IV/IO fluid bolus. * Consider 20 mL/kgIV/IO fluid bolus. 
  
  

EMT-1/Paramedic 
    Initiate cardiac and EtCO, monitoring and analyze rhythm strip for arrhythmias. 

Obtain 12-lead ECG. 

Consider vasopressors after adequate fluid resuscitations if hypotension persists, refer to Appendix Drip 

Calculations. 
- Epinephrine 0.05-0.3 mcg/kg/minIV/IO, 

— Dopamine: 2-20 mcg/kg/min (Paramedic Only). 

— Norepinephrine 0.05-0.5 mcg/kg/min!V/IO (Paramedic Only) (Pump Only) 

Titrate to maintain SBP > 90 mm Hg. 

Referto Shock as needed.   
  

iS



Hyperthermia/Heat Exposure: Adult & Pediatric Ia, 

  

includes: 

Heat cramps are minor muscle cramps usually in the legs and abdominal wall. Temperature is 

normal. 

Heat exhaustion has both salt and water depletion usually of a gradual onset. As it progresses 

tachycardia, hypotension, elevated temperature, and very painful cramps occur. Symptoms of 

headache, nausea and vomiting occur. Heat exhaustion can progress to heat stroke. 

Heat stroke occurs when the cooling mechanism of the body (sweating) ceases due to 

temperature overload and/or electrolyte imbalances. Temperature is usually > 104 F. When no 

thermometeris available, itis distinguished from heat exhaustion by altered level of 

consciousness. 

Excludes: 

Fever from infectious or inflammatory conditions. 

Malignant hyperthermia 

Neurolepticmalignant syndrome. 
  

EMT 
  

Initiate Universal Care. 

Move patient toa cool area and shield from the sun or any external heat source. 

Remove as much clothing as is practical and loosen any restrictive garments. 

If alert and oriented, give small sips of cool liquids. 

if altered mental status, check blood glucose level. 

Maintain airway vigilance for emesis, seizure. 

If temperature is > 104° F (40° C) or if altered mental status is present, begin active cooling by: 

- Continually misting the exposed skin with tepid water while fanning the victim (most effective); 

- Truncal ice packs may be used, butare less effective than evaporation; 

— Shivering should be treated as soon as possible. 
  

AEMT 
  

Establish 1V/IO access for heat stroke. 

Administer 20 mL/kg IV/IO cool fluid bolus and reduce to 10 mL/kg IV/1O boluses when vital signs 

are stable. 
  

EMT-1/Paramedic 
  

Initiate cardiac monitoring and record ongoing vital signs and level of consciousness. 

Monitor for arrhythmia and cardiovascular collapse (refer to appropriate guidelines as needed). 
    Treat shivering with single dose of: * Treat shivering with single dose of: eye 

— Midazolam: ~ Midazolam: ~ 

o 2.5 mglV/IN/IO (or) o 0.1 mg/kg iV/10 (or) 

o 5mgIM(or) © 0.2 mg/kgIN/IM. Max 1 mg (or) 

- Lorazepam: — Lorazepam: 

o Img!V/lO or2 mg IM (or) o 0.1 mg/kg IV/IM/IO. Max 1 mg (or) 

- Diazepam: — Diazepam: 

o 2mgiv/lo. o 0.2 mg/kg lV/IO. Max 2 mg. 

Refer to Seizures as needed. * Referto Seizures as needed.   
  

  
 



Drowning: Adult & Pediatric 

4 A 

  

Includes: patients suffering from drowning or drowning events independent of presence or absence 

of symptoms. 
  

EMT 
  

° Initiate Universal Care. 

* Ensure scene safety. 

* Remove patient from water as soonas possible. 

° Initiate aggressive airway management and restoration of adequate oxygenation and ventilation. 
° A-B-Capproach. 

* Administer Oxygen to maintain SaO, >94%. Referto Airway Managementas needed. 
* Assistventilation as needed. 

* Refer to Cardiac Arrest (VF/VT/Asystole/PEA): Age 8 and Older or Cardiac Arrest 

VE/VT/Asystole/PEA): Pediatric Age < 8 as indicated. 

* Consider possible C-spine injury; consider Spinal Motion Restriction as indicated. 

¢ Consider hypothermia and treat as indicated. 

* Remove wet clothing. 

¢ Do notaggressively re-warm cold water drownings 

° Initiate pulse oximetry. 
  

AEMT 
  

* Establish 1V/IO access. 

* Fluid bolus asindicated, 

° Escalate airway managementas indicated, assist ventilation as needed. 
  

EMT-I/Paramedic 
    ° Escalate airway managementas indicated, assist ventilation as needed. 

* Initiate cardiacand EtCO, monitoring. 

° Consider nasogastric or orogastric tube for gastric decompression.    



Abnormal Vital Signs 

  

  

  

  

  

  

  

  

  

              
  

   

Heart Resp Temp 
Age Rate Rate Systolic BP pc) 

Od-—im = 205 > 60 = 60 <36 of 34 

21im-3m = 205 > 6D =7O <6 or =38 

z2am-ir = 190 = 60 =70 =36 of =38.5 

Si1y-2y > 190 240 = 70+ {age inyw x 2} =36 or =38.5 

B2y-4y¥ > 140 =40 = 70+ fage in yw = 2} =36 or =38_5 

Bay-8y¥ > 140 > =7O+ {age in yw = 2} <36 or >38.5 

26 y- ly > 140 >30 = 70+ fage inyw = 2} =236 or >38.5 

Sify-d3y = 100 > 30 = 90 =36 or =38.5 

eidy => 10D 216 = 30 =36 or =3.5 

Age Heart Rate Blood Pressure Respiratory Rate 

(beats/min) (mmHg) (breaths/min) 

Premature 110-170 SBP 58-75 DBP 35-45 40-70 

0-3 months 110-160 SBP 65-85 DBP 45-55 35-55 

3-6 months 110-160 SBP 70-90 DBP 50-65 30-45 

6-12 months 90-160 SBP 80-100 DBP 55-65 22-38 

1-3 years 80-150 SBP 90-105 DBP 55-790 22-30 

3-6 years 70-120 SBP 95-110 DBP 60-75 20-24 

6-12 years 60-110 SBP 100-120 DBP 60-75 16-22 

> 12 years 60-100 SBP 110-135 DBP 65-85 12-20 

A



  

Neurologic Status Assessment: 

Adult & Pediatric, page 1 of 2 roc 

AVPU (Medical and Trauma) 

A: The patients is alert 

V: The patient responds to verbal stimulus 

P: The patient responds to painful stimulus 

U: The patient is completely unresponsive 

Motor/Sensory Exam for Suspected Spinal Injury 

* Wrist/hand/finger extension bilaterally 

¢ Foot plantarflexion/dorsiflexion bilaterally 

* Gross sensation in all extremities 

* Check for paresthesias 

Traditional Glasgow Coma Scale (Trauma) 

No eye opening 1 

2 Eye opening to pain 

3 Eye opening to verbal 

4 Eyes open spontaneously 

1 No verbal response No vocalization 

2 Incomprehensible sounds Inconsolable, agitated 

3 Inappropriate words Inconsistently consolable, 

moaning 

4 Confused Cries but consolable, 

inappropriate interactions 

5 Oriented Smiles, oriented to sounds, 

follows objects, interacts 

No motor response 

Extension to pain 

Flexion to pain 

Withdraws from pain 

Localizes pain 

D
u
n
 
P
W
N
 

PR 

Obeys commands  



Neurologic Status Assessment: a 

Adult & Pediatric; page 2 of 2 Toc 

2014 Updated Glasgow Coma Score (Trauma) 

The updates to the GCS 2014 are intended to increase reliability. These provide a basis for 
standardizing practice and ensure the scale is useful, in a practical sense, inthe future. 

  

4 Eye opening Spontaneously 

3 Eye opening to Sounds 

2 Eye opening to Pressure 

1 No Response 

NT Not Testable 

5 Oriented Smiles, oriented to sounds, follows 

objects, interacts 

4 Confused Cries but consolable, inappropriate 

interactions 

3 Words inconsistently consolable, moaning 

2 Sounds Inconsolable, moaning 

1 No Response No vocalization 

NT Not Testable Not Testable 

6 Obeys Commands 

5 Localizes to Pressure 

4 Normal Flexion to Pressure 

3 Abnormal Flexion to Pressure 

2 Extension to Pressure 

1 No Response 

NT Not Testable 

  

There are several distinct differences between the Traditional GCS and 2014 versions: 

* Scoring for each component of the assessment (Eyes: Verbal: Motor) are recommended rather 
than reporting an aggregate score. 

* A Not Testable (NT) descriptor is now recommended rather than scoring the component as a1 

for None when the assessment is, infact, not testable for a particular reason. 

* Terminology has been changed to reduce subjective interpretations, ie, inappropriate words to 

Words and Incomprehensible /garbled sounds to Sounds. 

* Pain is no longer used to elicit responses. Pressure is applied instead. 

* Pressure is applied in the same method for each assessment beginning with the periphery and 

moving to the central areas of the body above the clavicles, as necessary. 

* The sternum rub is strongly discouraged, as it may cause tissue damage with repeated 

maneuvers.



Prehospital Stroke Scales 

  

FAST/Cincinnati_Stoke Scale 
  

= 

  

FACE ARMS SPEECH TIME 

Ask patient to smile Ask patient to raise Ask patient to speak a | Time is BRAIN 

both arms simple phrase 

  Does the face look 

uneven? 

Does one arm drift 

down? 

Does the speech 

sound strange? 

Time of symptom 

onset? 

  Yes= 1 point Yes= 1 point     Yes= 1 point   
  

  

VAN: Acute Stroke Screening Tool 

  

  
Time of onset: < 4 hr, > 4 hr, or unknown 

  

is ARM weakness present? 

o Yes Continue the VAN 

  

qo No Patient is VAN negative. Stop VAN Exam. 

  

Visual Disturbance? 

Aphasia? 

Neglect? o
r
n
 

4 

  

If patient has any degree of weakness PLUS any one of the below: 

Visual Disturbance (Assess field cut by testing both sides, 2 fingers right, 1 left) 

Aphasia (Inability to speak or understand. Repeat and name 2 objects, close eyes, 

make fist) 

Neglect (Forced gaze to one side or ignoring one side, touching both sides) 

This is likely a large artery clot (cortical symptoms) = VAN Positive   
  

IO



Burn Triage 

  

Does The Patient Have Any Of The Following? 

Partial thickness burns 210% Total Body Surface Area 
Any full thickness burns of any age group 

Burns that involve the face, hands, feet, genitalia, perineum, or major joints 
Circumferential Burns 

Electrical burns including lightning injury 

Chemical burns 

Radiation Burns 

Inhalation injury or airway compromise 

Burn injury with pre-existing medical disorders: CHF, ESRD, COPD, or cardiac that could complicate 
management, prolong recovery, and affect mortality 

10. Burns with concomitant trauma (such as fractures) 

11. Pediatricburns, especially requiring ICU care 

12. Burn injury in patients who will require special social, emotional or long tern rehabilitation 

P
O
N
D
U
N
 
A
W
N
 

  

No Yes 
    Courtesy notification to receiving facility of Prepare patient for transport to burn or trauma 

patient’s choice center based on regional guidelines.      



Burn Estimation Charts 

Burn Size Chart 1 
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Patient’s hand = 1% 

Total Body Surface Area 

  

  

Source: University of Utah Burn Center 

Burn Size Chart 2 

_ =) Rule oF9’s'for 
adults. 

=~ The “rule of palm” 
is another way to 
estimatethe size 

ofa burn. The 
palm ofthe person 
who is burned (not 
fingers orwrist 

area) is about1% 

ofthe body. Use 
the person's palm 
tomeasurethe 

body surface area 
burned. 

  

Percentage of Total Body Surface Area by Age and Anatomic Structure 
  

  

  

  

  

  

  

  

  

  

  

  

          

Infant < 10 kg Child Adult 

Head and neck 20% 

Anterior head 9% 4.5% 

Posterior head 9% 45% 

Anterior torso 16% 18% 18% 

Posterior torso 16% 18% 18% 

Leg, each 16% 

Anterior leg, each 6.75% 9% 

Posterior leg, each 6.75% 9% 

Arm, each 8% 

Anterior arm, each 4.5% 4.5% 

Posterior arm, each 4.5% 4.5% 

Genitalia/perineum 1% 1% 1% 
  

  

TOC 

 



Appendix: Drip Calculations 

  

  

  

  

  

  

        

Lidocaine Epinephrine 

Infusion Chart . Infusion Chart Mix 2 gin 500 mL of NS (4/mg/ml) Mix 2 mgof 1 mg/mL(2000mcg) in 250 mL of 
NS (8/mcg/mL) 

Dose orderedin Amount to infuse in Dose ordered in Amount to infuse in 
me/min megtts/min or mL/hr mcg/min megtts/min ormL/hr 

1 15 ; 2 15 
2 - 30 - a 30 

L 3 - 45 : 6 45 
4 60 8 60 

5 | 75 10 75     
  

A 

  

Dopamine Infusion Chart 

Mix 400 mg in 250 mL of NS(1600 mcg/mL) 

  

    

  

  

  

  

  

  

  

  

Dose in _______ Body Weight (Ibs on top, kg on bottom) _ 
mcg/ke/mint 22 140 [121 | 132 | 143 [154 [165 [176 | is7 | 198 | 209 | 220 | 231 

ae 45 | 50 | 55 | 6o | 65 | vo | 75 | 80 | 85 | 90 | 95 | 100 | 105 
25 a4}/s5]s5]e6]e6]7]7]s8]{es8]e8f]o9]o9 { 1 

5 s | 9 | 1 | a | a2 | a3 | a4 | 15 | a6 | 17 | a8 | 19 | 20 

75 13 | 14 | 15 | 17 | a8 | 20 | 21 | 23 | 24 | 25 | 27 | 28 | 30 

10 17 19 21 23 24 26 28 30 32 34 36 38 39 

12.5 21 | 23 | 26 | 28 | 30 | 33 | 35 | 38 | ao J a2 | 45 | a7 | a9 

15 25 | 28 | 31 | 34 | 37 | 39 | a2 | a5 | ag | 51 | 53 | 56 | 59 

20 34 { 38 | 41 | 45 | 49 | 53 | 56 | 60 | 64 | 68 | 71 | 75 | 79                             
  

  

Dopamine Infusion Chart 

Mix 400 mg in 250 mL of NS(1600 mcg/mL) 
  

  

  

  

    Dose ordered in Amountto infuse in mcgtts/min 

meg/min ___orml/hr 

400 15 

800 30 

[ 1200 45 
1600 | 60     
 



Blood Thinner List 

| Antiplatelets Anticoagulants 
  
  

  

+ Sal ylate (Aspirin) * Enoxaparin (Lovenox) 

° Clopidogrel (Plavix) ° Dabigatran (Pradaxa) 

* Prasugrel (Effient) ° Rivaroxaban (Xarelto) 

* Triagrelor (Brilinta) | * Warfarin (Coumadin) 

° Dipyridamole (Persantine) *  Apixaban (Eliquis) 

° Dipyridamole/Aspirin (Aggrenox) ¢ Heparin 

* Fondaparinux (Arixtra) 

  

| 
Yl: The most common new drugs you will see patients on are Xarelto and Eliquis. Several 

Cardiologists are starting to use these for patients with A-Fib instead of Coumadin. Aggrenox is used 
for alot of stroke/TIA patients. 

  

  

  

  

  

  

  

  

  

  

  

  

    
  

BRAND NAMES | GENERIC NAMES 

Drug Category of Blood of Blood 
Thinners Thinners 

Coumadin Warfarin 

Vitamin K antagonists Dicumarol | Dicumarol 

Miradon Anisinidione | 

Clexane, Lovenox Enoxaparin 

| Hep-Lock, Hep-Pak | Heparin | 

[Fragmin _ Daltepari n ; | 

Heparin (Carbohydrate) drugs _Arixtra. Fondaparinux | 
Orgaran Danaparoid 

Innohep Tinzaparin _ _ 

~~] Argatroban _ Argatroban 

Thrombin (enzyme) inhibitors | Refludan ____| Lepirudin | 

Angiomax, Angiox | Bivalirudin 
Pradaxa Dabigatran - 

Salicylate Aspirin Acetylsalicylicacid 

P2Y (Platelet receptor) inhibitor _ Plavix Clopidogrel bisulphate 
      Thromboxane (specialized small 

molecule) inhibitor 
Dipyramidole Aspirin 

Persantine Aggrenox | dipyramidole     

Reviewed September 3, 2019



FLACC / CHEOPS 4 io Ia, 

  

  

    

  

FLACC Scale 

  

5 Consolability °° e»= 
  

ot, 
Healthcare y 5877 ai tty 

pan “uspirattans A. 

  

          

    

Score 0 1 2 

Cry No cry Crying, moaning Scream 
Facial Smiling Composed Grimace 
Verbal Positive None or other complaints Pain complaint 
Torso Neutral Shifting, tense, upright Restrained 

Legs Neutral Kicks, squirm, drawn up Restrained 

      
Modified CHESS (Childrens nh Oniane Pain Scale)    



  
_ ire VON VIS 7 + “ENTER EP 

CANYON VISTA CANYON VISTA ME DICAL. CENTER CANYON VISTA 

MEDICAL CENTER RSL STANDING ORDERS MEDICAL CENTER 

  

Inclusions: Exclusions: 

Respiratory Failure <8 years old 
Severe Head Trauma Be cautious with: | 

Spinal Cord Injury | Upper Airway Obstruction 
Facial/Airway Burns Known or Suspected Epiglottitis 
Unable to Protect Airway Neck Injury or Swelling 
Inability to Maintain Airway/Ventilations Difficult ETT/Cric   GCS <8 (if not protecting airway) Hypersensitivity/hx of Malignant Hypertherrmiz 

Immediate Care: 

i Iv/10, Pulse Ox, EtC02, Cardiac Monitor 

Pre-oxygenate with NC @ 15ipm and NRB @ 15lpm 

  

OR 

1 NC @ 15lprm and BVM entis apneic v 

  

  

Head Injury:Hypertensive (Systolic > 160) All Other Patients 

Sedate With: Sedate With: 

Etomidate 0.3mg/kg IV/10 over 30-60 sec. Ketamine 2mg, 
eat in 2 3 min if needed with same dose Half dose (1mg/kg) for elderly (>65yrs 

L, Paralyze With: | Paralyze With: 
{ke W/O | 

  

   /kg IV/IO over 30-60 sec. 

      
  

  

         Rocuronium Ime/kg 1v/1O 
  

Intubate: 

    

Ventilate Between Attempts 

  

tf 2" attempt fails, insert igel/supraglottic airway 

Cric if airway swelling is present (anaphylaxis, burns, angioedema, 
   lation) ning, strang    
  

  

    
Confirm lube Placement: 

EtCO2 Monitoring, Equa! Chest Rise and Fal 
Bilatera! Breath Sounds 
    

— Vv 

Post Intubation Sedation: Post Intubation Sedation: 
| } 

Versed 1-5mg IV/lO Ketamine Post Sedation: 0.5mg-4mg/ke IV/1O 
AND Use same induction dose, then incre: eded      

Fentanyl! 25-50mcg IV/lO. Ade Fentanyl or Versed eeded for additional 

| sedation/seizure management 

      

All medications (other than Ftomidate) are dosed off of IBW (Ideal Body Weig! 

Monitor blood pr 

  

sure every 5 minutes minimum betore, during, and efter intubation 

Hypotension <90 systolic, Hypertension >160 systolic 

  

fequately resuscitate all patients prior Lo intubation with fluids and/or pressors if applicable 

Continue to assess patient throughout transport and place on ventilator if available 

  

Properly document and complete all required forms for your department 

Notify receiving haspital {chief complaint, intubated, vitals) prior to arriva   
Contact CVMC for any questions or needs outside of RSI standing order



  

ann SEIZURE STANDING ORDER 
CANYON VISTA omoser 2022 CANYON VISTA 

  
  

MEDICAL CENTER MEGICAL CENTER 

Inclusions Exclusions 

e Status Epilepticus © Hypoglycemia 

e Generalized Seizure Activity 

¢ Febrile Seizure * — Dysrhythmias needing ACLS 
e Focal Seizure Activity ntervention first 

  

    e — Postictal Mental Status 
      

  

  

immediate Supportive Care 

© Protect from injury during seizure activity/remove obstacles 
© Oxygen administration (target 02 saturation >90%) 

   ° Cardiac Monitor 

e® = Blood Glucose     e — IV/IO Access (post seizure if unable Lo obtain due to convulsions} 
  

  

Medication Dosages (Active Seizures) 

Midazolam 

e  <12kg: 0.2mg/icg IM/IN (1ml per nare max) 

2  IM/IN Repeat full dose if continued seizure activity atter 5 minutes 
0.ime/kg IVP (Repeal every 5 minutes as needed) 

© 13-40kg: Smg IM/IN (1mI per nare max) 
IM/IN Repeat full dose if continued 

  

ure activity after 5 minutes 
2.5mg IVP (Repeat every 5 minutes as needed) 

© 40kg or greater: 10mg IM/IN (1ml per nare max) 

  

IM/IN Repeat full dose of continued s: re activity after 5 minutes 

5meg IVP (Repeat every 5 minutes as needed) 

Lorazepam 

e = <12kp: 0.05-0.img/ V/1O (Repeat every 5 minut s needed) 

© 13-40kg: 2mg IV/IO (Repeat every 5 minutes as needed) 
    

  

© 40kg or greater: amg IV/IO (Repeat every 5 minutes as needed) 

Ketamine 

*Use as last line drug during benzodiazepine shortage. Works via dissociation, please have 

airway/intubation equipment ready post administration 

e  4me/«g IM 
© 1-2me/ke IV     
  

  

Preeclampsia/Eclampsia 

For patients with diagnosed or suspected preeclampsia progressing into eclampsia (hypertension, edema, pre- 
seizure auras, seizure activity), administer Magnesium Sulfate 4-6g IV bolus over 15 minutes. Start Magnesium 
Sulfate drip at 2g/hr post bolus if available. Place patient in left lateral recumbent position and reduce stimulus 

such as light and sound. Administer with benzodiazepines for cessation of seizures, see above for dosing     
 



CANYON VISTA CANYON VISTA MEDICAL C 

  

NTER   

MEDICAL CENTER 

SHOCK/HYPOTENSION STANDING ORDER 

CANYON VISTA 
MEDICAL CENTER 

  

  

initial Care 

IV access, 2 preferably 
Monitor vitals AT LEAST Q5 minutes 

Hypotension defined as systolic blood pressure <90 in adults, refer to HandTevy for age-appropriate vital 
parameters 

Please refer to IBW cards for adult weight and HandTevy for pediatric weight dosing 

Fluid resuscitation with normal saline or lactated ringers 

Adult: 250-500mI (initial bolus) 

* Give 2“ bolus of the same amount 

= If you suspect SEPSIS, administer 30ml/kg initial bolus 

© Pediatric: 10-20ml/kg (initial bolus) 

= Give 2" bolus of the same amount 
Neonates: 10ml/kg     

9/2022 

  

Norepinephrine 
Preferred pressor in SEPSIS patients 
Must place on an infusion pump 

How to Mix 
4mg vial of Norepinephrine mixed into 250ml 0.9% NS (16meg/ml) 

Dosing: 

Adult: 2-35mcg/min 
Pediatric 0.05-2mcg/kg/min       

  

Epinephrine 

Preferred pressor in BRADYCARDIC patients 
May use in adults and pediatrics 

How to Mix 

Img (1:1000) Epinephrine mixed into 100ml 0.9% 
NS for both push dose and drip (10mcg/ml) 

Dosing 

Push Dose Adult: 5 -20mcg (0.5-2ml) IVP 
May repeat every 2-5 minutes up to 3 doses 

Push Dose Peds: imcg/kg, max dose of 20mcg 
May repeat every 2-5 minutes up to 3 doses 

Drip Adult: 2-L0mcg/min via infusion pump 
Drip Peds: 0.05-1mcg/kg/min via infusion pump      



canyon vista CANYON VISTA MEDICAL CENTER canvonvista MEDICAL CENTER MEOICAL CENTER 

TRANEXAMIC ACID STANDING ORDER 

  

inclusions: 

e >15 years of age 

e Systolic <90 OR HR >110 

e Obvious hemorrhage from blunt or 

penetrating trauma (i.e., GSW, MVA) 

¢ Postpartum hemorrhage with no evidence of 
retained placenta or prolapse uterus 

@ Injury <3 hours old 

Exclusion: 

® Glbleed 

e DIC     
  

  

Trauma Care 

e Ensure patient is on monitor 

e Two large bore IVs 

e Stop the bleed with packing or tourniquet if applicable 

e Chest seal to thoracic trauma 

® Start age-appropriate NS or LR bolus 

@ Trauma Assessment 

e Alert CVMC OR prepare for flight to Level | Trauma Center 

(BUMC Tucson OR St. Joseph's Tucson) 

¥ 
Administration 

    
  

  

e 1g Tranexamic Acid (TXA) IVP over 2 minutes 

Advise accepting flight crew or receiving facility that TXA bolus 
was given so maintenance drip can be started     
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