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MEDICADIRECTOARPPROVAL

These protocols are approved by the Alachua County Fire Rescue Medical Director and are effeckilayas of
1, 2017.

MO,
Jason M. Jones, M.D.
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24.1.1- STANDARD GEARE

GENERACONSIDERATIONS

All patients are to be treated with respect

An individual becomes a patient when presenting with a chief complkadence of a medical condition or
injury, or upon discovery of vital signs outside the normal values.

Consultation with an OLMGBnline medical control physicig prior to initiation of nonlife threatening
therapeutic modalities outside the context of these protocols remains the standard. Thexagptionis life-
saving cargdefined as any or all measurefichhavethe purpose of imradiate preservation of life and/or the
establishment of means by which life might be preserved.bdicalcontrol physicianshall be defined as the
emergency department attending physiciandf Health Shands Hospital

Patient cae is unpredictableby nature and patients may require care derived from multiple protocols, or in the
absence of these, online medical control. The following protocols are written with this reality in Demitions
from protocol will be tolerated only when intended tarther patient care. Such deviatiemust in no way

detract from the high level of patient care expected froni | O K dzI pre-Bodpjfalicar@ groviders.

All patients transported will be secured to the stretcher with thr@ggtrapsone of which musbe the
torso/waist restraint.

¢ KS /drcul@ién Aiway, Breathing will always take priority in patient managemehktaneuversrequired
to establish adequate tissue perfusiagecure the airwayandensure adequate gas exchange should always
superse@ specific protocol statements.

¢CKS LI GASYGQa O2yRAGAZ2Y apelobtdinedr YRGS K2¢g 2F0Sy GAldl
1 For aCRITICAhatient, every 5 minutes
1 For a NOMCRITICApatient, every 10 minutes
1 If transport is greater than one hour, evel$ minutes

Two sets of vital signs shall be obtained on all transported pati@ataperaturesare required on the following
abdominal pain, altered mental status, apparent life threatening event, heat illhgpgrtension, hypothermia,
overdose and paion ingestion, sepsis, STEMI, and stroke.

Orders communicated directly from OLMCP to the paramedics caring for the patient may supersede established
protocols,and should be reflected in the run report with tie2 O (inam&lnaluded.

The Company Officef each unit is responsible for the completion of a patient care report on every patient
contact, regardless of treatment administered. Paramedics will complete ALS reports and EMTs may complete
BLS reports at the discretion of the Company Offia#io is responsible for the report arits content.

Complications, problems, or requests for additional orders during treatment will be directed to the OLMCP.
Additional questions or problems should be directed to the Medical Director after the incident

Issied: May 1, 2017 24.1.1- Standard of Care
Revised: Page7



24.1.2- RADIOREPORT

GENERACONSIDERATIONS

Include the following information when callingriadio report to the appropriate facilittand or online medical
control physician:

=4 =4 =4 =8 -8 -8 a8 a8 of

Unit IDnumber

tFrdASydQa 3S yR ISYRSNJ

t I GASYyiQa GQidfinedfoetY LI | Ay

Brief history relevant to the chief cqutaint / illness, medications used, allergies
Vital signs (as appropriate for circumstances)

Mechanism of injury for trauma patients

General appearancécludng GCS

Pertinent physical findings

Treatment rendered and response to treatment

Request for ordes needed and confirmation of any orders given
Estimated time of arrivadETA

Informationaboutthe arriving patient is to be relayed to the receiving facility in a timely manner.

If the transporting paramedic is occupied treating the patient, an abiated report may be given by the
paramedic or driver to the facility ahdr CCGCombined Communications Cent&)relay to the facility.

Include at least the following:

)l
)l
1

Estimated time of arrival, ETA
Chief complaint
Age and gender of patient

No contact made with receiving facility via radio:

T

If the receiving facilitgannot be reachedrelay a brief report tahe CCC toelay to the receiving facility

Online medical controlphysiciancalls

1 For online medical contrar to request orders: contact CCC, ask them to connect you with online

medical control. This can be done by cal®3®-9551818or contacting CCC by radio.
o If calling by phone, requesite conversation to be on a recorded line
o Document inyourreport the name of the physician, time, and orders given

GAGI

9 Start your request withhe reason for calling, followed ky/full report asdetailed above
o0 Exampled ¢ KAd Aad wSaolOdzS mn OFfftAy3a (G2 NBBug&aa i | R
old male with concerns of a right hieformityafter a fall. He has received 100 mcg of Fentanyl
0dzi NBLIR2NIA GKIFIG KAa LIAY A& MakmMnd® | Aa
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24.1.3- INITIATION CEPR TERMINATION GRESUSCITATION

INFORMATION

CPRuwill be initiated for adults, childrenor infants when a patient is found to be:

1 Unresponsive

M Pulseless

1 Apneic(exceptagonal respirations)

AND
DoesNOTmeet the requirements for Determination of DeatBge24.1.4- Determination of Death
DoesNOT have in his or her possession / at the bedside a completed, legal, yellow State of Florida Do
Not Resuscitate Order (DN®)RS Form 1896)

T
T

CPR may bterminated when:

1 A patient h& in his or her possessigor at the bedsid¢a completed, legal, yellow State of Florida Do

Not Resuscitate OrdédDNRYHRS Form 1896)
o If there is any doubt to the validity of the DNR foimitiate or continueCPR andantact OLMCP

1 Spontaneous circulatiomas been restoredreturn of spontaneous circulatiQiROSCAnd effective
spontaneous or assisted ventilativare achieved per current AHA guidelines
Resuscitation efforts have been transferred to person(s) of noskiBghan the initial providers
Rescuesare exhausted and physically unable to continue resuscitation
Patient meets requirements for Determination of Death proto&@#¢24.1.4- Determination of Deatl)
The orline medical control physician (OLMCP) advises termination of resuscitation

= =4 =4 =4

Additionally, the paramedic may terminate resuscitative efforf®r cardiac arrestt without contacting
OLMCR if ALLof the following criteria exist:

Thepatientis 18 years or older

EMS has provided 20 minutes of CPR

Initial rhythm is Asystoler PEAconfirmed in two leads on a printed rhythm strip
Rhythm remains in Asystote PEA throughout resuscitativedforts (no VFib or VTach)
No return of spontaneous circulation (ROSC)

No defibrillationis performed

Arrest was not witnesseldy EMS

Secure airways confirmed by digitalaveformcapnography (ETFGel, orKingLT)
Quantitativeend-tidal CO2 ETCORvalue is <LO mmHg despiteeffective CPR

=8 =4 =8 =8 -8 -8 -8 4 -9

For all other cardiac arrestthe OLMCP musgprovide authorization prior to termination of resuscitation.

Do not terminate resuscitation efforts if transport has been initihte

Issued: May 1, 2017 24.1.3- Initiation of CPR / Termination &esuscitation
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SPECIACONSIDERATIONS

Keydeterminants of survival:

1 High-quality chest compressiongith minimal interruptions

9 Earliest possible defibrillation of VF or VT

1 Reducdime between CPR pauggefibrillation, and CPR start

0o Whenpossible, continue CPR while charging defibrillator

1 Avoidhyperventilation énly 8 to 10breaths / min

T LRSYdGAFe FyR GNBIG NBOSNARAOGES Ol dzaSa 61 Qa | yR ¢¢
When to considera requestfor termination of resuscitation:

f UsetheteamISI RSN a juginént, i® CoAsyltation with other team members

1 Always maitain initial resuscitation efforts until adequate informatioreigailable

9 Based on outcomes research, our general approach is to consider termination of CPR after 20 minutes of

EMS resuscitation if there is no ROSC or viable cardiac rhythm, aedeamnsible factors are present

Critical information for the OLMCP and your report:
Witnessed arrest?

Was bystander CPR performed?

Initial rhythm? (VF, VT, PEA, asystole)
Subsequent rhythms?

Number of shocks?

Intubated?

lye 20KSNJ YSI &dzNab atkQao ' 2 y[a AYRSSNIER I1QAR | RRNBaaSRO
Time since arrest?

Time to first defibrillation?

Total CPR time?

Time to ROSC?

=4 =8 =8 =8 -8 -8 -8 8 -8 a9

Important principles in cardiac arrest:

1 Initiate CPR immediately to ensultee best possible prognosis

1 Waveform capnography (ETCO?2) is require@warypatient with an ETT;Gel, or King LT in place

1 When asystole is seen on the cardiac monitor, verification of the rhythm shall include a printed rhythm
strip as well as interpretation of the rhythm in maiean one lead

o Low amplitudevVFor PEA may be difficult to distinguish from asystole when using only the
cardiac monitor display for interpretation

9 Patients in a hypothermic environment may respond to resuscitation measures for a longer period of
time. Hymthermic patients should be resuscitated until normal body temperature is achieved.

9 Advanced age is not an independent predictor of survival

Note: The Paramedimaycontinue resuscitation efforteven ifTermination of Resuscitation criteréae met if
sSyS alf¥Saezr t20FGA2yT LI GASYyGQa +F3IS> .GAYS 2F | NNBa

In the case of extenuating circumstances, conddetlical Control for direction

Issued: May 1, 2017 24.1.3- Initiation of CPR / Termination &esuscitation
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24.1.4- DETERMINATION DEATH

TheEMSteam doesnot pronounce death rather, it isdeterminedto exist

If CPR has been initiated bALLof the components below have been confirmed, CPR may be discontinued.
ContactMedicalControl as needed.

Death isDETERMINED be present ifALLof the following exist:

1 Nonresponsiver Does not respond to any external stimulus; pupils non-reactive

9 Pulseless No palpable arterial pulsesyaluatefor 30 seconds

1 Apneict Absence of respirations confirmed by looking, listepamy feeling for 30 seconds

9 Absence of electrical activityn the cardiac monitor itwo leads omoret confirmedby printing a

rhythm strip and looking for at least 30 seconds
AND

ONEof the following mustbe present to determine that death has occurred:

1 Dependent lividityt diffuse purplered discoloration of gravitgdependent areas, occurring hours after
death, from bloodpooling in areas of the body lower than the heart
Rigor mortist rigid stiffening of the muscles
Decapitationt separation of the head from the body
Incineration T to burn or reduce to ashe
Decompositionof body tissue

=A =4 =4 =9

When in doubt, resuscitate and transpart
These criteria do not apply in a magssualty incident (MCI).

If death has beendeterminedto exist:
1 Contact CCC and request that LE@p(opriateLaw Enforcement Agency) be contacted and requested
1 The body will not be left unattended until LEA is present
9 Treat the area as a crime scedothingin and around the immediate area should be disturbed

SPECIACONSIDERATIONS

w Patients in a hypothermic environment may respond to resuscitation measures for a longer period of time.
Hypothermic patients should be resuscitated until normal body temperature is achieved.

Issued: May 1, 2017 24.1.4- Determination of Death
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24.1.5- SUSPECTEHILD B DERABUSE

INFORMATION

= =

T
T

Assesshe scene closelynake mental notesand document thoroughly

Upon arrival at the Emergency Department (ED), a verbal report summarizing your findings should be
given to the responsible medical personnel. Complete any appropriate paperwork in compliance with
organizational and administratiygrocedures.

Do NOTdelay transport to obtain information

Do NOTmake accusatory, confrontatiah angry, or threatening statements to any parties present

Reporting information tothe Abuse Hotline:

T

T
T

Rescuelieutenantor Paramedishouldreport information tothe Department of Children and Families
(DCFYirectly, as well as to the hospital staff
If we can report exactly what we saw at theme,DCF and the hospitahn be more accurate in tire
reportsand serve the patient better
For ay non-transported patientjf you have concerns about the possible abuse, it will need to be
reported to the appropriate local or state agen®@epartment of Children and FamiliesLEA)

o Districtthiefor supervisorshouldalso be notified

Florida Depannent of Children and Families (DCA)useHotline: 1-800-962-2873

Issued: May 1, 2017 24.1.5- Suspected ChildElder Abuse
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24.1.6- DETERMINATION BIBSPITADESTINATION

INFORMATION

Patientsmay chooseheir destination hospital(whenoperationally feasibleunless the patient is unstahle
meetsalert criteria, or is unable to make a destination judgment:

T
1
1

T

Transport alllraumaAlerts T pediatric and adult to the South ToweEDat UF Health Shands
Hospital(See24.5.1¢ Traumaprotocolfor criteria)

Transport alAlerts (STEMI, StrokegeBsis) to the nearest designated receiving facfbtythat alert
Patients whose condition is judged to b@stable(high acuityor critica) shall be transported to the
closest appropriate hospitddased emergency department

If the patient isunable to make a destination judgmentransport to theEDselectedby a resposible
party acting ortheir behalf €.g.parentor guardian) or the closest appropriate facility

Free Standing Emergency Department (FSED) policy:
Patients exhibiting or complaining of any of the following wileleludedand not considered eligible for
transport to afree-standingemergency department (FSED):

=4 =4 =8 =8 -8 -8 -8 -8 -89

Alerts @roke, STEMISepsis Trauma)
Cardiac arrest

Chestpain

Shortness of breath lhypoxia

Abdominal pain

Abnormal vital signs

Altered mental status or GC3&
Concern for pulselegsschemic extremity
Violent patient

lye LI GASyd LROISYydGArtte NBIJdZANARY3I FRYAAAAZ2Y
dizziness, dialysis, etc.)

Pregnantpatients:

T
1

Pregnant and meetingrauma Alertcriteria, transport to the UF Health Shar8guth Tower ED
Pregnant and en route to UF Health Shands Hospital:
0 If <20 weeks gestation, transport 8outh Tower (Adult ED)
0 Ifx20 weeks gestationransport toNorth Tower (Pediatric D).
A AskCCC to notify UF Health L&D and Pedi&Bchargenurseof OB patient arrival
A Security will be available at the Pediatric ED to escort EMS to the patient transport
elevators and to the 3rd floor L&D
A L&D charge nurse will meet with EM®lvise appropria room number, and assume
transfer of care

Pediatricpatients:

9 Transport the patient to the emergency department of th&rent orguardiar® choice unlesthe
patient meetsTrauma Aert criteria
1 If the pediatricpatient meets Trauma Alerriteria, transportto the UF HealttSouthTower
Issued: May 1, 2017 24.1.6- Determination of Hospital Destination
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SPECIACONSIDERATIONS

f  No paramedic is to influence thell i A gicé 6f hospitalnor assume that any hospital cannot offer
its usual range of servicghereby preferentially reouting patients to select facilities

1 However, paramediemay educateatientsregardingtheir specific typeandacuteness of emergency
and related hospital services availaldensistent with recognized local practice

For patentsrequesting transport fromone hospital EDto another dueto prolonged wait times
1 You may inform the patient that you will instead assist them back to the present fachityof the
following are true:
The patient is currently in or within 250 yardstog hospital facility
The hospital facilitgonsiders themo be a current patientchecked in / registered)
The hospital facilitgan provide the requisite level of care for thé: (i A @yiplata
You hae measuedvital signs and perfened anappropriate assessment
Vital signs are within normal range

O OO Oo0o
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24.1.7- HOSPITABMERGENAEPARTMENEM BYPASSUIDELINES

INFORMATION

The onlycomplete hospital bypass is a result of
1 Hospital disaster (fire, power failure, HAZMAT incidatded ED, etc,pr
1 Security lockdown (armed and dangerous subject in the ED)

EMS bypass may only be initiated by authorized ACFR offi¢ialspital designee request approved by the
ACFR Medical Director).

EMS bypass is a courtegyantedby ACFRo provide the emergency department temporary relief from
incoming EMS patient&ny hospital on EMS bypass stamagst notify CCC when the ED has beemmpened.

EMS crews will make every effort to honor the EMS bypass stagusept for.
9 Patients whosecondition is unstable life-threatening, or deterioratingmaybe taken to the closest
appropriate facility, regardless of bypass staflise paramedic attending the patientot the hospitaljs
GKS &2t S | NbAGSNStableor nkidble) I G A Sy dQa adl ddz
1 The patient insists on transport to a facility on bypass a responsible partysistsit on their behalf
o (ontact medical controds neededor assistance

If two or more receiving facilities request bypass status at the same tjirakk bypasses will be terminated
EachfacilitR & | R Y A il e aduflediadd\tiie CCC will issue an administrative page to ACFR and the
Medical Director In this event, the hospitalBnd ACFRill make a joint status decisiand notify CCC.

These guidelines apply to patients transported by ACFR units only. Extensions of these guidelines to patients
transported by EMS units of other agencies may be permitted.
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24.1.8- REFUSAL CB=RVICE

BACKGROUND

A patient isany individualrequesting or in need of medicailttention or medical assistance of any kind
An individual becomes a patient when presenting with a chief complkadence of a medical condition or
injury, or upon discovery of vital signs outside normal values.

All patients shall be assessed and offered ambulance transport to the nearest appropriate hospital, regardless
of the nature of thar complaint.

A written run report is required foall patient encountes. The written report must include thorough

documentation desribing the situationphysicalassessment findings, the suspected chief complaitd] signs,

treatment or care rendered, reactions noted, and disposition of the patiectuding any instruction given.

/| 2Y&ARSNI Fyé GNIdzYlI A0 Ayeadz2NE 2N YSRAOIE AffySaa (K

The assumption should ALWAYS be that the patient requires medical care and transport.

INFORMATION

If a patient orguardianrefuses transport to thehospital, a documented refusal proce$dUSTbe performed:

¢2 LINPOARS GAYT2NNXSR 02y kdgljbeorkaf Me idlBvndza I £ ¢ | LISNER2Y
w Over 18 years of age
w A court emancipated minor
w A legally married person of any age
w An unwed pregnant femalunder age 1&nly for medical issugrelated to her pregnancy
w ! LINBYyd 02F lyeé 13S0 2y o0SKI{F 2F GKSANI OKAf RQ2

0 Only when the refusal of care does not put the child at risk of harm
When a parent is unavailable, other adult relatigsep-parent, grandparent, aunt, uncle, adult sibling)
may refuse care on behalf of the minor

o Consider contacting Medical Control if the parent cannot be contacted

€

! AGA2yIFEteT G2 LINRPDARS aAvdamdARft@dofowiSgy G F2NJ NBFd
Awake, alert, and fully oriented to person, platime, and situation

Has no alterations in mental status or level of consciousness

Has no signs of injury or illness which rfiayt the ability to make an informed decision

Is not exhibiting clinidasigns of intoxication by alcohol or drugs (licit or illicit)

Has no mental illnesalteringtheir decisioamaking ability

Appears to understandll risks of refusal, includg death orpermanentdisability

Demonstrates appropriatdecisionmakingcapacity(see beloy

EEEEEEE g

Assess decision making capacity:
w Decision making capacity is a clinical judgment that mugtdseormed and documentedon all refusals.
walye O2yRAGAZ2Yya Cdpatitytb frdp&Sithaliekrfedicalidetisids/ ictuding
intoxication, head injury, hypoxia, stroke, infection, or mental illness.

Issued: May 1, 2017 24.1.8- Refusal of Service
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w The goal is to be reasonably certain that the patiemderstandsthe risks of refusal andanmakean
informed decisionat the time of refusal
w Assess and document all of the following:
o OrientationT to refuse, a patient must be awake, alert, and oriented to person, place, time,
and situation. Even if the patient is at their baseline, failure at this gtepentsarefusal.
o Gait/ coordinationt unsteady gait may indicate an impairmehat alters capacity
0 Speecht slurred, incoherent, or inappropriate speech may indicate an impairment
o0 Insight and judgment the patient must express good insight into the nature of their
condition, the risks of refusal, and a reasonable plan to deal with their condition
o Evidence of psychiatric decompensatian assess for suicidal or homicidal thoughts,
hallucinations, delusions, thought disorders, or other mental illness that alter capacity

If the patient (or parent or guardian) is judgetbmpetentto refuse transport:
w Emphasize the need for care, the risksefusal of care, and our wish to transport the patient
w If patient, parent, or guardian declines care and EMS personnel do ndtdsgitaltransport is
required,the patient, parent, or guardian musign the writtenrefusalform in front of twowitnesses
w If the patient, parent, or guardian judged competeamfuses to sigrthe refusal form
0 Reassess the competency of the individual
o Ifstill considered competent to decline cageyerbal statementmust be documentedn the
run report and theverbal waive form completed
w Document carefullyyour refusal process patient/ parent/ guardia dlertness orientation, presence or
absence of alcohol or drug intoxicati@videnceor absencef head injury decision making capacity
assessmentnd informed consent for risks of refusal

If the patient (or parent or guardian) is judgeOTcompetent to refuse transport:
w When a patient doesot demonstrate appropriate medical decision making capacity, the patient is
deemedmedically incapacitatedand should be transported to the hospifak further assessment
o Inthis caseparamedics are authorized toransportl 3 A ya G G KSusihdnd A Sy G Qa ¢
unreasonable force. Refer to Florida Statute 401.445 for further details.
Explain to the patient (gparent/guardian) the need for transport
Reassurghe patient that no harm will result from transport but theisks up to and including death
may result from a delay in treatment
w If patient, parent, or guardian continues to refuse care, etfistOLMCPr law enforcement personnel
to help securethe patient for transport

€ €

All episodes involving refusal of ca assessment of decision making capacity must be documented fully.

High risk refusals:
No refusal of care will occur in the patient who, after evaluation by rescue personnel, is judged to be at risk of or
suffering from a serious illness or injury, without the involvemer®aMCRand/or law enforcement (LEO
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Refusalsdeemed high riskrequiring OMLCP involvemeninclude:

€

gegegegeee

Patientsage<1, or>65

Traumapatients

Intoxicatedpatients

Chestpain

Abnormalvital signs

Mental health concerns

Statusposttreatment (seizure, asthma, hypoglycemiiarcan

There are six situations where effort® obtain consent from the patient may be discontinued:

1.
2.
3.

4.

5.
6.

Patient decides to consent

tF0ASyiQa tS@St 2F O2yalOrzdzaySaa RSGSNA2NI (Sa
Patient demonstrateappropriatedecision making capacity and undeegaa fully documented refusal
process involving informed consent (see above)

Patient continues to refuse, physical restraint with law enforcement assistance is needed, law
enforcement refuses to assist (document), and OLMCP approves discontinuationrtsf effo

Patient has left the scene and efforts to detain the patient would be inappropriate or dangerous
Contact with medical direction has occurred

[N
Ny

Contact with OLMCP for patients refusing care is helpful in many ways. Patients often decide to consent after

they hear your consultation with OLMCP, and you can ask the OLMCRdseedi with the patient Even if the
patientNS ¥dza Sa3x GKS OFftf NBO2NRA GKS LI GASYdQa 26y @2AC
your sincere efforts to provide farmed consent and to encourage the patient to seek medical care.

SPECIACONSIDERATIONS

It is recommended to call Medical Contfot pediatric refusals and refusals by patients for whom the

paramedic has concerns of serious illness or injury

If EMS is summoned by a third party and either the patient is not found, or no EMS assistance is

NBIljdZA NSRX GKSNB A& dab2 tlFGASyld C2dzyRé YR y2 NBI
o If patient contact is made, a patient care report must be complete

Special consideratins for refusalof treatment/transport of minors:

w

Although care may be refused by a responsible parent or legal guarditimey meet the criteria

described above every effort will be made to transport minoithey exhibitany findings consistent

with injury, alteration in mental status, or intoxication

If the parents or guardian are not on scene, they may make the refusal over the telephone. Two
witnesseanustconfirm the telephone conversation tpth signing the waiver form.

If no parent or guardian is available, ahere arereports orfindings of injury or illness, intoxication,
and/or alterations in mental status, level of consciousness, or vital signs, the minor will be transported
If the minor is a college student, tha@medic wilcontactOLMCP prior to obtaining eefusal

Issued: May 1, 2017 24.1.8- Refusal of Service
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Specific efusal oftransportt bronchospasnresolvedafter nebulizertreatment:
w After treatment of bronchospasm and return to an asymptomatic state, some patients will refuse
transport. The fobbwing items must be present and included in the assessment and documentation:

(0]

O OO0 Oo0Oo

(0]

The presentation is consistent with a mild exacerbation of asthma

No severe dyspnea at onset

No pain, sputum, feveor hemoptysis

Not initially hypoxic (oxygen saturatiagrf0%)

Sgnificant improvement after a single nebulizer treatment

Complete resolution of symptoms

Vital signs within normal limits after treatmegtven 8P,HR RR SpO2all must be documented)

w Additional patient safety measures:

(0]

(0]
(0]
(0]

A familymemberor caregiver should stay with the patient and asBiastrelapse occurs
Assure the patient understands transport has been offered and subsequently refused
Have the patiensign the written refusal form in front of two witnesses

Inform the patient to follav-up with their physician as soon as possible and&it911 if
symptoms reoccur

Specific efusal oftransportt insulinrinducedhypoglycemiaresolved
This protocol appliesnly to insulin dependent diabetic patients who are refusing hospital transport
after the resolution of insuliiinduced hypoglycemia by the administrationd®xtrose or oral glucose
After treatment of hypoglycemia, and return to an asymptomatic state, some patients will refuse
transport to the hospital.
w The following items must bgresent and included in the assessment and documentation:

[N elNeoRNeo]

(0]

The patient is ofinsulin only(does not take oral diabetic medications

The presentation is consistent with hypoglycemia

Rapid improvement, andomplete resolution of symptomsafter dextrose ororal glucose
Vitals signs within normal limitafter treatment (BP,HR RR Sp0O2 and blood sugar #0)
There is no indication of an intentional overdose or dosing error

w Additional patient safety measures:

o A family member or caregiver should stay with freient and assist if a relapse occurs
0 Assure the patient understands transport has been offered and subsequently defuse
0 Have the patiensign the written refusal form in front of two witnesses
o Inform the patient to followup with their physician as so@s possible and/ocall911 if
symptoms reoccur
Issued: May 1, 2017 24.1.8- Refusal of Service
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Refusal ofServiceFlowchart

Agex18, or ] N -
. (0} >
adult parent/guardian? J
Yes
v
Alert and Oriented x 47? No >
Yes
( A )
Altered mental status or
level of consciousness? Yes >
o J
No
A 4 N
Injury or iliness limits Ves N
decisiorrmaking ability? €s g
J
No
\ 4
Drug/ETOH intoxication? Yes >
No
( < N
Appropriate decision
. . No
making capacity?
(S
Yes
Transport encouraged,
and pt understands all No
risks of refusal? J
Yes
A\ 4 A 4
May obtain refusal Refusal is not indicated.
(if not High Risk*) Transport required.

Contact OMCP
or LEA as needed

* High Riskpatients whorequire contact with OLMCPrior to refusal of care include:
Patients age < 1 or > 65, trauma, intoxication, chest pain, abnormal vital signs, imesadithlconcernsor
status post treatment (seizure, asthma, hypoglycemia, Narcan)
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24.1.9- PHYSICIAGN SCENE

INFORMATION

When a physician on scene wishes to assist prehospital care, he or she must be willing to
w Produce documentation of a valid license to practice medicine (M.D. or D.O.)
w Assuméull responsibility for patient outcomes related to his or her oversight
w Agree to accompany the patient during transp@ftdeemed necessa)y

Determine whether the physician is asking to assist care or assume command
w Assistanca the physician wishes tassist the paramedic but not takeer scenecommand
o0 In this situation, the paramedic remains in command
0 The physician acts as either an extra set of hands, as a resource for procedures selected by the
paramedic €.g.,endotracheal intubation)pr both
w Commandt scenecommand may be grante@NLYf:
0 The physician agrees to sign the narrative secf@nhe bottom right corner of the run report
accompany the patient to the hospitand take full responsibility for patient outcomes
o OLMCHscontacted ad relinquishesesponsibility of patient care to then-scenephysician

If a physician assumes on scene command
w Orders should be followed by then-sceneparamedic unless they endanger the patient
w If orders are felt to be harmful, the paramedic should politely voice his or her concerns and immediately
contact Medical ControFollow the directives of the OLMCP.
w If the physician on scene continues to carry out interventions felt unsafe, offer rsiaass® and enlist
aid fromOLMCP anthw enforcement

Critical considerations
w The physician who offers assistance at a scene call is doing so for reasons of humanity. A professional
and respectful attitude toward the physician/volunteer will be maintaireédll times
w All interactions must be well documented intf@ LJ2 NIl = Ay Of dzZRAY 3 LIKE@AAOAIl yQi
w This protocol applies to physicians who a part of the ACFR Medical Directeam
The following card can be provided to physiciansefhg assistance on scene

Alachua County Fire Rescue
Office of the Medical Director

Thank you for your offer of assistance.
i1 These EMTs and Paramedics are operating under the authorit
Florida Law and Alachua County Protocols developed by the Cqg

Medical Director. No physician or other person may assume com
of patient care without the Medical Control Physician on d
relinquishing responsibility via radio or phone.

1 If responsibility is given to a physician on scene, that physicia
personally liable foany care provided on scene, and must accompa
the patient to the hospital and sign a patient care report.

Issted: May 1, 2017 24.1.9- PhysiciarOnScene
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24.1.10- UNIVERSAPRECAUTIONS

INFORMATION

ALL BLOOBND BODILY FLUIDS WILL BE CONSIDERED INFECTIOUS.

General practices

w
w
w

€€

Sharps will be disposed of in appropriate sharps containers
Sharps will not be recapped
Hands will be cleaned, preferably with soap and wadéter patient contact or contact with OPIM
(other potentially infectious materials)

0 Waterless hand cleanersay be usedintil soap and water are available
Contaminated equipment will be cleaned and then disinfected
PPE should be used to cover any amasnemployee's person that could provide a route for
contamination
Appropriate PPE will be worn when treating patients where blaod/or OPIM are evident or
suspected
Appropriate respiratory protection will be used if it is documented or suspectedttieapatient may
have infectious respiratory infectionex:tuberculosis, measles, mumps, feyetc.)

Universal Precautions Categories

w Mechanical Devices:
o0 Sharps containers and biomedical waste red bags
0 Sharps safety devices

w Personal Protective Eqament (PPE):
o0 Gloves
o Gowns
o Eyewear
0 Fluid shields
0 NO95 respirators

w Housekeeping:
0 Cleaning and disinfecting products
0 Waterless hand cleaner
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24.1.11- QUALIMASSURANGERROGRAM

INFORMATION

Purpose:To establish the review of field incident reports andsmene cag, and to identify and continually

measure the quality of emergency medical care being provided to the citizens of Alachua County. It is the intent
of these guidelines to meet and/or exceed the requirements of Florida Statute 401 and 64E (section 8), as we
as the current Protocols developed by the Medical Director

ScopeThe guidelines prescribed are applicable to all employees of the Fire Rescue department and may not be
deviated from without the expressed, written permission of the current Medicadior.

General:Information received through the review of medical field incident reports andaane observation of
care provided will be used in focused studies and education, benchmarking, and performance outcomes which
will improve the overall quity of service provided by the Alachua County Rescue.

Quiality Assurance categoriet be reviewed each kift:

w STEMAlert/ Cardiac Arrest

w Stroke Alert

w Chestpain (30%)

w Unconscioupatient, GCS 8

w Pregnancy OB

w Patientrefusalof care(30%)

w Alternatingprotocolsas assigned by Technical Services

Quality Assuranceategoriesto be reviewed monthly:

Trauma Alert traumatic arrest

Drowning

Deathon scene

Airwaytechniquesincluding CPAP

Administration ofselected medicationée.g., alluses of Morphind Fentanyl /Versed)

€ €

€ €€

Components of the EMS Quality Management Program:
w Review of the Standard of Care as set forth in Florida Statute and the current Protocols developed by
the Medical Director in the following areas:
0 EMS Report Documéation
o Performance Standards and Skill Evaluation
o Patient Outcome

The above areas will be reviewed for:

Call time /completiontime

Quiality ofcare delivered
Processmprovement reeds
Systermwide remediation requirements
Individualremediation reyuirements

egeegege
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The following areas of the EMS Run Report document shall be reviewed as basic criteria for all reports:
Patientidentificationon ALL pages

Biographical angersonal data

Paramedid EMTidentification

Entrydate

Identification ofchief complaint

Patienthistory/ pertinent findings

Physicaéxamination results

Diagnosis

Documentation of ALL treatmesit

Medicallyappropriate care

Narrative which documents all pertinent patient care along with any unusual occurrences

€€

gegegeegeeeee

Data Collection:

Electronic Reports are completed in the County Reporting Management System (RMS). Upon completion of the
incident, the Paramedic/EMT is responsible for the completion of the electronic report. All screens requiring
data should be completkas soon as possible so that the most accurate information is collected on each

patient.

Each electronic report is reviewed by the Rescue Lieutenant assigned to QA for adherence to protocols and
completion of required data. Any discrepancies will beveanded to Technical Services for review. After review
by Technical Services, any discrepancies will be returned to the individual paramedic for correction.

All report data is used to develop future training needs for the Department.

Patient Care Reviewrocess
In order to provide consistent and constant review of our procedures, the following steps shall be followed for
each patient who receives care according to the QA review categories:
w EMS report is generated by field personnel for any EMS respmnEee and/or Rescue Unit where
patient contact is made
w After the report is completed, it is reviewed by the Rescue Lieutenant assigned to QA for compliance to
practice parameters. The goal is to review qualifying EMS reports, based upon the QA catbgdtie
completion of the next duty shift (72 hours)

The Rescue Lieutenants assigned to QA will be the Rescue Lieutenants assigned to Rescue 8 and Rescue 25. The
will split the categories and review the reports of the shift prior to their assigned shift. The categories will be
split as follows:

Rescue 8
w Patient refusal otare (30%)

w Administration ofmedications(all uses of Morphine / Fentanyl / Verged
w Airwaytechniques(CPAP, CritGel,KingLT, OT| NT| ETCO2 Capnography)
w Basianedical carg10 calls per shift)
w Stroke Alert
w Chestpain (30%)
w Trauma Alert
w Alternatingprotocolsas assigned by EMS Branch
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Rescue 25

Pregnancy OB

Cardiac Arrest

Death atscene

Sepsis Alert

STEMAlert

Basiamedical carg10 calls per shift)

Eegegeee

Training
w Unconscioupatient, GCS 8
w Drowning

Technical Services will determine when rotation of categories is necessary.

All reports reflecting a high degree of quality in patient care or which may have questions regarding compliance
with current protocols will be flagged for further review by thechnical Services Branch. The Rescue Lieutenant
assigned to QA will advise Technical Services via email of the recognition of excellent care, as well as any non
compliance issue.

The Technical Services Branch will track all trends in service to detefuime needs for trainingnd/or
changes in the protocols.

Technical Services will notify the assigned District Chief of trends, need for remedial training, and any issue being
removed from the QA process for discipline.

The Technical Services Brastiall prepare a report of data on a quarterly basis. This report shall include all
significant responses along with any possible changes in trends.

See EMS Quality Assurance Maattachment.

EMS Review Guidelines:
The following guidelines shall bsed for the review of EMS reports.

Trauma Alerf Cardiac Arrest Drowning

w Treatmentparameters
0 Onscene time< 10 minutes or documentation of reason for prolonged scene time
0 Protocoladherence
0 Advancedskills utilized
0 Accurate ECtaterpretation

w Patientoutcome
0 Restoration o¥ital signs
0 Maintenance oWital signs
o0 Improvement invital signs

w Patienttransportation
o Ground transportation used to appropriate facility
o Air-medical transportatio{requested)
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Medical Cardiac ArrestCardiacAlert/ Stroke Alert Unconscious Patient
w Treatmentparameters
0 Onscene time< 20 minutes or documentation of reason for prolonged scene time
o Protocoladherence
0 Advancedskills utilized
0 Accurate EC@terpretation
w Patientoutcome
0 Restoration otital signs
0 Maintenance ofvital signs
0 Improvement invital signs
w Patienttransportation
o Ground transportation used to appropriate facility

Pregnancy OB

w Treatmentparameters
0 Onscene time< 10 minutes or documentation of reason for prolongedmectéme
o Protocoladherence
0 Advancedskills utilized
0 Accurate ECthterpretation

w Patient Outcome:
0 Restoration o¥ital signs
0 Maintenance ofvital signs
o Improvement invital signs

w Patienttransportation
o Ground transportation used to appropriate facility

Pediatric AL&Cardiac Arrest

w Treatmentparameters
0 Onscene time< 20 minutes or documentation of reason for prolonged scene time
o Protocoladherence
0 Advancedskills utilized
0 Accurate ECtaterpretation

w Patientoutcome
0 Restoration oWital signs
0 Maintenance olital signs
o Improvement invital signs

w Patienttransportation
o Ground transportation used to appropriate facility

Pediatric Trauma

w Treatmentparameters
0 Onscene time< 10minutes or documentation of reason for prolonged scene time
0 Protocoladherence
0 Advancedskills utilized
0 Accurate ECthterpretation

w Patientoutcome
0 Restoration ofital signs
0 Maintenance ofvital signs
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o Improvement invital signs

w Patienttransportation:
o Ground transportation used to appropriate facility
o Air-medical transportatio{requested)

Deathon scenes

w Treatment Parameters:

o0 Determination of Deatlparameteradherence

Documentation oparametermet
Documentation otontactwith the Medical Director (IF REQUIRED)
Documentation obicceptableDNR form oorder (if applicable)
Documentation of applicable scene assessment
Documentation of naotification of appropriate agencies / law enforcement
Accurate ECG interpretation

O OO0 O0Oo

Patient Rfusal

w Treatmentparameters:

o Protocoladherence

t I G A Qigf@amalaint
Assessment which includes at least one (1) seftaf signs
Working diagnosis, if able to obtain
Statement of level of consciousness
Attempts to convince patient to seek treatment if applicable
Reason given for refusal documented
Medical Direction if required

O OO O0OO0OO0Oo

Invasive Airway Techniques
w Oral, Nasal or Digital Intubation
0 Treatment parameters per Standards of Care
Documentation
Performed per Standards of Care
Bilateral breath sounds present
Oxygenrsupplementation
o Changes ipatientafter assessment
w Cricothyrotomy
o0 Performed within Standards of Care
Documentation
Performed per Standards of Care
Amount of bleeding
Bilateralbreath sounds present
0 Oxygersupplementation
w Patient Disposition
o Patent airway on first attempt
o Patent airway on second attempt
o Patent airway a greater than two (2) attempts
o Patient without successful airway patency

O O OO

(0]
(0]
(0]
(0]
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Medication Administration
w Treatment Parameters
o Per Standard of Care
0 Appropriate medication for working diagnosis
w Documentation
0 Medication delivered
o Dosage and amount
o Delivery route
0 Response of patient to medication
0 Any reactions or complications
w Patient Disposition
0 Expeced, positive response to medication
0 Untoward reaction

Alternating Protocol

A rotation of all protocol that is not already listed in this SOG will be on a monthly rotation. The rotation will be
scheduled by Technical Services. Technical Services willthenQA Rescue Lieutenants by the 1st of the month
specifying the protocol to be reviewed.

Probationary Rescue Lieutenants and Newly Cleared Paramedics

All EMS reports for Probationary Rescue Lieutenants and newly cleared Paramedics will be rfariewed
completeness and adherence to MCP during their first three months. The need for further review will be
determined by Technical Services and the assigned District Chief at the endiuiedsenonth period.

TreatmentCategories:

w Exceptional
0 A call that exceeds expectations

w Acceptable
0 Typical call with no deviation from protocol

w Minor
o Deviation from MCP without ME@ntactjustification or without patient compromise
o Transfer of patient not documented
o0 No documentation of ETOKrugs orcompetencyon refusals

w Major
o aAdaaAy3a alfSNIé¢ y20AFAOFGA2ya LISNJ a/ t

o Improper rhythm recognition with concurrent treatment or ndreatment
0 Incorrect medications or dosage
0 Treatment without justification
0 Lack of documented treatment that hindered patierare
A Waiver without MC contact or justification
o Failure to obtain waiver without justification
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Written ReportCategories:
w Class1
0 Missing signature
o0 Grammar and spelling errors
o0 Times missing from treatment section

w Class 2

o ECG

0 Incorrect Protocol used
w Class 3

0 Poorly written narrative
w Class 4

0 Incomplete Report
w Good

0 Reportis complete and has all required information
w Outstanding

o All required information

o Narrative is very clear as to this situation

o All required signatures

Training Captains will be responsible for reviewing EMS Reports for new Rescue Lieutenants during their first
three months after completing the orientation process. Those Rescue Lieutenants responsible for the QA
Process at Rescue 8 and 25 will be notifigebn new Rescue Lieutenants have completed those three months.
Rescue Lieutenants assigned to Q/A will send-arai to their District Chief on a weekly basis; reporting the
number of medical reports reviewed during that time period. Deficiencies shath\iewed by the District Chief

to ensure compliance to the policy.
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24.1.12- BAKER MARCHMAMCT

INFORMATION

The Florida Mental Health Act of 19Baker Acj allows involuntary examination of individsgiresentingwith:
w A mental iliness (as defined in the Baker Act)
w Whoarea harmto self, harm to othersor at risk for selheglect (as defined in the Baker Act)

This examination must be performed within 72 hourglividualswho can initiate a Baker Act include:
Judges

Law enforcement officers

Physicians

Mental health profes®nals

eeee

Marchman Act:

AFlorida Statte that allows for voluntary or involuntary assessment of anyone suspected of being under the
influence of drugs or alcohand because of thifias lost the power of selfontrol with respect to substance
use and is @anger to themselves or others. This act is filed with the court system.

The ACSO or Law Enforcement Agency (LEA) will transport all Bakenddflarchman Act patients to a
designatedreceiving facility unless an exception listed below is present:
w Thepatient is undergoing a medical emergency which requires the treatment abilities of an EMS unit
w The patient has a physical limitation which precludes the transportation by law enforcement yehicle
such as being confined to a stretcher or unable to sit

Forpatients under aninvoluntary Bakeror Marchman Actrequiring transport by EMS:
w If the transferringfacility providesa patient advocatethe advocate will be responsible for the
enforcement of the BakerMarchman Act during transport
w If the transfering facility doesNOTprovidea patient advocate, determine if the patient presents the
crew with an imminent threat or an appearance of violent behavior

Forconcerns of violence or other dangers the EMS crew:
w Contact ACSO for assistance vaéituring the patient for transport and protecting the crew
w If the patient has to be restrainday LEQhandcuffs or other means) to be transported by EMS, the LEO
may need to ride with EMS to provide access to the patient if the patient becomes unstable
0 BMSWILNOT¢ w! b{t hw¢ t! ¢ L9 b&ORMHOBBLEPOITIGNI h D¢ L 9
0 This can cause asphyxia and will not be tolerated
w Should the Bscue Lieutenarf SSf GKNBIF §SYSR 2NJ dzy O2YF2NI+Fof S TN
behavior, they may request that a LE@erwith EMS for security for the crew
o LEO will contact theshift commander to determine if it is necessary for LE@de with or
follow EMS
o If the patient becomes violent and LEO is following, stop transport and have LEO ride with EMS
o If LEO refusestride withEMS contact the District Chief for direction
w Inthe rare event of an immediate life threatening condition, where waiting for an appropriate law
enforcement officer would causserious injury or death of the patienthe EMS crew will notifyheir
District Chief and request personnel from additional unitsil there is sufficient maipower to mitigate
any possible threat posed by the patient, should they become combative
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If the patient under a Baker / Marchman Act attempts to escape / elope:
w The EMS crew 8OTto enforce the restraint order, and should the patient seek to exit the vehicle, it
will be up to law enforcement to secure the patient
o Law Enforcement will then revaluate the patient to see if the patient still meets Baker Act
involuntary examination criteria
o If the patient does meet criteria, he/she will be transported by EMS to the desigfetéity

Transportingpatients under Bakerr Marchman Act to a facility outside of Alachua County:
w Transferring facility shall providebmnded law enforcement officer to maintain the Bakévlarchman
Act provision
w If the facility refuses to provide this agetite EMS crew will contact the District Chiafhowill refuse
the transfer if the facility is unable or unwilling to supply a sigagent
w ACFR will provide return transportation for the security agent as long as thetingraintsare
deemed reasonable
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24.1.13 RAPIDEXTRICATION

INFORMATION

Rapid extricationt moving a patient prior to initiating medical care canbe used when:
w Conditions are so volatile that filaces the wellbeing of personnel and patient at greater risk if basic
medical care is provided before extrication
w Patients are not i position where care can beafely or practicallyendered

Examples of situatioawhich may require the use of rapidxarication:
w Environmental conditions:
o Fires, floodscivilunrest,animalor insect infestation, etc.
w Challenging atient position, location, or situatian
o High anglerescue confined space rescues, entrapment within burnimginking vehicles,
stadiun stands (duringJniversityof Florida gams), etc.

Once the decision is made to move the patient to a safe locatimiore the initiation of care
w Riskvs benefit must be weighed to determine if rescue is possible
w Ifrescue igletermined to bepossble, the move needs to be done rapidly and complegggedientlyto
allow for the initiation ofmedicalcare
w Other injuressuch as &pineinjury oroccluded airway may exisand should be addresséftat all

possible

Always documenthe circumstancethat requiredrapid extrication.
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24.1.14- BARIATRIPATIENTRANSPORT

INFORMATION

Bariatric patients are apecial population deserving of our care andnpassiond . | NA F G NA O¢ Aa 3ISy
as patients weighing in excess of 300 pounds, and practically defined as any patient whosexasigts the

ability of the EMS crew to lift and move the patient safeglthout special precautionshis policy otlines the

process to be used when respondingstachpatients

ACFR operates two bariatric unjt®cated at Stations 10 and 16
w On any EMS call, determine early if bariatric equipment will be required
w Staff should be trained and qualified intheusé of Cw Q& o6 NAF GNAO SljdzA LIYSy G |
w Bariatric equipment and vehicles should only be used by employees who have completed this training

Bariatric lifting and transport guidelines:
w No patient weighing > 300 pounds should be moved without at least dichils assisting the lift
o For every 50 to 100 additional pounds, add another provider to the lift team
w ¢l1S AyG2 | 002dzyid GKS ¢SAIKAG FYyR aAl S O03ANIKO 217
stretcher capacity, their size may require thee of bariatric equipment.

Team oordination:

w All requests for nofemergent bariatric transports should be coordinated through a District Chief.
Contact the appropriate District Chief to advise them of the need for bariatric transport. A special
requestfor transport via a bariatric truck will be made.

w All requests for emergent (911@sponseg transports will be handled as per CCC policy. Requests for a
bariatric unit must be coordinated through CCC who will notify a DC of the special request.

w Notify the hospital early of the bariatric transpdu allow EDstaff time for adequate preparation
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24.2.1- BASIGMEDICACARE

INFORMATION

Scene size up:

Utilize personal protective equipment
Assess the scene for hazards

Park unit in a safplace

Protect yourself and crew members

Assess for the number of patients

Assess the need for additional resources
Assess the general condition of the patients

Establish responsiveness
Establish patent airway, open airway if necessary protectingaarspine when indicated
Supplemental oxygen if any respiratory signs or symptarapresent
Record and monitor vital signs
Obtain aSAMPLHistory:
o Sgns/ SymptomsAllergies,Medicines Pertinent history,Last meal Events
Define pain response usi@PQRST
0 Onset,Provocation,Quality, Radiation, Severity, Timing
Control bleeding when indicated
Record BGL if any weakness, altered mental statusistory of diabetes
Nothing by mouth, unless patient is a known diabetic with hypoglycemia and is ad@€-smminister
oral glucose paster aglucosecontaining beverage

Advanced airway ventilation management as needed
Perform cardiac monitoring
Evaluate 12 lead ECG if chest pain, abdominal pain above the umhiticgchemic equivalent
symptoms(dizzinessweakness, shortness of breath)
Obtain vital signs
Obtain history and perform physical exam
Record and monitor continuou32 saturation and capnography
IV 0.9% Normal Saline KVO or IV lock as needed
o If signs of dhydration(e.g. tachycardia, dry mucous membraneg)minister250 mL IV Normal
Saline bolusewith reassessments between boluses (hold at 1000 mL if no hypotension)
Transport patient to nearest appropriat®
Minimizeon-scene time when possible
Frequently reassess patient
Contact Medical Control for any additional orders or questions

=A =4 =4 =4 -8 -8 9
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24.2.2- ARWAYMANAGEMENT

w Initiate basic medical car&ée24.2.1- Basic Medical Caj)e
w Establish a patent airway:
0 Use jawthrust maneuver as needed
o If no evidence of trauma, consider head-thin lift maneuver
w Administer oxygen as needed to maint&pO2 > 94%
w Record and maitor vital signs
w Use suction as needed to clear airway
w Use oralOPA)r nasalNPA)irway adjuncts as needed
w Adult patients with ERR <12 or>28 BPMand/or signof hypoxa may require assisted ventilatians

0 Bagvalvemask ventilation with a good sealjth enough volume to make chest rise
0 Mouth-to-mouth, mouthto-nose, mouthto-stoma (when adjuncts are not availabta) any of
these methods are employesh incident report MUST be filled oliecause of the exposure
w Pediatric patients wittsigns of hypxia and/or respiratory distress (including bradycardia, abnormal
breath sounds, increased work of breathing, nasal flaring, retract@r&ridor) may require assisted
ventilations:
0 Pediatric bagralvemask (BVMwith a mask that covers both mouth andse, but not eyes)
and supplemental oxygemith enough volume to make chest rise
0 Mouth-to-mouth, mouthto-nose, mouthto-stoma (when adjuncts are not available) any of
these methods are employeah incident report MUST be filled oliecause of the xgposure
w Request ALS intervention

w Airway management, as described above
w Advanced airway management as indicated, including:
0 CPAPSee24.89 ¢ Continuous Positive Airway Pressure (CPAP)

0 |-Gel Gee24.8.6¢ |I-GelAirway)
0 King LTSee24.8.5¢ KingTubeg
o Endotracheaintubation (See24.8.4c Erdotracheal Intubatior)
o0 Cricothyrotomy $ee24.8.3¢ Cricothyrotomy, Surgical
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24.2.3- OXYGENHERAP{ADULTYH

Oxygen should be administered to patients who:
w Display signs and symptoms of hypoxia
o0 Cyanosis
o Pallor
0 SpO2 <%
0 Respiratory distress
o Confusion / agitation
Present with hypotension
Suffer major trauma
Present acutely ill
Suspected of carbon monoxide inhalation (regardless of SpO2 reading)
Pregnant and may have reason for fetal hypoxia
Anypatient who the health care provider suspects may become hypoxic due to mechanism of injury or
nature of illness regardless of oxygen saturation level

egegeegeege

Methods of oxygen administration:

Nasalcannula 1-6LPM 24¢ 40%
Nonrebreather mask 12-15LPM 90¢ 95%
Bagvalve nask withreservoir 10-25LPM 90¢ 100%
Ventilator 40-60LPM 21¢ 100%
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24.2.4- CONTROL dEXTERNABLEEDING

w Initiate basic medical car&ee24.2.1- Basic Medical Caj)e

Wherever control of active bleeding i®quired ordiscussed in these protocols, consider the following:
Apply direct pressure with a sterile dressing to the sourdeledéding
Elevate the injured part above the level of the heart
Apply a pressure dressing if the methods above fail
Apply pressure to an arterial pressure point proximal to the site of bleeding
Apply a tourniquet:
o Forseverearterial bleeding refractory tthe above hemorrhage control methods
0 Appropriate tourniquet placement is locat&dcm(or more) proximal to the source of
hemorrhage on the extremitgnd not over the joint (i.e. elbow or knee)
o Do not release or loosen a tourniquet once successfully glace
o0 Alwaysnote time of tourniquet placementand alert receiving facility of time of placement

w Control external bleeding as described above

gegegege

SPECIACONSIDERATIONS

w Types of bleeding:
o0 Capillaryt slight oozing of dark red blood
0 Venoust constant flowof dark red blood
0 Arterialt pulsatilesquirtingof bright red blood
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24.2.5- MCIANDTRIAGEYSTEM

INFORMATION

al 84 /laddtide AYOARSYd 2N da/Lé A& RSTFAYSR +La lye

MCls will be classified into the following five levels per the Fldfidll Operations Guide and recommended
resources needed

Level 1 (5 10 victims)
1 1DC, 4rescue units, Buppression units, LEA supervisor
1 Administrative notification
1 CCawill notify UF Health and North Florida Regional requesting surge capahiléadh

Level 2 (1X 20 victims)
1 2DCs, Gescue units, 3uppression units, LEA supervisor
1 CCawill notify the 3 local hospitals and staiadone EDQ @equesting surge capability for each
1 MedicalDirector notification
1 Administrative notification

Consider:

Mutual aid

Fire and Rescue moug

1RTS bus

Consider MClI trailers (ACFR & GFR)

Medical Support Unit (MSU17) for transportation assistance

=A =4 =4 -8 4

Level 3 (2% 100 victims)
1 3DCs, 8 rescue units;64suppression units, LEA supervisor
1 CCawill notify the 3 local hospitals, starmioneEDQ @nd the closest out of county hospital or trauma
center requesting surge capability for each
1 EOC activated, Administrative notification, Medibakector notification, Red Cross Notification

Consider:

1 Mutual aid

1 MSU 17, Helicopter strike team, ShandsCair Supervisor and Shargiound transports, ILEO
Supervisor, 2RTS busses. MCI trailers (ACFR & GFR)

Level 4 (10X 1000 victims)
The Incident Commander with EOC shall consider the follosesmurces
1 5 MCI Task Forces (25 unitseach TF may consist of two (2) ALS Units, two (2) Basic Life Support (BLS)
Units and one (1) Fire Suppression Unit, two (2) ALS Transport Unit Strike Teams (10 units), one (1)
Suppression Unit Strike Team (5 upitsvo (2) BLS Transport Unit Strike Teams (10 units), two (2) Mass
Transit Bus Supply Trailers, Communication Trailer, and Comman¢p8tdéfcal protocol).
1 The 10 closest hospitals and 5 Trauma centers will be notified by Medical Control. The ladagWar
Point will notify the Emergency Management Agency. Metropolitan Medical Response System (MMRS)
may be notified.
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Level 5 (over 1000 victims)
The Incident Commander with EOC shall consider the following resources
1 10- MCI Task Forces (50 unjtbour (4) ALS Transport Unit Strike Teams (20 units), twBU@pression
Unit Strike Teams (10 units), four (4) BLS Transport Unit Strike Teams (20 units), four (4) Mass Transit
Bus Command Vehicles, Supply Trailer(s), Communication Trailer Commaiokeskacal protoco),
1 Medical Control will notify the 20 closest hospitals and 10 Trauma centers. The local Warning Point will
notify the State Warning Point, which may activate one or more Disaster Medical Assistance Teams
(DMAT) and MMRS shall be notified.

The predetermined response levels 4 and 5 assigned to the above "Levels of response” will be in addition to the

units already on scene. Once local resources have been reasonably depleted, including resources from
YSAIKOZ2NAY I 2dzNA GREO GAR2PDF PRNBOROSNY¥2 FAINBESYSyGas
outlined in theFlorida Fire Chiefs Association Statewide Emergency Response PlangS&ERED inventory

(link) will be requested in accordance with the State of Florida Department of Health Ambulance Deployment
Plan. COMMAND may downgrade or upgrade the assignment at any time

Incident Action Plan (IAP):

The command and control of incidents will thexible, built fromthe ground up, based on the Natidna

Response Framework (NRIrd National Incident Management System (NIMS), and managed through the use
of the Incident Command System (ICS).

Responsive Objectives (ICS 202)
w Lifesafetyt to includeresponders, victims, civilian bystanders, and criminal suspects
w Incident stabilization
w Propertyconservation

Organizational Chart and Assignment List forms:
w Organizational chart (ICS 2@7()ink)
w Assignment Lists (ICS 2@4)ink)

First arriving unit/ Incident Command
w Establish Incident Command (IC), to include:
o Name of Command (named after address)
0 Location of Command (remain visible)
A If the first arriving unit is a Fire unit, the Company Officer should remain as the IC or
Operations Section Chief / Branch Director, depending on incident size
A If the first arriing unit is an EMS unit, this Officer should conduct a formal transfer of
command and resume transport duties (for a Level | MCI), or assume Medical
Communications Coordinator (MCC) for a Level 1l MCI or above
w First arriving unit shall conduct an all hadmmanagement assessment. This assessment shall include at
minimum a scene survey and when appropriate, an assessment for biological indicaibesrotal
Biological Radiological Nuclear, and Explosive CBRNEhazards
w Establish safety and securiboundaries and entry control points
o If a CBRNE hard is presentestablishRed (Hot), Yellow (WarnDecon, andGreen (Cold) zones
Identify staging area
Estimate number of victims
Request appropriate MCI Level response

€ €E
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http://www.ffca.org/statewide-emergency-response-committee
https://www.fema.gov/media-library-data/20130726-1922-25045-2239/ics_forms_207.pdf
http://www.fda.gov/downloads/EmergencyPreparedness/NIMS/UCM270125.pdf

w Request additional resources
w Direct remaining crew and 1st wave of arriving personnel to initiate START / Jump START triage:
o Perform triage in accordance with START
o0 Utilize colorcoded ribbons to identify status and treat red patients for immediate life threats
w Have dispatch notifydspitals immediately of potential victims and request surge capability
w Assign positions to perform the functions of:
o Triage, Treatment, Transport, and Staging
w AdviseC@ of the number of victims, their categories, and ensure notification to area hissfpteeady
operating room capabilities
w Identify ingress and egress routes for transport units
w Establish staging are
w Request that all responding units, regardless of task, bring and drop off medical gear to treatment area
w During largescale or complex Kk, designate &edical Brancho reduce span of control

TriageGroup Supervisar
w Organizes th@riage Grougdo begin initial triage of victims utilizing STARUMp START
w AdviseCommandas soon as possible of the number of patients and category
w Caordinate withTreatmentor Transportgroups and litter bearers to assure that priority victims are
transported or moved to treatment area first
Direct ongoing triage until all patients have been movedteatmentareaor transported
Patient€dnjury/ illness severity will be identified as one of the following four categories:
0 Redt Requires immediate transportation.
o0 Yellowt Requires transportation but can be delayed.
o Greent ! YOodzt F 12NBE daglt1Ay3a 62dzyRSRé 6AGK YAYy2NJI |
0 Blackt Deceasednot transported
w Coordinae with area hospitals throgh the incident command system

€ €

TreatmentGroup Supervisor:
w BeginsTreatment area log:
o Timeeach mtient arrived afTreatmentarea
o Patient number
o Time patientistransferred toTransportarea
Directs personnel ttreat victims where they lagr establiskes a centralized treatment area
Ensures rdriageis performedand asecondarytriage exam is documeied on the triage tag (METTAG)
o Fillin all information, time permitting
o Affixthetagtotb @A OGAYQa STl KFIYyR AF LRaaAirofSxz FyR
0 The triage priority determined in the Treatment Phase should be the priority used for transport
Directs treatment of lifetireats as needed per protocols
Directs documentation of pant vital signs every 5 minutes
Communicates witf ransport teamto coordinate transport of the appropriate victims
o Ex:one red and one yellow per ambulance
AdviseCommandas soon as possible of the number of patients and category
Coordinate withTreatmentteam and coordinator
Considerations for a Treatmeatea:
0 Capable of accommodating the number of victims and equipment
Consider weather safety and the presence of hazardous materials
Designate entry and exit points which are readily visibiery control points)
On large scale incidentdivide the treatment area into three sliinct areas based on priority

€ €€ € €€ €€

O O O
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A Use coloedtarps if MClI trailer is on scene
o Ensure that enough equipment is available to effectively treat all victims

TransportGroup Supervisor:

w BeginTransport log
o Time patient arrived atransport area
o Patient number
0 Destinationselected

w Ooordinate the transport of victims to hospitals

w Establish continuous contact witMCC and dvise overall situation (burns, trauma, smoke inhalation,

HAZMATexposure, etc.)

o0 MCC will survey hospitals to determine surge capabilitegpacity
o MCC will maintain "Hospital Capability Log" for duration of incident

StagingGroup Supervisor:

w BeginSaginglog

w Ensurethat all personnel stay with their vehiclesless otherwise directed by IC

w If personnel are directed to assist in another functiensure that the keys stay with each vehicle, and
that all medcal gear goes to treatment area
Coordinae with each transport the location for a Loadiigne and best route to the zone
Maintain a reserve of transport vehicleand wherdepleted request additional units through IC
Makerecommendation to commad regarding rehab of personnel

€E€E

Medical Commuitations Coordinator (MCC)
w Prime function is to
o Determine and update thaumber of victims an@achhospital@ readiness to accephiem
o (oordinate transportation and direainitsto the appropriate hospitajas directed by Transport
unit and Transport Coordinator)
w Dropoff jump kits at treatment area

Litter Bearers

w If not completed, attaches Triage tag (METTAG) to patient's left hand (if possible) and removes corner

for documentation

Packages patient appropriately, considering life over limb

Moves patient to Treatment group supervisor

When indicated, moves packaged patients to Transport group supervisor

€ eEE

Group Success Criteria

w Triagegroup:
0 All Red patients identified and immediate life threats treated
0 All patients triaged correctly and in a timely manner
0 Triage conducted continuously
o Patient packaged and moved appropriately for condition

w Treatmentgroup:
o Life threats trated appropriately
o Vital sign trending monitored and documented every five minutes
o Personal information started on METTAG
o Patient packaged and moved appropriately for condition
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w Transportgroup:
0 Maintained accurate Transport log
0 Transported patients to correct destinatie
w Staginggroup:
0 Maintains up to date list of personnel and assignments
0 Maintains appropriately levels of reserves
w MCC
0 Maintaired up to date Ist of hospital surge capability
o Tracledpatient and destination accurately

Demobilization
w Units shouldbe rotated to rehab or released in the opposite order that the ICS was estab(isled
triage, treatment, transport, staging
Triage tag cornershould be collectedretained, and sorted by person
Transport unit tags should be ged and retained byransport
Group activity logand triage tag corners should be turned inthe IC prior to departure
All other EMSmateriak should beagiven to the EM&aptain

eEeee

SPECIACONSIDERATIONS

STARTriageSystem protocol:
1 STEP ONEbpudly ask anyone within treund of your voice to move to a designated area if they are
able. This will help you sort out thievalking wounded &nd these patients should be tagggoeen
1 STEP TW(n an orderly fashion, move to eaobmainingpatient, checking for the status of Breathing,
Circulation and Mental statusTag them using the following rules

Breathing:
1 NoT open and position airway. If the patient does not start breathing, triRgaCK
1 Not open and position airway. If breathing begins, tridgfeD
1 Yest if respirations > 30triageRED
1 Yest if respirations < 30proceed to Circulation

Circulation:(Checkradial pulse)
1 Radial puls@absentor capillary refill > 2 seconds control bleedingfriage RED
1 Radial pulspresentand @apillary refill < 2 seconds proceed to Mental Status

Mental Status:(Commancdhe patienttod 2 LISy @& 2 dzNJ S@& S&Etc)dlj dz§S1 S Y& KI yRZ
{1 Patient follows commands triage YELLOW
{1 Fails to follow simple commands triageRED

Special consideratian
1 The first assessment finding that produces a RED tag stops further assessment
1 During triage, aly correctimmediatelylife threatening problems, such as severe bleeding, airway
obstruction, sucking chestound, or tension pneumothorax
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24.3.1- CHESTPAING SUSPECTHEDARDIAC

Initiate basic medical car&ee24.2.1- Basic Medical Ca)e

Historyt OPQRST, SAMPLE

Vitalst 6 ST2NB YR | FriBPNBuldeyRBBORIIS Y i A 2 YV &
Oxygert maintain above 94%

= =4 =4 =4

1 Airway management
9 IV access
1 Cardiac monitoring
1 12lead EC® asquickly as possibl@deally within 5 minutes)
9 Determine if patient meets STEMIlert criteria
1 Alert immediately if STEMI criteria is met
1 ObtainECGoefore medication is given
9 Treat dysrhythmias (use appropriate protocol)
Medications

1 Asprin 325 mg PO
0 Strongly encourage patient to take Aspirin unless true allergy exists
1 Nitroglycerin0.4mg SLx1 if no pain relief, or Q5 minutes until pain is relieved)
0 Contraindicated if systolic BP180 mmHg
o Place IV/IO andute out inferior Ml first
1 Nitroglycerinpaste0.5- 2-inch, applied toanterior chest wall
o Contraindicated if systolic BPL30 mmHg
o Place IV/IO andute out inferior Ml first
1 Fentanyl25-50mcg IV/IO/IN May repeat toMAX 150mcg
o0 Contraindicated if systolic BP < 90 mmHg
OR
1 Morphine2-5mg IV/IO. May repeat to MAX 15 mg
o0 Contraindicated if systolic BP < 90 mmHg

Short uns ofVentricular Tachycardiafrequent PVCs
1 If unstable, prepare for cardioversioBde24.3.8- Dysrhythmiac Tachycardia with a Pulge
9 If stable, monitor patient, 12ead ECG, and oxygen level closely
1 Amiodaronel50mg IVIO isreserved forpersistent VTach osigns ofhemodynamic compromise
0 Infusiont 150mg in 50mLbagNormal Saline (10gtts) over 5 minutes (1 drop 2 second)
91 Isolated PVCpfemature, widecomplex beatsyio not require Amiodarone

Severenauseaand vomiting:
1 Ondansetrord mg IV/IO/PO
1 Promethazinel2.5mg¢ 25mg IV/IO
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STEMMHRlert Criteria;

1

1

ST segment elevation in two or more consecutive leads
o0 1.5 mminleadsVl, V2,and V3
o X1 mmin all other leads
o Consecutive leads include:
A Leadd, AVL, V5, V& Lateral Wall
A Leaddl, lll, AVF= Inferior Wall
A LeadsV1 thru V4= Anterior or Septal Wall
ORa rew onset left bundle branch block (LBBB)
o If onset is unknown, assume new onset and call S

If STEMI Alert criteria are met:

=A =4 =4 =4 =8 -8 -8 9

Alert immediately

Contact CCC to inform of STEN#rt

Transport to closest PCI Cen(di-R1Cor UF HealttShanddHospita)

Transmit 12 lead ECG to facility

Keep copy of 12 leadCJor records and documentation

Monitor and reassess for any changes

Obtainright-sided ECG (V4R)elevation in leads Il, liby AVF

See24.8.13 ¢ ST Elevation Myocardial Infarction (STEIdipcedural protocol for reference

SPECIACONSIDERATIONS

= =4

=a =4

Obtain 12 lead ECG as soon as ptesgibeally within 5 minutes, antdefore Nitroglycerinadministration
Patients sufferingnferior or posteriorinfarct or ischemia shoulahot receive nitratesin any form

o0 Inferioror posteriorMI requires IV fluid support

o Nitroglycerin inthis casecanprecipitate hypotension or cardiovascular collapse
Anginal equivalentsnclude shortness of breath, diaphoresigmiting,or extreme fatigueas well as
painoutside thechest in ahighrisk patient (coronary disease, smoker, agg5, diabetes)

0 Peaseconsider and obtain aBOG on these patients
Patients who have ingested Viagra, Levitra, CiRkvatio, or other erectile dysfunction mediciveithin
the last 48 hours should not receive nitrates in any form
Do not administeNitroglycerin without IV 010 \ascularaccess
Patients on blood thinners, such as Coumadin (WarfdPirgdaxaXarelto,andEliquis, or antiplatelet
medicines like Plavior low-dose Aspirinwill still benefit from Aspirin during a cardiac event
Pregnant females with severeusea and vomitinggive Promethazinel2.5mg¢ 25mg IV
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24.3.2- CHESTPAING NON-CARDIAC

Initiate basic medical car&ee24.2.1- Basic Medical Ca)e

Historyt OPQRST, SAMPLE

Vitalst 6 ST2NB YR | FriBPNBuldeyRBBORIIS Y i A 2 YV &
Oxygert maintain above 94%

Airway management
IV access
Cardiac monitoringl2 lead ECG
No presece of ST elevation or depression
0 If ST elevation or depressigsee24.8.13 ¢ ST Elevation Myocardial Infarction (STEditptocol
to rule out M
9 Treat dysrhythmias (see appropriate protocol)
9 Focused physical exam of chest
1 Ascertain if movement, drinking fluids, eating, deep inspiration, or other movegterges pain

= =4 =4 =4

=A =4 =4 =9

Severe Nausea and vomiting:
T hyRIFEYyaSiWRyL+kLhkth
f t NBAy Il yitNE Bk kvbrdyEmiQy 3 Ltk Lh

LT AaK2RIYABAE GKBaSydGy
1 { S&.4.15¢ RespiratoryDistressLINR (i 2 O 2 €

SPECIACONSIDERATIONS
T LG A& RAFTFAOAA G G2 O2YLX SGSft & NIxB22axiR SNISINEIS yIiD2
Ol dzaS4& 2F OKSad LI Ay
o 5 yaSNRdza Ol dzaS&8 Ay Of dzZRSY aL 66AGK 2NJ 6AlK2dz
Ly SdzY2 G K2NJ} EX LISNRAOF NRAGAAS LlySdzy2yAl £ KSI NI
TN O dKENI OAO | 2NIAO | ySdzNBEAY 2NJ RA&A4aSO0GAzZY
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24.3.3- CONGESTNHEARTAILURE PULMONAREDEMA

Initiate basic medical car&ee24.2.1- Basic Medical Ca)e

Historyt OPQRST, SAMPLE

Vitalst 6 ST2NB YR | FriBPNBuldeyRBBORIIS Y i A 2 YV &
Oxygert maintain above 94%

Airway management
IV access
Cardiac monitoring, 12 lead ECG (rule out inferior MI)
Forrespiratory distress considetCPARContinuous Positive Airway Pressure):
o Setat 10 cmH20
o CPAP is contraindicated if:
A Systolic BP ¥00
A Unconscious / obtunded
0 See24.89 ¢ Gontinuous Positive Airway Pressure (CPAdfgtocol
1 Treat dysrhythmiagsee appropriate protocol)
1 If hypotensionSee24.410 ¢ Hypotension / Shoclprotocol

= =4 =4 =4

=A =4 =4 =9

Medications

9 Nitroglycerin 0.4mg SLQ5 minutes untisymptomatic relief
0 Contraindicated if systolic BP180 mmHg
o Place IV/IO andute out inferior Ml first

1 Nitroglycerinpaste0.5- 2 inchribbon, applied toanterior chest wall
0 Contraindicated if systolic BP180 mmHg
o Place IV/IO andute out inferior Ml first

1 Albuterol2.5mgandIpratropium 0.5mg nebulized®RN, up to 3 dosesnly if wheezing develops
0 Albuterolincreases demand on the heamd should be reserved for wheezing

SPECIACONSIDERATIONS

1 Obtain 12 lead ECG as soon as possilga]ly within 5 minutes, antdefore Nitroglycerinadministration
9 Patients sufferingnferior or posteriorinfarct or ischemia shoulghot receive nitratesin any form
o0 Inferior or posterior MI requires 1V fluid suppor
o Nitroglycerin in this case can precipitate hypotension or cardiovascular collapse
9 Patients who have ingested Viagra, Levitra, CiRkvatio, or other erectile dysfunction medicirveishin
the last 48 hours should not receive nitrates in any form

Issued: May 1, 2017 24.3.3- Congestive Heart Failure / Pulmonary Edema
Revised: Page48



24.3.4- CARDIAGRRESMANAGEMENT

1 Initiate basic medical ca&ee24.2.1- Basic Medical Caje
1 Initiate CPR compressionst a rate of 106 120/min
0 Exchangeompressors every 2 minutes
0 Minimize interruptions to CPR
Obtain history from bystanders
Airway managemert openairway, conside€-spine precautionif trauma is evident
BVM ventilation with O2 provide enough volume to make chest rise
o BVM ratio of 2 ventilations peB0 compressions; considairwayadjuncts(OPA or NPA)
o ETT/4Gel/King LT iplacet one breathevery 6 to 8 seconds
o0 Avoid hyperventilationt 10-12 breaths/min (1 breath every 6 to 8 seconds)
1 Apply pads and AED as soon as theyawailable, and follow instructions of AED
o Defibrillate if instructed by AED
1 Request ALS response

Cardiac arrest management:

1 Perform cardiac arrest management per ACLS or B&e§eneral approaciiowsheetbelow)

1 Identifyteamleader, who analyzes rhythm arabsigs tasks/ roles to each member of rescue team
o0 Ex airwaymanagenent, compres#ons codetiming, IV/ medicationadministration

9 Establish IV/IO access

9 Treat dysrhythmias per protocol
0 PEA/ Asystole See24.36 - Dysrhythmiac Asystole/ Pulseless Electrical Activity (PEA)
0 VFPulseles¥T- See24.39 - Dysrhythmiac Ventricular Fibrillation / Pulseless Ventricular

Tachycardia

=A =4 =N

Airway management:
1 Pace advanced airway-Gel, King LTor ETT
o Do not interrupt compressions for airway placement
o0 I-Gelor King LT amreferred in cardiac arrest (rapf@lacement decreased interruptions)
1 ETCO2 waveform andiluex20 mnHg ensures adequate CPR and proper tube placement
1 REMOVE ET TUBE IFCONSISTENOAPNOGRAPHY WAVEFORWND READINGPRODUCED
1 Capnography is requiredroevery patient with an ETT /4Gel / King LT in place
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Determination of transport:

1

1

All patientsshould receive at leagtO minutes of oascene CPBy EM$whensafely possible

0 Highquality onscene CPR is associated with increasegival and better aurologic outcomes

0 May not be possible if the scene is unsafe, large crowd, inadequate CPR surface, etc.

Initiate hospital transportwhen:
0 Return of spontaneous circulation (ROSG)achieved at any time
o 10 minutes (5 cycles) of escene CPR without RO&&s been performed

1 Continuingon-scene CPR For adult patients with no ROSC and no shockable rhythm (VTach / VF) at

any time, theparamedic may choose to continue escene CPRather than transportuntil:
o0 Transport conditions are meir
0 The patient mees termination of resuscitation criteria
A (See24.1.3- Initiation of CPR / Termination oResuscitatioi

Key determinants of survival:

T
1
T

T
1

High-quality chest compressions with minimal interruptions
Earliest possible defibrillation of VF or VT
Reduce time between CPR pause, defibrillation, andnésy CPR
0o When possible, continue CPR while charging defibrillator
Avoid hyperventilationX0- 12 breaths / min)
LRSYGATe FYyR GNBIG NBOSNBAOES OFdzaSa ol Qa

Return of spontaneous circulatian

T

See24.3.5- Post Cardiac Arrest Management

Issued: May 1, 2017 24.3.4- Cardiac Arrestlanagement
Revised: Pageb0



SPECIACONSIDERATIONS

General approachto cardiac arrest:

\ 4

Defibrillate (200 J) ]

ResumeCPR (2 minutes) [«
without pulse check J

v

Shockable rhythm after | NO
2 minutes of CPR?

Yes

\ 4

Defibrillate (360 J) \
Resume CPR immediatel
Epinephrinel mg IV/IO
every 3¢ 5 minutes.
Amiodarone300 mg IV/IO

(one total dose).
- J
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\ 4

Asystole / PEA ]_

\ 4

Resume CPR (2 mmuteﬂ

Epinephrinel mg IV/IO
every 3-5 minutes

)

v

Yes

minutes of CPR?

)

Shockable rhythm after 2}

No

v

v
SRR

ROSC? J_

Yes

Y

243.5- Post Cardiac
Arrest Management

PostResuscitation Care}
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Pages1




REFERENMMATERIAL

Adult Cardiac Arrest

Shout for Help/Activate Emergency Response

Start CPR
* Give oxygen
* Attach monitor/defibrillator

Return of Spontaneous
Circulation (ROSC)

2 minutes

Post-Cardiac
Arrest Care

Drug Therapy
IV/IO access
Epinephrine every 3-5 minutes

Amiodarone for refractory VF/VT

Consider Advanced Airway
Quantitative waveform capnography

© 2010 American Heart Association

Potential Causes of AsystdlPEA

CPR Quality

* Push hard (22 inches [5 cm]) and fast (100/min) and allow complete
chest recoil

* Minimize interruptions in compressions

* Avoid excessive ventilation

* Rotate compressor every 2 minutes

* |f no advanced airway, 30:2 compression-ventilation ratio

* Quantitative waveform capnography
- If PETCO, <10 mm Hg, attempt to improve CPR quality

* Intra-arterial pressure
- If relaxation phase (diastolic) pressure <20 mm Hg, attempt to

improve CPR quality

Return of Spontaneous Circulation (ROSC)

* Pulse and blood pressure

* Abrupt sustained increase in PETCO, (typically 240 mm Hg)

* Spontaneous arterial pressure waves with intra-arterial monitoring

Shock Energy

Biphasic: Manufacturer recommendation (eg, initial dose of 120-200 J);
if unknown, use maximum available. Second and subsequent doses
should be equivalent, and higher doses may be considered.
Monophasic: 360 J

Drug Therapy
* Epinephrine IV/IO Dose: 1 mg every 3-5 minutes
* Vasopressin IV/IO Dose: 40 units can replace first or second dose
of epinephrine
* Amiodarone IV/IO Dose: First dose: 300 mg bolus. Second dose: 150 mg.
Advanced Airway
* Supraglottic advanced airway or endotracheal intubation

* Waveform capnography to confirm and monitor ET tube placement
* 8-10 breaths per minute with continuous chest compressions

Reversible Causes

— Hypovolemia - Tension pneumothorax

- Hypoxia - Tamponade, cardiac

- Hydrogen ion (acidosis) - Toxins

- Hypo-/hyperkalemia — Thrombosis, pulmonary

- Hypothermia - Thrombosis, coronary
Treatment

Hypovolemiarfiost commorn

Normal Saline, 12 liters IV/IO

Hypoxia

Secure airway and ventilate

Hydrogen lopAcidosis

Sodium Bicarbonatel mEg/kg IV/IO

Hyperkalemiagnd stage renal disease)

Sodium Bicarbonatel mEg/kg IV/IO

Hypothermia
Tablets rug overdosg

Activerewarming
See overdose protocol f@pecifictreatment

Tamponade, cardiac

Normal saline, 12 liters IV/IO

Tensionpneumothorax

Needle thoracstomy

Thrombosisgoronary

Expedite transport

Thrombosispulmonary

Issued: May 1, 2017
Revised:

Expedite transport

24.3.4- Cardiac Arrestlanagement
Pageb2




24 .3.5- POSTCARDIAARRESMANAGEMENT

Initiate basic medical car&ée24.2.1- Basic Medical Ca)e
Obtain history from bystanders
Vitalst before and after interventions BP, Pulse, RR, SpO2, Temperature, BGL
Oxygert maintain above 94%
Airway managemernt open airway, consider-§pine precautions if trauma is evident
BVM ventilation with O2 provide enough volume to make chest rise

o Avoid hyperventilationt 10-12 breaths/min (1 breath every 6 to 8 seconds)
Request ALS response

1 Airway management
9 IV access
1 Cardiac monitoring, 12 lead EG@4luate for STEMI

= =4 =4 =4 -4 =4

=

Hypotension after return of spontaneous circulation (ROSC):

91 Defined as systolic BP < 100
0 In pediatrics, systolic BP < [70 + (2 * age)]

9 Goal BP is systolic BR20
0 In pediatrics, systolic BR[70 + (2 * age)]

1 Normal Saline @ mLkg IV/IO until systolic BP 220 mmHg
o Avoid refrigeratorcooled Normal Saline, which can increase the risk -@frrest

f Epinephrined LJd# Ka (Gilated)
0 Prepare 1:100,000 (10 mcg/mL) hyixing 1 mLof 1:10,000Epinephrinein 9 mL Mrmal Saline
o Administer 1 to 2 mL of this mixture every 2 minutes to titrate to systolic BP target

A Check blood pressure between each administration

Altered mental status (GCS motor score < 6) after return of spo@ous circulation (ROSC):
1 Airway management, as indicated
1 Check BGL
1 Avoid hyperthermia
0 Remove excess clothing
o0 Cover only with light sheet
0 Avoid heat packs or warmed IV fluids

Cardiac arrhythmias after ROSC:
1 Follow appropriate cardiovascular protog8radycardia, Tachycardia with a Pulse)
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24.36 - DYSRHYTHM@ASYSTOUEPULSELEERECTRICACTIVIT(PEA)

1 Initiate basic medical ca&ee24.2.1- Basic Medical Caje
1 Initiate CPR compressions at a rate of 16A.20/min
0 Exchange compressors every 2 minutes
0 Minimize interruptions to CPR
Obtain history from bystanders
Airway managemert open airway, corider Gspine precautionif trauma is evident
BVM ventilation with O2 provide enough volume to make chest rise
o BVM ratio of 2 ventilations per 30 compressions; consider airway adjuncts (OPA or NPA)
o ETT/dGel/King LT iplacet one breath every 6a 8 seconds
1 Apply pads and AED as soon as they are available, and follow instructions of AED
1 Request ALS response

Cardiac arrest management:
T / FNRAFO I NNB a (iGenetalyappiachs Saydiac aridisee®4.3.4- Cardiac Arrest
Managemen)

1 Determine eam leaderwho analyzes rhythm arabsigistasks/ roles to each member of rescue team
o0 Ex airway managment, compresins code timing,|V/ medicationadministration

1 Initiate CPRmmediately

9 All patientsshould receive at leadtO minutes of onscene CPBy EM$Swhen safely possible
0 Highquality onscere CPR is associated with increased survival and better neurologic outcomes
0 May not be possible if the scene is unsafe, large crowd, inadequate CPR surface, etc.

=A =4 =N

Airway management:
1 Pace advanced airwgy-Gel, King LT, or ETT)
o Donot interrupt compression for airway placement
o0 I|-Gel or King LT are preferred in cardiac arrest (rapid placement, decreased interruptions)
1 ETCO2 waveform andiluex20 mnHg ensures adequate CPR and proper tube placement
1 REMOVE ET TUBE IFGIONSISTENOAPNOGRAPHY WAVEFORND READINGGPRODUCED
1 Capnography is required oeverypatient with an ETT /4Gel / King LT in place

Vascular access:
1 PlacelV/IO
1 Make no more than 2 attemptand/or 90 seconds atv access before resorting to 10 use

Medications:
1 Ephephrine(1:10,000) 1 mg IV/IO every-3 min
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Medications for specific conditions:
1 Suspected hyperkalemiémissed dialysis, fistula Sodium Bicarbonatd mEqg/kg 1V/IGand Calcium
Chloridel gram IV/IO
1 Hypovolemiat Normal Saline 1000 mL IV/IO
1 Hypoglycemia Dextrose 10%D10)100 mL IV/IO

Medications for suspected drug overdoses:
1 Opioid overdoset Narcan2 mg IV/IO
1 Calcium channel blocker overdoge Calcium Chloridd gram IV/IO
1 Beta blocker overdose Glucagons5 mg IV/IO
1 Tricyclic antidepressant overdose Sodium Bicarbonatd mEqg/kg I1V/I0

Termination of resuscitation:
1 If no response to resuscitative efforts after 20 minutes, refe24dl.3- Initiation of CPR / Termination
of Resuscitatiorprotocol

SPECIACONSIDERATIONS

1 p [|HY@ovolemia, Hypoxia, Hydrogam (acidosig, Hyperkalemia, Hypothermia
1 p <T&bd (drug)overdose, Tamponade, Tension pneumothorax, Thrombosis coronary, Thrombosis
pulmonary (see chart i64.3.4- Cardiac ArresManagemen)
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24.3.7- DYSRHYTHMIABBRADYCARDIA

Initiate basic medical car&ee24.2.1- Basic Medical Ca)e
Historyt OPQRST, SAMPLE

Vitalst 6 ST 2 NIST (t YW A yii BRNELUSg, REBpR2/ &
Oxygert maintain above 94%

Cardiac monitoring

Airway management
IV access
12 lead ECG
Administer 250 mL boluses of IV Normal Saline until systolic BP > 90 mmHg
o Contraindicated if evidence of pulmonary edefm@HF (e.g. rales / crackles)
Sable symptomatic bradycardia defined as normotensive patients with no signs of shock:
o Provide supportive care, monitor closely, and expedite transport
o No emergent medications are required
1 Unstable bradycardia defined asaHR < 6@vith T systolicBP< 90, acutelyaltered mental status,
pallor, cyanosis, diaphoresis, shock, respirattisgress, or severe chest pain
o Inthis case, do not delay treatment to obtain 12 lead ECG utilegsBagnosis is in question
0 See treatmenbelow

= =4 =4 =8 =4

= =4 =4 =4

=

Unstablebradycardiamedications / interventions:
1 Atropine0.5mg IVQ 3minutes PRINMAXtotal dose 3 mgwhile preparing for pacing
1 Initiate transcutaneous pacingsingDemandmode: (See24.8.15¢ External Cardiac Pacing
o Start at lowest milliamperes (MA), and increase until electrical capture with pulses achieved
o0 Start rate at 70 BPM, and increase to achieve a systolic BP > 90 mmHg (maxiniiriM)00
o Once systolic BP > 90, consider sedation or analgesia:
A Fentanyl25-50 mcg IV/IO/IN Q5 min PRN, Max 150 mcg, hold if systolic BP < 90
A ORVersedl mg IV/IO, hold iystolic BR 90
9 If hypotension persists despite Atropine and transcutaneous pacongider:
o Dopamineinfusion at10- 20 mcg/kg/min to achieve systolic BP > 90
1 If hypotension persists despite the above, consider:
0 Epinephrinenfusion at 2- 10 mcg/min to achieve systolic BP > 90

SPECIACONSIDERATIONS

9 For suspected overdossge 24.4.12¢ Overdoseand Poison Ingestioprotocolas needed
o Often:beta blockers, calcium channel blockddsgoxin,opioids, tricyclic antidepressants (TCAS)
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24.3.8- DYSRHYTHMEATACHYCARDIA WITRASE

Initiate basic medical car&ee24.2.1- Basic Medical Ca)e

Historyt OPQRST, SAMPLE

Vitalst 6 ST2NB YR | FriBPNBuldeyRBBORIIS Y i A 2 YV &
Oxygert maintain above 94%

Placedefibrillator pads

Airway management
IV access

Cardiac monitoring
12 lead ECG

= =4 =4 =8 =4

= =4 =4 =4

Management ofsevere tachycardia with a pulsgheart rate>150 BPM)

STEP ONE determine whether patient iISTABLBEr UNSTABLE
(Unstableis defined as systolic BP < 90, acutely altered mental status, or signs of shock
1 If STABLENOVe on to step two
T IfUNSTABLE
0 Prepare forsynchronized cardioversionmmediately
A 1stenergy levet 100J
A If no response 200 J
A If no response 300 J
A If no response 360 J
o Ifunstableandnarrow-complex (QRS duration < 120 msec):
A May consider trial oAdenosined mg rapid IV push
0 Ifunstableandwide-complex (QRS duration > 120 msec):
A Amiodarone150 mg IV piggyback
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STEP TW®O if STABLEletermine whether rhythm isWIDEor NARROWomplex
1 If NARROWQRS duration < 120 msec):
o Attempt Vagal maneuvers (Valsaltdow through an occluded strgwlow into a 10 mL syringe
and attempt to move plungetthent A TG LI GASy G Qa fS3a I FISNBI NRA
0 Adenosine mg rapid IV push
A If no response in 2 minutes, Adenosine 12 mg rapid IV push
A If no response in 2 minutes, repeat Adenosine 12 mg rapid IV push

If no responseDiltiazem0.25mg/kg IV over 2 min
If Diltiazem is unavailable or allerdyletoprolol 2 - 5 mg IVP over 1 min (if SBR0O)

0
If no response in 5 minutebjetoprolol 2 -5 mg IVP over 1 min (if SBR0O)

0
A
1 If WIDE(QRS duration > 120 msec):
o Amiodaronel50 mg IV piggyback
If evidence of polymorphic Ventricular Tachycardia (Torsades), adenifagnesium2 grams

0
IV in 10 mL of Normal Saline
If evidence of hyperkalemia (e.g., dialysis, renal failure, fistulajde-complex tachycardia

q .
o Calcium Chloridd gram IYIO (contraindicated if patient is on Digoxin / Lanoxin)
0 Sodium Bicarbnate 1 mEgkg IVIO

SPECIACONSIDERATIONS

OF NRA2OSNEAZ2YY
MAano

SN BINE @ A2 i 2

T /1y O2yaa
o £SN ﬁﬁ)ﬁ YHLOOAT aeadz2fAald .t B
0 hwC Sy (25y5 incg IV/IO/IN Q5 min PRN, Max 150 mcg, hold if systolic BP < 90
1 52y 2RiIStl & OFNRA2OSNREAZ2Y AT LI GASYyd Aa dzyaidlofs
T C2NJlw f mpnZ Ozyé)\ﬁzél\u OFdzaSa 2F aAaydza Gl OKeé OF NJ
FYEASGES aGAYdZ I yi 20SNR28ST RNHA 2N | f O2K2f G A
0 / 2YAARSNI b2NXIf {ISBAYE GRAN | Yif minsnmiL W[ 0 AfFdzy 2 K

24.3.8- Dysrhythmiag Tachycardia with a Pulse
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REFERENMMATERIAL

Management of severe tachycardia with a pulsdR> 150 BPMjlowchart

Unstable f HR > 150 ] Stable
l Unstable or Stable? J
\ 4 v
[ Cardiovert(100 J) ] [ Wide or Narrow? ]
No response Wide Narrow
v v v
Cardiovert(200 J) [ Amiodaronel50 mg IV ] Vagal Maneuvers
+ \ & J
Narrow? Adenosines mg IV No response
Wide? Amiodaronel50 mg IV P A 4 <
Adenosine mg IV
No response| \ J
' No response

[ Cardiovert(300 J) ] 4
[ Adenosinel2 mg IV (xz)]

No response

A\ 4

[ Cardiovert(360 J) ]

No response

v

Diltiazem0.25 mg/kg IV
or
Metoprolol 2-5 mg IV
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24.39 - DYSRHYTHM@AVENTRICULARBRILLATIONPULSELES&ENTRICULAR
TACHYCARDIA

1 Initiate basic medical ca&ee24.2.1- Basic Medical Caje
1 Initiate CPR compressions at a rate of 16A20/min
0 Exchange compressors every 2 minutes
0 Minimize interruptions to CPR
Obtain history from bystanders
Airway managemernt open airway, considet-spine precautiosif trauma is evident
BVM ventilation with O2 provide enough volume to make chest rise
o BVM ratio of 2 ventilations per 30 compressions; consider airway adjy@iPA or NPA)
o ETT/4Gel/King LT in place one breath every 6 to 8 seconds
1 Apply pads and AED as soon as they are available, and follow instructions of AED
1 Request ALS response

Cardiac arrest management
T /I NRAF O I NNBF & (iGenetalyappe&chs Saydiac ardSisee®4.3.4- Cardiac Arrest
Managemen)

1 Determine eam leaderwho analyzes rhythm arabsigis tasks/ roles to each member of rescue team
o0 Ex airway managment, compresins code timing,lV/ medicationadministration

T Initiate CPR immediately

1 All patientsshould receive at leadtO minutes of onscene CPBy EMSwhen safely possible
o Highquality onscene CPR is associated with increased survival and better neurologic outcomes
0 May not be possible if the scene is unsafe, largsvd; inadequate CPR surface, etc.

= =4 =

Airway managemertt
1 Pace advanced airwaTT,-Gel, or King LT); dwt interrupt compressions for airway placement
1 ETCO2 waveform andiluexx20 mnHg ensures adequate CPR and proper tube placement
1 REMOVE ET TUBE IFGIONSISTENOAPNOGRAPHY WAVEFORND READINGGPRODUCED
1 Capnography is required oevery patient with an ETT /4Gel / King LT in place

Vascular access
1 PlacelV/IO
1 Make no more than 2 attemptand/or 90 seconds &tV access before resorting to 10 use
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Medications
1 Epinephring1:10,000) 1 mg IV/IO every-3 min
1 Amiodarone300 mg IV/IO bolus
o For persistent VF/VT, give an additioAatiodaronel50 mg IV/IO
1 If the patient has Amiodarone aller@RAmiodarone is unavailable:
0 Lidocainel - 1.5 mg/kg, up to 3 mg/kg IV/1O for initial dose
0 Second dosd:idocaine0.5- 0.75 mg/kg IV/IO (half of initial dose)

Medications for specific conditions
1 Polymorphic VT (Torsades des pointas)Magnesium Sulfate - 4 grams 1V/IQpush over 1 2 mirutes
1 Suspected hyperkalemiémissed dialysis, fistula) Sodium Bicarbonatd mEqg/kg 1V/IGand Calcium
Chloridel gram IV/IO
1 Hypovolemiat Normal Saline 1000 mL IV/IO
1 Hypoglycemia Dextrose 10%D10)100 mL IV/IO
Medications for suspected drug overdoses
1 Opioid overdosetr Narcan2 mg IV/IO
9 Calcium channel blocker overdoge Calcium Chloridd gram IV/10
1 Beta blocker overdose Glucagon5 mg IV/IO
9 Tricyclic antidepressant overdose Sodium Bicarbonatd mEqg/kg IV/IO

Refractoryventricular fibrillation / ventricular tachycardia
When VF/VT is noted on each consecutive rhythm assessment for 5 treatment, epclesdter 5 defibrillation
shocks with no change in rhythm
1 Ensure equipment is functioning propetto faultyor nonfunctioning pad wire connecion)
1 Acquireanadditional cardiac monitor to prepare foiual external defibrillationat 400J total
9 Attach an additional setf external defibrillation pads:
0 One set in AnterioPosterior position, the other in Anteridrateral (see attached picture)
o Pads should not touch one another
1 Charge both monitors to 200(each and provide simultaneous defibrillation with both monitors at the
appropriate time delivering a total of 400
1 Continue with VF/VT protocol

If return of spontaneous circulationROS{is obtained:
1 Amiodaroneinfusion(if converted with Amiodaronel50mg over 15 minV
0 150mg in 50mLNormal Salinel0gtts set 1 drop/ 2 second
1 Lidocainenfusion(if corverted with lidocaing2 mg/min IV
0 200mg in 50mLNormal Saline,60 gtts set,2 mg/min (or 30gtts/min)
1 See24.3.5-Post Cardiac Arrest Management
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SPECIACONSIDERATIONS
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REFERENQMATERIAL

Double Sequential Defibrillation Pad Placement
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24.310- CEREBROVASCUBRRRIDENGCVA STROKE

Initiate basic medical car&ee24.2.1- Basic Medical Ca)e

Historyt OPQRST, SAMPLE

Vitalst 6 ST2NB I YR | FriBEPNBuldeyRBEORIDednyfeiiatue y a
Oxygert maintain above 95%

BGL check

Airway management
IV access
Cardiaanonitoringand12 lead ECG
Perform stroke assessmef@incinnati Prehospital Stroke Scale
o Facial droophave patient smile or show teeth
A Normalt both sides of the face move equally
A Abnormalt one side of the face does not move as well
o Arm Drift: patient closes eyes and holds arms outright for 10 seconds
A Normalt both arms move the same OR both arms do not move at all
A Abnormalt one arm does not move OR one arm drifts down, compared with the other
o AbnormalspeechK | @S (G KS LI GASYy DI Sk OKK § yo 2NFRA R 2638 /a3
A Normalt patient uses correct words with no slurring
A Abnormalt patientslurs words, uses the wrong words, or is unable to speak.

= =4 =4 =8 =4

= =4 =4 =4

StrokeAlert criteria:
1 Any1abnormalfinding on Cincinnati Prehospital Stroke Scale
0 84-95% predictive of stroke
1 No evidence of trauma
1 Symptoms are neywith onset < 8 hours (includes if patient woke up with symptoms)
o Patients with symptoms > 8 hours may have experienced a stroke, but do not meet Alert criteria
T Initial BGlis >50
1 If BGL ix50, followhypoglycemia protocolSee24.4.5¢ Diabetic Emergencigsand reassess
o If symptoms persist after correction of hypoglycemia, the patieay meet Stroke Alert criteria

Facility notification and selection
1 Have CCC inform the selected facitifyStrokeAlert, time of onsef gender and age of patient
1 0-8 hours from onset: transport to nearest Comprehensive Stroke Center (NFRMC aalthFSHands)
1 > 8 hours from onset, transport to any PrimaryComprehensive Stroke Center asan-alert

If hypotensive
1 Referto 24.410 ¢ Hypotension / Shoclprotocol
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SPECIACONSIDERATIONS

1 DoNOT treat elevated blood pressurgithout consultation ofOLMCP, as this may be a compensatory
mechanism for maintaining cerebral perfusion pressure

1 If patient is intubaed, ventilate at CO2 level of 3mHg monitored by ETCO2 capnography

Obtain name and contact number of witngsamily (who saw patient normal last) feine hospital

1 Obtaintime of symptomonsetas well agime last seen normafor doaumentation

=
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24.311-LVAD

INFORMATION

A left ventricular assist device (LVAD) is a surgicafilanted, battery operated mechanical pump for estdge
heart failure. It assists the heart's left ventricle in delivering blood to the bibdpnsists of an externdlattery
and contol unit, and atube that travelsfrom the left ventricle to a pumghen to the aorta.

1 A PALPABLE PULSE MAY NOT BE Histdn to heart sound$or a continuous whirling sound
o Ifno sound isheardand patient is unconsciowndunresponsivestart CPR
o if whirlingsound is heardandthe patient is unresponsive and unconscious, transport
immediately and reevaluate heart sounds (whirling)
Initiate basic medical car&ee24.2.1- Basic Medical Ca)e
Historyt OPQRST, SAMPLE
Oxygerr maintain above 94%
+AWMESETF2NB | YR | FriRRRAIse §F pafpakis SpOABGE v &
o For blood pressure, attempt to determine tihdean Arterial PressuréMAP)
o First attempt a manual blood pressure; the first sound you hear is the MAP
0 If unsuccessful, the monitor may be able to measure a MAP
Nothing by mouthunless hypoglycemipral glucose is acceptal)le
Locate devicgdza dzl f £ & 4 LI GASydQa ¢l A&
o Identify which device is in pladsy locating aolored sticker
0 This color can be matched to the specific device in the LVAD guide linked below
[ AAGSY (2 (K &thayhaitehb&eyf tiatdéd exenswaly od the device
Call the number on the dexe forLVAD coordinator on call
DNJ 6 LJrbéackuf pag Qi contains 2 extra fully chargdshtteries and second controller
0 BRING THIS TO THE HOSPITAL WITH PATIENT

Airway management

Cardiac monitoringnd 12 lead ECGdttrmine if patient meets STEMlert criteria)

Treat dysrhythmias (see appropriate protocol)

IV access

Obtain chief complaint and reference appropriate protocol

Minimize on scene time and transport to LVAD center (ask family or patient of facility)

The catrol unit will often have a specific alarm that may report the problem

For hypotension (MAP < 65) with evidence of shock, consider Normal Saline 250 mL IV boluses
o Frequently assess lung sounds; stop at 1000 mL, if MAP > 65, or if abnormal lung sounds

=A =4 =4 =4

= =4

= =4 =

= =4 =4 =4 -8 -8 -8 -9

LVAD fielduse and troubleshootinguide:
1 http://www.mylvad.com/sites/mylvadrp/files/Field%20Guides%20Master%20Document. pdf
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24.3.12- SYNCARDIAEVICES

INFORMATION
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Initiate basic medical car&ee24.2.1- Basic Medical Ca)e
Historyt OPQRST, SAMPLE
Oxygert maintain above 94%

Nothingby mouth,unless hypoglycemipral glucose is acceptal)le

T
T
T
T +AradSF2NB YR | FriBPNBuldeyRBEORIZEMpeiaiure BGL
T
T

[AadSy (2 (K §thdyhatiehb&eyl fialdéd exdensiwaly od the device

Initiate a SYNCARDIA ALERRTUF Healtlevery timethe patient calls EMS

A PALPABLE PULSE MAY NOT BE FEpatient is unresponsive and pulseleB) NOT PERFORM CPR

TRANSPORT RAPIDLY
Airway management
Continuous ETCO2 monitoring
IV access
Obtain chief complaint and reference appropriate protocol
Minimize on scene time and transport to facility (H&alth)
o Bring family/ significant other if possible
Locate device dzadzl f & G LI GASydQa
Identify error code’ malfunctionen route and eferenceh LIS NJ

= =4 =4 =4 -8 =9

=a =4 =

0 BRING THIS TO THE HOSPITAL WITH PATIENT

gl Aald 2NJ KAL)
i 2 NI8ee badolv)y dz €

DNJ 6 LJrbackuf pag 1Q i conitainsa backup batterspowered device driver

SPECIACONSIDERATIONS

f SynCardipatients aredLloadand Gd LJ- G A Sy (i &
1 A pulse wilusuallybe palpable butmay not be present DO NO

PERFORM CPR ON THESE PATIENTS

0 The device is surgically placadd could dislodge ding CPR causing further damage
1 Do not attach a cardiac monitathese patients do not have any meaningful electrical activity

{8y/ I NRAI hLISNI §2NDR& al ydz €

f C2NJ {e&y/ | NRAI 2LISNI{i2NR& YIydzaZf yR (GNRdzof SaK22!
o http://www.fda.gov/ohrms/dockets/ac/04/briefing/4029b1 final.pdf
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24.4.1¢ ABDOMINAPAIN

1 Initiate basic medical ca&ee24.2.1- Basic Medical Caje

T lAadghNBw{ ¢ {lat[9

I +AadaSF2NE ' yR | Fri.StNId Atydzf SEHS. yRip>2 yeasS Y LIS NI ( dzNB
1

1

hEeISV AYGFAY 6208 ¢m:
I F NRAFO Y2yAG2NRy3

T L+ | OOSa
I.

|
T mH f

w O
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© Qx

SevereNausea andvomiting:
T hyRIyarrANR o Yk L NB LIS i RRwS | FGSNI mn YAy
T t NEYSGKMHmMppy Y8 h 6LI GASYy(d Ydzad o6S 2@3SNJ mc &SI NAR 2
T b2NXIE {FftAYS wpn Y[ LzklLh o02fdzaSaz K2fR 04 wmnnys

Suspected\ephralithiasis Pain

1 Toradol30 mg IV/ICx1
o Contraindicated if pregnanhistory of renal diseaser trauma / possible internal bleeding

SPECIACONSIDERATIONS

1 Pregnant femalesusePromethazinel2.5- 25 mg1V/IO,as firstline agent for treatment ohausea

1 Consider lifehreatening problems that may present with abdominal pain: pdirforated abdominal
organs, Gbleeding, DKA, acute appendicitiissecting abdominal aortic aneurysm, ectopic pregnancy
(ask about menstrual history), toxic ingestsalectrolyte imbalance

9 Assess for ohostatic blood pressure changes (lying, sitting, standing)

1 If patient presents in shek, refer t024.410 ¢ Hypotension / Shoclprotocol
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24.4.2¢ ALLERGIBEACTIONSANAPHYLAXIS

Initiate basic medical car&ee24.2.1- Basic Medical Ca)e

Historyt OPQRST, SAMPLE

+AWMEaSTF2NE YR | FriBPNBuldeyRBEORIIS Yy i A 2 YV &
Oxygert as needed to maintai®p0O2 94%

1 Airway management
1 IVAccess
1 Cardiac Monitoring

= =4 =4 =4

Medications
1 Allergic reaction(itching, swellingurticaria):
o Diphenhydramine25-50 mg IV/IO/IM
0 Albuterol2.5-5 mg nebulized PRN for wheezing

1 Anaphylaxis WITHOUT hypotensiorespiratory distressseverewheezingstridor):
9 LA Yy S IKYNEyn®on Y3 L a

0 5ALKSYKeHRMINYAYYAS Ltk LhkLa

0 Methylprednisolonel25 mg IV/IO

0 Albuterol2.5-5 mg nebulized PRN for wheezing

o

1 Anaphylaxis WITH hypotensior(systolic BP < 90):
o 'yl LKetlFIEAE YSRAOFGAZ2YA & 02083y L)X dzay
A Epinephring(1:10,000) 0.5 mg IV/IQ5minutesto maintain systolic BP > 90
A NormalSaline 20mL/kg fluid bolus maintain systolic BP > 90

1 Epinephrinenfusiong 2 - 10 mcg/min titrate to maintain systolic BP > 90
1 Dopamineinfusiong 10 - 20 mcg/kg/min, titrate to maintain systolic BP > 90

SPECIACONSIDERATIONS

1 Epinephrineisrelativelycontraindicated in patients with known coronary artery disease, angina
previous Ml gexceptin hypotension, respiratory distress, biie-threatening conditions

1 Promethazine(Phenergan}2.5- 25 mg slow IV/IO (25 mg deep IM)to be usednly if patient is
allergic to diphenhydramine (Benadryl) and should not be used in anyuaer the age of 16

1 Danger signstapid progression of sgptoms, respiratory distress (stridor, wheezing, dyspnea, increased
work of breathing persistent cough, cyanosigpdominal pain, hypotesion, chest pain, dysrhythmias
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24.4.3¢ ALTEREMENTAISTATUS

Initiate basic medical car&ee24.2.1- Basic Medical Ca)e

Historyt OPQRST, SAMPLE

Vitalst 6 ST2NB | YR | FTriBPNBulieyRREORBGELY Tlerhp2retdre actate
Oxygert maintain above 94%

Cardiac monitoring

Airway management
IV access
12 lead ECG
o If cardiac problenis detected, e correspondingcardiac protocol
1 PerformStroke assessmenif positive:
0 See24.310-Cerebrovascular Accident (CV/AStroke)
1 Spinal immobilization if traumsuspected bccurred
1 If patient presents withhypoglycemia
0 See24.4.5¢ Diabetic Emergencies
1 Suspectedharcotic use loverdose €.9.,RR< 12, pinpoint pupils, history of opiate use):
0 See24.4.12¢ Overdoseand Poison Ingestion
1 Hypotension
0 See24.410c Hypotension / Shoclprotocol

= =4 =4 =8 =4

=A =4 =4

SPECIACONSIDERATIONS
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24.4.4c CARBONMONOXIDENTOXICATION

Initiate basic medical car&ee24.2.1- Basic Medical Ca)e

Historyt OPQRST, SAMPLE

Vitalst 6 ST2NB | YR | FTriBPNBulseyRREORBGELY Terhp2retdre
Oxygert high flowoxygenvia NRB mask regardless of h#j©2Xoreadings
Cardiac monitoring

Airway management

IV access

12 lead ECG

Stroke assessment

Spinal immobilization if unknown trauma occurred

= =4 =4 =8 =4

=A =4 =4 =8 =4

Medications
1 Oxygernvia NRB masiegardless 0f502% reading high flow prophylactic oxygen is needed

If patient shows signs of intoxication and has been exposed to carbon monaxide
1 ConsidelCPARat 5- 10cmH2Dif patient can maintain patent airway
1 Signs of intoxication includeshdache, erythema, slovapillary refill, shortness of breath

If patient is unonscious:
1 Appropriate airway rmanagement witthigh flow oxygen(CPARontraindicated if unconsciolis
1 Consider altered mental status protocol anéssess patient
1 Minimize patient movement
1 Transportpatient to the closest facility

SPECIACONSIDERATIONS

1 Notify hospital early if you are concerned about carbon monoxide poisoning

1 For smoke inhalation patientalsoconsider cyanide poisoning
0 SeeCyanidesection in24.4.12¢ Overdoseand Poison Ingestioprotocol

9 Patients may not experience severe respirgtdistress with this disorder

T S02% readingsre oftenmisleadingdue to the amount of carbon monoxide time blood
o Constanthigh flow oxygen administrationis recommended
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24.4.5¢ DABETIEMERGENCIES

Initiate basic medical car&ee24.2.1- Basic Medical Ca)e
Historyt OPQRST, SAMPLE
Vitalst 6 ST2NB YR | FriBPNBuldeyRBBORIIS Y i A 2 YV &
BGLcheck 0 ST2NB YR I FUSNI AY(ISNBSyYyilAz2ya
o Alert patients withBGL < 7@hay selfadminister oral glucose paste osagaredeverage
Oxygert as needed to maintain above 94%

Airway management

IV Access

Cardiac Monitoring

Stroke Assessment

Spinal immobilizatioif or suspected trauma hasccurred

= =4 =4 =4

=

=A =4 =4 =8 =9

Medications
1 For mildhypoglycemia(BGL 60 80 mg/dL and verbally responsive):
0 Administer 1 tubeof oral glucose
o0 Recheck BGL after 15 minutes
9 For severdnypoglycemia(BGL < 60, unresponsive, or suspect hypoglycemia despite glucometer):
o0 Dextrose 10%D10)100mLIV/IO
A Repeat inl0 minutes if BGL remains < 60 riig/
0 Glucagonl mg IM/IN, if IV access cannot be obtained
A Repeat in 10 minutes once for a MAX of 2 mg if needed
1 Forhyperglycemia BGL > 400 mg/dL):
o0 Normal&line 20mUl/kg fluid bolus then decrease to KVO
0 Monitor closely or fluid overload state
0 Recheck BGL intermittently

SPECIACONSIDERATIONS

1 Indiabetic patiens with nausea, diaphoresis, pallor or unspecified pain, consider cardiac origin
0 Obtain 12 lead EC@nd See24.3.1- Chest Pairt Suspected Cardisas heeded)
1 Investigate the cause of hypoglycemic episémiean underlying medicamergency
9 If the patient ison oral medicationst metformin (Glucophage), glyburide (Micronase), glipizide
(Glucotrol), glimepiride (Amaryl), pioglitazone (Actos), or rosiglitazone (Avandigdical control
must be contactedor refusal of transport before a waivef refusalcanbe obtained
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24.4.6¢ DYSBARISMDIVINGACCIDENTS

Initiate basic medical car&ee24.2.1- Basic Medical Ca)e

Historyt OPQRST, SAMPLE

Vitalst 6 ST2NB YR | FriBPNBuldeyRBPORBEY (i A 2 YV &
Oxygert maintain above 94%

Cardiac monitoring

Spinal immobilization if unknown trauma occurred

= =4 =4 =4 -4 =4

Airway management

IV access

Performstroke assessmentsge24.3.10 - Cerebrovascular Accident (CV/Astroke)protocol)
Keep patient warm

Monitor for possibleg developing tension pneumothorax

=A =4 =4 =4 =9

Medications
T Oxygenl00% byNRBregardlessof SpO2% level

1 Fentanyl25-50 mcg IV/IO/IN Q5 min PR& pain Max 150 mcg, hold if systolic BP <O
1 Morphine 2-5mg IVIO Q5 minPRNor pain Max15 mg (contraindicated if systolic BP < 90)

SPECIACONSIDERATIONS

Take cautiomwith positive pressur@entilation (BVM, intubation), which may worsen a pneumothorax
Trarsport to the closesappropriate ED
For scuba diving injuries Divers Alert Network emergency hotline 9196849111

= =4 =4
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24.4.7¢ GASTROINTESTINREEDING

Initiate basic medical car&ee24.2.1- Basic Medical Ca)e

Historyt OPQRST, SAMPLE

Vitalst 6 ST2NB YR | FriBPNBuldeyRBBORIIS Y i A 2 YV &
Oxygert maintain above 94%

Cardiac monitoring

1 Airway management
T L+ | O0S&aa o6H fFNBS 02NB5 LxQa adza3sSadsSRo

= =4 =4 =8 =4

Vomiting Hood:
1 Monitor airway closely

Medications
1 Ondansetrord mgIV/I0/SL(may repeat dose after 1i@inutes) OR
1 Promethazinel2.5- 25 mgIV/IO(patient must be over 1§ears old)
1 Nommal Saline 250 mL IV/IO boluses, hold at 1000 mL if no hypotension

Forhypotension:
1 Administer20 ml/kg of Normal Saline IV/IO
1 Repeat at 20 mintesif continued systolic BPS0
1 See24.410c Hypotension / Shoclprotocolfor refractory hypotension

SPECIACONSIDERATIONS

1 For pegnant femalesusePromethazinel2.5- 25 mg1V/IOasfirst-line agent for treatmehof nausea
9 Transport expeditiously
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24.4.8C HYPERTHERMIA

Initiate basic medical car&ee24.2.1- Basic Medical Ca)e

Move the patient to a cooler environment

lAadghNBmw{ ¢z {!lat[9

+AWFESHF2NE | yR | Fri.StNI Aty dff SAMEESCY i VACASYREINT 62D
I FNRAFO Y2yA(l2NAY3

ElevatedTemperature / Heat Cramps:
i Elevated temperature, but with normal mental status and other vital signs
1 May have painful cramps of abdomen or extremities
o Oral fluids as tolerated
0 Sponge with cool water or Normal Saline

=A =4 =4 =4 =4

Heat Exhaustion
1 Heat exposuravith severe symptomst dizziness, liglteadedness, headache, irritabilityprmal or
diminished level of consciousneskecreased BP, tachycardia, normal or slightly elevated temperature
o Remove outer layers of clothing
Spongewith coolwater or Normal Saline
Keepsupine
IV access
Normal Saline 20 mL/kg/I®@ as needed

O O OO

Heat Stroke
1 Heat exposure with sevemteration in mental statusor extremely high temperature (often > 10B)
0 Treatment as per heat exhaustion (see abopé)s
0 (old packs to axillagroin/ neckt if significant shivering, remove packs but continue fanning
1 Monitor patient closely
1 Rapid Transport

SPECIACONSIDERATIONS

1 Patients under the care of a UF Sports Medicine physieiéimcore temp> 105°F maybe provideda
cold-water bath for 15 minutes. ferwards, they will request a rescue for continued care and transport.

1 If any other emergency medical conditions exist,3MIl remove patient from battiake overcare and
transport(referring to the appropriate protocdl
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24.4.9¢ HYPERTENSION

INFORMATION

A hypertensive emergendy defined as a systolic BP > 220 mmHg or a diastolic BPrrmiHg. EMS treatment
of isolated hypertension can result in rapid lowering of blood pressure, which can lead to inadequate blood flow
to vital organs. Instead, focus on addressing hypertensianifestations like chest pain or heart failure.

Initiate basic medical car&ee24.2.1- Basic Medical Ca)e

Historyt OPQRST, SAMPLE

VitalsS @S NB  pt1 ahdoySIFeBNISG S NJ A y 1i BR(AdBt&inyniiaiud),\Pélse, RASpO2
Oxygerr maintain above 94%

Cardiac monitoring

1 Airwaymanagement
9 IV access
1 Obtain 12 lead ECG

=A =4 =4 =8 =9

For systolidBP< 220mmHg, diastolidBBP< 110 mmHg, or asymptomatic with BB«x220/110:
91 Provide supportive carenly
1 Monitor blood pressure andvaluate forsymptomatic changes

Severely symptomatic with systoliBP > 220 mmHg or diastolic BP > 110 mmHg:
1 Includes severe chest pain, dyspnea, pulmonary edema / CHF, altered mental status
1 hest painor CHF pulmonary edema
o Nitroglycerin0.4 mg SIQ5 minutes until symptomatic relief
A Contraindicated if systolic BPL80 mmHg
0 See24.3.1-Chest Pairg Suspected Cardiaar 24.3.3- Congestive Heart Failure / Pulmonary
Edemaprotocol
9 If suspected stroke / CVA / TIA
o Do NOTtreat hypertensiondrless directed by Medical Caont
o For altered mental status, refer ©4.310 - Cerebrovascular Accident (CV/Stroke)protocol
1 Severesymptoms with BP > 220/110
0 Supportive care, or may consideabetalol0.2 mg/kgslowIV/IO Q10 minutes (Max dose 10 mg)
A Contraindicated if bradycardia, AV blocks, heart failure, C@ftbma,or wheezing
o If choosing to tregtgoal blood pressure is 185 mmHg
0 Use Labetalol with cautiograpid decreases below this level may causgan damage

For hypertension associateavith stimulant drug overdosg(e.g. cocaine, methamphetamines)
1 Versedl-2mg IV/IO/IM/IN (may repeat once)
9 For overdose refer to 24.4.12¢ Overdoseand Poison Ingestioprotocol
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SPECIACONSIDERATIONS

1 Goal is tadecrease BBy no more than25% of the MARunless dictatedy Medical Control

0 MAP¢ dMean Arterial Pressugs=[(2 x diastolidBP + systolicBA / 3
1 Hypertension may be a symptom, rather than the cause, of an acute disease!

o Forinstance, severe hypertension may help provide extakperfusion in stroke

0 Rapid decreases in blood pressure can caasgan damageischemic events, or worsen stroke
1 Do not useNitroglycerinif sexual enhancement medicationgre usedin the previous 48 hours
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24.410¢ HYPOTENSIGNBHOCK

INFORMATION

Shock is a lif¢hreatening state of inadequate blood flow to vital tissues and organs. It can wagituor
without hypotension Shock is generally divided into four categories:
1 Distributive shockt inappropriate dilation of blood vessels (esgptic sh@k or anaphylactic shock
0 Includesneurogenicshockt brain / spinal cord injury causes inappropriate vasodilation
1 Hypovolemicshockt inadequate circulating intravascular fluids, as seelmemorrhageor dehydration
1 Cardiogenishockt ¢ LJdzYLJ FI Af dzZNBT¢ NBaASYofSa /1 C «k LidzZf Y2yl
1 Obstructiveshockt physical obstruction to cardiac output (etgmponadeor tension pneumothoray

Initiate basic medical car&ee24.2.1- Basic Medical Ca)e
Historyt OPQRST, SAMPLE
Vitalst 6 ST2NB | YR | FriEPManugl) P SshIBESy0OR Rethpedature, BGL
Oxygerr maintain above 94%
Cardiac monitorig
Signd symptoms of shoclkclude
0 Hypotension
Altered mental status
Tachycardia
Tachypnea
Skin changes: pallor, mottled, or cool and clammy skin
Delayed caitlary refill
Diaphoresis
Orthostatic blood pressure changes

1 Airway management
1 IV accesfideally 2 largébore)
1 12 Lead ECG

=A =4 =4 4 -4 -4

O OO0 O0OO0OO0Oo

General approach to hypotension / shock
1 Normal Saline 250 mL IV/IO boluses until systolic BP > 90 mmHg and signs of shock improve
o0 In general, 20 mL/kg Normal Saline IV/IO, may repeat once
o Hold if development of pulmomg edema / severe fluid overload state
1 For refractory hypotensiondespie Hn Y[ k1 3 L+ TRefdzbtdRydHypat&nidad SNEB Y% &
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Refractory Hypotensiont despite > 20 mL/kg IV fluids delivered or if pulmonary edema develops

1 Norepinephring(Levophed infusion:0.5-16 mcg/min IV/IO

0 Infusion 4 mg in1000mMLNS oD5W @ mcg/mL) delivered IV/IQitrate to systolicBP90

mmHg
OR

1 Dopamineinfusion: 10- 20 mcg/kg/min 1V/IO and titrate to effective SBP

0 Infusion: 400mg in 250mLD5W (1600ncg/mL, usé0 gtts); titrate to systolicBP90 mnHg
If the above are unavailabte
1 Epinephringnfusion: 2- 10 mcg/min IV/IO

0 Infusion:2mgin 250mLNS oD5W/(8 mcg/mL, usé0 gtts); titrate to systolicBPx90 mnmHg

Hypovolemic shockdehydration, hemorrhage)

{1 For dehydration or controlled hemorrhage:
o Normal Salin0 mL/kg IV/Idmay repeat oncgto achieve systolic BP > 90 mmHg
0 Frequently reassess lung sounds

1 For uncontrolled hemorrhage:
o Control of external hemorrhage
o Normal Salin50 mL IV boluses to maintain peripheral pulses

1 For refractory hypotension despite20 mL/kg IV fluids delivered (or if pulmonary edema develops), see

GwSFNI Ol2NE 1 &8LR(GSyarzye | o20S

Distributive shock
1 For suspectedeptic shocksee24.4.17¢ SEPSIfrotocol
0 Huid bolus Mrmal Saline20 mlukg IV/IO
A May repeat fluid bolus Normal Saline 20 mL/kg IV once
o If no improvenent after fluid challenge, move@t G wS¥FNJF OG2NEB |1 8LRGSyarzy
1 For suspectednaphylacticshock see24.4.2¢ AllergicReactions /Anaphylaxisprotocol
o Normal Saline 20 mL/kg IV/1O to achieve systolic BP > 90 mmHg
Epinephring(1:1,000) 0.3 IM
Diphenhydramine25-50 mg IV/IO/IM
Albuterol 2.5- 5 mg nebulized PRN for wheezing
Methylprednisolone(SoluMedrol) 125 mg IV/IO
If hypotension persists:
A Epinephring(1:10,000) 0.5 mg IV/IO Q5 ntimmaintain systolic BP > 90
1 For suspectedieurogenic shock  &g8rral @approach to hypotension / shéck | 6 2 @S
o Patient may be bradycardic or normal pulse withrm skin despite hypotension
0 Manage airway while maintaininggpine immobilization
o Consider full spinal immobilization on LSB
o Administer oxygen regardless of saturation level
0 Keep patient warm

O O O 0o

Cardiogenic shock (CHF)
1 Manage airway by positioningatient upright if tolerated
1 Normal SlineV/I0O 100mLinitial challenge
1 If SBP improves, continwautiousfluid boluses until no fuher improvements or SBP 9200 mmHhj
9 LT y2 AYLINROGSYSYyd FFFGSNI FEtdzAR OKFfEfSy3asSs Y2@S s

Issued: May 1, 2017 24.410¢ Hypotension / Shock
Revised: Pager9



SPECIACONSIDERATIONS

9 aCAftft GKS GFy1lé¢ o0ST7T2 NBatientRstidul receiileToafoys Huid@esubcatims 4 a 2 N
(generally, 20 to 40 mL/kg IV Normal Saline) prior to vasopressors
o Providing vasopressors without adequate fluid resuscitationlead to limb or organ necrosis
f Prior to infusionsensure that the IV is in place afldshes and drawslood easily. If there is any
concern for infiltration, therthe infusion should be administered via 10.
o Infiltration of vasopressors outside and®n lead tdimb-threatening necrosis
o Evidence of infiltration needs to be marked and tkeeiving facility notified immediately
1 If significant trauma or severe illnesk) NOTdelay trarsport to obtain vascular access
1 In general, amormal systolic BP ipediatricsis 70 + (age x 2)
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24.4.11 ¢ HYPOTHERMIA

Initiate basic medical car&ee24.2.1- Basic Medical Ca)e

Historyt OPQRST, SAMPLE

Vitalst 6 ST2NB I YR | FriBPNBuldeyRBEM| IDednyeliakug{gfal), BGL
Assess vitals over one minute before declaring absent

Remove patient from coldnvironment

Oxygert maintain above 94%

Cardiac monitoring

Airway management

IV access

12 lead ECG

Warm patient in patient compartment of truck

=A =4 =4 =8 =8 -8 9

= =4 =4 =

Core Temperature 85 °F
1 Remove wet or cold clothing, wrap patient in blankets
1 WarmIV Normal Salinéf possible) 25@nLboluses up to MAX 1000 mL

CoreTemperature<95°F
1 Remove wet or cold clothing, wrap patient in blankets
1 WarmIV Normal Salinéf possible) 25@nL boluses up to MAX 1000 mL
9 Treat cardiac dysrhythmias pappropriatecardiac protocol

Frostbite (local lypothermia)
1 Handle injured part gently; leave uncovdre
1 Do not albw injured part to thaw if chareexists for the part to refreeze before arrival at ED

SPECIACONSIDERATIONS

1 Handle patient gentiythe hypothernic heartisirritable and ventricular arrhythmias ay occur
9 Shivering stops belo@0 °F (32 °C)and below this the patient may have a precipitous decline
0 Below 88°F(31 ©), ventricular fibrillation is a common cause of death
1 No cardiac arrest should uatyo termination of resuscitation until the hypothermia is resolved
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24.4.11¢ NAUSEANDVOMITING

Initiate basic medical car&ee24.2.1- Basic Medical Ca)e
History¢ OPQRSTSAMPLE

Vitalst BP, Plse, RRSpO2 Temperature

Oxygert maintain above 94%

Nothing by mouth

9 Acquire 12 lead ECG
1 IV access
1 Cardiac monitoring

= =4 =4 =8 =4

Medications
1 Ondansetrord mgIV/I0/SL(may repeat dose after 10miQR
1 Promethazinel2.5¢ 25 mgIV/IO(patient must be over 16 years old)

SPECIACONSIDERATIONS

f C2NBBAY!| v izdz#atSNR YSEMK iy S | & ARWANB @Sy G F2N GNBIFGY$S:
T /2yaARKNBIAUBY AYI LINROBIYVEK K IGE BX I SaglEeh B & i &
f SSRAYDHZIBY I IIISYRAOAGAAE (G2EAO Ay3aSadAzysz St SOl
as

0
T !a AA2AANIR2OL &f 22 ROMLINSEHAIZINSA DKA WwHBaadl yRAY IO
T LF LI GASY(d LINBaBYiIDEHyhoenstK SIOAR B OE NI (0 2
T LT aK2gAy3a ardya 2F RSKERNIdGA2Yy FYyR y2 KAAG2NER
0 /2YADPRANNI tHpPpW[LAYWEH dzaSa 060adG2L) G mnnn Y[ AT ¥
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24.4.12c OVERDOSENDPOISONNGESTION

Initiate basic medical car&ee24.2.1- Basic Medical Ca)e

Historyt OPQRST, SAMPLE

Vitalst 6 ST2NB | YR | FriBPNSuldeyRBEORIDenyeiiafui® B L
Oxygert maintain above 94%

Cardiac monitoring

Airway management

12 lead ECG

IV access

Determine agent, timgamount of ingestionand circumstances of event

Retain and transport any pill bottles, containers, or other identifying material

Notify CCC to coatt Florida BisonControl (1-800-222-1222)and to advise of yourastination hospital

=A =4 =4 =4 =4

=A =4 =4 =4 -8 =9

General approach:
1 For widecomplex QRS odium Bicarbonatd mEq/kg 1V, Repeat once more in 5 to 10 minutes
1 Refer to the appropriate protocol if the follow occurs:
0 24.3.8- Dysrhythmiac Tachycardia with a Pulse
24.3.7- Dysrhythmia- Bradycardia
24.4.3c Altered Mental Status
24.4.16¢ Seizures
24.4.11¢ Nauseaand Vomiting

O O OO

TRICYCLIANTIDEPRESSANTS

Signs and symptoms

1 Tachycardigbradycardiaventricular arrhythmiagwide QRS¥shock, hypotensioncardiac arrest
Examples

1 Amitriptyline, Amoxaping Desipramine (Nopramin)mipramine (Tofranil)Protriptyline (Vivactil)

Trimpramine (Surmontil)

Treatment

1 Hyperventilation (alkalization)

1 Sodium Bicarbnate 1 mEqg/kg IM{mayrepeat in 10 minutes)

(HOLINERGRDISONING

Precautions:
1 May result from inhalation or topical exposure. Extreme caution to responding units. Patient must be
decontaminatedprior to transport.
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Sighsand symptoms
1 SLUDGEAlivation,Lacrimation,Urination, DiaphoresisGl upset,Emesis
Examples
1 Organophosphates (pesticides), carbamate, nerve agents
Treatment
1 HAZMAT alert if needed
1 Supplemental 02
1 Remove all contaminated clothing and flush tatiemicals
1 Atropine2mgIV/IOQ 5 mint titrate dosingto improvement in respiratory bronchial secretions

ACETAMINOPHEN

Precautions:
9 If possible, determine amount ingested. Dosing of antidote is based on amount ingested.
9 Toxic level is > 140 mg/kg »r7.5 grams in an adult
Signs and symptoms
1 Nausea, vomiting, stomach painpl@ppetite. Patient may have no symptoms despite toxic overdose.
Examples
1 Tylenol
Treatment
1 Rapid transport

DIGOXIN

Signs and symptoms

9 BradycardiaSVTventricular arrhythmiagwide-complex) shock, cardiac arrest
Examples

9 Digoxin Digioxin, FoxgloveOleander
Treatment

1 MagnesiumSulfate 2 grams slowV/10

CYANIDE

Signs and symptoms
1 Headache, altered mental status, confusion, seizures, cdgspnea, respiratory distress, chest pain,
nausea Aomiting, hypertension, hypotension, shock, cardiovascular collapse, cardiac arrest
Examples
1 Knownsmokeinhalation /cyanideexposure
Treatment
1 Transport expeditiously
1 Contact District Chief to reque€yanoKitsee24.8.20¢ CyanoKit(Hydroxocobalaminfor Injection)
protocol)
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Revised: Pageg4



METHNOL, ETHYLEN&LYCOLTOXIGALCOHOLS

Signs and symptoms

1 Known ingestior exposure
Examples

1 Antifreeze Methanol, Ethylene glycolRubbing alcohol
Treatment

9 Transport expeditiously

ACUTEDYSTONIBEACTIONANTIPSYCHOTICS

Signs and symptoms
1 Known ingestion
1 Extrapyramidal symptoms
0 Dystoniat continuous spasms and muscle contractions
o0 Dyskinesia slow or jerky movements
0 Akathisiat motor restlessness
Examples
9 Haloperidol, Prolixin, Thorazine, Prochlorazif@ompazinePromethazine/ Phenergan
Treatment
1 Diphenhydramine50 mg IV

BETABLOCKERS

Signs and symptoms
1 Known ingestionbradycardia, typotension bronchospasmaltered mental statuscardiac arrest
Examples
1 Propanolol, Atenolofl Tenormin, Metoprolol Lopressor, NadoldlCorgard, Timolal Blocadren,
Labetalol Trandate, EsmoldlBrevibloc
Treatment
1 1f SBR90 mmHgaltered mental statusbradycardia, 2nd or 3rd degréeart block:
o Atropine0.5mg IV/IO Q3 min as needed, MBxg
0 Noresponsa CalciumChloride 1 gram slowmV/10 (contraindicated with Digoxin use)
A May repeat oncéf no relief
0o Noresponsa Glucagonl-3mg IV/IN, may repeat ondgéno relief
o0 No respons€®R2nd or 3rd degreédeart block begin transcutaneous pacing

CALCIUMHANNEBLOCKERS

Signs and symptoms
1 Knowningestion, badycardiahypotensionbronchospasmaltered mental statuscardiac arrest
Examples
1 Amlodipine/ Norvasc, Nifedipiné Procardia Adalat, Feldipiné Pendil/ Rendil, Verapamil Calan,
Isradipine/ Dynacirc, Diltiazem CardizemNicardipine/ Cardene
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Treatment
1 1f SBR90 mmHgaltered mental statusbradycardiapr 2nd or 3rd degredeart block:
o0 Atropine0.5mg IV/IO Q3 min as needed, MBxg
o0 Noresponsa Calcium Chloridé gram slowmV/10 (contraindicated with Digoxin use)
A May repeat oncéf no relief
o Noresponsa Glucagonl-3mg IV/IN, may repeat ongéno relief
o No responsé®R2nd or 3rd degreédeart block begin transcutaneous pacing

BENZODIAZEPINES

Signs and symptoms
1 Known ingestiongentral nervous system, depressiaiyrred speechrespiratory depressiorgtaxia,
impaired balancealtered mental status
Examples
9 Diazepam Valium, EstazolathProsom, FlurazepamDalmane, LorazepaimAtivan, Alprazolam
Xanax, ClonazepafKlonopin
Treatment
1 Airway management
1 IV Normal Saline
1 Prompt transport

SIIMULANTESYMPATHOMIMETIC

Signs and symptoms
1 Known ingestiontachycardia, SVT, ventricular arrhythmilagpertensionshock,cardiac arrest,
agitation, altered mental status
Examples
1 Amphetaminesmethamphetamine cocaine,phenyclidine (PCP)
Treatment
1 Airway management
M IV Normal Saline
1 Versed 1 2mgslow IVIO/IN/IM (may repeat oncg

OPIATES

Signs and symptoms

1 Known ingestionpinpoint pupils,slowrespiratory drive hypotension altered mental status
Examples

9 Heroin, Fentanyl Methadone Morphine, Oxycodone, Hydrocodon@xycontin, Codeine
Treatment

1 Airway management

1 Narcan0.4-2 mg IV/IO/IN/IM

0 Repeat as necessary fonprovement in respiratory drive
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DRUOVEROSEHART

Drug ClasgExamples

Cardiovascular Signs of Toxicit Treatment to Consider

Stimulants, Sympathomimetic
Amphetamines
Methamphetamine Cocaine
Phencyclidine (PCP)

Tachycardia
Supraventricular &
ventricular arrhythmias
Hypertension Acute coronary

Benzodiazepines

Lidocaine

Sodium Bicarb

Propranolol & other nonselective

syndromes I -blockers maybe harmful and
Shock controversial
Cardiac arrest
Calcium Channel Blockers Bradycardia Mixedh -k iagonist
Verapamil Impaired condition Pacemaker
Nifedipine Shock Calcium infusions
Diltiazem Cardiac arrest Insulin euglycemia
i -Adrenergic Receptor Bradycardia Pacemakers
Blockers Impaired condition aAESKR hl 32y Aai
Propranolol Shock Glucagon, insulin
Atenolol Cardiac arrest Insulin euglycemia
Tricyclic Tachycardia Sodium Bicarb
Antidepressants Bradycardia aA ESKR Nl 32 adoaish
Amitriptyline Ventricular arrhythmias Lidocaine
Desipramine Impaired conduction

Nortriptyline

Cardiac Glycosides
Digoxin

Digitoxin
FoxgloveOleander

Anticholinergics
Diphenhydramine

Shock,

Cardiac arrest

Bradycardia
Supraventricular / ventricular
arrhythmias

Impaired conduction

Shock,

Cardiac arrest

Tachycardia
Supraventricular / ventridar

Digoxinspecific fragments
(Digibind)

Magnesium

Pacemaker

Physostigmine

Doxylamine arrhythmias

Impaired conduction

Shock,

Cardiac arrest
Cholinergic Bradycardia Atropine
Carbamate Ventricular arrhythmias Decontamination
Nerve agents Impaired conduction, Pralidoxime
Organophosphates Shock Obidoxime

Pulmonary edema,

Bronchospasm
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Drug Clasgtxamples Cardiovascular Signs of Toxicil Treatment to Consider

Opiates Hypoventilation Naloxone

Heroin Bradycardia, Nalmefene

Fentanyl Hypotension

Methadone

Isoniazid Lactic acidosis with / without Pyridoxide
seizures (VitaminB6)

Tachycardia
Bradycardia

Shock,

Cardiac arrest
Sodium Channel Blockers Impaired conduction Sodium Bicarb
¢@LJS mB | yidAl NN Bradycardia Pacemakers
Propranolol Ventricular arrhythmias hk i 32y Aai
Verapamil Seizures Lidocaine
Tricyclic antidepressants Shock, Hypertonic saline

Cardiac arrest
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24.4.13¢ PAINMANAGEMENT

Initiate basic medical ca&ee24.2.1- Basic Medical Caje

Historyt OPQRST

Vitalst 6 ST2NB | YR | FriBPNBuldeyRBFORIIS Y (1 A 2 YV &
Oxygert maintain above 94%

Cardiac monitoring

1 IV access

=A =4 -4 4 A4

Analgesic agents may be administered for patients experiencing severe pain from any one of the following:
71 Isolated extremity injury (suspected fractures, dislocations, and animal bites)

{1 Large lacerations apad rash

1 Burmswithout airway, breathing, or circulatory compromise

1 Sickle celtliseases A 1 K LI Ay GKIF G A apainéisidh OFf F2NJ GKFG LI GAS

1 Acute back paior spasm

1 Severe abdominal pain

1 Flank or abdominal pain concerning forrégy stone

Medications

1 Fentanyl 25-50 mcg IV/IO/IN Q5 min PRN, up to MAX 150 mcg, hold if systolic BP < 90
OR

1 Morphine2-5mg IVIOIM Q 10 min PRN, MAX trg, hold if systolic BP < 90
OR

1 Toradol30 mg IVP/IO X1 fauspected kidney stone éphrolithiasi3 pain
o Not used if trere is history of renal disease
o Not used in trauma de to possible internal bleeding

1 May treat nausea with:
o Ondansetron(Zofran) 4mg IMO/ SL
OR
o PromethazingPhenergan) 12.5625 mg IVIO patients> agel6 orpregnan)

SPECIACONSIDERATIONS

1 Contraindications:
0 Hypotension(systolic BR90), altered mental status, respiratory distress, medication allergy,
painis chroni¢ headache
f Considerations:
0 Chest pain should be treated p24.3.1- Chest Pairt Suspected Cardiac
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REFERENAMATERIAL

PAIN MEASUREMENT SCALE
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24.4.14¢ PSYCHIATRIZSTURBANCEEXCITEDELIRIUM

Initiate basic medical car&ee24.2.1- Basic Medical Ca)e

Historyt OPQRST, SAMPLE

Vitalst 6 ST2NB I YR | FriBEPNBuldeyRBEORIESpeiatur2, \BGL
Oxygert maintain above 94%

Cardiac monitoring

= =4 =4 =8 =4

1 Airway management

1 IV access

1 Assess patient for any medical problem or traumatic injury

9 Call law enforcement for assistance if concerns of violent behavior
Medications

1 Versedl -2 mgIV/IO/IM/IN, may repeat once
1 Haldol2.5-5mg IVAIO/IM, Max10mg
1 Physical restraints if needed

SPECIACONSIDERATIONS

1 A psychiatric disturbance is acute mental distress or disability NO€iasbwith a medical condition
1 Excited Deliriunmay feature agitation, anxiety, hallucination, disorientation, violent and bizarre

behavior, insensitivityd pan, elevated body tempr supelhuman strength
1 Always involve law enforcement if the patient may present a significant danger to him/herself,

bystanders, or towrds EMS
1 Restrain patients in the supine or lateral recumbent position only, using nosxedsrce

o Neverallow patientstoberestay SR Ay GKS K23 (GASRE LRaAAGAZ2Y

1 Anypatient who is psychotic arould present a danger to personnel will be transpedivith 2

persannel in the patient compartment

1 Restrained patients must have cardiacmitor attached during transporand close monitoring of airway
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24.4.15¢ RESPIRATORYSTRESS

Initiate basic medical car&ee24.2.1- Basic Medical Ca)e

Historyt OPQRST, SAMPLE

Vitalst 6 ST2NB I YR | FriBEPNBuldeyRBEORIDednyfeiiatue y a
Oxygert maintain above 94%

Cardiac monitoring

1 Airway management
o0 Observe for signsf respiratory failure: hypoxia despite 100% oxygen, poor respiratory effort,
altered mental status / diminished LOC, inability to protect airway
IV access
12 lead ECG
CPAPRf initial symptoms are sever@4.89 ¢ Continuous Positive Airway Pressure (CPXP)
0 Use manufacturer settings for asthma / COPD or CHjenerally 5 10 cmH20
0 Brief pauses are acceptable to administer medications
1 Consider whther dyspnea is a chest pain / angina equivalent:
o If so, administeAspirin325mg PO

= =4 =4 =8 =4

= =4 =

Acute bronchospasm (wheezing or history of asthma or COPD)
9 Albuterol 2.5¢ 5 mg nebulizedmay repeat as needed during transpdrHR <160
9 If patient does not improe with Albuterol (home or EMS):
0 Albuterol 2.5mg andlpratropium 0.5mg nebulized
1 Methylprednisolonel25mg IV/IO
91 Consider CPAR 5 cnH20

Acute pulmonary edema (history of CHF, lower extremity edema, elevated systolic BP, wet lung sounds)
1 Nitroglycerin0.4mgSLmay repeat as needeevery 5 minutes
o Contraindicated if systolic BP 8almmHg, evidence of inferior MI, or sexual enhancement
medication (Viagra, Levitra, Cialis) use within 48 hours
1 Consider CPAR 5-10 cnH20
9 If patient develops wheezingp addition to CHF symptoms:
0 Albuterol 2.5mg andlpratropium 0.5mg nebulized
1 See24.3.3- Congestive Heart Failure / Pulmonary Edematocol

Foreign body obstruction suspected
9 Attempt suction and removal with Magill forceps if directly visualized
1 Observe for impending respiratory failure
9 If unconscious or unresponsive:
o0 Give a series of 30 chest compressions, then inspect for object in diefare attempting BVM
o If unsuccessful after one series of compressions and ventilations, attempt to directly visualize
and remove object with laryngoscope and Magill forceps
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Drowning:

Spinal immobilization as indicated for evidence of trauma

Thorough suctioning of airway

Consider CPAP at 30 cmH2O0 for patients with significant hypoxia or dyspnea
Airway management as needed for respiratory failure

Keep patient warm and transporipeditiously

= =4 =4 =4 =4

Croup or epiglottitis (infectiousupper airway obstruction)
1 100% oxygen via NRB mask
9 Calm patient and keep in position of comfort
1 1f S02is consistently 90%with labored breathing, contadledical Control

1 Refractory bronchospasm / wheezing / COPD / asthma:
0 Magnesiumsulfate 1 - 2 gramsslowIV/10 over 5 mimtes
0 Epinephring1:1000) 0.3 mg IM in lateral thigh
9 Croup or EpiglottitisEpinephrine0.5mg in 2mLNormal Saline nebulized

SPECIACONSIDERATIONS

1 CPAP indicated only if SBP 08 mmHgt contact medical control if SBP4sL00mmHg
0 Record vitad every 5 minutes with CPAP use
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24.4.16C SIZURES

Initiate basic medical car&ee24.2.1- Basic Medical Ca)e

History¢ OPQRSTSAMPLE

Vitalst 6 ST2NB F YR | FriBPNBuldeyRBEORIDednyeiiatuie yBEL
Oxygert maintain above 94%

Cardiac ronitoring

Protect patient from injury

Immobilization if trauma occurred / indicated

=A =4 =4 =8 =8 -8 9

1 Airway management
f IV access

Medications

1 For repeated seizuré®@Rseizures lasting longer than 2 minules
o Versedl-2 mg IVIO/IM/IN
A May repeat dose every 2 mifiseizure activity persistdlax10mg

1 If prolonged transport timend or seizure is refractory t¥ersed:
0 Lidocainel mg/kgslow IV/IO

SPECIACONSIDERATIONS

1 Considereason for seizure activity. Examppgisoning, oerdose, low BGL, or eclampsia
o Refer to theappropriate protocol for correct trembent and management of seizures
1 Prepare to manage airway in casedetcreased respatory status after Versed use
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24.4.17¢ SEPSIS

Initiate basic medical cargee24.2.1- Basic Medical Caj)e

Historyt OPQRST, SAMPLE

Vitalst 6 ST2NB | YR I FriBEPNulsdeyRBFORIEpetaturz BGL
Oxygert maintain above 94%

Cardiac monitoring

Airwaymanagement
Continuous monitoring of neinvasive ETCO2
Determine if patient meets SEPSIS Alert criteyée below)
12 lead ECG
IV access
Fluid bolus Mrmal Saline 20 ml/kg IV/IO
0 May repeat fluid bolus dfmal Saline20 mL/kg IVonce
o If no improvement after fluidhallenge, movea Refracbry Hypotension below

=A =4 -4 4 A4

=A =4 =4 4 -4 -4

Sepsis Alert criteria
1 Concern for infectior{cough, malodorous or painful urine, rash, abdominal pain, etc.)
AND
1 Two or moreSystemic Inflammatory Response Syndrome (SIRS) symptoms
0 Temperaturexx100.4°F(38.0°C) 0r<96.8°F(36.0°C)
0 Heart ratexx90 beats per minute
0 Respiratory ratex20 breaths per minute
0 White blood cell count ak12,000 onk4,00Q or »10% bands (if lab results available)
AND
{1 Signs of enebrgan damagdany one of the following)
0 Hypotension(systolic BRK0)
ET hH inHggr Lactate > 4 mmol/L
Modified shock index (HR / Systolic BP) > &r3< 0.7
Neurological changes (altered mental status, coma, agitation, lethargy)
Respiratory changes (hypoxia, dyspnea)
Circulatory changegoor cajillary refill, ECG changes, pulmonary edema)
o Renal changes (decreased urinatianuria,high creatinine)
1 Sepsis Alertnay also bassued basedn paramedic discretion

O O O 0o
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Refractory hypotensiont despite > 20 mL/kg IV fluids delivered or if pulmonary edema develops
1 Norepinephring(Levophed infusion: 2- 20 mcg/min IV/IO
o Infusion 4 mg in 250mLD5W (16 mcg/mL) delivered IV/I€rate to systolicBPx90 mmHg
OR
1 Dopamineinfusion: 10- 20 mcg/kg/min IV/IO
0 Infusion: 400mg in 250mLD5W (1600ncg/mL, useé0 gtts); titrate to systolicBP90 mnHg
If the above are unavailabte
1 Epinephringnfusion:2 - 10 mcg/min IV/IO
0 Infusion:2mgin 250mL NS or D58 mcg/mL, us&0 gtts); titrate to systolicBPx90 mnmHg

SPECIACONSIDERATIONS

9 aCAtft GKS GFy1lé¢ o0ST7T2 NBatientRstidul receiiieToafoys Auid@esubcatims 4 a 2 |
(generally, 20 to 40 mL/kg IV Normal Saline) prior to vasopressors.
o Providing vasopressors without adequate fluid resuscitation can lead to limb or negaosis.
If significant trauma or severe illnesk NOTdelay trarsport to obtain vascular access
1 Sepsis maypresent without fever or other signs of infectionSigns andymptoms ofpoor perfusion
with a suspected infectigs source (urogesis, pneumonigbacteremia) are still concerning!
0 Huid resuscitation and SpsisAlert should be initiated
1 Immunosuppresse@atients are at highisk for infection
o Immunocompromised states includeancerHIV, organ transplant, chronic sterojdscent
surgery indwelling foreign body (Foley catheters, IV line, External fixatoBemgbed-bound
1 Systemic Inflammatory Response Syndrome (SkRf&rsto the body'sinflammatoryresponse to a
nonspecific insult, a complex cascade wémts
0 SIRSan be caused by isemia, inflammation, infection, trana or a combination of insults
0 Sepsids the systmic response to infectior8IRSvith a documented or presumed infection
1 Alachua County Fire Rescue and UF Health have entered into a research partnership in obtaining Lactate
levels for patients that are suspected to be Septic with the Lactate scout monitors. This mond@br is
FDA approvedcannot be utilized to diagnose Ssjs and will only be utilized for research mases.
0 A lactate level shall be obtained for patients who meet the criteria for sepsis alert.
0 This valueshouldnot be shared withthe receiving hospital. It will be documented in the EMS
Run Report for reseah purposes only.

=
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24.4.18¢C SNAKEBITE

Initiate basc medical car¢See24.2.1- Basic Medical Caje
Historyt OPQRSTSAMPLE
Vitalst BP, Pulse, RBpO2
Oxygert maintain above 94%
Cardiac ronitor
Remove all jewelry immediately
Irrigate bite area with Normal Saline or water
Outline edemaerythema,or ecchymotic area with pen and note time
Immobilizebite area and minimize all movement
o0 Keep level with heart and place gently compressive (not restrictive / tourniquet) dressing

=A =4 =4 =4 -4 -4 -4 -4 -

1 Airway managemenfmonitor closely)

9 L+ | OOSpieterred)n L +Qa

T Cardiac monitoring

1 Assess degree of envenomatiandtype of snakeand alvise MD at facility
Medications

f Normal Saline NO TKO
1 Fentanyl25-50 mcg IV/IO/IM PRN severe pawWiax 150 mcg, hold if SBP < 90,

If allergic reaction or anaphylasi
1 See24.4.2c AllergicReactions /Anaphylaxisprotocol

If hypotension or shock:
1 See24.410c Hypotension / Shoclprotocol

Notify Medical Controlearly for signs of systemic effects (syncope, altered mental status, vomiting, shock, or
pain not localized to the wound).

SPECIACONSIDERATIONS

52y Qi | LILX & concanttatis\gnon) eSaiise greater damage

52y Qi |ltLaf3Hctdr cont@bBting to amputation

5 2 yctihe woundor attempt to remove venom

52y Qi loicaptBr¥théisnaker at most, consideacamera phone picture at a distance

=A =4 -4 =4

Shakescan envenomate even after death or decapitation! Venomous sng&reraly fall in two families:
f Crotalidst rattlesnake, copperhead, cottonmouth, pit viper
1 Elapidst O2N} f ayl 1S 0aNBR 2y &Stft2¢x {Aftft | FStt26¢

Issued: May 1, 2017 24.4.18¢ SnakeBite
Revised: Paged7



24.4.19¢ TASERREMOVAL

Initiate basic medical car&ee24.2.1- Basic Medical Ca)e
History¢ OPQRSTSAMPLE

Vitalst BP, Pulse, RBpO2

Oxygert maintain above 94%

Cardiaanonitor

1 Confirm scene safety with LEA
T tNPoSa GKIG KF@S LISy S i Nieteddinetk, spiralyluingrainiofidteast NB | ¢ 2
tissue of a female will not be removed BMS oLEA and will require transport
1 To remove probes froranarea not specified abovidor stable patients)
o0 Place one hand on the patient in the area where thebgris embeddedd stabilize theskin
0 Place secad hand firmly around the probe
o Inone fluid motion, pull the probe stight out of the puncture site
A If resistance is met, leave the probe in place and transport
0 Repeatprocedure on remaining probe(s)
1 Handleprobes as a bitnazard sharpwith the exception that the of€er may request thgrobe be
turned over to im/her for entry as evidence

= =4 =4 =8 =4

ALL PATIENTS SHALL EITHERBESPORTEIR AWAIVEROF REFUSABTAINED

SPECIACONSIDERATIONS

DO NOT DELANRANSPORT IF ONE OR MORE OF THE FOLLOWING EXIST:
Unconscious patient

Evidence of progressing excited delirium

Persistent abnormal vital signs

History/ physicalexamfindings consistent with amphetamiriehallucinogenic drug use
Altered level of consciousss, aggressive or violent behavior

Evidence of hyperthermia

=A =4 =4 -4 4 -4
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24.5.1¢ TRAUMA

Initiate basic medical car&ee24.2.1- Basic Medical Caje

Historyt OPQRST, SAMPLE

Vitalst 6 ST2NB | YR | FriBPNBuldeyRBFORIIS Y (1 A 2 YV &
Oxygert maintain above 94%

Spinal immobilization Gcollar / long sme boardper spinal immobilizatia protocol
Cardiac monitor

=A =4 =4 -4 -4 -4

Airway managemertt
1 Use aw thrust to open airway if suspected spinal injury
o0 Considemirway adjunct§OPA, oNPA if no facial trauma)
0 Maintain airway withmmobilizationof Gspine
o Do no use head tithin lift maneuver if neclojury is suspected

Breathing
T Assist in ventilations as necessary if rate i2<or >28 with BVM withhigh flow oxygen

Circulation

1 Identify and control any major bleeding
0 Apply direct pressureslevate pressure point, pressure bandage
o (Gonsidertourniquetuse if bleeding is still not controlled

1 Perform rapid trauma assessment to idiéy life-threatening injuries

1 Inspecthead,neck,back,chest,abdomen,pelvis,upperand lower etremities,groin for dOCAPBTLS:
o Deformities,Contusions,AbrasionsPunctures,Burns, Tendernesslacerations Svelling

1 Assess neurologic status (AVPU)
o0 Alert, Verbal(responds to voicg Pain (responds to pai)y Unresponsivgno responsg

1 Checkoupils PERRL pupils equal, roundandreactive to ligh}

Open clest wound
1 Qover with gloved hand, place Vaseliseaked4x4 gauze over wouncand tape orthree sidesonly

Abdomen/ pelvis.
1 Assess for rigidity, rebounaind/or tenderness, assess for penetrating wounds

Upper/ lower extremities:

1 Check PM3(lse Motor, Sensatior) beforeandafter splinting extremities

1 Femur fracturegmid-shaft)may be immobilized with traction splints

1 If distalpulsedeficitsare noted, reduce fracture in anatomical alignment and splint in most appropriate

fashiont clearlydocument lack of pulseandmake hospital staff aware

1 Facilitate air splints, ladder splints, or boards splints to immobilize the joimtgeadnd below the injury
Place cold packs on suspected fracture sites if time and resources allow
f If critically injuredutilize long spine board a&otal body spliné T time and resurce efficient

=
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1 IVacces§RSIffta& H f1NES 02NB L+Q&a0
1 12lead ECG

Airway managemertt
Assess patency
Use airway adjuncts if not contraindicated to maintain pater@ip A, NPA)
Consider performairway management as needed (BVNG4l, King LT, ETT, nasal intubation)
Nasal intubation contraindications in the trauma patient:
0 Apnea
o Presence of midface fractures
o Sgnificant neck trauma with possible disruption of thienay
o0 Known bleeding disorders
1 Confirm proper tube placement with continuous ETCO2 wave form monitoring and reading

f
f
f
il

REMOVE ET TUBE IFGIONSISTENDAPNOGRAPHY WAVEFORND READINGGPRODUCED

T If intubation is unsuccessfuhnd mechanical obstruction prevententilationvia BVMor other device
perform surgical cricothyrotomgSee24.8.3¢ Cricothyrotomy, Surgical

Breathing
1 Ventilateat a rate of 12 14 breaths/minute with high flow oxygen vi&/B! if ventilation is inadequate
1 Hyperventilate at 20 22 breaths/min if evidence of herniation (decerebrate or decorticate posturing)
1 Intubated patientsventilateto an ETCO2 target of 3545mmHg using waveform capnography

Tension pneumothorax
1 A simple traumatic pneumothorax doest need an emergent needle decompression
1 Needle decompressiois performed whersevere signs and symptoms of pneumothorare present:
o Diminished or absent breatlsounds AND
0 Signs of tension physiology Anxiety or agitation, cyanosis, respiratory disgadistended
neck veins, JVD, hypotension, cobtlammyskin, altered mental status, tracheal deviation
1 Performneedle decompressionf the chest(SeeChest Decompression protogol
0 Second intercostal space on the affected sidtheaxmidclavicular liner
o Fourth intercostal space on affected side in midaxillary line
o With a 14- 16-gauge(3 cm)catheter perpendicular to thekin and over the inferior rib
A Leave catheter in place

Circulatory.
f Maintain SBP of 99100mmHg
1 Refer to24.410 ¢ Hypotension / Shoclprotocolasneeded
1 If hypotensive, rake no more than 2 attemp@nd/or 90 seondsat IV aaess before resorting to 10 use
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Reassess
1 Continue secondary assessment
1 Reassess any interventions
1 Notify receiving hospital early regarding critical patients or those meétiagmaAlert criteria
1 ALL TRAUMA PATIENTS SHOULD BE EVALUATED USING THE STATE TRAUMA SCORECARD

Pain management
1 Fentanyl25-50 mcg IYIO for isolated extremity pairQ5 min PR, Max150mag, hold if SBP < 90
OR

1 M_orphineZ- 5mg IV/IO for isolated extremity pai@5 min PRNMax15mg, hold if SBP < 90

OB/ pregnanttraumapatients:

1 ATraumaAlert will be calledwith transport to the closest trauma centdor anypregnantfemale >20
weeks gestatiorthat has beernnvolved in an MVC at >33VIPHand/or rollover, ejection, steering
wheeldeformity or if the patient was involved in trauma withs@gnificant MOlthat leads to a high
index of suspicion

0 As a general rule, thaterus can be felt at the level of the belly button by 20 weeks gestation

1 Assess patient for uterine contractions, vaginal bleedimgl amniotic rupture

1 Transport patientvith right side elevatedl5° to decrease pressure on theferior vena cava

o Placepillowsunder the right sidef the backboardo tilt the board in the immobilized patient
o If unable you may manually displace the uterus to the left thawe pressure on the vena cava
1 Most common cause of fetaleathis maternaldeatht treatment of the mother always comes first

Traumatic cardiac arrest

1 Considembilateral needle decompressionf the chest $ee24.8.10¢ Chest Deconpressionprotocol)
 See24.3.4- Cardiac ArresManagementprotocol

Issued: May 1, 2017 24.5.1¢ Trauma
Revised: Pagel02



ADULTTRAUMATRIAGERITERIA ANMETHODOLOGY

Assesgatientssixteen (16) years of age or oldésr the presence of at least one of the following four criteria to
determine whether to transport asmeadulttrauma alert. These four criteria are to be applied in the order listed
If even one dterion is met, the patient is identified as a adulttrauma alert.

Criteria
Meets colorcoded triage systenfsee below); anyone red criteriaor two blue criteria
GG < 1z (must be evaluated via GCS if not identified as a trauma layestiterion 1)
3. Meets local criteria Pregnant femalesk20 weeks gestationvith MVC >35 MPH and/or
rollover, ejection, steering wheel deformity, or trauma with significant MOI
4. Patient does not meet any of the trauma criteria listed above buthe judgment of the
EMT or paramedic, should be transported as a trauma aleldicument)

N

Component Blue Red
Airway! wSustainedvw X 0N wActive airway assistancé
Circulation wstainedHR > 120 wlack of radial pulse with
sustained heart rate > 120
or
w ystolicBP <90
Best GCS Motor Respons| wBMR =5 wBMRof XX n
or
wParalysis
or
wspected spinal cord injury
Qutaneous wTissue loss w mputation?
or or
w D {o &xtremities W H cburrstoe d5% TBSA
or
w ! pgretratinginjury to head,
neck, or tors@
Long Bone Fracture | wSingle fracture due tdMVA wMultiple long bone fractures
or
wFall> 10feet
Age w b pp
Mechanism of Injury | wEjection from vehicle
or
wDeformed steering wheél

RED any one (1)- transport as d@rauma alert
BLUE anytwo (2) - transportas atrauma alet

1. Airway evalwation is designedto reflect the intervention requiredfor effectivecare 2. Not just oxygen.
3. Deglovinginjuries, majorflap avulsiong>5in.). 4. Amputationsproximalto the wrist or ankle

5. Excluding superfcial woundsin which the depth of the woundcan beeasily determined

6. Only appliesto driver of vehicle.
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PEDIATRITRAUMAASSESSMEIMETHODOLOGY

Assess patientfifteen (15) years of age or gungerfor the presence of one omore ofthe fallowing three
criteria to determine the transport destination:
1. RED anyone (1)criteria - transport as a trauma alert
2. BLUE anytwo (2) criteria - transport as a trauma alert
3. Patient does not meet any of the trauma criteria listed above buthe judgment of the EMT
or paramedic, should be transported as a trauma alédbcument)

Component Blue Red

Size wBroselow sizes:
red or purple
(<10 kg /22 Ibs)

Airway w 'aaArlalSRXI AY
multiple times suctioning
Consciousness | wAmnesia or any reliable w ! T GSNBR YSyil
history of loss of or
consciousness w tFN}fteaaa
or
w {dzaLJISOGSR alLJ
Circulation wNormal carotid or femoral w 2SSkl 2N y2z2 LN
pulses, with no peripheral or femoral pulses
pulses palpable or
or w {.t £ pn YYI
wWSBP 50 90 mmHg
LongBone Facture| wSingle closed long bone w !'yeée 2Ly f2y]
fracture site anywhere or .
w adzf UALI S FNI
Cutaneous w al 22NJ UA aardzS
amputation?
or
Ww HC 2NJ oc 0 dzNJ
or

w !ye LISySiNF
head, neck, or tors®

RED any one (1)- transport as drauma alert

BLUE anytwo (2) - transportas atrauma alet

1. Degloving injuries, major flap avulsions, or major soft tissue disruption
2. Proximal to the wrist or ankle
3. Excluding superficial wounds in which the depth of the wound can be easily determined

Issued: May 1, 2017 24.5.1¢ Trauma
Revised: Pagel04




24.5.2¢ AMPUTATIONPARTIABAMPUTATION

Initiate basic medical car&ee24.2.1- Basic Medical Caje

Historyt OPQRST, SAMPLE

Vitalst 6 ST2NB | YR | FriBPNBuldeyRBFORIIS Y (1 A 2 YV &
Oxygert maintain above 94%

Cardiac ronitoring

1 Airway management
1 IV acces§ldeally 2 large bore 1Vs)

=A =4 -4 4 A4

Partial Amputation:
1 Obtain PMS (pulse, motor, sensatido®fore and after interventions
1 Place partially amputated section in a dressimgistenedwith Normal Saline
1  lintinline with associated extremity
T Avoid torson or traction of severed part

Complete Amputation:
1 Apply drect pressure to bleeding sites
1 Elevate abovehe level of the heart, as able
1 If bleeding continues despite direct pressuaed elevation, inflate blood pressure cuff proximal to
amputation site and maintain inflation above SBAEDO NOT PLACE CURFER JOINTS
Consider tourniquet applicatiof2 cm above)f bleeding is unable tbe controlled, prior to shock
NOTE TIME OFOURNIQUET APPLICATHONNOTIFY HOSPITAL UPON ARRIVAL
Wrap amputated part in a dressing moistened wiibrmal Saline
Secure amputated part in watertight containerdaplace container in cool water
Transport amputatd part with patient to hospital
Fully ekamine patientdetermine if patient meets Trauma Alert Criteriaaisport to appropriate facility

=A =4 =4 4 -4 -9

Pain management:
1 Fentanyl25-50 mcg IV/IO/IN Q5 min PRN, Max 150 mcg, hold if systolic BP < 90
OR
1 Morphine 2-5mgIV/I0OQ5 min PRNylax 15mg, hold T systolic BP 80

SPECIACONSIDERATIONS

f Placing amputated part directly ace (orsimilaf) may further damagéehe tissue and prevent its use
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24.5.3¢ BURNS

{1 Initiate basic medical car&ee24.2.1- Basic Medical Caj)e

T lAddhNBw{¢T {!at[9

9 +AadaSF2NE YR | Fri.StNI AtydZf SRS YWidbR I/ [ [dzNS =

T hEeaSy AyiGltAy | 6208 odm:
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Medications
1 Fentanyl25-50 mcg IV/IO/IN Q5 min PRN, Max 150 mcg, hold if systolic BP < 90
h w
1 a2 NLIRA5MFIV/IO Q5 min PRWJax 15mg, hold if systolic BP < 90
1 NormalSalinep nYik K 8 + kKA LE2 IO dzNJ :¢H{ !

Trauma Alert criteria for burns:
1 Adult (age 16 and up®® or 3°burns to> 15%TBSA
1 Pediatric(age 15 or younggr2° or 3°burns to> 10%TBSA

Transport to UF Health (Burn Center) if:

1 2°burns(partial thickness) $5%TBSA
3° burns(full thickness) $%TBSA
Burns to the hands, face, featr perineum
Burns associated with inhalation injures
Burns associated with trauma
Electricalnjuries

= =4 =4 -4 -4

SPECIACONSIDERATIONS

1 Do not delay transport to establish IV

Rule of Nines

o) 9I@K2f§ FNY Ad dr OFNRY(G nopizX 6101 nop:o
o 9Fr@K2tS £S3 Aa mMy:» OFNRBYUG > oF Ol @20

9 {AYLX ATASRY BEINGSH OK 2F GKS F2f{di®oAy3 02Re | NBI &
o I SFRY OKSaidzx |-0R2Y3yz dzLJLISNJ o 01X t26SNJ ol Of
o0 ¢KS ANRBAY Sldzr fa wm: {!

9 {YFft 2NJ LI §OKe odz2Nya Di Ein OUSK Sai L IR BEVaa S NEERO Yiza A y 3
o tlIfYKa&AI Of I a3 ADREeE. & INBLINBaSy
o alke& Y2NB | OOwdeNntzi St & Sljdz f
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The Rule of Nines

Adult

Child Infant
18
}18
1
42
SRR Front 18%
0 i Back 18%
- | ’j‘
Note: Each arm totals 9% (front of arm 4 % %, back of arm 4% %)
Issued: May 1, 2017 24.5.3¢ Burns

Revised: Pagel08



24.5.4¢ ErEBEMERGENCIES

Initiate basic medical car&ee24.2.1- Basic Medical Caje
Historyt OPQRST, SAMPLE
Vitalst 6 ST2NB | YR | FriBPNBuldeyRBFORIIS Y (1 A 2 YV &
Oxygert maintain above 94%
o LT RAIFIYy2aSR gA0K &/ SylOosbxygenwdNBRB y I £ ! NiI SNE hO

1 Airway management
f IV access

=A =4 -4 =4

Determine etiology:
1 Blunt trauma, penetrating trauma, chemical, glaucoma (by histetg),
1 Check visual fields and visual acuity
T Trivial injuries to eyelids may hide significant injuries to the globe

PhysicalTrauma
1 Avoid any pressure on the affected globe
1 Stabilizeanypenetrating objectgdo not remove)
Coverand protectthe affected eye with a metal eye shidlar cup)if possible
o Cover both eyes to prevent conjugate movement
Avoid bright lightgdim compartment lightor allow patient to closé covereyeg
Keep patient from bending or straining
If facial trauma, note any ability to move eyes in a specific direction
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Chemicallrauma
1 Irrigate affected eye with a minimum of 2 liteermal Saline
f Continue irrigation if the chemical was an alkali agenof unknown pH) osymptomspersist
1 Dim cabin lights for patient comfort
§ Transport emergently

Medications
1 Fentanyl25-50 mcg IV/IO/IN Q5 min PRN, Max 150 mcg, hold if systolic BP < 90
h w

1 a2 NLIRA5MFIV/IO Q5 min PRWJax 15mg, hold if systolic BP < 90
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24.6.1¢ ECTOPIPREGNANG®BJSPECTED

Initiate basic medical cargee24.2.1- Basic Medical Caj)e

Historyt OPQRST, SAMPLE

Vitalst 6 ST 2 NB G ISWR A ly (t SBRIPSIse (RBRROZ Bemperature BGL
Oxygert maintain above 94%

ObtainLastMenstrualPeriod (LMP)date
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1 Airway management

1 IV access x2

§ Cardiac monitor

1 Evaluate for orthostatic hypotension
Background

1 Ectopic pregnancy is a potentially {fereatening condition, occurring in about 2% of reported
pregnancies, wherapregnancy implants outside of the uterus
1 Ectopic pregnancies grow until they become a surgical emergency, often causing hemorrhage

Suspet ectopic pregnancy in women of chitlearing age with:
1 Reported early pregnancy, or missed or newly irregular menstrual periods
1 Severe abdominal or pelvic symptoms, syncope, diaphoresis, pallor, tachycardia, or shock
0 Vaginal bleeding may or may not occur
{1 Pain radiating to the shoulder abdominal bruisinghay suggest internal bleeding

History:
1 Date (first daypf LastMenstrualPeriod (LMP)
1 Weeks pregnant determined by dates or ultrasound?
1 Gravida (total times pregnant) / Para (births)dokta (pregnancies lost for any reason)
1 When bleeding started

For hypotension or shock
1 See24.410c¢ Hypotension / Shoclprotocol

SPECIACONSIDERATIONS

1 Monitor pad usaga two saturated pads are equivalent to one pint of blood loss (2hD
1 Do not allow anyone to perform a vaginal or rectal examination on the patient

o Vaginal bleeding may rapidly increase and hypovolemia can occur
1 Transport expeditiously
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