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MEDICAL CONTROL HOSPITAL

Lafayette Regional Medical Center of Lexington will serve as the "MEDICAL CONTROL
HOSPITAL" for LEXINGTON FIRE AND RESCUEs Advanced Life Support service.

The enclosed protocols have been developed with quality patient care of paramount
importance. The medical control communications network contained in the protocols will
assist in immediate and consistent feedback regarding quality patient care and any
system oversight.

MEDICAL CONTROL FORMAT

All initial patient treatment requests shall be done through the receiving hospital. In the
event the receiving hospital cannot be contacted, then treatment request shall be through
the Medical Control hospital. In the event the receiving hospital gives orders not
stipulated in these protocols, and in the senior paramedics judgment the orders would be
harmful to the patient, Medical Control will be contacted.

Calls where an air ambulance is the transporting mechanism, the paramedic shall contact
and inform the receiving hospital of the situation to include patient condition if it is
available prior to the arrival of the air ambulance.

The following information should be transmitted to the receiving hospital, or medical
control, in all emergency situations:

1. Paramedic's name and unit number.
2. Location of call.
3. Short concise statements explaining the following:
a. Patient's age, chief complaint, and brief history (current and past
history) and patient's doctor.
b. Patient condition - stable vs. unstable.
C. Patient vital signs.
d. Explain patient's injuries/condition and any treatment done prior to
radio contact.
e. Request for any orders or procedures.

—h

Advise of ETA to the receiving hospital.



SYSTEMS DESIGN

LEXINGTON FIRE AND RESCUE will provide Advanced Life Support ambulance 24
hours a day. This service will be ordered on all calls originating within the district. The
service will provide for a timely response and patient transport to an appropriate medical
facility. In the event that the LEXINGTON FIRE AND RESCUE is unable to respond, a
mutual aid provider will be summoned.

It is the policy of LEXINGTON FIRE AND RESCUE to provide the above services to the
public without regard to the patient’s age, race, sex, religion, beliefs or ability to pay. Our
primary purpose for response is patient care.

Scheduled in advance calls are provided for by LEXINGTON FIRE AND RESCUE with
the inclusion of a contract. Any calls that are non emergency in nature will be limited to
availability of staff to provide the service. If the staffing does not allow a hon emergency
response a outside provider will be contacted on the behalf of the requesting entity.

Emergency responses will include, but not be limited to the following:

A condition, the onset of which is sudden, or a medical condition involving the
exacerbation of a chronic condition that manifests itself by symptoms of sufficient
severity, which may include severe pain, that a prudent layperson who possesses an
average knowledge of health and medicine, could reasonably expect the absence of
immediate medical attention to result in any of the following:

Placing the person’s health in significant jeopardy;
Serious impairment to bodily functions;

Serious dysfunction of any bodily organ or part; or,
Inadequately controlled pain
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PATIENT DESTINATION CRITERIA

Patients will be routinely transported to the hospital of their choice. A legally responsible
family member that is on the scene may determine the hospital of choice for the patient
that is unable to choose. Final destination will be left to the discretion of the paramedic
based on patient condition and need for transport to a closer appropriate medical facility
after confirmation with Medical Control.

If a patient is having an Acute MI, transport to LRHC if you are in the city of Lexington. If
you are outside the city the closest appropriate facility can be utilized. Centerpoint. St.
Mary’s does have a 24 hour a day Cardiac Cath-Lab. You may explain to a patient that
chooses St. Mary’s if any complications arise they may have to be transported to



another hospital. However, Centerpoint has the staff and capability to handle most
complications.

Stroke Centers — Our Medical Director recommends stroke patients either be taken to
Counterpoint, St. Luke’s downtown or Research.

TRANSFER OF CARE POLICY

It is the policy of LEXINGTON FIRE AND RESCUE to provide quality care to its citizens
and visitors. At times, providing the best care can include transferring care of patients to
other services for transport. During these occurrences, patients will have their care
transferred to other ground services or air services with personnel trained to the same or
a higher level of care.

AIR AMBULANCE POLICY

The purpose of this procedure is to establish guidelines for Air Born Standby call up for all
Air Ambulance Services. Any available air ambulance is to be summoned for "Air Born
Standby" upon recognition of the criteria listed below. The dispatcher, responding
emergency crew or commanding officer may request the air ambulance. The Air
Ambulance will begin the flight to the emergency scene at that time waiting final
determination of the need for air transport.

Information given by the calling party in the emergency is sufficient to make the decision
to call the Air Ambulance for Air Born Standby. After the LEXINGTON FIRE AND
RESCUE EMS crew arrives on the scene, they will make the final determination as to
whether the patient will need to be transported by air. If air transport is needed, the Air
Ambulance will be notified to respond into the scene. Patient destination will be
determined by the ground crew. If air transport is not needed, the Air Ambulance will be
notified to cancel their response and return to their base.

The dispatcher is responsible for calling the Air Ambulance. They will give all available
information concerning the emergency, to include;

1. Location and type of the incident.

2. Patient condition.

3. Provide updates on the situation as they become available.
Criteria

1 Report of or confirmed people trapped in a structure or vehicle fire.

2 Penetrating injuries to the head, chest, abdomen or groin.
3. Amputation above the wrist or ankle.
4, Gunshot wounds.
5 Mechanism of injury
e Evidence of high impact.
o Falls of greater than 20 feet.



¢ Roll over motor vehicle accident.
e Pedestrian hit at greater than 20 miles per hour.
e Ejection from automobile accidents.



MEDICATION ACCOUNTABILITY POLICY
The purpose of this section is to provide the guidelines for inventory of supply and record
keeping procedures for the administration of controlled drugs. The appropriate security
procedures for the narcotic/scheduled medications shall also be described.
CONTROLLED DRUGS:

Controlled drugs used by the LEXINGTON FIRE AND RESCUE shall
consist of the following:

= Morphine Sulfate
= Valium/Diazepam
* Fentanyl
= Etomidate
= Versed
STORAGE:
A. Medications listed in item one (I) shall be kept in the following manner:

1. Designated quantities shall be kept in tamper-proof containers stored
in a locked and sealed metal box within a locked,
permanently-attached cabinet in the patient compartment of the
ambulance.

2. The following minimum quantities of the above drugs will be carried

on each FOFPD ambulance:

2 Morphine Sulfate 10mg.
2 Diazepam 10mg.

2 Fentanyl 0.1mg

2 Versed 5 mg

2 Etomidate

INVENTORY AND AUDITING:

A. Daily inventory and accountability of controlled drugs shall be the
responsibility of the on-duty paramedic assigned to patient care, and shall
be done in the following manner:

1. At the beginning of each shift the on-coming and off-going
paramedics shall take inventory of the controlled drugs. If the
tamper-proof seal is in intact on the immediate container, the box
does not need to be opened. Seal numbers shall be compared and
recorded on the Controlled Substance Check Sheet.



2. If the seal has been broken, a visual count will be done by both
paramedics or by the on-duty crew. A new seal will be installed and
the number recorded on the Controlled Substance Check Sheet.

3. The seal is to be removed for a visual audit by off-going and on-
coming crew members at the beginning of each month.
4, With inventory complete, both paramedics shall sign the Controlled

Substance Check Sheet indicating the following:

a. Quantity of each controlled drug on the ambulance.
b. Tamper-proof seal number.
C. Signatures of persons doing inventory.
5. Any discrepancies found shall be reconciled before the off-going

crew departs. If the discrepancy cannot be reconciled, the on duty
Asst. Chief of Operations will be contacted and a written report
made.

6. A district wide inventory will be conducted each month by a district
paramedic chief officer.

KEYS ACCOUNTABILITY:

A.

Access to controlled drugs shall be limited to persons authorized to
administer them. There will be one set of keys for each ambulance. These
keys will be held by the on shift Paramedics. The off-going Paramedic will
relinquish their keys to the on-coming Paramedic at the beginning of each
shift.

GENERAL RECORD KEEPING:

A.

The Controlled Substance Check Sheet shall be contained inside the
Ambulance lock-box. This form will be filled out in ink and signed by both
off-going and on-coming paramedics at shift change. The daily check
sheets for each ambulance will be kept on file after being collected from
each ambulance at the end of each month. All records pertaining to the
acquisition, handling and disposition of controlled drugs will be maintained
to state regulations.

ADMINISTRATION / WASTE:

A.

Medication administration records shall be maintained for all controlled
drugs on the State Ambulance Run form and on the Medication
Administration form. These records shall be completed at the time of the
call and shall indicate the following information:

10



1. Date and time of administration.

2. Name of patient.

3. Quantity of drug administered.

4, Physician giving order for administration.

5. Paramedic's initials and state license number. All unused portions
shall be wasted at the hospital prior to clearing, or putting the unit
back in service.

6. This waste must be witnessed by a physician or RN.

7 Record the amount wasted on the state run report and the

medication administration forms.
8. The witness of the "wasting" must sign the state run report and the
medication administration form.

B. One copy of the state ambulance report shall be left at the receiving hospital,
one is to be sent to the state, and the other is kept on file. All medication use
shall be documented by attaching a copy of the medication administration form
to the state report kept on file and should be forwarded on to Deputy Chief or
his designee for review. New lock box seal numbers will be recorded at the
time of use.

PURCHASING:

A. Controlled drugs will be purchased locally using DEA official form
(DEA-222). The Deputy Chief with the approval of the Medical Director will
purchase these drugs. A complete record of all purchases or replacement
transactions shall be maintained and must include the following:

1. Date.
2. Name and address of supplier.
3. Registration number of supplier.

EXPIRED CONTROLLED DRUGS:

A. Damaged, non-patient contaminated, expired or other unwanted drugs shall
be disposed of in a timely manner. The method of disposal will meet the
current requirements for disposal of controlled substances established by
BNDD/DEA.
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PRE-HOSPITAL TERMINATION OF RESUSCITATION

Numerous studies have proven that a certain population of cardiac arrest patients will
not survive hospital discharge if they fail pre-hospital therapy. Patients that meet the
below criteria will be eligible for termination of resuscitation efforts in the field and do not
require transport to an emergency department. |If there is any doubt as to whether to
transport or not, it is generally safer to transport per the existing cardiac arrest protocol.

Inclusion Criteria

A.
B.
C.

D.

Primary Cardiac Arrest presentation
Age is greater than 21.
ECG Criteria —
a. Either asystole (two or more leads) or PEA as presenting rhythm
b. Asystole must be the terminal rhythm (captured in two or more leads)
Greater than 15 minutes of appropriate therapy.

Exclusion Criteria

A. Non-primary cardiac arrest (cause of arrest possibly attributed to other
pathology) including, but not limited to, the following:
a. Hypothermia
b. Overdose.
c. Primary respiratory arrest.
d. Carbon monoxide poisoning.
e. Traumatic arrest.
f. Drowning.
B. Ventricular fibrillation or ventricular tachycardia at any time during the
resuscitation.
C. Any return of spontaneous circulation during resuscitation.
D. Any neurological activity.
E. Family requests transport (voiced or perceived).
F. Any AED discharge prior to med unit arrival.
G. EMS responder witnessed arrest.
H. Other situations to include unstable scene or disagreement between family
members.
Procedure
A. Follow appropriate cardiac arrest protocol to include:
a. Early intubation or combitube placement.
b. Early IV drug therapy.
c. Minimum of 15 minutes of appropriate therapy.
B. If the patient fits inclusion criteria and does not fit ANY exclusion criteria, and the

above procedures have been accomplished, the paramedic may initiate the
termination of resuscitation procedure.
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C. The following is specific for Termination of Resuscitation in the field:
a. Paramedic must have clear communication with the medical control
physician on a phone line.
b. Medical control physician and paramedic must both agree on the
termination.
D. Medical control physician name must be recorded in conversation.
E. On scene personnel will contact appropriate law enforcement.

Documentation

Document in narrative Medical Control Physician name and that the above inclusion
criteria were followed.

SPINAL RESTRICTION / OMISSION OF SPINAL RESTRICTION

Assessment
Follow Standing Orders for trauma emergencies.

Treatment
Is there reason to suspect that a spinal injury may have occurred?

Yes - Immobilize the patient’s spine as per protocol. Some patients may meet
criteria for omission of spinal restriction. See below for details.

No — Treat appropriately as out-lined through protocol.

Any doubt or concern about the need for spinal restriction should prompt providers to
fully restrict motion of the patient’s spine. Children who resist spinal restriction should be
immobilized as possible without fighting, wrestling or manipulating their spine. If the
patient is not fully immobilized the reasons should be documented in the narrative report
of the ambulance report form.

Omission of Spinal Restrictions

Background: recent studies have shown that spinal restriction can be safely omitted in
a select group of patients who meet certain clinical criteria, even though they have a
mechanism of injury to cause spinal injury. Omitting spinal restriction in appropriate
patients improves patient comfort, may allow better ventilation, speeds treatment and
transport, simplifies evaluation and reduces cost to the patient and the system.

Indications
A. The patient must meet the criteria diagramed in the “Omission of Spinal
Restriction Algorithm”.
B. Applicable only to patients between the ages of 16 and 65.
C. Applicable only to patients who are ambulatory at the scene after an accident or
injury.
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Contraindications

A.

B.

The patient does not meet the criteria diagramed in the “Omission of Spinal
Restriction Algorithm”.

Not applicable to patient less than or equal to 15 years of age or patients greater
than 65 years of age.

Not applicable to patients who are not ambulatory at the scene after an accident

or injury.

D. Not applicable to patients who are already in spinal restrictions by first

responders.

Note — Omission of spinal restriction is a paramedic skill level only.

Yes

l

Abnormal Mental Status?

Mechanism?

T
No

v

Communication Problem

Yes

T
No

v

Drugs/ETOH?

I
No

v

Distracting Injuries?

Yes

Yes —

A 4

Yes

I
No

v

Neurological Complaints?

\ 4

Restrict Spine

T
No

v

Spinal Pain or Midline
Tenderness?

Yes —

A

Yes

[
No

4

Pain with ROM?

Yes

No

A
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Explanation of Steps of Algorithm

A. Mechanism — Is there a mechanism that could cause a spinal injury? Examples
of this would include, but are not limited to: long falls, motor vehicle accident,
assault.

B. Abnormal mental status — Is the patients mental status abnormal? The patient
should be alert with a GCS of 15 and cooperative.

C. Communication problem — Is there a communication barrier with the patient?
Examples include, but are not limited to: language barrier because of dialect or
mental deficiency.

D. Evidence of intoxication — Is there evidence the patient is under the influence of
drugs or alcohol? Examples include, but are not limited to: history of intake,
physical evidence of use, slurred speech pattern, odor and etc.

E. Distracting injuries — Is there an injury that could distract the patients attention
away from the symptoms caused by a spinal injury? Examples include, but are
not limited to: long bone fractures, pelvic fractures, severe pain from an injury or
mental stress from the event.

F. Neurological Complaints — Does the patient have any symptoms including, but
not limited to: numbness, tingling, weakness or light headed. Does the patient
have any signs including, but not limited to: finger abduction/adduction, loss of
grip, finger/hand extension, toe/foot flexion or sensory changes to face or
extremities.

G. Spinal pain or tenderness — Does the patient have any spinal pain or tenderness
including, but not limited to: back soreness, stiffness, aches or pains.

H. Pain with range of motion — Does the patient have any changes in with range of
motion.

Note - Any doubt or concern about the need for spinal restriction should prompt

providers to fully restrict motion of the patient’s spine. Complete documentation shall be
provided when omission of spinal restriction is decided.
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CHEST PAIN PROTOCOL / CARDIAC EMERGENCIES

Classic anginal chest pain can be caused by a variety of different physiological
conditions including myocardial infarction, angina pectoris, pulmonary embolism,
pneumonia, and chest wall pain. Atypical chest pain can be described as being
musculoskeletal with positional or pleuritic features, sharp or stabbing, or epigastric
discomfort. Anginal equivalents include, but are not limited to, syncopy, respiratory
distress and generalized weakness.

Assessment

A. Perform initial patient assessment and obtain vital signs.

B. Obtain brief history characterizing pain as to the nature, severity, onset, duration,
location and radiation, and noting any associated symptoms including nausea,
vomiting, diaphoresis, shortness of breath, or any exacerbating or relieving
factors. Note any past history of similar chest pain and its etiology.

C. Brief cardiopulmonary assessment to include inspection, palpation, and
auscultation of the chest.

General Treatment Protocol

A. Reassure the patient. Initiate ‘Standing Orders for All Medical Emergencies’

B. Secure the airway. Administer 02 (oxygen) at 4-6 Lpm via Nasal Canula, or
titrated to the patients need. Assist ventilation as needed using the appropriate
airway adjunct.

C. Place patient on the monitor and obtain a 12-lead ECG.

a. GOAL isto categorize chest pain patients in one of three categories
within 10 minutes of arrival:

i. ST segment elevation (STEMI) or new left bundle branch block,
ii. ST segment depression or inverted T wave, and
iii.  Non diagnostic or normal ECG.

D. 324 mg aspirin (4 baby aspirin) chewed in the absence of contraindications.

E. Obtain IV access.

a. If suspected RV infarction (Inferior Wall Infarct (elevation II, 1ll, aVF), at
least two (2) large bore IV’s should be initiated for possible fluid
administration.

b. If Inferior MI with focal changes may run V4R to verify RV Infarct

F. Nitroglycerin (NTG), 0.4 mg spray followed by 1 inch of paste if systolic blood
pressure >100 and a pulse rate >50 and <140.

DO NOT ADMINISTER NTG TO PATIENTS WHO HAVE TAKEN VIAGRA
WITHIN 24 HOURS. CONTACT MEDICAL CONTROL.

G.If the patient has received Aspirin, Nitro Spray, and Nitro Paste and the patient
has not had any relief from pain then 2mg of Morphine can be given on standing
orders. (Only 2mg of Morphine - no more) If the Medic is positive that the patient
is having an Acute MI then they can give 2mg of Morphine and only 2mg of
Morphine along with Aspirin, Nitro Spray, and Nitro Paste. For Acute MI there
must be definite ST Elevation and the 12-Lead ECG confirms an Acute Ml and
systolic blood pressure >100.
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H.Treat arrhythmias (Ventricular Tachycardia) per protocol and medical control
physician orders — 12 lead should be completed prior to administration of anti-
arrhythmia drugs because of contra-indications in specific heart blocks.

I. 4 mg Ondansetron (Zofran) SLOW IVP for relief of nausea, if required.

J. Localize infarction.

K. Advise patient for the need of immediate Percutaneous Coronary Intervention
(PCI), and request to transport the patient to a tertiary care center capable of
PCI.

L. Transmit 12-lead ECG to receiving facility either by landline while in residence
or other location if possible.

M. Transport Immediately.

N. Consider acquiring another 12-Lead if the pain or complaint subsides or
worsens.

O. REMINDER: Half doses of Lidocaine are to be used for patients with a history of
CHF, hepatic failure or if they are over age 70.

ST Elevation/Infarction Localization

Leads Location Considerations

I, 1, avVF Inferior Wall RV Infarction
*Consider fluid bolus up to
2000 ml if hypotensive
or Vasopressor therapy.
V1, V2 Septal Wall Conduction Blocks
V3, V4 Anterior Wall Blocks, VF, VT
I, avL, V5, V6 Lateral Wall Posterior Wall Infarction

Transport Considerations for ST elevation in AMI

Patient’s with ST elevation benefit from early fibrinolytic therapy in the absence of any exclusion criteria.
Patients with ST elevation should be transported to a specialty resource center capable of percutaneous
coronary interventions. Patients in Cardiogenic Shock require invasive procedures (CABG and or IABP
Insertion).

Other Transport Considerations

In the presence of a bifascicular conduction block (RBB + Anterior or Posterior Hemifascicular block)
anticipate the development of high degree blocks (Mobitz Type 2 and Complete Heart Block).

Prolonged QRS intervals of GREATER than 170 ms are associated with poor ejection fractions of less
than 50%. Dopamine should be considered for Hypotension induced by the administration of
Nitroglycerin or Morphine Sulfate.

Standing Orders for Cardiac Arrest Emergencies

Initiate ‘Standing Orders for All Medical Emergencies’.

If no pulse, initiate/continue CPR.

Apply Fast Patches immediately

Simultaneously obtain history and HPI from witness.

Treat patient per appropriate protocol.

After a pulse is obtained, assess and document vital signs every five minutes.

~ooo0op
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LEXINGTON FIRE AND RESCUE

EMS PROTOCOLS

Standing Orders for All Medical Emergencies

I.
J.

NOTE:

Assess patient level of consciousness. Determine if patient is stable or unstable.
Secure airway. Assess respiratory status. Determine presence of pulse.
Administer supplemental oxygen and assist respirations as needed. Intubate
when indicated. Lidocaine Jelly should be considered when intubating patients
that are conscious or have a gag reflex. CPR if indicated.

Talk to patient to reassure and decrease anxiety. Place patient in position of
comfort, unless contraindicated by their condition.

Obtain patient history (SAMPLE). Pertinent past medical history to include
medications and allergies. HPI-to include chief complaints, attempts to alleviate
discomfort and description of pain/discomfort. Include (OPQRST) onset,
duration, location, radiation, and associated symptoms.

Assess and document vital-signs at least every 10 minutes. Orthostatic vital
signs as indicated. Monitor ECG obtaining a six second strip of initial rhythm and
any rhythm changes. A 12-Lead ECG may be obtained to rule out cardiac.
Assess cardiac and respiratory systems to include lung auscultation, JVD and
dependent edema.

Assess neurological status to include pupils, sensation and motor function.
Obtain IV access if indicated. Fluid and drip rate as warranted by patient
condition.

Determine blood glucose level, if indicated.

Transport while monitoring patient and vital signs as indicated.

If unable to initiate the IV in two attempts, begin transport. Do NOT delay

transport for IV initiation.
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EMS PROTOCOLS

Standing Orders for Trauma Emergencies

a. Assess the scene for hazards and mechanism of injury. (SCENE SAFETY)

b. Triage and tag patients on all incidents involving three or more patients.

c. Secure airway with ET tube, Combitube, OPA or NPA. Lidocaine jelly should be
considered when intubating patients that are conscious or have any gag reflex.
Intubate all patients exhibiting respiratory rate <8 or >30 per minute. Use inline
stabilization when intubating. Suction as needed. Administer 100% Oxygen.

d. Control bleeding and stabilize fractures at the scene only if patient is stable, the
fracture is grossly deformed or the bleeding is life threatening.

e. Assess and document vital signs and ECG every 10 minutes.

f. All patients with symptoms of or mechanism for spinal trauma shall be properly
packaged.

g. Obtain pertinent medical history and HPI.

h. Initiate IV of 0.9% NaCl (Normal Saline). One IV attempt on scene, unless
delayed by multiple patients or extrication. Consider second IV while enroute.

i. Document trauma scores appropriately.

J.  On-scene time is not to exceed 10 minutes unless there are multiple patients or
extended extrication is needed.

k. Consider trauma center criteria.

|.  Treat underlying conditions as needed.
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Category: Adult Medical
Section: Airway and Respiratory Emergencies
Condition: Anaphylaxis

Standing Orders:

Medical Emergencies

Condition Specific
Orders:

1. Benadryl 50mg IVP (if established), or IM.

2. Albuterol 2.5mg nebulized.

3. Atrovent 0.5mg nebulized

4. Epinepherine 1:1000 0.3-0.5mg SC. IF PT. HAS
CAD HX, EPINEPHERINE IS A REQUESTABLE
ORDER.

5. Consider ‘Hypotension/Non-traumatic shock’
protocol if indicated.

Requestable Orders:

1. Epinepherine 1.10,000 1.0mg IVP for severe cases.
2. Sol-U-Medrol 125 mg IVP.

Category: Adult Medical
Section: Airway and Respiratory Emergencies
Condition: Asthma and COPD

Standing Orders:

Medical Emergencies

Condition Specific
Orders:

1. Albuterol 2.5mg nebulized, repeat x1 in five minutes
if indicated.

2. Atrovent 0.5mg nebulized

3. In severe cases, 5.0mg Valium IVP and intubation.
COPD ONLY: If condition warrants, consider CPAP

Requestable Orders:

1. Continuous Albuterol 2.5mg nebulized
2. Additional Valium, if indicated.
3. Sol-U-Medrol 125 mg IVP.

Category: Adult Medical
Section: Airway and Respiratory Emergencies
Condition: Hyperventilation

Standing Orders:

Medical Emergencies

Condition Specific
Orders:

1. Use of NRB mask without Oxygen flow to assist pt.
in re-breathing CO2 in correlation with pulse-oximetry.
Remove NRB valve before use.

Requestable Orders:

1. Valium 5.0-10.0mg IVP or IM.
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Category: Adult Medical
Section: Airway and Respiratory Emergencies
Condition: FBAO Conscious with no or poor air exchange

Standing Orders:

Medical Emergencies

Condition Specific
Orders:

1. Apply sub-diaphramatic thrusts. Repeat thrusts until
effective or until the patient becomes unconscious.
Use chest thrusts for patients with obesity and
advanced pregnancy.

Requestable Orders: None

Category: Adult Medical

Section: Airway and Respiratory Emergencies
Condition: FBAO Unconscious

Standing Orders:

Medical Emergencies

Condition Specific
Orders:

1. With patient supine, hyperextend the neck and
attempt to ventilate. If unsuccessful, reposition and
reattempt.

2. Attempt up to 5 abdominal thrusts in an attempt to
clear the obstruction.

3. Visualize the obstruction by laryngoscope and
remove with Magill Forceps.

4. Repeat steps 2 and 3 above as felt appropriate
before moving to requestable orders.

Requestable Orders:

1. If unable to remove or ventilate, request orders for
cricothyrotomy.

2. If Cricothyrotomy has been performed, Valium 5.0-
10.0 IVP.
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EMS PROTOCOLS

Category: Adult Medical
Section: Cardiac Emergencies
Condition: Congestive Heart Failure/Pulmonary Edema

Standing Orders:

Chest Pain Protocol / Cardiac Emergencies

Condition Specific
Orders:

1. Monitor ECG closely for dysrhythmias secondary to
hypoxia.

2. Furosemide 40-100mg (0.5-1.0mg/kg) IVP if BP is
>100mm Hg systolic.

3. Nitroglycerin paste.

4. Albuterol 2.5mg nebulized.

5. If condition warrants: CONSIDER CPAP

Requestable Orders:

1. Morphine Sulfate 2.0-5.0mg titrated for effect if BP
>100mm Hg.

2. ‘Hypotension/Non-Traumatic Shock’ protocol if
hypotensive. Discontinue/remove NTG prior to
continuation.

Category: Adult Medical
Section: Cardiac Emergencies
Condition: Chest Pain/Suspected Ml

Standing Orders:

Chest Pain Protocol / Cardiac Emergencies

Condition Specific
Orders:

1. Treat arrhythmias per protocol.
2. Chest Pain Protocol

Requestable Orders:

1. If CP is not relieved by NTG and BP >100mm Hg
systolic, Morphine Sulfate 2.0-10.0mg slow IVP titrated
to effect. Repeat in 5-30 minutes. Cautious use of MS
in COPD patients.

2. If patient has taken 3 or more NTG prior to EMS
arrival, MS may be substituted for NTG by EMS.

3. ‘Hypotension/Non-Traumatic Shock’ protocol if
hypotensive. Discontinue/remove NTG prior to
continuation.
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Category: Adult Medical
Section: Cardiac Emergencies
Condition: Brady Dysrhythmias

Standing Orders:

Chest Pain Protocol / Cardiac Emergencies

Condition Specific
Orders:

If patient is stable:

1. Monitor patient.

If patient is unstable:

1. Atropine 0.5-1.0mg IVP. Repeat every five minutes
to a total of 0.04 mg/kg.

2. If Atropine is ineffective or high degree AV Block,
begin TCP. Valium 5.0-10.0mg IVP if patient condition
allows.

DO NOT DELAY TCP FOR IV ACCESS OR
ATROPINE IF PATIENT IS SERIOUSLY UNSTABLE.

Requestable Orders:

1. ‘Hypotension/Non-traumatic shock” protocol if
hypotensive.

2. Consider Dopamine 2 -10 mcg/kg per minute
infusion while awaiting pacer or if pacing is ineffective.
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Category: Adult Medical
Section: Cardiac Emergencies
Condition: Superventricular Tachycardias

Standing Orders:

Chest Pain Protocol / Cardiac Emergencies

Condition Specific
Orders:

1. Determine and treat any underlying cause.

If patient is stable:

2. Monitor patient.

If patient is unstable:

3. Have patient attempt Valsalva maneuver if heart
rate >140.

4. Adenosine 6.0mg rapid IVP. Repeat with 12.0mg in
1-2 minutes if indicated. Repeat 12.0mg in 1-2
minutes if indicated.

5. Amiodarone 150 mg IV over 10 minutes. May
repeat 150 mg IV every 10 minutes as needed. Max
dose 2.2 gram 1V/24 hours.

6. If patient is unstable — synchronized cardioversion
at 50 joules. Repeat with 100 then 200 joules as
indicated. Pre-medicate with Valium 5-10 mg if patient
condition allows.

Requestable Orders:

NOTE: If complexes are wide and not resolved by the
first | ine medication, <co
protocol.
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Category: Adult Medical
Section: Cardiac Emergencies
Condition: Premature Ventricular Contractions (PVC’s)

Standing Orders:

Chest Pain Protocol / Cardiac Emergencies

Condition Specific
Orders:

If patient is stable:
1. Monitor patient and Administer high flow oxygen.
If patient is unstable and/or PVC’s are multi-focal:
1. Determine underlying heart rate.
a. If <60, treat patient per ‘Brady Dysrhythmias’
protocol.
b. If >60, contact medical control.

Requestable Orders:

1. Lidocaine 1.0-1.5 mg/kg slow IVP. Repeat ¥2 doses
every eight minutes to a total of 3.0 mg/kg.

2. Maintenance infusion of the effective medication.
Lidocaine 1.0-4.0 mg/minute.
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Category: Adult Medical
Section: Cardiac Emergencies
Condition: Ventricular Tachycardia (VT) With Pulse

Standing Orders:

Chest Pain Protocol / Cardiac Emergencies

Condition Specific
Orders:

If patient is stable:

1. Amiodarone 150mg/IV in 10 minutes. May be
repeated in 10 minutes. Max dose 2.2 gram/24hr.

2. Lidocaine 1.0-1.5 mg/kg IVP over two minutes.
Repeat Y2 doses every eight minutes to a total of 3.0
mg/kg.

3. Maintenance infusion of the effective medication.
Lidocaine 1.0-4.0 mg/minute; Amiodarone as above.
IF UNRESOLVED TREAT AS UNSTABLE.

If patient is unstable:

1. Synchronized cardioversion at 100 joules. Repeat,
alternated with medications and cardiovesion at 200
joules. Pre-medicate with 5.0-10.0mg Valium if patient
condition allows.

2. Lidocaine 1.0-1.5 mg/kg slow IVP. Repeat %2 doses
every eight minutes, alternated with synchronized
cardioversion, to a total of 3.0 mg/kg.

3. Maintenance infusion of the effective medication.
Lidocaine 1.0-4.0 mg/minute;

4. If VT is recurrent, repeat the effective medication, if
below the maximum, and continue synchronized
cardioversion at the previously successful energy.

Requestable Orders:

1. Valium 5.0-10.0mg IVP for continued tranquilization.
2. Morphine Sulfate 2.0-10.0mg IVP for sedation.
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Category: Adult Medical
Section: Cardiac Emergencies
Condition: Ventricular Fibrillation and Pulseless Ventricular

Tachycardia

Standing Orders:

Cardiac Arrest Emergencies

Condition Specific
Orders:

Presumes continued V-fib/ pulseless V-tach. If
resolved, treat patient per appropriate protocol.

1. Pre-cardial thump if monitored.

2. Defibrillate with 200 joules.

3. Epinepherine 1:10,000 1.0mg IVP. Repeat every
five minutes at same dosing or may give 1 dose of
vasopressin 40 U IV/10 to replace first or second dose
of epinephrine.

4. Defibrillate with 200 joules.

5. Amiodarone 300mg IV push. Consider additional
150mg push in 3-5 minutes.

6. Defibrillate with 200 joules.

7. Lidocaine 1.0-1.5 mg/kg IVP. Repeat %2 doses
every eight minutes to a maximum of 3.0 mg/kg.

8. Defibrillate with 200 joules.

9. Sodium Bicarbonate 1.0 mEqg/kg may be given as a
one time treatment 20 minutes from down time.

10. Defibrillate with 200 joules.

11. Magnesium Sulfate 1.0-2.0 grams IV in torsades
de pointes, suspected hypomagnesemic state, or
refractory VF.

12. Defibrillate with 200 joules.

13. If conversion to viable rhythm is achieved, begin
maintenance drip of effective medication.

Requestable Orders:

None
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Category: Adult Medical
Section: Cardiac Emergencies
Condition: Asystole and Pulseless Electrical Activity

Standing Orders:

Cardiac Arrest Emergencies

Condition Specific
Orders:

1. Determine and treat any underlying causes (i.e.
hypovolemia, hypoxia, tension pneumothorax,
acidosis, cardiac tamponade and pulmonary
embolism). Confirm asystole in two or more leads.

2. Epinepherine 1:10,000 1.0mg IVP. Repeat in five
minutes at same dosage or may give 1 dose of
Vasopressin 40 U IV/IO to replace first or second dose
of epinephrine.

3. Atropine 1.0mg IVP (for Asystole and relative
Bradycardia only). Repeat every three to five minutes
to a maximum of 0.04 mg/kg.

4. Sodium Bicarbonate 1.0 mEg/kg may be given as a
one time treatment 20 minutes from down time.

Requestable Orders:

None
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Category: Adult Medical
Section: Gynecological Emergencies
Condition: Normal Labor and Delivery

Standing Orders:

Medical Emergencies

Condition Specific
Orders:

1. In addition to normal Hx, ascertain; patient age,
LMP or EDD, anticipation of multiple births, presence
of “bearing down” feeling, vaginal bleeding, ruptured
membranes, onset and timing of contractions or other
pain/symptoms and Gravida/Para.

2. Gently palpate abdomen, examine patient for
crowning and/or abnormal presentation during
contraction. Determine if delivery is imminent.

DO NOT DO VAGINAL EXAMINATIONS.

3. When delivery is not imminent, transport in position
of comfort, usually on left side of Fowler’s position.
Monitor contractions. Be prepared if delivery becomes
imminent.

4. If a normal delivery is imminent, assist delivery
using sterile technique if possible. Control delivery of
the head, but do not attempt to delay or restrain
delivery in any way. Suction nose and mouth with bulb
syringe, except in case of meconium stained amniotic
fluid. Deliver anterior then posterior shoulder. Keep
infant level with perineum. Clamp cord in two places,
cut between. Leave 8-10 inches between first clamp
and abdominal wall. Dry infant, wrap in silver
swaddler and give infant to mother. Allow infant to
nurse if mother is going to breast-feed.

5. Assess APGAR score at one and five minute
intervals after birth.

6. Transport prior to placenta delivery. Save placenta
for physician.

Requestable Orders:

1. Guidance from physician if needed.
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Category: Adult Medical
Section: Gynecological Emergencies
Condition: Abnormal Delivery Presentation

Standing Orders:

Medical Emergencies

Condition Specific
Orders:

1. Perform steps 1 & 2 as in Normal Labor and
Delivery.
2. Contact Medical Control ASAP for guidance.

Requestable Orders:

Closely follow guidance provided.

Category: Adult Medical
Section: Gynecological Emergencies
Condition: Prolapsed Cord

Standing Orders:

Medical Emergencies

Condition Specific
Orders:

1. Perform steps 1 & 2 as in Normal Labor and
Delivery.

2. Administer 100% Oxygen via NRB mask.

3. Place mother in knee-chest or Trendelenburg
position. Explain reasons to mother.

4. Insert sterile gloved hand into birth canal and hold
pressure off cord. Do not attempt to replace cord.
Palpate cord for pulse to indicate blood flow.

5. Contact Medical Control ASAP.

Requestable Orders:

Destination hospital and potential use of Air
Ambulance.

Category: Adult Medical
Section: Gynecological Emergencies
Condition: Excessive Vaginal Bleeding

Standing Orders:

Medical Emergencies

Condition Specific
Orders:

1. Perform steps 1 & 2 as in Normal Labor and
Delivery

2. Administer 100% Oxygen via NRB mask.

3. IV Normal Saline, wide open.

4. Place sanitary napkin(s) or trauma dressing on
perineum.

5. Rapid transport, patient placed on left side.

6. Second IV of Normal Saline during transport.

Requestable Orders:

Destination hospital and potential use of Air
Ambulance.
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Category: Adult Medical
Section: Gynecological Emergencies
Condition: Eclampsia

Standing Orders:

Medical Emergencies

Condition Specific
Orders:

1. Perform steps 1 & 2 as in Normal Labor and
Delivery.

2. If delivery is not imminent, keep mother on her left
side and as quiet as possible. Cover her eyes to
reduce excessive light.

3. Monitor birth status during transport.

Requestable Orders:

Magnesium Sulfate 1 gram IV to control seizure
activity.
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Category: Adult Medical
Section: Endocrine Disorder Emergencies
Condition: Diabetes Mellitus/Altered Blood Glucose Level

Standing Orders:

Medical Emergencies; Do not utilize D5W IV fluid. Be
certain to determine blood glucose level.

Condition Specific
Orders:

If patient is hypoglycemic:

1. Administer Dextrose 50% 25.0-50.0 Gm slow IVP.
2. Oral Glucose 25 GM if patient is alert and oriented.
If CVA is suspected, cautious use of Dextrose/Glucose
with blood sugars above 60mg/DI.

If patient is hyperglycemic:

1. Administer 10 cc/kg bolus Normal Saline. Maintain
IV at 10 cc/kg/hr.

Requestable Orders: None

Category: Adult Medical

Section: Endocrine Disorder Emergencies
Condition: Adrenal Crisis

Standing Orders:

Medical Emergencies; IV should be large bore Normal
Saline. Be certain to determine blood glucose level.

Condition Specific

1. ‘Altered Blood Glucose Level protocol if

Orders: hypoglycemic.
2. ‘Hypotension/Non-traumatic shock’ protocol if
hypotensive.

Requestable Orders: None

Category: Adult Medical

Section: Endocrine Disorder Emergencies

Condition: Sickle Cell Crisis

Standing Orders:

Medical Emergencies; IV fluid should be Normal
Saline.

Condition Specific
Orders:

1. ‘Hypotension/Non-traumatic shock’ protocol if
hypotensive.
2. Keep environment as calm as possible.

Requestable Orders:

Morphine Sulfate 0.05-0.1 mg/kg slow IVP or IM for
pain, or Fentanyl 50mcg V.
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Category: Adult Medical
Section: Other Medical Emergencies
Condition: CVA/Stroke/Brain Attack

Standing Orders:

Medical Emergencies; Do not utilize D5W IV fluid.

Condition Specific
Orders:

1. Determine as exact a time of symptom on-set as
possible. If <3 to 6hours, rapid transport to stroke care
facility St. Luke’s Downtown or Research Med Center
if symptoms are greater than 3 hours. Notify receiving
facility ASAP. May consider Air Ambulance.

2. Determine and treat mimics, (i.e. tumor, trauma,
seizure, migraine, hypoglycemia, and overdose). Do
not treat hypoglycemia if blood glucose is greater or =
to 60 mg/Dl.

3. Determine and treat associated conditions, (i.e.
CHF, Hypertension, Seizure, and Cardiac
Arrhythmias). Do not treat hypertension unless BP is
greater than 280/130 and symptomatic.

Requestable Orders: None

Category: Adult Medical

Section: Other Medical Emergencies
Condition: Hypertensive Crisis

Standing Orders:

Medical Emergencies

Condition Specific
Orders:

1. Determine and treat any underlying causes.
2. Determine and treat associated conditions, (i.e.
CHF, CVA, and Cardiac Arrhythmias).

Requestable Orders:

Nitroglycerine 1% 1 inch transdermal.

Category: Adult Medical
Section: Other Medical Emergencies
Condition: Hypotension/Non-traumatic Shock

Standing Orders:

Medical Emergencies; IV fluid should be Normal
Saline.

Condition Specific
Orders:

Limit IV fluid administration to 500cc if Cardiogenic
Shock is suspected.

Requestable Orders:

Dopamine infusion, 2.5-20.0 mcg/kg/min. titrated to
effect. CLOSELY MONITOR DOPAMINE
INFUSIONS!
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Category: Adult Medical
Section: Other Medical Emergencies
Condition: Hypothermia (Moderate to Severe)

Standing Orders:

Medical Emergencies; IV fluid should be Normal
Saline.

Condition Specific
Orders:

1. Move patient to warm environment. Handle patient
with extreme care and very gently to prevent possible
ventricular fibrillation. Remove wet or extremely cold
clothing.

2. Obtain body core temperature.

3. Begin passive re-warming by wrapping the patient in
blankets.

4. Treat cardiac arrest as needed. Note: Defibrillation
and cardiac medications are usually not effective until
the hypothermia is corrected.

Requestable Orders: None

Category: Adult Medical

Section: Other Medical Emergencies
Condition: Hyperthermia

Standing Orders:

Medical Emergencies; IV fluid should be Normal
Saline.

Condition Specific
Orders:

1. Move patient to cool environment, if possible.
Remove clothing as practical to facilitate cooling.

2. Obtain body core temperature. Begin active cooling
measures if temperature is >104 degrees, stop active
cooling measures at or about 102 degrees.

3. Fluid challenge of 250-500cc if hypotensive. Avoid
vasopressors unless 1000cc fluid challenge has been
given.

Requestable Orders:

Hypotension/Non-traumatic Shock protocol.
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Category: Adult Medical
Section: Other Medical Emergencies
Condition: Poisonings

Standing Orders:

Medical Emergencies; IV fluid should be Normal
Saline.

Condition Specific
Orders:

1. Determine scene safety before entering. Follow
appropriate GOG’s as indicated.
2. Determine method and agent of poisoning.
Transport containers, insect or snake with patient if
safely possible.
3. Contact Poison Control at 1-800-392-9111 Record
and advise Medical control when contacted.
4. If injected:

a. by pit viper, immobilize site and place in neutral

position.

b. by black widow, pain relief may need to be
requested.
6. If absorbed, decontaminate skin.
7. Narcan 2.0mg IVP. Repeat every five minutes as
needed for respiratory depression.
8. Sodium Bicarbonate 1 mEg/kg for Tricyclic
Ingestions, then Sodium Bicarbonate infusion 50
mEQg/1000cc at 200cc/hr.
9. Atropine 1.0-2.0mg IVP for Organophosphate
poisonings. Repeat dosing as needed to diminish
secretions or bradycardia issues.

Requestable Orders:

‘Pain Management’ protocol for pain relief.

Category: Adult Medical
Section: Other Medical Emergencies
Condition: Suspected Carbon Monoxide Poisoning

Standing Orders:

Medical Emergencies

Condition Specific
Orders:

1. Remove patient to safety. Use contaminated
atmosphere GOG.

2. Rapid transport directly to hyperbaric oxygen center.
3. Treat cardiac distress per appropriate protocol.

Requestable Orders:

‘Hypotension/Non-traumatic Shock’ protocol if
hypotensive.
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Category: Adult Medical
Section: Other Medical Emergencies
Condition: Seizures

Standing Orders:

Medical Emergencies

Condition Specific
Orders:

1. Observe character and duration of seizures.

2. Protect patient from injury.

3. Determine blood glucose level. Dextrose 50% slow
IVP if <60 mg/DlI.

4. Valium 5.0-10.0 mg IVP/IM. IVP to be administered
over two minutes.

5. Narcan 2.0mg IVP.

Requestable Orders:

Repeat Valium administration.

Category: Adult Medical
Section: Other Medical Emergencies
Condition: Near Drowning

Standing Orders:

Medical Emergencies

Condition Specific
Orders:

1. Treat patient symptomatically.
2. Consider associated conditions, i.e. Hypothermia,
Hypoxia, Acidosis, Hypoglycemia, Spinal trauma.

Requestable Orders:

Sodium Bicarbonate 1 mEq/kg IVP.

Category: Adult Medical
Section: Other Medical Emergencies
Condition: Syncope

Standing Orders:

Medical Emergencies

Condition Specific
Orders:

1. Determine Orthostatic vital signs and Blood glucose
level.
2. Determine and treat underlying causes.

Requestable Orders:

None
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Category: Adult Medical
Section: Other Medical Emergencies
Condition: Unconscious — Unknown Etiology

Standing Orders:

Medical Emergencies

Condition Specific
Orders:

1. Determine and treat underlying conditions.

2. Determine and treat associated conditions.

3. Spinal immobilization unless trauma can be ruled
out.

4. Narcan 2.0mg IVP.

5. Dextrose 50% 25 Grams slow IVP, if blood glucose

Is <60 mg/Dl.
Requestable Orders: None
Category: Adult Medical
Section: Other Medical Emergencies
Condition: Behavioral Disorders

Standing Orders:

Medical Emergencies

Condition Specific
Orders:

1. Assure scene/company safety! Utilize law
enforcement as needed.

2. Establish calm, quiet atmosphere. Remove all
antagonists and potential weapons.

3. Do not leave patient alone.

4. Treat medical conditions per protocol.

5. If restraints are required, utilize soft restraints and
sheets.

Requestable Orders: None

Category: Adult Medical

Section: Other Medical Emergencies
Condition: Nausea and Vomiting

Standing Orders:

Medical Emergencies

Condition Specific
Orders:

1. Determine and treat underlying conditions.

2. IV fluid should be Normal Saline. Monitor for
dehydration.

3. Dextrose 50% 25 Grams slow IVP if blood glucose
is <60 mg/DlI.

4. Ondansetron (Zofran) 4mg IV push.

Requestable Orders:

None
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Category: Adult Trauma
Section: Trauma Emergencies
Condition: Major Trauma/Traumatic Shock

Standing Orders:

Trauma Emergencies

Condition Specific
Orders:

1. Multiple 1V’s, One wide open, one KVO / TKO.

Requestable Orders: None

Category: Adult Trauma

Section: Trauma Emergencies
Condition: Head, Neck and Spinal Trauma

Standing Orders:

Trauma Emergencies

Condition Specific
Orders:

1. Intubations in severe cases.
2. Determine and treat underlying/associated
conditions.

Requestable Orders:

Lasix 40 mg IVP if patient exhibits deteriorating
neurological status with BP >100 mm/Hg.

Category: Adult Trauma
Section: Trauma Emergencies
Condition: Orthopedic Injury

Standing Orders:

Trauma Emergencies

Condition Specific
Orders:

1. Assess neurovascular status of the injured
areal/extremity.

2. Immobilize the injury.

3. Treat amputations per protocol.

4. Fentanyl 50 mcg for isolated trauma, dislocations
and fractures. If patients need a second dose Medic
must call for orders

Requestable Orders:

‘Pain Management’ protocol.
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Category: Adult Trauma
Section: Trauma Emergencies
Condition: Amputation

Standing Orders:

Trauma Emergencies

Condition Specific
Orders:

1. The viability of the amputated part is secondary to
the life of the patient!
2. The attached area should be cleansed with Normal
Saline and dressed to reduce the chance of further
injury and to control bleeding.
3. Treatment and preservation of the amputated part:
a. Wash part thoroughly in Normal Saline.
b. Wrap part in sterile dressing moistened with
Normal Saline.
c. Wrap dressing in Normal Saline moistened
towel.
d. Place in plastic bag.
e. Cool on cold packs. DO NOT FREEZE!
4. For incomplete amputations, cleanse and
immobilize in position of function. Control bleeding.
5. Consider Air Ambulance

Requestable Orders:

‘Pain Management’ protocol.

Category: Adult Trauma
Section: Trauma Emergencies
Condition: Pleural Decompression

Standing Orders:

Trauma Emergencies

Condition Specific
Orders:

1. Insert 14 gauge IV catheter over superior aspect of
third rib. With catheter inserted, attach IV tubing and
place opposite end in Sterile Water. Secure to chest,
insure not to kink catheter.

Requestable Orders:

None
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Category: Adult Trauma
Section: Trauma Emergencies
Condition: Cricothyrotomaty

Standing Orders:

Trauma Emergencies

Condition Specific
Orders:

1. Determine inability to control/open airway by any
other means.

2. Attach 14-16 gauge IV catheter and needle to
syringe. Insert needle at downward angle into
cricothyriod membrane, pulling on syringe plunger to
insure placement. Once in place advance catheter
and withdraw needle. Attach adaptor from 3.5 ET tube
and ventilate with BVM assembly.

3. Secure catheter to neck, use caution not to kink
catheter.

Requestable Orders:

None
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Category: Adult Trauma
Section: Trauma Emergencies
Condition: Burns

Standing Orders:

Trauma Emergencies

Condition Specific
Orders:

1. Insure scene safety
2. Stop the burning process. Separate victim and
source. Remove patient’s clothing and jewelry,
transport with patient.
3. Estimate body surface area involved using “Rule of
9’s”.
4. IV fluid should be 0.9% NaCl (Normal Saline). Rate
should be 4 cc/hour x weight in kg divided by % of
burn.
5. Burn type:
a. Thermal burn — cool injury if <15% BSA.
b. Chemical burn — copious irrigation with water for
at least 20-30 minutes.
c. Phenol burn — alcohol swab the flush with water
d. Electrical burn — monitor for arrhythmias.
e. Consider Air Ambulance if severe

Requestable Orders:

‘Pain Management’ protocol.

Category: Adult Trauma
Section: Trauma Emergencies
Condition: Pain Management

Standing Orders:

Trauma Emergencies

Condition Specific
Orders:

Requestable Orders:

1. Morphine Sulfate 2.0-10.0 mg IVP/IM. Titrate to
effect, or...
2. Fentanyl 50mcg IV.

48




SECTION IX

MEDICATION

LIST

49



LEXINGTON FIRE AND RESCUE
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Approved Medication List

Medication Supplied
Adenosine 6.0 mg
Amiodarone 150mg
Atropine 1.0 mg
Atrovent 0.5mg
Baby Aspirin 81.0mg
Diphenhydramine 50.0mg
Dextrose 50% 250G
Dextrose Oral 25.0G
Diazepam (Valium) 10.0mg
Dopamine Premix 1600mcg/cc
Epinepherine 1:1000 30.0mg
Epinepherine 1:10,000 1.0mg
Etomidate 40 mg
Fentanyl 0.1mg
Lasix 100mg
Lidocaine 2% 100mg
Lidocaine Premix 4.0mg/cc
Lidocaine Jelly Tube
Magnesium Sulfate 5 gram
Morphine Sulfate 10.0mg
Narcan 2.0mg
NeoSynephrine 5%
Nitroglycerin Paste multi dose
Nitroglycerin Spray multi dose
Ondansetron (Zofran) 4mg
Proventil/Albuterol 2.5mg
Sodium Bicarbonate 50mEq
Solu-medrol 125mg
Vasopression 20U
Versed 5 mg
Dextrose 5% Water (D5W) 250cc
0.9% NaCl (Normal Saline) 1000cc
0.9% NaCl (Normal Saline) 10cc
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Standing Orders for All Medical Emergencies

Assess patient level of consciousness. Determine if patient is stable or unstable.
Secure airway. Assess respiratory status. Determine presence of pulse. Administer
supplemental oxygen and assist respirations as needed. Intubate when indicated.
Lidocaine Jelly should be considered when intubating patients that are conscious or
have a gag reflex. NEVER USE DEMAND VALVE, POSITIVE PRESSURE
DEVICES ON CHILDREN LESS THAN 8 YEARS OLD. CPR if indicated.

Talk to patient to reassure and decrease anxiety. Place patient in position of comfort,
unless contraindicated by their condition. Patient will usually be most comfortable on
the lap of parent.

Obtain patient history (SAMPLE). Pertinent past medical history to include
medications and allergies. HPI-to include chief complaints, attempts to alleviate
discomfort and description of pain/discomfort. Include onset, duration, location,
radiation and associated symptoms (OPQRST)

Assess and document vital signs at least every 10 minutes. Monitor ECG obtaining a
six second strip of initial rhythm and any rhythm changes.

Assess cardiac and respiratory systems to include lung auscultation, JVvD and
dependent edema.

Assess neurological status to include pupils, sensation and motor function.

Obtain IV access utilizing appropriate fluid. Drip rate as warranted by patient
condition. If unable to obtain IV access on a child six (6) years old or less and the
child is unresponsive, utilize 10 access.

Determine blood glucose level, if indicated. Dextrose 25% slow IVP if glucose level is
below 80 mg/DlI.

Transport while monitoring patient and vital signs as indicated.

Refer to ‘Broslow’ tape or medication chart for all medication dosages.

NOTE: If unable to initiate the IV in two attempts, begin transport. Do NOT delay
transport for IV initiation.

53



LEXINGTON FIRE AND RESCUE

EMS PROTOCOLS

Standing Orders for Cardiac Emergencies

a.

Initiate ‘Standing Orders for All Medical Emergencies’.

b. You may request any additional orders from medical control.

Cardiac Notes

a.

b.

C.
d.

A patient is considered to be stable in the setting of cardiac arrhythmias if they are
alert and oriented, have a systolic BP >90mm Hg and have no chest pain or SOB.
patient is considered to be unstable in the setting of cardiac arrhythmias if they have
alteration of mental status, have a BP of <90mm Hg and have chest pain or SOB.
Valium may be administered rectally if IV access is not obtained.

The following protocols do not apply to a cardiac arrest secondary to trauma. (See
protocol specifically for this situation).

Standing Orders for Cardiac Arrest Emergencies

~oooow

Initiate ‘Standing Orders for All Medical Emergencies’.

If no pulse, initiate/continue CPR.

Apply Fast Patches immediately

Simultaneously obtain history and HPI from witness.

Treat patient per appropriate protocol.

After a pulse is obtained, assess and document vital signs every five minutes.

54



LEXINGTON FIRE AND RESCUE

EMS PROTOCOLS

Standing Orders for Trauma Emergencies

Assess the scene for hazards and mechanism of injury.

Triage and tag patients on all incidents involving three or more patients.

Secure airway with ET tube, OPA or NPA. Lidocaine jelly should be considered
when intubating patients that are conscious or have any gag reflex. Intubate all
patients exhibiting respiratory rate <8 or >30 per minute. Use inline stabilization
when intubating. Suction as needed. Administer 100% Oxygen. NEVER USE
DEMAND VALVE, POSITIVE PRESSURE DEVICES ON CHILDREN LESS THAN 8
YEARS OLD.

Control bleeding and stabilize fractures at the scene only if patient is stable, the
fracture is grossly deformed or the bleeding is life threatening.

. Assess and document vital signs and ECG every 10 minutes.

All patients with symptoms of or mechanism for spinal trauma shall be properly
packaged.

Obtain pertinent medical history and HPI.

Initiate 1V of 0.9% NaCl (Normal Saline). One IV attempt on scene, unless delayed
by multiple patients or extrication. Consider second IV while enroute.

Document trauma scores appropriately.

On-scene time is not to exceed 10 minutes unless there are multiple patients or
extended extrication is needed.

Consider trauma center criteria and any need for Air Ambulance.

Treat underlying and associated conditions.
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Category: Pediatric Medical
Section: Airway and Respiratory Emergencies
Condition: Anaphylaxis

Standing Orders:

Medical Emergencies

Condition Specific
Orders:

1. Benadryl 1mg/kg IVP (if established), or IM.
2. Albuterol 2.5mg nebulized.

3. Atrovent 0.5mg nebulized.

3. Epinepherine 0.01mg/kg 1:1000 SC.

4. Consider ‘Hypotension/Non-traumatic shock’
protocol if indicated.

Requestable Orders:

Epinephrine 1:10,000 IVP for severe cases.

Category: Pediatric Medical
Section: Airway and Respiratory Emergencies
Condition: Asthma

Standing Orders:

Medical Emergencies

Condition Specific
Orders:

1. Albuterol 2.5 nebulized, repeat x 1 in five minutes if
indicated.

3. Atrovent 0.5mg nebulized

2. In severe case’s Valium IVP and intubation.

Requestable Orders:

1. Continued Albuterol nebulized
2. Additional Valium, if indicated.

Category: Pediatric Medical
Section: Airway and Respiratory Emergencies
Condition: Hyperventilation

Standing Orders:

Medical Emergencies

Condition Specific
Orders:

1. Use of NRB mask without Oxygen flow to assist pt.
in re-breathing CO2. Remove NRB valve before use.

Requestable Orders:

Valium IVP or IM.
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Category: Pediatric Medical
Section: Airway and Respiratory Emergencies
Condition: FBAO Conscious with no or poor air exchange

Standing Orders:

Medical Emergencies

Condition Specific
Orders:

1. Apply subdiaphramatic thrusts. Repeat thrusts until
effective or until the patient becomes unconscious.

Requestable Orders:

None

Category: Pediatric Medical
Section: Airway and Respiratory Emergencies
Condition: FBAO Unconscious

Standing Orders:

Medical Emergencies

Condition Specific
Orders:

1. With patient supine, hyperextend the neck and
attempt to ventilate. If unsuccessful, reposition and
reattempt.

2. Perform up to 5 abdominal thrusts in an attempt to
dislodge obstruction.

3. Visualize the obstruction by laryngoscope and
remove with Magill Forceps.

4. Repeat steps 2 and 3 as felt appropriate before
moving to requestable orders.

Requestable Orders:

1. If unable to remove or ventilate, request orders for
cricothorotomy.
2. If Cricothyrotomy has been performed, Valium IVP.

Category: Pediatric Medical
Section: Airway and Respiratory Emergencies
Condition: Bronchiolitis, Epiglottitis and Croup

Standing Orders:

Medical Emergencies

Condition Specific
Orders:

1. Intubation only if child has NO spontaneous
respirations.
2. Albuterol 2.5-5mg or Normal Saline nebulized.

Requestable Orders:

None
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Category: Pediatric Medical
Section: Cardiac Emergencies
Condition: Congestive Heart Failure/Pulmonary Edema

Standing Orders:

Cardiac Emergencies

Condition Specific
Orders:

1. Monitor ECG closely for dysrhythmias secondary to
hypoxia.

2. Furosemide 1mg/kg IVP if BP is >100mm Hg
systolic.

3. Albuterol 2.5-5mg nebulized.

Requestable Orders:

1. Morphine Sulfate titrated for effect if BP >100mm
Hg.

2. ‘Hypotension/Non-Traumatic Shock’ protocol if
hypotensive. Discontinue/remove NTG prior to
continuation.
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Category: Pediatric Medical
Section: Cardiac Emergencies
Condition: Brady Dysrhythmias

Standing Orders:

Cardiac Emergencies

Condition Specific
Orders:

If patient is stable:

1. Monitor patient.

If patient is unstable:

1. Epinepherine 1:10,000 0.01mg/kg IVP. Repeat
every five minutes. Consider Epinepherine infusion.
2. Atropine 0.02mg/kg IVP (min dose 0.1mg, max 1.0
mg. Repeat every five minutes.

3. If Atropine ineffective or high degree AV Block, TCP
if patient is >6 years old. Valium IVP if patient
condition allows.

DO NOT DELAY TCP FOR IV ACCESS OR
ATROPINE IF PATIENT IS SERIOUSLY UNSTABLE.
4. CPR as indicated by patient condition.

Requestable Orders:

1. ‘Hypotension/Non-traumatic shock” protocol if
hypotensive.

Category: Pediatric Medical
Section: Cardiac Emergencies
Condition: Superventricular Tachycardias

Standing Orders:

Cardiac Emergencies

Condition Specific
Orders:

1. Determine and treat any underlying cause.

If patient is stable:

2. Monitor patient.

If patient is unstable:

2. Have patient attempt Valsalva maneuver if heart
rate >180 in Peds and >220 in infants.

Requestable Orders:

If patient is unstable:

1. Adenosine 0.1mg/kg rapid IVP. Repeat X2 in 1-2
minute intervals at 0.2mg/kg if indicated.

2. If unresolved, or condition worsens during above
therapy, revert to Synchronized cardioversion 0.5
joules/kg. Repeat with 1.0, then 2.0 joules/kg as
indicated. Pre-medicate with Valium if patient
condition allows.

NOTE: If complexes are wide and not resolved by the
first line medication, consider ‘Ventricular Tachycardia’
protocol.
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Category: Pediatric Medical
Section: Cardiac Emergencies
Condition: Premature Ventricular Contractions (PVC'’s)

Standing Orders:

Cardiac Emergencies

Condition Specific
Orders:

If patient is stable:
1. Monitor patient.
If patient is unstable:
1. Determine underlying heart rate.
c. If <60, treat patient per ‘Brady dysrhythmias’
protocol.
d. If >60, contact medical control.

Requestable Orders:

1. Lidocaine 1mg/kg rapid IVP. Repeat ¥2 doses every
eight minutes.
2. Lidocaine infusion 20 to 50 mics/kg/min.

Category: Pediatric Medical
Section: Cardiac Emergencies
Condition: Ventricular Tachycardia (VT) With Pulse

Standing Orders:

Cardiac Emergencies

Condition Specific
Orders:

If patient is stable:

1. Lidocaine 1mg/kg rapid IVP. Repeat %2 doses every
eight minutes.

2. Lidocaine Infusion 20 to 50 mics/kg/min.

3. IF UNRESOLVED TREAT AS UNSTABLE.

If patient is unstable:

1. Synchronized cardioversion 0.5 joules/kg. Repeat,
alternated with medications, at 1.0 then 2.0 joules/kg.
Pre-medicate with Valium if patient condition allows.

2. Lidocaine 1mg/kg rapid IVP. Repeat Y2 doses every
eight minutes, alternated with synchronized
cardioversion, to a total of 3.0 mg/kg.

3. Lidocaine infusion 20 to 50 mics/kg/min.

4 If VT is recurrent, repeat Lidocaine, if below the
maximum, and synchronized cardioversion at the
previously successful energy.

Requestable Orders:

1. Valium IVP for continued tranquilization.
2. Morphine Sulfate IVP for sedation.
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Category: Pediatric Medical
Section: Cardiac Emergencies
Condition: Ventricular Fibrillation and Pulseless Ventricular

Tachycardia

Standing Orders:

Cardiac Arrest Emergencies

Condition Specific
Orders:

Presumes continued V-fib/pulseless V-tach. If
resolved, treat patient per appropriate protocol.

1. Precordial thump if monitored.

2. Defibrillate with 2 joules/kg then 4 joules/kg x2

3. Epinepherine 0.01mg/kg 1:10,000 IVP. Repeat
every five minutes

4. Defibrillate with 4 joules/kg.

5. Lidocaine 1mg/kg rapid IVP. Repeat % doses every
eight minutes to a maximum of 3.0 mg/kg.

6. Defibrillate with 4 joules/kg.

7. Defibrillate with 4 joules/kg.

8. If conversion to viable rhythm is achieved, begin
maintenance drip of effective medication.

9. If recurrent rhythm, precordial thump and defibrillate
at last successful energy.

Requestable Orders:

None

Category: Pediatric Medical
Section: Cardiac Emergencies
Condition: Asystole and Pulseless Electrical Activity

Standing Orders:

Cardiac Arrest Emergencies

Condition Specific
Orders:

1. Determine and treat any underlying causes (i.e.
hypovolemia, hypoxia, tension pneumothorax,
acidosis, cardiac tamponade and pulmonary
embolism).

3. Epinepherine 0.01mg/kg IVP 1:10,000. Repeat
every five minutes at 0.01mg/kg.

4. Atropine 0.02mg/kg IVP (for Asystole and relative
Bradycardia only). Repeat every five minutes at
0.04mg/kg to a maximum of 1.0 mg.
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Category: Pediatric Medical
Section: Endocrine Disorder Emergencies
Condition: Diabetes Mellitus/Altered Blood Glucose Level

Standing Orders:

Medical Emergencies; Be certain to determine blood
glucose level.

Condition Specific
Orders:

If patient is hypoglycemic:

1. Administer Dextrose 25% 0.5-1 G/kg slow IVP.

2. Oral Glucose if patient is alert and oriented.

If patient is hyperglycemic:

1. Administer 10 cc/kg bolus Normal Saline. Maintain
IV at 10 cc/kg/hr.

Requestable Orders:

None

Category: Pediatric Medical
Section: Endocrine Disorder Emergencies
Condition: Adrenal Crisis

Standing Orders:

Medical Emergencies; IV should be large bore Normal
Saline. Be certain to determine blood glucose level.

Condition Specific

1. ‘Altered Blood Glucose Level protocol if

Orders: hypoglycemic.
2. ‘Hypotension/Non-traumatic shock’ protocol if
hypotensive.

Requestable Orders: None

Category: Pediatric Medical
Section: Endocrine Disorder Emergencies
Condition: Sickle Cell Crisis

Standing Orders:

Medical Emergencies; IV fluid should be Normal
Saline.

Condition Specific
Orders:

1. ‘Hypotension/Non-traumatic shock’ protocol if
hypotensive.

2. Keep environment as calm as possible.

3. Dim lights and cool the environment.

Requestable Orders:

1. Morphine Sulfate slow IVP or IM for pain, or...
2. Fentanyl as indicated by Medical Control IVP.
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Category: Pediatric Medical
Section: Other Medical Emergencies
Condition: Hypertensive Crisis

Standing Orders:

Medical Emergencies

Condition Specific
Orders:

1. Determine and treat any underlying causes.
2. Determine and treat associated conditions, (i.e.
Cardiac Arrhythmias).

Requestable Orders:

Nitroglycerine 1% transdermal.

Category: Pediatric Medical
Section: Other Medical Emergencies
Condition: Hypotension/Non-traumatic Shock

Standing Orders:

Medical Emergencies; IV fluid should be Normal
Saline.

Condition Specific
Orders:

1. Limit IV fluid administration to 5cc/kg if Cardiogenic
Shock is suspected.
2. Fluid challenge of 20cc/kg. May repeat at 40cc/kg.

Requestable Orders:

Dopamine infusion 5 to 10 mics/kg/min, titrated to
effect. CLOSELY MONITOR DOPAMINEINFUSIONS!

Category: Pediatric Medical
Section: Other Medical Emergencies
Condition: Hypothermia (Moderate to Severe)

Standing Orders:

Medical Emergencies; IV fluid should be Normal
Saline.

Condition Specific
Orders:

1. Move patient to warm environment. Handle patient
with extreme care and very gently to prevent possible
ventricular fibrillation. Remove wet or extremely cold
clothing.

2. Obtain body core temperature.

3. Begin passive re-warming by wrapping the patient in
blankets and hot packs.

4. Treat cardiac arrest as needed. Note: Defibrillation
and cardiac medications are usually not effective until
the hypothermia is corrected.

Requestable Orders:

1. Sodium Bicarbonate 1 mEg/kg IVP.

2. Dextrose 25% 0.5-1 G/kg slow IVP.

3. Narcan IVP 0.1mg/kg if under 20kg, 2.0mg if above
20kg.
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Category: Pediatric Medical
Section: Other Medical Emergencies
Condition: Hyperthermia

Standing Orders:

Medical Emergencies; IV fluid should be Normal
Saline.

Condition Specific
Orders:

1. Move patient to cool environment, if possible.
Remove clothing as practical to facilitate cooling.

2. Obtain body core temperature. Begin active cooling
measures if temperature is >104 degrees, stop active
cooling measures at or about 102 degrees.

3. Fluid challenge of 20cc/kg if hypotensive. Repeat at
40cc/kg. Avoid Vasopressors.

Requestable Orders:

None

Category: Pediatric Medical
Section: Other Medical Emergencies
Condition: Poisonings

Standing Orders:

Medical Emergencies; IV fluid should be Normal
Saline.

Condition Specific
Orders:

1. Determine scene safety before entering. Follow
appropriate GOG’s as indicated.
2. Determine method and agent of poisoning.
Transport containers, insect or snake with patient if
safely possible.
3. Contact Poison Control at 1-800-392-9111. Record
and advise Medical control when contacted.
4. If injected:

a. by pit viper, immobilize site and place in neutral

position.

b. by black widow, see ‘Requestable Orders’.
6. If absorbed, decontaminate skin.
7. Narcan 0.1mg/kg under 20kg, 2.0mg if over 20kg
IVP. Repeat every five minutes as needed for
respiratory depression.
8. Sodium Bicarbonate 1mEqg/kg IVP for Tricyclic
Ingestions. Sodium Bicarbonate infusion.
9. Atropine IVP for Organophosphate poisonings.
Repeat dosing as needed to diminish secretions or
bradycardia insues.

Requestable Orders:

‘Pain Management’ protocol for pain relief.
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Category: Pediatric Medical
Section: Other Medical Emergencies
Condition: Suspected Carbon Monoxide Poisoning

Standing Orders:

Medical Emergencies

Condition Specific
Orders:

1. Remove patient to safety. Use contaminated
atmosphere GOG.

2. Rapid transport directly to hyperbaric oxygen center.
3. Treat cardiac distress per appropriate protocol.

Requestable Orders:

‘Hypotension/Non-traumatic Shock’ protocol if
hypotensive.

Category: Pediatric Medical
Section: Other Medical Emergencies
Condition: Seizures

Standing Orders:

Medical Emergencies

Condition Specific
Orders:

1. Observe character and duration of seizures.

2. Protect patient from injury.

3. Determine blood glucose level. Dextrose 25%
0.5-1 G/kg slow IVP if <80 mg/Dl.

4. Valium IVP/IM 0.1 — 0.3 mg/kg max dosage (Max 5

mg<5 y/o — 10mg .5 y/0), Rectal .5 mg/kg of a 5mg/ml

solution, second dose .25 mg/kg. IVP to be

administered over two minutes.

5. Narcan 0.1mg/kg if under 20kg, 2.0 mg if over 20 kg

IVP.

6. Hyperthermia protocol if seizures are febrile.

Requestable Orders:

Repeat Valium administration.

Category: Pediatric Medical
Section: Other Medical Emergencies
Condition: Near Drowning

Standing Orders:

Medical Emergencies

Condition Specific
Orders:

1. Treat patient symptomatically.
2. Consider associated conditions, i.e. Hypothermia,
Hypoxia, Acidosis, Hypoglycemia, Spinal trauma.

Requestable Orders:

Sodium Bicarbonate 1mEqg/kg IVP.
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Category: Pediatric Medical
Section: Other Medical Emergencies
Condition: Syncope

Standing Orders:

Medical Emergencies

Condition Specific
Orders:

1. Vital signs and Blood glucose level.
2. Determine and treat underlying causes.
3. Treat patient symptomatically.

Requestable Orders:

None

Category: Pediatric Medical
Section: Other Medical Emergencies
Condition: Unconscious — Unknown Etiology

Standing Orders:

Medical Emergencies

Condition Specific
Orders:

1. Determine and treat underlying conditions.

2. Determine and treat associated conditions.

3. Spinal immobilization unless trauma can be ruled
out.

4. Narcan 0.1mg/kg if under 20kg, 2.0 mg if over 20kg
IVP.

6. Dextrose 25% 0.5-1 G/kg slow IVP, if blood glucose
is <80 mg/DI.

Requestable Orders:

None

Category: Pediatric Medical
Section: Other Medical Emergencies
Condition: Behavioral Disorders

Standing Orders:

Medical Emergencies

Condition Specific
Orders:

1. Assure scene/company safety! Utilize law
enforcement as needed.

2. Establish calm, quiet atmosphere. Remove all
antagonists and potential weapons.

3. Do not leave patient alone.

4. Treat medical conditions per protocol.

5. If restraints are required, utilize soft restraints and
sheets.

Requestable Orders:

None
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Category: Pediatric Medical
Section: Other Medical Emergencies
Condition: Nausea and Vomiting

Standing Orders:

Medical Emergencies

Condition Specific
Orders:

1. Determine and treat underlying conditions.

2. IV fluid should be Normal Saline. Monitor for
dehydration.

3. Dextrose 25% 0.5-1 G/kg IVP if blood glucose is
<80 mg/DlI.

Requestable Orders:

Ondansetron (Zofran) dose per medical control.

Category: Pediatric Medical
Section: Other Medical Emergencies
Condition: Child Abuse and Sexual Assault

Standing Orders:

Medical Emergencies and Trauma Emergencies

Condition Specific
Orders:

Types of injuries that may suggest child abuse and or
sexual assault:

a. Scalds and burns, particularly to both feet and legs.
b. Contusions in certain patterns and bite marks.

c. Spiral type fractures and leg fractures in children
that cannot walk.

d. The presence of several injuries in various stages of
healing.

e. Any abrasions or other marks which cannot be
explained.

This child usually presents as withdrawn and will only
answer if directly approached. Interviews need to be
done out of the eyes of the care provider. Have
another person interview the care provider in another
room.

1. Treat life threatening injuries.

2. If child is stable, develop a rapport with him/her.
Perform assessment after gaining patient’s trust.

3. Document injuries, behavioral patterns and Hx/HPI.
Document the facts only.

Requestable Orders:

None
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Category: Pediatric Trauma
Section: Trauma Emergencies
Condition: Major Trauma/Traumatic Shock

Standing Orders:

Trauma Emergencies

Condition Specific
Orders:

1. Multiple IV’s, One bolus 20 cc/kg, one KVO. Bolus
may be repeated at 40 cc/kg
2. Fracture stabilization and/or bleeding control.

Requestable Orders:

None

Category: Pediatric Trauma
Section: Trauma Emergencies
Condition: Head, Neck and Spinal Trauma

Standing Orders:

Trauma Emergencies

Condition Specific
Orders:

1. Intubation and aggressive ventilation in severe
cases.

2. Determine and treat underlying/associated
conditions.

Requestable Orders:

Lasix 1mg/kg IVP if patient exhibits deteriorating
neurological status with acceptable blood pressure.

Category: Pediatric Trauma
Section: Trauma Emergencies
Condition: Orthopedic Injury

Standing Orders:

Trauma Emergencies

Condition Specific
Orders:

1. Assess neurovascular status of the injured
area/extremity.

2. Immobilize the injury.

3. Treat amputations per protocol.

Requestable Orders:

‘Pain Management’ protocol.
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Category: Pediatric Trauma
Section: Trauma Emergencies
Condition: Amputation

Standing Orders:

Trauma Emergencies

Condition Specific
Orders:

1. The viability of the amputated part is secondary to
the life of the patient!
2. The attached area should be cleansed with Normal
Saline and dressed to reduce the chance of further
injury and to control bleeding.
3. Treatment and preservation of the amputated part:
f. Wash part thoroughly in Normal Saline.
g. Wrap part in sterile dressing moistened with
Normal Saline.
h. Wrap dressing in Normal Saline moistened
towel.
i. Place in plastic bag.
j. Cool on cold packs. DO NOT FREEZE!
4. For incomplete amputations, cleanse and
immobilize in position of function. Control bleeding.
5. Consider Air Ambulance

Requestable Orders:

‘Pain Management’ protocol.

Category: Pediatric Trauma
Section: Trauma Emergencies
Condition: Pleural Decompression

Standing Orders:

Trauma Emergencies

Condition Specific
Orders:

1. Insert 14-18 gauge |V catheter over superior aspect
of third rib. With catheter inserted, attach IV tubing
and place opposite end in Sterile Water. Secure to
chest, insure not to kink catheter.

Requestable Orders:

None
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Category: Pediatric Trauma
Section: Trauma Emergencies
Condition: Cricothyrotomaty

Standing Orders:

Trauma Emergencies

Condition Specific
Orders:

1. Determine inability to control/open airway by any
other means.

2. Attach 14-18 gauge IV catheter and needle to
syringe. Insert needle at downward angle into
cricothyriod membrane, pulling on syringe plunger to
insure placement. Once in place advance catheter
and withdraw needle. Attach adaptor from 3.5 ET tube
and ventilate with BV assembly.

3. Secure catheter to neck, use caution not to kink
catheter.

Requestable Orders:

None
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LEXINGTON FIRE AND RESCUE

EMS PROTOCOLS

Category: Pediatric Trauma
Section: Trauma Emergencies
Condition: Burns

Standing Orders:

Trauma Emergencies

Condition Specific
Orders:

1. Insure scene safety. Utilize appropriate GOG's.
2. Stop the burning process. Separate victim and
source. Remove patient’s clothing and jewelry,
transport with patient.
3. Estimate body surface area involved using “Rule of
9’s”.
4. IV fluid should be 0.9% NaCl (Normal Saline). Rate
should be 4.0 cc/hour x weight in kg x % of burn.
5. Burn type:
f. Thermal burn — cool injury if <15% BSA.
g. Chemical burn — copious irrigation with water for
at least 20-30 minutes.
h. Phenol burn — alcohol swab the affected area
then flush with water
I. Electrical burn — monitor for arrhythmias.

Requestable Orders:

‘Pain Management’ protocol.

Category: Pediatric Trauma
Section: Trauma Emergencies
Condition: Pain Management

Standing Orders:

Trauma Emergencies

Condition Specific
Orders:

See requestable orders

Requestable Orders:

1. Morphine Sulfate IVP/IM, or...
2. Fentanyl IV doses per Medical Control

78




LEXINGTON FIRE AND RESCUE
Procedural Protocols

Procedural:

1. Combitube

Indications:

The Esophageal Tracheal Combitube is an airway device designed for emergency or difficult
intubation, providing sufficient ventilation whether the airway is placed into the esophagus or the
trachea.

Contraindications:

A. Responsive patients with an intact gag reflex.

B. Patients with known esophageal disease.

C. Patients who have ingested caustic substances.
D. Patients under 4 foot tall.

Technique:
A. Begin ventilation incorporating usual precautions to verify an open airway.
B. Prior to insertion, test cuff integrity by inflating each cuff with air.

C. Lubricate tube with water soluble lubricant to facilitate insertion.

©

Insertion (patient should be in the supine position):
1. Lift the tongue and jaw upward with one hand. With the other hand, hold the
combitube so that it curves in the same direction as the natural curvature of the pharynx.
. Maintain a mid-line position of the combitube.
2. Insert the tip into the mouth, advance in a downward curved movement until the
teeth or alveolar ridges lie between the two printed bands.
3. DO NOT FORCE THE COMBITUBE. If the tube does not advance easily, redirect it
or withdraw and reinsert.

E. Inflate #1 Blue pilot balloon with 100 ml of air using a 140 ml syringe. The large latex cuff
will fill and may cause the Combitube to move slightly from the patient’'s mouth. Additional air
may be added to the cuff if an inadequate seal is detected during ventilation.

F. Inflate #2 White pilot balloon with 12 ml of air using a 12 ml syringe.
G. Begin ventilation through the longer blue connecting tube labeled No. 1. If auscultation of
breath sounds is positive and auscultation of gastric insufflation is negative, continue ventilation.

Under this condition, the second connecting tube may be used for the removal of gastric fluids
with a suction catheter.
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H. If auscultation of breath sounds is negative, and gastric insufflation is positive, immediately
begin ventilation through the shorter clear connecting tube labeled No. 2. Confirm tracheal
ventilation by auscultation of breath sounds and absence of gastric insufflation.

I. If both auscultation of breath sounds is negative and gastric insufflation is negative, the
Combitube may have been advanced to far into the pharynx. Deflate the No. 1 pilot balloon,
move the Combitube approximately 2-3 cm out of the patient’s mouth. Re-inflate the No. 1 pilot
balloon with 85 ml of air and ventilate through the longer No. 1 connecting tube. If auscultation
of breath sounds is positive and auscultation of gastric insufflation is negative, continue
ventilation.

J. To replace Combitube with an endotracheal tube, deflate the large latex cuff through the No.
1 pilot balloon. Move the combitube to the left side of the mouth. Intubate with an endotracheal
tube using appropriate technique according to protocol.
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2. PULSE OXIMETER

The pulse oximeter is a cutaneous monitor used as an adjunct in the assessment of
respiratory status. The device also assists in evaluating improvement or deterioration during
treatment. This device is never used to withhold 02 to a patient who needs it. Any patient who
would currently receive 02 per system protocol, or who appears to clinically need it, should

continue to be given oxygen.

Indications

A. The following is a partial list of situations where pulse oximetry
may be used:
1. Only for use in perfusing patient.
2. Respiratory Disorders (e.g. Asthma, COPD, respiratory distress, airway

obstruction or injury).

3. Cardiovascular Disorders (e.g. CHF, chest pain, dysrhythmia).
4. Altered Mental Status (e.g. Coma, Overdose, CVA, Seizures).
5. Trauma.

B. The pulse oximeter should be used prior to and after intubation
or assisted ventilation of the perfusing patient.

C. The pulse oximeter must be used prior to and after administering

sedative agents.

Contraindications
A. Non-perfusing rhythm.
B. Sickle cell anemia.

Procedure
A. Check vital signs.
B. Turn on the device.
C. Select appropriate site. Avoid placing the probe on areas distal
to orthopedic injuries or distal to a blood pressure cuff.
D. Place probe on the patient.
E. Read the pulse rate, 02 saturation, and document findings at least every 10
minutes and with any change in therapy or clinical condition.
F. Oxygen will be applied or increased according to the clinical setting. Although
normal Sa02 levels are >95%, Sa02 levels above 90% are generally
acceptable in almost any adult patient. In the pediatric patient, Sa02 levels
<94% should receive supplemental oxygen.
1. For patient's not on home 02 therapy, oxygen should be applied via nasal
cannula or mask per system protocol.
2. Patients currently on chronic home 02 therapy should have an initial Sa02 reading
done. Oxygen may be increased until Sa02 levels of 90%-92% are obtained.

Precautions
A. Pulse oximetry values may be inaccurate in a variety of situations.
1.Inaccurate readings can be seen with patient movement, the presence of nail
polish, vasoconstriction, decreased peripheral perfusion, hypotension,
hypothermia, abnormal hemoglobins, hypovolemia, carbon monoxide
poisoning, smoke inhalation, and methemoglobinemia.
2. Prehospital personnel should correlate the Sa02 reading with the clinical

status of the patient.
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3. Mark 1 Kit

Indications:

A. Known or suspected nerve agent exposure, determined through intelligence, signs
and symptoms, scene survey, and detection.

Contraindications:

Exposure to other chemicals other than nerve agents.
Pediatric population, although NOT ABSOLUTE.
Lack of signs or symptoms.

Lack of appropriate intelligence or detection.

Patients receiving “Black” triage status in MCI events.

moowp

Procedure:

Universal precautions.

Prepare injection site by removing bulky clothing.

Grab in non-dominate hand.

Remove smaller green tube labeled “Atropine” and hold like an ink pen.
Inject into deep IM site (anterior thigh or hip).

Hold into place for 10 seconds.

. Remove larger dark tube labeled “2PAM or Pralidoxime”.

Repeat steps “E” through “F”.

I. Attach spent tubes to patient or record on MCI ticket.

J. Repeat as determined by Nerve Agent Protocol.

ITOMMOOW>

Documentation:

A. Attach to patient if possible.
B. Document time and dose on MCI tags.
C. Document on MARF.

NOTES:

A. Succinylcholine, beta blockers, and ester anesthetics all may potentiate the poisoning
caused by the organophosphates/nerve agents and should be avioded.

B. Any responder that self administers or is given a “MARK I” kit is considered a
“casualty” and will report to their appropriate superior in the ICS/IMS systems
for triage to the appropriate triage/treatment area.
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4. Oral Endotracheal Intubation

Indications

A. General - Endotracheal intubation is the most definitive means of;
1. Delivering high concentrations of oxygen.
2. Ventilation.

3. Airway control (allows for suctioning and prevents aspiration).

Precautions

A. Endotracheal intubation is not the initial step in the treatment of a respiratory arrest.
Adequate oxygenation/ventilation should be accomplished first using BLS techniques
(i.e. bag valve mask with 100% 02).

B. Endotracheal intubation may be safely accomplished in the patient with suspected
cervical spine injuries as long as the head and neck are immobilized by an assistant
using "in-line stabilization".

C. Transport of the unstable trauma patient should not be delayed by attempts at

intubation unless the patient cannot be adequately ventilated with BVM.
D. Do not use the teeth as a fulcrum.

E. Have suction ready since regurgitation is common.

Technigue

A. Gather and test appropriate equipment prior to starting (while ventilation is continuing).
This should include testing the cuff, inserting a stylet, and having suction on.

B. Position the patient in the "sniffing position" (except if cervical spinal injury is suspected
- see above).

C. An assistant should perform Sellick's maneuver (cricoid pressure) to avoid
regurgitation (this maneuver should be performed gently to avoid C-spine
movement. It cannot stop active vomiting and if the patient starts to vomit, pressure
should be released to avoid esophageal injury).

D. The laryngoscope blade is inserted and used to lift the tongue and epiglottis up. Do not
use the teeth as a fulcrum, the blade is not a "level".

. Insert the tube under direct vision of the cords.

. The tube should be advanced until the cuff is 2-3 cm beyond the
cords.

G. Tube placement should be confirmed.*

H. After tube placement is confirmed, the tube should be secured.
Do not remove your hand from the tube until it has been
secured. Reconfirm placement after securing tube.

mm

Complications

A. Esophageal intubation with resultant hypoxic brain injury.

B. Airway trauma, dental injury, bleeding, vocal cord/tracheal
injury.

C. Vomiting/aspiration.

D. Right mainstem intubation with resultant atelectasis.
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Confirmation of Tube-Placement

A. Clinical signs of placement.
. Direct visualization - the "gold standard".
Breath sounds equal (high in midaxillary line); if breath sounds decreased on left,
consider right mainstem intubation and pull tube back and recheck.
No gastric gurgling on inflation.
Cuff inflation palpated in supine sternal notch.
Chest wall movement.
"Fogging" of ET tube.
Feel airflow through tube.
Compliance of bag.
Observation of p|nk membranes and "non-deterioration".
10 Gastric contents in tube imply in esophagus.,
11. Vocalization implies in esophagus.
12. Utilization of the EID

N
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Securing Tube Placement

If there is time enough to intubate the patient in the prehospital setting then there is time
enough to secure the tube. Probably the most common reason given when as esophageal
intubation is discovered is that "the tube moved".
A. The following are acceptable methods:
1. Commercial tube holding device.
2. Regular tape.
3. Hand holding tube and taped to head (i.e. neonate).
B. After each patient movement (i.e. board to stretcher, stretcher to
ambulance) tube positioning should be rechecked!

Documentation

A. Should include the following (minimum):
1. Precautions taken (i.e. in-line stabilization).
2. Complications.
3. Method of confirmation.
a. Clinical
b. Use of End-Tidal CO2 monitor if applicable.
4. Depth of insertion (i.e. "x" number of cm at the teeth).

Notes
A. An intubation attempt should not take more than 15-20 seconds to complete.
B. If intubation is still unsuccessful after three attempts then another operator
may attempt or alternate means of airway control should be considered (i.e.
two person BVM, needle cricothyroidotomy) as applicable.
. Do not use a cuffed tube less than 6 mm in size.
. None of the clinical signs are absolute; there are documented cases of
unrecognized esophageal intubation using each of these techniques.
. "When in doubt, take it out" and assure oxygenation by another attempt or
another method.
If an initial attempt at intubation results in esophageal intubation, the tube may
occasionally be left in the esophagus to provide a landmark for another attempt.
However, this should not be done if it impedes BVM ventilation

m OO0
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5. Nasotracheal Intubation

Indications

A. General - endotracheal intubation is the most definitive means of:

1. Delivering high concentrations of oxygen.
2. Ventilation.
3. Airway control (allows suctioning, prevents aspiration, route of drug administration).

B. The nasal route of endotracheal intubation is preferred when
direct laryngoscopy is difficult or impossible due to:

1. Inability to open the patient's mouth.

2. Intact gag reflex.

3. Patient awake.

4. Oral anatomic abnormality -including lower facial trauma.

C. Other advantages include:

1. Less cervical spine manipulation.

2. Better fixation of tube.

3. Fewer oral secretions.

4. Better long term patient tolerance.
5. Can be done with the patient sitting.

D. Specific - the following protocols allow nasotracheal intubation
prior to base station control (i.e. standing orders) when
indicated:

1. General Medical Protocol.
2. General Trauma Protocol.

Contraindications

A. Respiratory arrest - the patient must be breathing to guide tube
placement (cardiopulmonary arrest is not an indication).

B. Pediatric patients (the Cardiopulmonary Arrest Protocol and the
Pediatric Trauma Protocol are not indications).

C. Coagulopathy/anticoagulant therapy.

D. Major mid-face trauma (risk of intra-cranial tube placement).

Relative Contraindications

* A. Open skull fractures and gunshot wounds to the head (the fracture or the missile may
disrupt the base of the skull allowing intracranial placement of the tube). Nasotracheal
intubation in this setting can only be attempted after online medical control.

Precautions

A. Nasotracheal intubation is not the initial step in the treatment of a patient with
respiratory compromise. Adequate oxygenation/ventilation should be accomplished first
using BLS techniques (i.e. bag valve mask with 100% 02).

B. Transport of the unstable trauma patient should not be delayed by attempts at
nasotracheal intubation unless the patient cannot be adequately ventilated with
BVM

C. Have suction ready since regurgitation/epistaxis is common (if vomiting, be ready to
turn patient onside if indicated).
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Technigue

A
B
C.
D

. Nasal mucosa is constricted with 0.5% phenylephrine (NeoSynephrine) spray.
. Gather and test appropriate equipment prior to starting. This should include testing the

cuff, turning suction on and assuring the ET adapter is firmly seated on the tube.
The head should be in the "sniffing position” (unless contraindicated) with the
face midline.

. A #6 or #7 Endotrol endotracheal tube is lubricated with 2% lidocaine jelly and is

inserted along the floor of the nasal cavity (the right nare is used - if unobstructed - to
avoid bevel damage to Kesselbach's plexus; the tube is close to the floor to avoid
damage to the turbinates).

. Breath sounds are monitored through the tube, and it is gently advanced. A decrease

in resistance indicates passage into the nasopharynx.

. The tube is advanced into the hypopharynx while monitoring breath sounds. As long

as breath sounds are heard, retropharyngeal placement is unlikely.

. Advance the tube into the trachea during an inspiratory effort. Never force the tube.

The patient will frequently cough during this maneuver. Vocalization should cease.

. Confirm tube placement.

After tube placement is confirmed, the tube should be secured
Do not remove your hand from the tube until it has been
secured! Reconfirm tube placement after securing tube.

. If the tube does not pass into the trachea it may have five

possible mislocations:

1. Esophagus.

2. Left pyriform sinus.

3. Right pyriform sinus..

4. Vallecula.

5. Above cords but unable to pass.

. If not contraindicated, tube or head movement may be attempted to appropriately

relocate tube.

Complications

A.
B.
C.
D.
E.

F.

G.

Unrecognized Esophageal Intubation with resultant hypoxic brain injury.
Severe epistaxis (nose bleed).

Turbinate avulsion.

Mucosal perforation with retropharyngeal passage.

Nasal necrosis with fixation.

Vomiting/aspiration .

Sinusitis/otitis media/bacteremia.

Confirmation of Tube Placement

A.

Clinical signs of placement.

1. Direct visualization - the "gold standard".

2. Breath sounds equal (high in mid-axillary line); if breath sounds decreased
on left, consider right main stem intubation and pull tube back and recheck.

3. No gastric gurgling on inflation.

4. Cuff inflation palpated in supine sternal notch.

5. Chest wall movement.

6. "Fogging" of ET tube.

7. Feel airflow through tube.

8. Compliance of bag.
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9. Observation of pink membranes and "non-deterioration".
10. Gastric contents in tube implies tube in esophagus.

11. Vocalization implies tube in esophagus.

12. Utilization of EID

B. End Tidal C0O2 Monitor

Securing Tube Placement

If there is time enough to intubate the patient in the prehospital setting then there is time
enough to secure the tube. Probably the most common reason given when an esophageal
intubation is discovered is that "the tube moved".

A. The following are acceptable methods:

1. Tape.

B. After each patient movement (i.e. board to stretcher, stretcher to

ambulance) tube positioning should be rechecked!

Documenation

A. Should include the following (minimum):

1. Precautions taken (i.e. in-line stabilization).

2. Complications.

3. Method of confirmation.

a. Clinical.

b. Use of End-Tidal CO2 monitor.

4. Depth of insertion (i.e. "x" number of cm at the nares).

Notes:

A. The tube can be advanced a maximum of three times in

m OOw
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attempting to pass it into the trachea. More attempts will

increase the likelihood of trauma and are unlikely to be

successful.

The tube should not be removed from the nares between passes.

An intubation attempt should not take more than 30-45 seconds to complete.

None of the clinical signs are absolute; there are documented cases of unrecognized
esophageal intubation if relying on any given sign.

Since all NT intubation patients are breathing, an end tidal CO2 monitor is mandatory on
all.
“When in doubt

, take it outhératempdoranstiseu r e
method.
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6.

Needle Chest Decompression

Indications

A. Tension pneumothorax is a clinical diagnosis which should be
considered when the following signs/symptoms are present:

1. Progressing severe respiratory distress.*

2. Progressive shock (BP <80mmHg with decrease in LOC) *
3. Decreased or absent breath sounds on the involved side.*
4. Jugular venous distention.

5. Tympany to percussion on the involved side.

6. Tracheal deviation.

7. Subcutaneous emphysema.

B. Signs 1,2, and 3 must be present or approval from a base station
physician should be obtained prior to performing the procedure.
C. Tension pneumothorax is most common in the patient with:

1. Chest trauma.
2. The intubated patient with High airway pressures causing rupture of bronchioles
or alveoli.

Technigue

A.

IOTMMO OW

Locate the second intercostal space in the mid clavicular line on the involved side of
the chest.

. Cleanse with betadine or alcohol as time permits.
. Insert a 14 gauge "over the needle" catheter (Use 18 gauge if < 2 years of age)

puncture, and advance needle to hub of catheter.

. Insert the needle/catheter into the chest just over the top of the third rib.

. As you enter the pleural space air and/or blood will escape.

. Advance the catheter and remove the needle.

. Secure in place.

. The catheter has a tendency to kink. If reaccumulation of air in the pleural space is

occurring, proceed with repeat needle thoracostomy.

Complications

A.
B.
C.

D.

Creation of pneumothorax.

Damage to lung or viscera.

Bleeding (intercostal vessels are below each rib, therefore always go above the
rib).

Infection.

Documentation

A.

Indications for procedure.

B. Technique used.

C.

Response to intervention.
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7.

12 Lead ECG

Indication:

Any and all patients presenting with typical or atypical chest pain, or any associated symptoms
when an Acute Coronary Syndrome (ACS) is suspected. Signs and symptoms of suspected
ACS patients include Classic Angina (dull substernal discomfort described as pressure or
tightness, with or without radiation), Anginal equivalent (no specific chest pain or discomfort,
but presents with dyspnea, palpitations, presyncope, or syncope), and Atypical chest pain
(discomfort that is localized to the precordial area but has musculoskeletal, positional, or
pleuritic features). The 12 lead should be done within 10 minutes of arrival.

Procedure:

agprwNE

16.

Advise the patient of the need for a 12 lead ECG.
If the patient is a female, ensure privacy.
Remove any clothing which is covering the thorax (this includes the bra for a female).
Patient should be positioned in a position of comfort (supine is preferred).
Prepare the skin:
a. Shave the chest using the surgical razor.
b. Wipe the sites with a alcohol wipe.
c. Dry the skin using a 4X4 using a firm wiping motion (this removes the top layer of
dead skin cells).

Place the electrodes (See figure):

LA- Left arm preferably on the shoulder area.
RA- Right arm preferably on the shoulder area.
LL- Left side below the diaphragm.

RL- Right side below the diaphragm.

V1- 4™ intercostal space, Right of the sternum.
V2- 4" intercostal space, Left of the sternum.
V4- 5" intercostal space, midclavicular line.
V3- between V2 and V4.

V5- anterior axillary line, level of V4.

V6- mid-axillary line, level of V4.

TTSe@Toa0Tw

Attach the precordial cables to the main ECG cable at the port.
On the side bar of the MRL, depress the “12” button to activate the 12 lead function.
Imput the patients age by depressing the arrows up or down.

. Imput the patients sex by depressing the arrows up or down.
. Advise the patient to remain as still as possible.
. Depress the “ACQUIRE” button to begin the acquisition. This process will take 10

seconds. After 10 seconds, the screen will freeze with one real time screen displayed.

. Depress the printer “icon” and print out the ECG for analysis.
. After you have printed the strip, depress the “interpret” button.
. Sending the 12 lead to medical control:

a. Attach the phone cable to the phone jack on the front of the MRL, then attach the
other to the patients phone jack.

b. On the side bar menu, depress the telephone “icon”.

c. Depress the hospital you wish to send the 12 lead, this will begin the transmission
process.

Follow the AMI protocol.
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8. Cardiac Pacing

Indications

A. Unstable bradycardia as defined by any of the following:
1. Altered mental status.

2. Clinical signs of shock.
3. Severe shortness of breath/pulmonary edema.
4. Severe chest pain (consistent with ischemia).
5. Cyanotic on 100% oxygen with adequate ventilation.
B. High Degree AV Blocks; Complete Heart Block and Second Degree type 2 (Mobitz II)

Contraindications

Prophylactic pacing - the pacer electrodes may be placed in the stable bradycardic
patient (with medical control) but should not be used unless the patient deteriorates.

Precautions

Transcutaneous pacing is not the initial step in treatment of
unstable bradycardia.

Appropriate BLS and ALS maneuvers, as mandated by protocol,
should be carried out first.

Technigue

A. Connect ECG electrodes to patient in standard positions (pacer will not operate
without ECG monitor intact).

. Clean and dry chest. Remove excess hair if necessary to obtain optimal electrode to
skin contact.

B
C. Connect pacing electrodes to matching pacing cable.
D

. Peel off protective covering and attach electrodes to patient's chest as described:
1. Anterior - Posterior (preferred due to better capture rates and will not interfere with
defibrillation).
a. Place negative electrode on left anterior chest halfway
between the xiphoid process and left nipple, with the upper
edge of the electrode below the nipple line.
b. Place positive electrode on left posterior chest beneath the
scapula and lateral to the spine.
2. Anterior - Anterior
a. Place negative electrode on left chest midaxillary over fourth interspace.
b. Place positive electrode on right chest, subclavicular area..
3. Push "pacer" button.
4. If no intrinsic beats then skip this step. Insure that each QRS complex is being

sensed. If not, then adjust the QRS size and change between leads I, II, 11l to get the
best size.

5. Select pacing rate.
a. Adults and children >12 years, begin at 70 bpm.
b. Children >1 year and <12 years, begin at 90 bpm.
c. Infants <1 year, begin at 100 bpm.
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6. Activate pacer by pushing start/stop button. (Light will flash and spike will be seen
on rhythm strip).

7. Increase current by 20 mA increments until electrical capture occurs.

8. Determine that mechanical capture has occurred. If so, consider using tape to
secure electrodes to the patches to prevent displacement.

9.To terminate pacing push start/stop button.

Documentation

A. Two copies of the code summary.
1. One copy to be cut and pasted onto "critical care flow sheet"
2. One copy to medical director.

B. Completed "rhythm interpretation form" (in addition to run ticket).

C. Documentation of indications for and response to pacing
(including mechanical capture).

Notes:
A. A “general” rule of thumb is if you have time to sedate the patient, then the
patient is stable.
1. Pacing may be painful to the awake patient.
2. Consider sedation with Valium 5-10 mg.
B. Electrical capture.
1. Usually evidenced by wide QRS.
2. In some patients capture is less obvious and only manifested by minor changes in
QRS configuration.
C. Mechanical capture.
1. Manifested by signs of improving cardiac output (i.e. increased level of consciousness
or BP).
2. Do not confuse skeletal muscle contractions for carotid or femoral pulses.
D. CPR may be safely accomplished during this procedure.
E. Defibrillation/cardioversion May be done without removing
pacing electrodes. Charging the defibrillator automatically turns
off the pacer. When restarted the pacer comes on to its "default”
settings of 40 bpm and 0 mA.
F. To obtain adequate tissue perfusion, rates may need to be higher
than the initial settings.
G. If pacing is not successful, consider further ALS interventions as
indicated.
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09. RSI Procedure — This Procedure is a standing order.

This procedure is only to be utilized when appropriate means of artificial ventilation
are readily available, including endotracheal intubation.

Facilitated Pharmacological Intubation should be considered when the patients primary
injury

or risk of further injury/ iliness is due to actual or potential airway collapse. The

use of a pharmacological medium is to assist the patient in relaxing the musculature

of the neck, jaw, and face so that intubation may be completed.

Attempts to secure endotracheal intubation without the use of a pharmacological
medium should be evaluated prior to performance of RSI. If any concerns over
completing this procedure crews may contact medical control for further orders.

Procedure
1. Perform manual ventilation with approved techniques
2. Obtain appropriate equipment:

o Oxygen

e Bag-Valve-Mask

¢ Endotracheal Intubation equipment

e Etomidate
Secure IV access
Administer Etomidate .3 mg/kg IV monitoring the patients’ response, for
relaxation.

e Wait 1-2 minutes for relaxation of musculature before beginning intubation
Perform endotracheal intubation
Secure ET Tube
Confirm tube placement, utilize EID and End-Tidal CO2 Detector
Should the patient’s airway not relax to a point easing the act of orotracheal
intubation, do not administer a second dose without the consent of medical
control.
9. Continue to ventilate the patient as needed per patient condition.
10. Versed 2-5 mg can be given to relax patient if needed.
11. Contact medical control as soon as possible.
12. Contact medical control for all pediatric doses of Etomidate and Versed.

How

©NOo O
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10. Intraosseous Cannulation (Bone Drills) = Standing Order

Indications

Emergent need for vascular access.

An altered mental status (GCS of 8 or less)

Respiratory compromise (Sa0O2 90% after appropriate

oxygen therapy, respiratory rate <10 or >40)

Hemodynamic instability (Systolic BP of <90)

Failed IV attempts (three times minimum), or very low likelihood of IV success given
clinical situation.

mo Oow»

Contraindications

DO NOT place into a fractured bone.

Excessive tissue at insertion site with the absence of anatomical landmarks
Previous significant orthopedic procedures

Infection at the site selected for insertion

This is an emergency invasive procedure and should not be done for a
"prophylactic” or TKO/KVO line.

moowz

Precautions

Watch carefully for swelling at the insertion site or soft tissue opposite the insertion

site as the needle may not have penetrated bone or may have gone through both
cortices.

Technique

A. Cleanse the selected site with a alcohol prep.

1. Site 1: Anterior medial aspect of proximal tibia one to two finger widths
below the tibial tuberosity with needle inserted slightly away from joint
space.

2. Site 2: Distal tibia at the junction of the medial malleolus and shaft of the tibia

with needle inserted slightly away from joint space.

B. After setting needle guard for desired depth, insert bone marrow aspiration needle
into tibia using firm pressure and drilling motion, keeping needle perpendicular to
bone.

1. 15 gauge needle (pink) - under six months in age.
2. 15 gauge needle (blue) - over six months in age.
. Sudden decreased resistance indicates entry into marrow cavity. Needle should feel
secure in bone.
. Remove stylet and attempt to aspirate blood/marrow from needle. Failure to aspirate
does not necessarily indicate a failed placement.
. Secure in place, dress the site and secure
the tubing.

. The marrow aspirate can be used to obtain blood glucose level.

o m o O

Complications
A. Extravasation of fluids.
B. Compartment syndrome.
C. Infection.
D. Marrow/growth plate damage.
E. Fat embolism.
F. Fracture of the bone.
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Documentation required on MARF
A. Indications for procedure.
B. Description of procedure.
C. Response to intervention.

Notes
A. Only one attempt in given bone. If attempt was unsuccessful, leave the needle in place.
B. Fluids may have to be pressure infused to obtain an adequate flow rate.
C. Recommendation: If patient is conscious, advise the patient of the Emergent Need for
this procedure and obtain informed consent.
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%)%bg;)ntinuous Positive Airway Pressure (CPAP) — Standing

Continuous positive airway pressure (CPAP) provides a positive pressure gradient from the
proximal airway to the lower airways, thus increasing transpulmonary pressure and airflow. An
increased alveolar ventilation results, along with a decrease in the work of breathing. The goals
of applying CPAP include:

Relieving respiratory muscle fatigue.

Reverse microatelectasis.

Decrease the work of breathing and work of inspiration.
Increased ventilatory support.

Increased cardiac output.

ardE

Indications:
1. Acute Congestive Heart Failure.
2. Chronic Obstructive Pulmonary Disease.

Inclusion Criteria:
Respiratory distress with 2 or more of the following:
1. Retractions or accessory muscle use.
2. Pulmonary edema.
3. Respiratory rate >25 minute.
4. Pulse Oximeter <92% on high flow oxygen.

Exclusion Criteria:

Respiratory or cardiac arrest.

Systolic blood pressure <90 mmHg.
Unresponsive to verbal stimuli.

Inability to maintain airway patency.
Major trauma.

Vomiting or active upper Gl bleeding.
Untreated pneumothorax.

Obvious signs or symptoms of infection.

ONOTOrWNE

Procedure:

Assess vital signs, and attach monitor and pulse oximeter.

If BP <100 systolic, contact medical control prior to beginning CPAP.

Prepare equipment, installing 5 cm H20 pressure valve (no greater than 5¢cm).
Connect the tubing to the oxygen outlet.

Begin at 100% O2 at 25 Ipm.

Maintain at saturation of >95%.

Vital Signs g5 minutes. If patient deteriorates to the level of any exclusion criteria,
discontinue CPAP and initiate appropriate respiratory resuscitative measures.

NogosrwdhE

Documentation required on MARF:
1. O2 Ipm and O2 saturation utilized.
2. Effects/adverse reactions to therapy.
3. Oxygen saturation before and after treatment.
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13. Trauma Tourniquet (Standing Order)

Indications
A tourniquet should be used to control potentially fatal hemorrhagic extremity wounds
only after all other means of stopping blood loss has failed.

Precautions

A. Ultilize BSI including goggles, mask and/or gown

B. Tourniquet applied incorrectly can increase blod loss and lead to death

C. Applying a tourniguet can cause nerve and tissue damage whether applied correctly or
not.

D. Proper patient selection is of the utmost importance

E. Low risk to tissue is acceptable over death secondary to hypovolemic shock

F. A commercially made tourniquet is the only acceptable tourniquet to be used; improvised
tourniquets are not as effective and may cause more harm than good.

Technique

A. Attempt to control hemorrhage using direct pressure, elevation, and indirect pressure
over the patient’s pressure points prior to considering the application of a tourniquet.

B. If unable to control hemorrhage using the above techniques, apply the tourniquet using
the procedure below.
1. Apply tourniquet proximal to the wound and not across any joints
2. Tighten the tourniquet until bleeding stops
i. Applying tourniquet loosely will only increase blood loss by inhibiting
venous return
ii. Cut away any clothing so that the tourniquet is clearly visible. The
tourniquet shall never be covered by clothing or bandages
iii. The time and date of application shall be written on the patient’s skin next
to the tourniquet with a permanent marker.

C. Keep the tourniquet on throughout hospital transport — a correctly applied tourniquet
should only be removed by the receiving hospital.

Documentation required on MARF:
A. Where tourniquet was applied
B. Time tourniquet was applied
C. Tourniquet repositioned for any reason

97



