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GENERAL INFORMATION

Aurora South WI EM§ Office of Medical Direction Contact Info

How To Use This Document

Standard Operating Guidelinelntroduction

Abandoned Infant

Advanced Life Support (ALS) Response

Destination Determination

Do Not Resuscitate (DNR)

EDPeakCensus Notifications or Bypass Requests

EMS Medication Shortage Retention Past Expiration

Helicopter EMS (HEMS) Response

JustCulture

JustCulture DecisionGuidelne

NaloxoneExtendedUseGuidelinefor FirstResponders

NaloxoneLeaveBehind

No Injury or lliness/Lift Assist

Patient Consent for Carer Transport

Patient In Law Enforcement Custody

Patient Refusal for Carand Transport

Physician Presentn Scene

Radio Report

Scope of Practice for Registered Nurse (RN)

Termination or Withholding Resuscitative f6fts
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[ vaicorcomens
AURORA SOUTH WiMSc OFFICE OF MEDICAL DIRECT

Aurora South  WI EMS

AuroraMedical Centerc Burlington (AMCB)

SecureEMS Line
Line 1:(262) 7634287

Line 2(262) 7636468

EMS Coordinator:
Bob Swenarski

Robert.Swenarski@aah.org

(262) 7433424

Aurora Medical Center Kenosha (AMCK)

Secure EMS Line
Line 1:(262) 6941968

Line 2:(262) 6941973

EMS Coordinator:
VACANT

aahems@aah.org
(262)9485645

Aurora Lakeland Medical Center (ALMC):

Secure EMS Line
Line 1:(262)723-2991

Line 2:(262) 7233965

EMS Coordinator:
Bob Swenarski

Robert.Swenarski@aah.org

(262) 7433424

AuroraMedical Centerc Mount Pleasant (AMCMP):

Secure EMS Line
Line 1:(262) 866-3875

Line2: (262) 8663885

EMS Coordinator:
AmyMoczynski

Amy.Moczynski@aah.org

(262) 7998208

Aurora South WI EMS Medical Directors:

Steve Andrews, MD, EMP,FACEFR;AMES

Steven.Andrews@aah.org

Andrew AsweganMD, FACEP

Andrew.Aswegan@aah.org

Don KeenMD, MPH, LTC

Donald.Keen@aah.org

(414) 6176469 (302) 5471311

(314)-4524797
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TO USE THIS DOCUMEN

There aresix(6) major sections within this document. Each section is exdaled for rapid identificatin. The sections amerganized as
follows:

GENERAL INFORMATION
CLINICAGUIDELINE

PROCEDURE

MEDICATIOSI
CTICAL EMBJIDELINES
APPENDICES

Within each of the major sections, if viewing in an electronic versias possible to link directly tgeneral information clinicalguidelines
medicatiors, or procedurs by clicking on the hyperlink. Each of the hyperlinks are colored to nila¢ctolorcoded sections shown above.

GENERAL INFORMATIYerlinksare coloredBLACK
CLINICAGUIDELINByperlinksare coloredPURPLE
PROCEDUHRiyperlinksare coloredGREEN
MEDICATIOKyperlinksare coloredBLUE
TACTICAL EMS GUIDEEINperlinks are coloreRED

If contact online medical contro{lOLMC)s recommended or required, it will tshown in red a€ONTACDNLINE MEDICAL CONTROL

INCLUSIOBNd EXCLUSIO&te listed to help EMS providers determine BRADYCARDIA — ADULT (8 YEARS & OLDER)
appropriateclinicalguidelinesto follow for each patient presentation.  wcuwsion criteria: age & years oi; near ratefes than 50 beats/min AN 550 < 20 mimeig or M < 65 mmbig WITH clnical signs o o

perfusion (aitered mental status including syncope, weakness, lightheadedness, fatigus, complaints of chest pain, difficuity breathing, hypoxia,

OTHERSUIDELINEBO CONSIDESRe intended toguide EMS providers o o=

EXCLUSION Criteria: Children < 8 years old; Neonates

to OtherClinicalguide”neihat may need to be referenced to facilitate OTHER GUIDELINES TO CONSIDER: Airway Management, Chest Pain/Acute Coronary Syndrome (ACS), Cardiac Arrest, Difficuity Breathing,
. . . Dizziness or Vertigo, Hyperkalemia, ion or Shock, Neonatal itati Overds Toxic Exposure, Syncope
optimal care for the patient or thaghould be considered to develop a -

*  Universal Care

broader differential diagnosis. +  Requestalsresponse

« . Initiate Pulse Oximetry

E o If pulse oximetry is less than 93%, Fﬁrat? M o0 lowest I}e-/el to maintain pulse oximetry at 93% or g(ga_m
PROV'DER LEVEl:sseparated bEMR(gray)'EMT(Orange) AEMT a ';mnmvﬁmhaldoxygenxfpz‘tlentlshavvrgdlfﬁcultybrea(hlngorﬂunsb)etoassessanoxygensamﬁmn

R | - o pulses zre lost at any point:
(gold),INT(EMTFIntermediate pink), PARAParamedidight blue). Each *  Comiocest
provider level is responsible for ALL care performed byptieeeding . o R
provider level within eaclyuideling unless stated otherwiseEachtask | 5| * T sty @ e mdreqms mepreion
in the clinicalguidelinegenerally builds on previaiasksas the EMS v N A approprate
provider moves through thprotocol. It may be necessary, at times, tO] & |eamacoosi trestmentofbrasycarcia s ased upon thepresence o absenceof symptoms.
o ic without signs of ion, monitor only.

perform sometasks sinaltaneously or out of sequence as the CliNICAl | | & < saaupsss <50 mmrs o was < 6 mmg Wit ciica sigs o poor perfusion, consider:
. . o 10 Fluid Bolu:
needs of the patient dictate. o

* Do not delay Transcutaneous Cardiac Pacing {TCP) for I Access if the patient has poor perfusion
*  Forunstable patients not responding to initial treatment:

Universal Car®r Universal Care Trauma Managemenis referenced o Atropine: { y
. . .. N N K .. *  IV/10:1 mg; may repeat 1 mg every 3 minutes up to 3 mg if continued symptoms parsist
at the beginning of each clinicgiideline UniversalCareisintended to B i

o Transcutaneous Pacing

provide a standardized approach for each patient encouatewell as Q| ¢ orunsiblepatent ot respondingto Amopine and/or pacing:

reduce the need to reiterate basic assessment and other consideratiq cariccine o :"(JSfiMJVMmTin@Z:medled: may double subszquent boluses 10.0.1 g
. . - ] + Organophosphate poisoing (see Overdose o Toxi Exposurel

in every clinicagjuideline UniversalCare should be followed for every —

pati ent encounter. = IV Infusion: 2-20 mcg/min; titrate 25 neaded to achieve 3ze-3ppropriate Ma2

*  Forknown or suspected calcium channel blocker or beta blocker overdose not responding to Epinephrine, administer:
o  Calcium chioride [10%):
H H H H Ha H = Adult (Ages 2 12 years)
N OTE$TOV|de key Informatlon that may be Crltlca| to dECISlon makl ng *  IV/10: 1 gram {10mL} slowly over 5 minutes; may repeat initial dose in 15 minutes if continued
symptoms persist; may repeat for a total of 3 doses

within a clinicaguideline The notes sectiomay be present at the end + Pediatric {Ages 8.12 years)
Of a Clinicaguidelinein a Separate bQX *  IV/10: 20 mg/kg slowly over 10 minutes; maximum single doss 1000 mg; may repeat initial dose

in 15 minutes if continued symptoms persist; may repeat for a total of 3 doses

PARA

or
o Calcium Gluconate:
Adult (Ages > 12 years)
*  1V/10: 3 grams slowly over 5 minutes; may repeat initial dose in 15 minutes if continued
symptoms persist; may rapeat for a total of 3 doses
Pediatric (Ages 8- 12 years)
*  1V/10: 60 mg/kg slowly over 5 minutas; may repeat initial dose in 15 minutes if continued
symptoms parsist; maximum single dose 3000 mg; may repeat for 3 total of three (3) doses
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STANDARD OPERATIGGIDELINENTRODUCTION

These protocols have beapproved by the Medical Directsof the AuroraHealth Care South EMS System.
THESE GUIDELINES SHALL BE UTILIZED AS

1 Written orders of a physician for treatment guidelines to be administered by authorized members of the Aurora South EM&Syste
circumstnces allow for the treatment of ill or injudeatients.

1 The prehospital standing medical orders to be initiated by Aurora South Emergency Medical Responder/First Reésidhder (
Emergency Medical Technician (EMT), Advanced Emergency Medical TecAisiEhEMFIntermediate (NT),Paramedi¢PARA),
and/or Nursing Personnel.

ONLINE MEDICAL CONTRkuuld be contacted at the point that thainical protocol indicatesor when a patient is refractory to available
treatment.

ONLINE MEDICAL CONTR&beprovided by any of the Aurora Hospitals in the South Market

1 Aurora Lakeland Medical Center 1 AscensiorAll Saints Hospital can also provide online

1  Aurora Memorial Hospitadf Burlington medical control

1  Aurora Medical CenteKenosha 1 Any Aurora Hospital cgorovide medical control if

1  Aurora Medical CenteMount Pleasant transporting a patient to that facility

1 Aurora MedicalCenterSummit 1 Additional medical control hospitals may be approved
by the medical directqron a service specifigperational
plan

It is recognized that these prehospital guidelines are intended to stabilize most patient care situations

Medical cae can only be initiated through these guidelines or an authorized Medical Control Center.

EMS personnel whibavequestior(s) regardingwhat careto providefor acurrent patientwill contact Medical Control.

If communications cannot be established, prehospital personnel shall continue to provide treatment to the degree authorized by t
EMS Medical Directors in these guidelines.

1 Indisaster situations where immediate action to preserve and save lives supetiedesed to communicate directly with the
hospital,the CONTACDNLINE MEDICAL CONTRfders may be lifted provided protocol recommendations are followed and/or
sound medical judgment is used.

UNDER N@IRCUMSTANCES SHALL EMERGENCY PREHOSPITAL CARE BE DELAYED WHILE ATTEMPTING TO ESTABLISH CONT
MEDICAL CONTROL.

= —a —a

If at any time, a near miss, an error, or deviation fritvese guideliness identified, crew members should report the issue or concéorteir
supervising officer, director, or chief as soon as possible. The Medical Director should be notified within 24 hours agesoyestandard
policy. These guidelines will be reviewed regularly with updates as appropriate and necessary, gatiatpainimum, every two years. The
Aurora South WI EMS Office of Medical Directors welcomes feedback and thoughts on how we can continue to support opffeatiged
evidencebased care that is operationally feasible and understandable to our EM&lprs in the fieldSuggestions can lEmaikd to: aah

ems@aah.org

In accordance with Wisconsin State Statute 256 in Chapter 110 of the DHS Wisconsin Administrative CodefFeffaim@6h, 2024 the
following medical treatment guidelines are authorized by all Aurora South WI EMS Medical Directors. Changes to thess gaiddlexmade
only with the authorization from the Aurora South WI EMS Office of Medical Direction.

Aurora South WI EMS: Office of Medical Directi@uidelineRevision Committee

Dr. Steve Andrews, MD, FACEP sl .
FAMES, EMP o C/ZAVQN Stephanie Welch, RN, CCEMTP M ! W"

Medical Director EMS Manager

o s > ";///-, N . .
Medical Director Ll MD EMS PrafDevelopment Generalist = | AN

Dr.Donald Keen, MD, LTC 1=, Z Michael Mackesey, NRAEMT-CR s g -
Medical Director EMS Lead Instructor /// M
Elizabeth Ferger Olsen, CCEMTP bwm
|

Dr. AndrewAswegan, MD, FACE /. ., . . Karen Barker, Ed.D., RN, EMTP Tl 6&/\‘&/\/

EMS Instructor
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ABANDONED INFANT

Purpose:To provide a guideline to EMS personnel that is folloMfigStatute 48.195This statute relates to the right a parent has in
relinquishing a child that is less than 72 hours old and has not been abused.

Background:
Taking a child into custody
1  WI Statute48.195allows a parent to anonymously relinquish custody of a child that is 72 hours old or younger to a law enforcement
officer, EmergencyMedicalTechnician (EMT), or hospital staff member and does not express any intent to return for the child.
1  This can be accomplished by:
o Bringing the child to any place where these personnel are located or
o /IftftAYy3a adbmmé | YR NBfohayal drfoicénient aficdd dzENTR R&é 2y | NJ
1 Upon receipt of a child, any action necessary to protect the health and safety of the child shall be taken. The childdb¢n be
delivered to an intake worker within 24 hours.

Anonymity and Confidentiality

1 A parent who relinquishes custody and any person who assists the parent has the right to remain anonymous.

1  This shall not affect the way the recipient performs his or her duties.

1  No person may induce or coerce a parent or person assisting a parent waliregy his or her identity, unless the person has
reasonable cause to suspect that the child has been the victim of abuse or neglect.

1  No person shall pursue a parent or person assisting a parent unless the person has reasonable cause to suspedtilthaethe c
been the victim of abuse or neglect.

1  No officer, employee, or agent of this state or of a political subdivision of this state may attempt to locate or asbertdemtity of
a parent who relinquishes custody of a child.

1 Any information obtainedelated to the relinquishment of the child shall be kept confidential. Information may be provided to
specific agencies or persons as listed@nl95(2)(dwhich includestaff of the department, county department, or licensed child
welfare agency that is providing services to the child and an attending physician for purposes of diagnosis and tredtmetildf

Information for Parents
1  The recipient of the child shall make available to the parent the Wisconsin maternal and child hedttbetodlephone number (L
800-722-2295). The parent may refuse this number.

Immunity from Liability:
1  The parent or person assisting the paréats
0 Immurity from any civil or criminal liability
0 Theright to leave at any time
o The right not to accept any information and
0 Immunity from prosecution
1  Any law officer, EMT or hospital staff who take a child into custody are immune from any civil or crabitiigl for any good faith
actions or omission occurring solely in connection with the act of receiving custody of the child. This person is notfananne
act or omission occurring in subsequently providing care for the child.

Medical Assistance Eligjlity: A child taken into custody is presumed to be eligible for medical assistance.

Procedure:
1. Accept the child.
Initiate treatment of any lifehreatening conditions.
Attempt to verify that custody of the child is being relinquished.
Provide theparent or person assisting the parent with the WI maternal and child healtfréaltelephone number (BOO-722-
2295). This person has the right to refuse acceptance of this.
Do not attempt to induce or coerce an identity from this person unless alsusgspected.
Do no attempt to pursue this person unless abuse is suspected.
Provide medical care to child as appropriate.
Transport child to the Emergency Department.
Document appropriately on a Patient Care Record.

pwn

© NG

Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
Effective Date: 6/1/2024 Approved by: Steven Andrews, MD, ERITFAEMS
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ADVANCED LIFE SUPP(MRBRESPONSE

Forthis guideline onlyAdvanced Life Support (ALS) refers to HM&rmediateor Paramedidevel only

In certain circumstance#\LS serviceshould be considered as either an initial response or summoned by initial responders that are providing
patient care.

1. The parameters contained in these guidelines are a recommendation. Provider assessment findings, dispatch information, and
general impession of the patient condition by those providing care should be utilized in the decision nTdtiixguideline should be
utilized in conjunction with th&k S LI NI iM&nAlipdldies procedures, and dispatch protocols.
Request folan ALS responsiatercept isat the discretion of the ofscene provider.
3. If uncertain whether an ALS response is warranteshsider arALS responsgiatercept when:
a. Cardiac arrest
i. 1V epinephrine has shown to improve survjthoudh not neurologically intact survival
ii. ALS hashownbenefitin survivability once a patient achieves return of spontaneous circulation (ROSC)
iii. ALS can provide medications to maintain blood pressure and control arrhythmias that may occur.
b. Respiratory arrestsevere difficulty breathing/shortness of breath, respiratory distress (medical or trauma)
i. Studies show improved survival from ALS response to eegspiratory difficulties.
c. Burns involving the face, neck, or airway
i. These patientsnay requireearly airway intervention and ALS have higher level airway control abilities
d. Unresponsive/Altered Mental Status
i. ALS can assebmaddifferential causes and provide higher level airway control abilities
e. Chest pain/STEMI
i. Unless 12 lead EGS&available and can be transmitted quickly, ALS havecE@®ility and can interpret them
ii. ALS can give medicatioard cardiovert severe arrhythmias that can present as chest pain
f.  Anaphylaxis
i. ALS have higher level airway control abilities
ii. Paramedics may give steroids aamtihistamines
g. Drowning ornear drowning:
i. ALS have higher level airway control abilities
h. Severepain:
i. Unless nitrous oxide is available, ALS is the only level approved ttiging pain medications
i.  Violent or aggressiveatient:
i. Paramedicgan administer chemical restraint medications
j.  Drugoverdose
i. Although most drug overdoses only require supportive cates can provide lifesaving treatment for some life
threatening overdoses (eXricyclic antidepressants)
k. Activelyseizing
i. ALS can administer benzodiazepines to stop seizure activity
4. Ifthe arrival time ofan AL§Advanced Life SuppontsponseexceedslO minutesandon-scene providerare capable of
transportationto anemergency departmentvithin a shorter timeframe thai\LSarrival, initiatetransport to the emergency
departmentor arrange for arintercept with the ALS provider.
a. Cardiac arresfmedical)is an exceptiomndshould be worked on scene until a persistent spontaneous pulse is actoeved
i. For 20 minutesn adult arrestwhen asystole is the initial rhythm
ii. For 30 minutesn all pediatic patiensand adult patientwith an initial rhythm other than asystole
5. Once ALS care is initiated, ALS provider must maintain patient care until arrival at emergency department or patient care is
transferred to an equivalent or higher leveladre.
6. If the level of care already provided or anticipated is within BMTFIntermediatescope of practicean EMTFIntermediatecan
transport the patient.
If the level of care already provided or anticipated is within AiEMTscope of practice, thean AEMTcan transport the patient.
8. If the level of care already provided or anticipated is within the EMT scope of pratirean EMT can transport the patient.

n

N

Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
Effective Date: 6/1/2024 Approved by: Steven Andrews, MD, ERITFAEMS
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€2 Aurora Health Care v ADVOCATE
DESTINATION DETERMINATION

Purpose:To provide guidelines for determining the appropriate transport destination for every patient

Procedure:ln general, the patient shoulde transported to the closest most appropriate hospitalithin the limitations of the ambulance
services operational plan

Appropriateness is determined by:

9  Patient preferencé
o Wisconsin law gives the patient the rightritake the ultimate decision on hospital destination as long as it is operationally
available to the EMS service (a hospital the service would normally be allowethspart to). If provider assessment
suggestghe patient should béransported to afacility different than their preferred destinatiorand the patient is
capable of making decisionsake an effort to promptly provide the patient with informati@xplaining therationalefor
recommendngtransfer to thealternativefacility. Transport per the patient's final request.
1  Yecialty needs of the patienpédiatric, trauma, cardiac, etpand the hospital's capacity to meet those needsxamples include:
0 STEMICardiac catheterization center
0 TRAUMAFollow trauma field triage guidiees
A Patients meeting angne of the listedglal criteria should be transported to the highesvel trauma center
(Levell) available within the geographonstraints of the regional trauma system
A Patients meeting angne of theYELLOVCRITERIA WHO DOT MEE CRITERIghould be preferentially
transported to a trauma centgLevel | or Level JIxs available within the geographlconstraints of the
regional trauma system(need not be the highedevel trauma center)
A If over 30 minutes by ground tolzevel lor Level Il any of the following are acceptable:
9 Helicopter transport td_evel lor Level I} for criteria only
9 Transport by ground td.evel lor Level IOR
9  Transport by ground to thhighestlevel trauma center within a 3fhinute transport time
0 STROKHroke treatment centeiif transport timewithin time window
BURN: Burn center if criteria met (s®Burn guidelingand no significant trauma center criterévident
0 OB:Pregnant patiens greater than 20 weeks gestational age with a possible OB related symptom should go to a hospital
with obstetrics This includes preclampsideclampsia headache, elevated blood pressuresurologic abnormalities,
seizures.
Hospitalbypassgliversionand peak censastatus
Patient@ medical home
MedicalDirection
WeatherRoadconditions

o

=A =4 =4 =4

Considerationso modify for each ambulance service:

1 Restrictionglue to coverage of the area
9 Restrictiors due to distance to the hospital
9  Otherreasons for restrictingestination, such aklass Casualtyincidentetc.

Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
Effective Date: 6/1/2024 Approved by:Steven Andrews, MD, EMA, FAEMS
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DO NOT RESUSCITATE (DNR)

Purpose:To provide guidance on when initiation of potentially life prolonging treatment is inappropriate under Wisconsin Do Noit&esusc
(DNR)aws and to ensure that carepsovided in accordance with a patient's wishes to the best of the EMS pr&ilaitity in the setting of

cardiopulmonary or respiratory arrest

Background:

1  As defined inWisconsirSatute 154.17(2)a valid Do Not ResuscitaBNR)order directs EMSrpviders not to attempt
cardiopulmonary resuscitation on the person for whom the order is is#fubdt person suffers cardiac or respiratory arrest
1  Currently, the only DNR orders that are legadigiuired to be followedare Sate of Wisconsirauthorized DNR bracelet

Plastic ID braceletobtained directly froma physician that includethe information shown below:

o]
Each bracelet insert must contain the following information in
the format outlined below. See Sample  — Do Not Resuscitate
. Health Care Professional - Name Sona Do e Janes
Pat!ent Name Phone Number 111 Star Rd S/A r\/] P L E {608) 299-9999
Patient Address Health Care Professional - Signature No Name, W1 99999 Z é Z !@
Date of Birth Sex (M/F) (Do not copy) GZANI6F osned,

o Metal IDbracelet:obtained fromSticky® Medical ID. P&VisconsirStatute 154 ,./,';,"/
Sticky® Medical I0s the current state ofVisconsin authorized vendor of metal é"’
bracelets f

A The front of the bracelet shows:
1 The international medical symbol, tt8taff of Asculapius
1  The phrase@Wisconsin Do Not Resuscitate EMS
A The back of the bracelet shows
M Patient's first and last name
1  Other health information if space allows
o Theolder MedicAlert bracelets shown to the rightwill continue to be recognizedThe

bracelet must saydWisconsin Do Not Resuscitate

1 UnderWisconsin Statute 154.280 physician, EMS provider, legalth care professional may be held Q;\ “‘G oy

criminally or civilly liable, or charged with unprofessional conduct, for any of the following: -
o Under the directive of a DNR order, withholding or withdrawing, or causing to be withhel <2 ";\:”"“ s
or withdrawn, resuscitation froma patient s ‘,.;socf’{é};x"’
o Failing to act upon the revocation of a DNR order unless the person had actual knowled ¢ 'wﬁik&g
s

the revocation
Failing to comply with the DNR order if the patient or facility did not have actual knowledge

of the DNR order or if the patient in gooaith believed that the order had been revoked

f  Ourobjectiveist@ensureNS 02 Iy AGA2Y | YR I RKSNBYyOS (2 Liarichl&lycdnaefning e ¥ S NS y (
initiation of Do Not Resuscitate (DNR) measure

(0]

Acceptabledocumentation includes
A Intact State of Wisconsin RWrist Band/Bracelet worn by the patient
Properly completed State of Wisconsin DNR form
Properly completed DNR form from another state, such &hwgsician Order For Life Sustaining Treatment
(POLST) dvledical Orders for LitSustaining treatmentMOLSTE A Y RAOF GAy 3 GKS LI GASy
A Court Order for children under 18 years of age, instructing EMS persoririel imitiate CPR
A Hospital DNR order for a chilgtovided it is properly sigmkand dated
Handling of tatoos:
A Unfortunately, a tattoo is not considered an acceptablerfarf R 2 O dzY S
wSadzadArGbE@SH20 Lylddol S¢S 2N aray
1 Begin hand®nly CPR
1 CONTACONLINE MEDICAL CONT®Rdeterminewhether resuscitation shoulde continuedor
A02LIISR 0FaSR 2y é6KS LI GASyidiQa LINBFTFSNByYyO

> > >

yildrzyo Ly KS §
AfLENI GFrGG22 o0SAy3

w» (et
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Do Not Resuscitat¢éDNR); Patient is pulseless and not breathin®atient is considered dead.

Do Not Resuscitate (DNR)Patient has a pulsand/or spontaneous respirations
1  Thefollowing shouldNOTbe performed
0 Chest compressions
Insertion of @lvanced airway
Administration of ardiac resuscitation drigy
Ventilatory assistancémouth-to-mouth or bag valve mask)
Defibrillation
1 EMS providersay possibly providewith patientor activated healthcare power of attorney permissi(@o not do unless active
permission is given

0 Hectricalcardioversion

o Transcutaeous cardiac pacing (TCP)

o0 Noninvasive positive pressure ventilatigdIPV, CPAP or BiPAP)
1  Providesupportivd comfort measuresenroute to the hospitaincluding:

o Clear airway
AdministerOxygen
Position for comfort
Splint
Control bleeding
ProvidePainManagement
Provideemotional support
1 DONOT WITHHOLD OXYGEMEDICATIONSNTRAVENOUS ACCESS, if neededanalgesia, sedatioffluids, antiarrhythmics, or

vasopressorfor hypotension unless these are specifically included in drder to withhold

O O O o

O O O O O O

Considerations:

1 In cases where the validity of ti2NRorder is questionear family/significant other report patient would not want resuscitation,
start compression only CRRdCONTACDNLNE MEDICAL CONTROUOeterminewhether to terminate resuscitation or initiate
full resuscitation.

M If resuscitationwvas initiated ad a validDNRorder islater discoveredind verified, resuscitative efforshouldbe discontinued
without the need for medical consultation. If there is any doubt regarding the legitimacy of the DNR@ed¢FACDNLINE
MEDICAL CONTRIfoL guidance

1 If suicidéhomicide attempt is known or suspected, continue to respect DNR orders. If patienastdl jpulse or is breathing
spontaneously, provide other supportive care including antidotes to medicaifi@vsilable

1 Toensure scene safety when dealing with a patient holding a valid DNR and meeting criteria for death, an EMS provider may choos
to initiate resuscitativeefforts andrelocate both themselves and the patient to a secure location. Gafe CONTACDNLINE
MEDICAL CONTR@iforming them of the circumstansand following any orders receive@ocumentation should reflect this
decisionmaking process.

1 If there are unique circumstances that are not addresakadve, start compression only CPR &tdNTACONLINE MEDICAL
CONTROand explain the situatioto determine whether to terminate resuscitation or initiate full resuscitation.

1 If the patientpossessea Physician Order For Life Sustaining Treatr{R@LSTYr other advanced directive forspecifying their
preference for Do Not ResuscitatbNRA G | G dza> Iy R AdG I LIWISINER Ot AR ¢gAGK 020K (K
FGd2NySeQa aAaaylGdz2NB b5 | LIKeaAOAlyQa & JrssdustiN@ortsivil noh 02 y
be performed. If resuscitation has already been started and such a directive is discaestestitative efforts shad stop.

1 Apatient with decisiormaking capacity or healthcare power of attorney of an incapacitated patient may direct EMS providers to
initiate resuscitation, thus revoking tH@NRorder. Thebracelet should be removed as soon as possible

Initiated: 2/26/2024 Last Review/Revizn Date: | Next Review Date: 6/1/2025
Effective Date: 6/1/2024 Approved by: Steven Andrews, MD, ERITFAEMS
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EDPEAK CENSU®TIFICATIGMNOR BYPASS REQUES

BackgroundHospital resources, including emergency services, may occasionalivehelmed and unable to provide optimal patient care.
Factors contributing to this problem may include a shortage of qualified health care professionals, lack of-haspidalesources, and
overwhelming hospital and emergency department volume.

Hospital Peak Census

Peak Census denotes that a hospital is full/very busy, and delays should be expected. If patient condition allows, remsgidertd the next
closest appropriate emergency department with patient/family consent. If the patielhtstjuests transport to the facility on Peak Census
despite being aware of the potential delays, then they should be transported to that facility.

Any patient deemed unstable by EMS personnel should be transported to the closest appropriate faailijes=gof Peak Census designation.
Examples of unstable patients include:

Patients with unmanageable and unsecure airways

Patients in respiratory distress

Patients remaining in cardiac arrest or with ROSC

Trauma alerts

Patients with uncontrolled hemorrhag

Patients in decompensated shock

Patients with possible stroke or STEMI

Patients requiring paramedic level care without a paramedic in attendance

= =4 —4a —a —a _a _a 9

Limited Divert

Limited Divert is used by a hospital if there are specific circumstances making it difficate for some patient conditions. Examples include:
No CT scanning capabilitieversion of trauma and potential stroke patients

Specialty care limitation: patients needing that specialty may benefit being transported elsewhere

No hospitaimonitors available due to volume: patients requiring cardiac monitoring may benefit being transgistdhere

ED Boarders: lack of inpatient beds is limiting the ability to take care of ED patients loherders

No ICU beds available: ICU level pasentill likely be Eboarders or transferred to another hospital

= =4 —a —a

Like Peak Census, Limited Divert should not divert unstable patients, unless their condition cannot be appropriately etahadexbpital

due to an equipment issue, such as lack of CT facdrauma and stroke patients. Questions about the appropriateness of a specific patient
being transported to a hospital on Limited Divert status should be addressed through online medical control. As with Slegkf@gpatient
insists on being tramorted to a hospital on Limited Divert despite being told the risks of doing so, they should be transported there.

Hospital Bypass

HospitalBypassiesignateghat an EDis closedto inboundEMSpatients. Thisshouldonly be usedwhena hospitalhassustaned a major
internal emergency(Structuraldamage environmental HAZMATUtilities failure, etc.) that makeit unsafeto carefor ANYemergency
departmentpatients.EMSunits shouldgoto the next closestappropriatefacility.

Once on hospitgbroperty, the receiving hospital may not refuse care for a patient and is subject to EMTALA rules and regulations. Likewise,
EMS personnel cannot leave a hospital with a patient after arrival unless a medical screening exam has been complei2ptojeasi@hal.

If their patient is unstable, EMS personnel should remain with the patient until hospital staff with the ability to ctivatfpatient are

available.

Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
Effective Date: 6/1/2024 Approved by: Steven Andrews, MD, ERITFAEMS
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EMS MEDICATIOBHORTAGE RETENTION PAST EXPIR

Purpose:This guideline provides guidance to EMS providers for emergency medication retention past expiration dates

BackgroundNationally, many emergency medications used by EMS continue to be in severe shortage. In order to anticipate future shortages
and prevent patient harm resulting from inadequate supplies of emergency medications, Dr. Steve Andrews has apisrpeédyt for the
retention of expired emergency medications

Procedure:All emergency medications can be retained for up to 12 months past their expiration date by the following policy. In,additio
certain medications can be kept much longer as perligteoelow. Medications should be discarded if they have become discolored or have
LINSOALAGE GSo aSRAOIFIGAZ2ya aK2dd R 0SS aG2NBR LISNI G§KS YI ydzF Il Oh dzNB N

Months Years

Drug Form Extension Extension
Atropine Sulfate Injectionsolution 96 8
Calcium Chloride Injection solution 96 8
Dexamethasone Syringe 60 5
Dextrose 10% Injection solution 24 2
Dextrose 5% Injection solution 72 6
Diphenhydramine Syringe 72 6
Dobutamine Injection solution 48 4
Fentanyl Injectionsolution 84 7
Furosemide Injection solution 30 2.5
Heparin Sodium Injection solution 48 4
Hydrocortisone Injection solution 48 4
Ketamine Injection solution 72 6
Lactated Ringers Injection solution 48 4
Lidocaine HCI Injection solution 60 5
Mannitol Injection solution 96 8
Morphine Syringe 96 8
Naloxone Injection solution 84 7
Pancuronium Injection solution 84 7
Phenylephrine Injection solution 72 6
Pralidoxime Autoinjector 120 10
Prochlorperazine Injection solution 60 5
Promethazine Injection solution 60 5
Sodium Bicarbonate Injection solution 96 8
Sodium Chloride Irrigation 96 8
Sodium Chloride Injection solution 36 3
Sodium Nitrite Injection solution 120 10
Sodium Thiosulfate Injection solution 120 10
Succinylcholine Powder 72 6
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Dr. Steve Andrews, Medical Director, authorizes storage of all emergency medications up to 12 months past their exgeatisithda
exceptions listed above for retaining even longer. Expired drugs should be sepachtely from unexpired medications. A separate
authorization will need to be issued by the medical director before expired drugs may be used on patients. This docynadiotvsndnd
encourages storage of expired emergency medications to meet pedsinire needs

04/02/2024

Steve Andrews, MD Date
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HELICOPTERMS (HEMS) RESPONSE

Purpose: To provide guidelines for the appropriate utilizationtdélicopter Emergency Medical Servi€esponsg HEMSJo assure the safest,
most appropriate utilization and method of transportation based on the needs of a patiEMScan offera time-saving advantag® patients
facingtime-sensitive emergenciéswvhen it comes taeaching hospitalsapable of providing necessanterventions This benefit applies lthe

patient can bedeliveredwithin the interventioral window** , ANDGround EmergencyMedicalServices(GEMSgare notaccessibléo effectively

deliverthe patient toreceivedefinitive carewithin that interventioral window.

Examples include:
1 Injuredpatients meeting the State of Wiscongiield Trauma Triage Guidelin@ criteria that are greater than 30 minutes ground
travel to the closestevel lor Level Itrauma center
o HEMS utitiation for mechanism of injuryr special population alonkacks clear evidence of benef8incethese are
patients that may not necessarily need the resources of the highest trauma level in a regionHE&&fhould generally
not be used.
1 Patients with acut&SsTEMheeding transportation to a regionpkrcutareous coronary interventiofPC) capable hospital where a
helicopter can get the patient to @ardiac catheterizatiorab 30 minutes faster than a ground ambulance
1 HEMSmnay provide clinical resources to patients needing critical care services if unable to obtain critical care sefvERISby

Injury Patterns Mental Status & Vital Signs

1 Penetratingnjuriesto head,neck,torso, and proximal All Patients
extremities 1  Unable to follow commands (motor GCS < 6)
Skulldeformity, suspectedskullfracture T RR< 1_0 or> 2? breaths/min .
s dpinalin h 1 Respiratory distressr needfor respiratorysupport
uspectedspinalinjury with new motor or sensoryloss ¢ Roomair pulseoximetry < 90%
1 Chestwall instability, deformity, or suspectedlail chest
1 Suspectecbelvicfracture Age 0-9years
] 1 SBP<70mmHg+ (2 x agein years)
1 Suspectedracture of twoor more proximalongbones
1 Crusheddegloved,mangled,or pulselessextremity Age 10-64 years
1 Amputationproximalto wrist or ankle T SBP <90 mmHgor
. . . . 1 HR > SBP
1 Active bleeding requiring a tourniquet or wound
packing with continuous pressure Age > 65 years
1 SBR110mmHgor
1 HR > SBP

Other reasons to utilize HEMS in the eof-hospital setting include:

Patient is located in a geographically isolated area, which would make ground transport impossible or greatly delayed
Local EMS resources are exceeded

Mass Casualtyincident or duing disasters and times of low community resources

Prolonged complicated extrication requiring-scenemedical care outside of thiecalEMS scope of practice

Expanding events with unclear patient involvement or community threats

= =4 —a —a —a

It is important to understand thatHEMSs not without risk, including economic
1 Mortality related toambulancecrashes in 0.76 deaths per 100,000 transports
1  Overall mortality associated with crashed when HEMS crews are included is 1 death per 16 8d@tsarCompare this with-2
extra lives saved per 100 transport for patient with severe traumatic injuries

*Time-sensitiveemergency is defined as an acute life threatening medical or traumatic event that requires a time critical interventiuce® re
mortality and or morbidity. Examples include major systems trauma, ST elevation myocardial infarction, or stroke.

** An interventional window can be defined as the period of time from which mortality or morbidity is likely to be reduced by the
administration of pharmaceutical agentsedical proceduresyr interventions. An interventional windowshould bebased on available

national consensus guidelines such as the American Heargé 2 O Afitstinfedicgl ©oatact or dosto-balloonor doorto-needletime. The

a BldenHoure¢ of trauma refers to the core principle of rapid intervention in trauma cases, rather than the narrowimgeaira critical one

hour time period. There is no evidence to suggest that survival rates drop afteni@dites.
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JUST CULTURE

Purpose: AJust Culture recognizes that adverse events and unanticipated outcoiteesresultfrom human erroror system failures, rather
than the result of reckless or intentionally malicious behavior, and that individuals are accountable for their indivtidaal &ct generally not
from errors or problems in system desighurora South WI EMBstersa fair and systematic approach that balances a nonpunifisifiable
learning environment wittan equally important needor accountability. This includesvaluaion for system level issues that allow unwanted
human error or behavioral choices and identification of process improvement opportunities that will prevent or minimizégbdi@mduring
patient care.Our guidelinesre carefullydeveloped toreduce unvanted human erroandsystemdesign errors

The goal of Aurora South WI EMSo improve health in the communities and region we serve. Every effort that falls short of the intended
result provides a learningndimprovement opportunity. System design, system effectiveness, and individual performance all contribute to
outcomes therefore analysis of adverse or unintended results must fairly assess all aspects of the Bvenisrpose of thiguidelineis to
establish a framework foand commitment tga Just Culture af\urora Health Caras part of the journey for being a Higteliability
Organizatiorand EMS System

Just Culture Guidance

All Aurora South WI EMS Providendl:

Actively seek to avoid causing a risk or harm to patietteer first respondersandhospitalstaff

Work diligently to achieve the goals and intld outcomes of thie organization

Follow the policies, rulesind regulations of thie organization

Report safety events, near misses, and other events throughplpeopriate reporting system

Be held accountable for their individual actions basedhenquality of decisiomaking rather than the outcomes of decisions
Participate inrRoot @GuseAnalysiSRCAreviews and Apparent Cause Analysis (A8Agws as necessary

E N e

The interpretation, administratiorand monitoring for compliance of a Just Culture will be the responsibility of operational leadership in
collaborationwith Aurora South WI EMS Office of Medical Directimd will

1 Promote a learning environment and educate BMS Providersn the concet of JustCulture

1 Educateall staff members and ensure the use of thestCulture DecisionGuideline, a tool to help determine the type of behavior
displayed and the correct cowef action when an individual has made an error, drifted intagkbehavior,or otherwise not met
the expectations of the organization
Fosteran environment that promotes full disclosure of events
Leador participate inRoot Cause AnalygRCA) reeiws and AparentCauseAnalysis (ACA) reviews help lead a response focused
on process and prevention
Activelyseek and report areas of concern and potential harm and opportunities for improvewi#mbrganizational leadership
Notify and include other directors, managers, senior leadansl other healthcare team members depending on the severity of the
concernor event

= =9

= =

Definitions:

High Reliability An organization that has succeeded in avoiding catastrophes in an environment where normal accidents

Organization expected due to risk factors and complexity
Just Culture A learning culture that ifocused on balancing accountability with fairness.
Staff All personnel working at all leveds clinical and nostlinical healthcare roles
Near Miss An event that could have caused harm but was averted.
Human Error An event leading to an action nbappening as it was intended, commonly described as a slip, lapsestaike
Safety Freedom from unjustified risk and preventable injury
Consoling Expressing empathy and providing emotional support to someone in a time of gdefa@pointment.

The process of providing constructive feedback about engaging in safer behavioral choices. Ongoing fee
Coaching coachingareused to communicate abownd reinforce appropriate behavior, teach new skills, motivate high
performance, and mentor workforce mdrars so they understand their role in the organization.
Communication with an individual where a performance deficiency is identified and expectations for futur
performance araliscussedCounseling should mcumentedin writing by informal memo or confirmation
emal and placed in the departmental personriégé¢ with a copy provided to the staff member involved. The g
member does not have to sign the document.

Counseling
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Action taken to ensure adherence to acceptable and reasonable standards of performance and conduct
includewritten warning, written reprimand, suspension, reduction/demotion, and discharge, applied in a
progressive or noiprogressive manner. Workforce memberayask for a union representative or witness (a
applicable)fihe or she feels a meeting may leaddigcipline.
A behavioral choice to consciously disregard a substantial and unjustifiablerrfaiture to follow clear and
known procedures.
Failure to behave in the manner expected from someone who hasahee knowledge and skills under the sa
circumstances.

Intentional Rule The intentional rule violation occurs when an individual chooses to knowingly violate a rule wbilelgs
Violation or Malicious| performing a task. This concept is n&cessarily related to risk taking, but merely shows that an individual

Intent of or intended to violate a rule, procedure, or dwtiile performing a task.

A root cause analysis is one type of comprehensystematic analysis, which is a process for identifying ba
Root Cause Analysig causal factors underlying variation in performance, including the occurrence or possible occurrence of a

DisciplinaryAction

Reckless Behavior

Negligent Behavior

event.
Apparent Cause | A limited investigation, requiring fewer iestigative resources, of a safety event resulting in limited or no hg
Analysis with a focus on addressing immediate concerns and developing local preventative strategies.
Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
Effective Date: 6/1/2024 Approved by: Steven Andrews, MD, ERITFAEMS
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JUST CULTURE DECISION GUIDELINE

A Just Culture is a concept of systems thinking that supports slaaclintability, shifting the focus from severity of events and outcomes to

risk and choices. The incorporation of a Just Culture in thépspital setting allows for a standardized approach to focusing on how errors
occurred, and how they can be prevedti the future, using Root Cause Analysis (RCA), peer reviews, and debriefings. This promotes an
AYOSSaiAaALG2NE LN OK (2 FAYR GKS NB20G OF dzaS ONB | thaaféhcyiwkhS Ay OA
outcome resolutn, determining system driven errors, human errors, or unjust behaviors.

Subsequently, a Just Culture allows for:

Aligning values and expectations

Designing better services

Driving better behavioral choices

Systematic approach to learning

Standardized ggroach for discovery of factual, nésiased findings

= =4 =4 -8 -

Just Culture can assist in holding its system and staff accountable within a supportive environment, that providpartivermeans of
reporting errors, while demonstrating zero tolerance for riskhavior.

EVALUATE ALL INDEPENDENT OF ACTUAL OUTCOME

DUTY TO AVOID CAUSING

DUTY TO FOLLOW DUTY TO PRODUCE

HRIESTIE S o OR PROCEDURAL RULES OUTCOMES

ADid a clinician put an ADid the clinician breach a ADid the clinician breach a

organizational interest or duty to follow procedural duty to produce an outcome?

value in harm's way? rule?
Awas there a drive or motive
Awas the behavior malicious, Als it possible the system that increased possible

unjust, or willful miscondut? induced error? reward?

\

HUMAN AT-RISK
ERROR BEHAVIOR RECKLESS KNOWLEDGE PURPOSE

Increases risk
and is believed
to be justified

Conscious and
malicious choice Knowingly
to take unjust causing harm

Inadvertent
action: a slip,
lapse or mistake

The drive to
cause harm

risk or cause (sometimes (never justified)

unjustifiable justified)

Risk not
harm

recognized

DISCIPLINARY
CONSOLE COACH ACTION

Non-intentional

DISCIPLINARY DISCIPLINARY
ACTION ACTION

Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
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NALOXONE EXTENDED BPBSHCY FOR FIRST RESPONI

Purpose:This guideline provides guidance to first responderstdoxone use beyond the labeled expiration date

BackgroundNationally, opioid overdose remains critically high and the expansion of naloklaneaf) use bambulance, fire department and

law enforcement along with the public has resulted in local shortages and skyrocketing costs. Based on recent a reqeasshidy at

Gl t{ t KFENY{OANuSidWathiag®hB D S fcdz GA2y 2F / KSYAOLt {GFoAftAGe 2F b
9ELIANI GA2Y 5ammidiHpssading shdwbthatar@lfple expimraioxone products one year past its expiration dates were fully

potent and had no contaminants.

Procedure:Given this information and the continued challenge of availability and caosilokone (Narcanr. Steve Andrews has approved
this policy for the use afaloxone (Narcan) one year past its expiration date for law enforcement and first respagelecies

(19

Steve Andrews, MD Date

04/02/2024
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NALOXONE LEAVE BEHIND

Purpose:Aurora South Wisconsin ENd®viders at the EMT level and higher may distribute Naloxone kits intended for layperson use. This
would be particularly indicated after refusal of transport by suspected opioid overdoses but may be done for anyone at tkigitwer ris
encountering a future opioid overdose.

Procedure:
1. Naloxone from regular EMS supply shall not be distributed to patients or bystanders
2. The EMS service may obtain or create Naloxone kits intended for layperson use as available
3. Naloxone kits may be stributed to EMS units as available
4. Aurora South WI EMS providers may give a Naloxone kit, if available, to patients and/or bysiavalees in suspected opioid

overdose cases

Naloxone kits are not limited to responses in which a suspected opioid cseiddhe primary impression

Aurora South WI EMS providers may use their discretion and clinical judgement to distribute Naloxone kits to any patient and/
bystander they suspect to be at risk for encountering a future opioid overdegardless of initial call.

2
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NO INJURY OR ILLNESS/LIFT ASSIST

Purpose:To provideguidelines foEMSpersonnelresponding to a call and encotering individuals who denipjury orillness anchaveno
apparent significant injury dinesswhen assessel ¢ KA a4 Ay Of dzRSa 4Gt A TG aaradé OFLtfao

Procedure:

1.

Assess mechanism of injury or history of illness, patient symptoms, and assess patient for corresponding signs of sigmificant
illness

2. If there is no evidence of significant injury or iliness, and the involved person has no significant symps@ns of injury or iliness,
and the patient does not desire transport, then the EMS Provider has no further obligation to this individual.
3. Ifit does not hinder treatment or transpaation of other injured or ill patients, documentation on the EMS pattecare report
should, at minimum, include the following for each Rojured patient:
a. Name
b. History, confirming lack of significant findings
c. Patient assessmenincluding a complete set of vital sigosnfirming lack of significant findings consistent with
illnessl/injury
4. If serious mechanism of injury, significant symptoms of injury or illness, or physical exam findings are consissagmificgmtinjury
or illness, advise treatment/amsport for the patient.
a. If patient agrees, follow appropriate guided and transport to hospital
b. If patient refuses, folloviPatient Refusal of Care or Transport
Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
Effective Date: 6/1/2024 Approved by: Steven Andrews, MD, ERITFAEMS
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PATIENT CONSENDRCARERANDTRANSPORT

EMS poviders have an ethical, moral, and legal responsilitityarefor patients with utmost competenceThis includes encouraging
transport tothe emergency department for definitive evaluation ammdatment. This also reduces ENi&bility exposure

Purpose:To provide guidelines for the EMS provider in obtaining consent for the treatment and transport of patigitye treating an
individual or performing an intervention, consent must first be obtained from the individual or a legadjate.

Definition of a Patient:Forthe purposes of these guidelines, a patientiéined asan individual who

Requesst evaluation for a potential illness or injur@R

Hasobvious evidence of illness or inju@R

Hasa complaint suggestive ofptential iliness or injuryOR

Hasexperienced an acute event that could reasonably leafirtess or injuryOR

If under the age of 18 or otherwise lacks capacity, has a guardian or other responsible person request evaluation dratheir be

=a —a —a —a 9

DecisionMaking Capacity:
Determining whethem patienthas decisiommakingcapacity to consent or refuse medical treatment in the prehospital setting can be difficult.
Every effort should be made to determine if the patient has decisiakingcapacity as definedbelow:
1 Apatient is deemed to have decisionaking capacitandcanprovide informed consent if it can be demonstrated thiagy:
0 Understand the naturand riskof illness/injury
o Understand the possible consequences of delayiegtment and/or refusing transport
0 Areable to makeheir decision voluntarilygivenadvisedrisks benefits, and otheoptions
0 Areable to communicate their choice

Consent
1  Adults retain the right to refuse treatment and transport. However, in cases of simiifillness or injury, every effort should be
made to persuade the patient to seek examination at a hospital.
1  Whenever a patient refuses treatment or transport, and the EMS provider suspects impairment, altered consciousnessf or lack o
decisionmaking caacity, law enforcement or medical control must be notified.
1 Minors (those under 18 years old who are not emancipated by marriage or court decree) lack the capacity to consent tott@atme
transport.
o Treatment or transport consent for an ill or injurednor should ideally be obtained from a parent or legal guardian.
o Parental or legal guardian wishes take precedence unless they lack denskimg capacity.
o Ifrefusal to consent raises concerns of abuse, neglect, or unlawful activity, these suspgicigidsbe reported to the
police.
o If aminor's life is believed to be in danger, immediate police assistance should be requested.
o Documents related to treatment or transport should be signed by the parent or legal guardian; if absent, phone consent or
refusal must be witnessed by another person.
o If the parent or legal guardian is unavailable, transport of the minor is preferred over inaction.
o Lifesaving treatment for a minor should not be withheld due to legal concerns; saving a life is a morelpsiifiain than
non-treatment to avoid legal repercussions.
o0 Consent may be inferred by the patient's actions or by express statements. If you are not sure that you have consent, clarify
with the patient, legal surrogate, or contact medical control. This imelpde consent for treatment decisions or
transport/destination decisions.

Implied Consentin the event a patient, regardless of age, is incapacitated due to injury, accident, iliness, or unconsciousness, auted susp
of experiencing @otentially lifethreatening situation, the principle of implied consent is applicable. Implied consent operates on the
presumption that if the individual were conscious and capable of communication, they would consent to emergency treatmsequeatly,
under these circumstances, the patient may be transported without explicit consent. It may be necessary to employ lawnentoygeysical,
and/or chemical restraint measures as warranted.

Involuntary Consentin exceptional situations, individuals othinan the patient may grant consent. Such instances may include aissugd
order (guardianship), authorization by a law enforcement officer for individuals in custody or detention, or for indisithjats to a mental
health hold or commitment dueatbeing deemed a danger to themselves or others or being gravely disabled. EMS providers are advised, if
needed, toCONTACT ONLINE MEDICAL CONfoRseek guidance for matters pertaining to these circumstances.

Initiated: 2/26/2024 Last Review/Revisiorelk: | Next Review Date: 6/1/2025
Effective Date: 6/1/2024 Approved by: Steven Andrews, MD, ERITFAEMS
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PATIENT IN LAW ENFORCEMENT CUSTODY

PurposeTo provide guidelines for the evaluation, management, and transport of a patient requiring&e&ment while in the custody of
Law Enforcement.

BackgroundEMS Providersave a duty to care fahe patient which may not align with the desires lafiv enforcement As with every patient
interaction, it is important that the EMS Provider serve as a patient advocate and use their best medical judgmentlanesgistcement in
making safe, appropriate decisions regarding medical aid and disposition decisionsidtlsamoted that EMS is not equipped nor authorized
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other patient. EMS providersnay not take medical direction dreatment instructions fromLaw EnforcementOfficers (LEOAdditionally,
interventionsmust not be for the purpose of assistifayv enforcement in restraimg, subduing, or detainingomeone.

Patient In Law Enforcement Custody
I Restrainedby handcuffs:
0 Handcuffs are only to be placed by law enforcement and are not permitted to be managed by EMS Providers
0 Law enforcement is required to ride with EMS so as to be able to be readily available to remove the handcuffs if it is
needed in aremergency situation to facilitate the medical care of the patient
9 Patientrefusingassessmenttreatment, and/or transportand EMSfeelsit is appropriate:
0 9@ fdzr S GKS LI {-Mn8kifdicpacityyaSdardigltoftiatkest @éfusadl & Care or Transpatideline
0 Consider utilization of family, friendsw enforcementofficers and/or CONTACT ONLINE MEDICAL CONfERS&)pport
of recommendation to assess, treat, and/or transport the patient
0 Advise thdaw enforcementofficer of the decision of the patient, and consider potential risks or hazartsto
enforcement if the patient were to refuse (i.e. lacerations that may pose a biohazard to officers or other detainees)
A If lawenforcement requests transport, document their reggt and coordinate safe transport to the closest,
most appropriate Emergency Department. In these instanceslaiveenforcement officemust take the patient
into protective custody and is effectively making decisions as the healthcare power of attavndyef patient.
A Document thataw enforcement has takeprotective custody of the patient.
A Inthis instance, théaw enforcementofficer must accompany the patient to the Emergency Department
o If the patient is evaluated to have capacity and does not poseralue risk to law enforcement, follow guidelines for a
patient refusal against medical advice.
9 Lawenforcementrefusingaccessassessmentfreatment, and/or transportand EMSfeelsit is gppropriate:
o BMSProviders have a duty to access any patient in custodgvoénforcement
o Iflawenforcement isdelayingimpeding2 NJ LINB @Sy Ay 3 LI GASY(d | OGfeakdAl 9 & {f Rt NB
advocate for the patient and document accordinglyis is bestoneaddressindaw enforcement in front of a bodyorn
camera(BWC)
o If EMS recommends assessing, treating, or transporting a patient in custtaly @fforcement to the Emergency
Department butthe law enforcement officerefuses transport:
A Discuss with théaw enforcement officeon bodyworn camera, why transportation is indicated, and that
medical clearance is not authorized by EMS Personnel in the field.
A Recommend contacting supervising officet@®NTACT ONLINE MEDICONTRGbr consultation and
assistance.
o Iflawenforcement continues to decline assessment, treatment, and/or transport for medical evaluation and management,
allow the patient to remain in the custody of thew enforcement officerand advise them theEMS may be reontacted
at any time to provide medical assistance as needed
A Document thdaw enforcementagency as well as the name and badge number of the responsible officer along
with specifics of the discussion

These patient encounters have a higtiean-average incidence of scrutiny on review; therefore, take steps to ensure that your documentation
is clear, descriptive, and complete. EMS Provider documentation should ideludmforcement officenames and badge numbers.

Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
Effective Date: 6/1/2024 Approved by: Steven Andrews, MD, ERITFAEMS
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PATIENT REFUSAL OF CARERANSPORT

Providers have an ethical, moral, and legal responsibility for the patient'soeielyif the patient consents to treatment. To reduce liability
exposure, and in the best interest afmore complete patient assessmeptoviders should strongly encouratgansportwith an illness or
injury.

Purpose: To establish guidelines for the management and documentation of situations where patients refuse treatment or transpastation,
insist on transportation to a destination other thanatrecommended byeMSpersonnel

Definition of a Patient:Forthe purposes of these guidelines, a patiénhtlefined asn individual who

Requess evaluation for a potential illness or injurf@R

Has obvious evidence of illness or injuDR

Has a complaint suggestive opatentialiliness or injuryOR

Has experienced an acute event that could reasonably ledbhé&ss or injuryOR

If under the age of 18 or otherwise lacks capacity, has a guardian or other responsible person request evaluation dratheir be

= =& —a —a A

It is impatant to understand that &ompetentand orientedpatient has the right to make decisions, even if those decisions are deemed
hazardous to their health or welleing by an EMS Provider. Every effort should be made to adequately inform a patientriskthand
benefits of an assessment or intervention to allow for informed decision making by a patient or legal surrogate. Pro&§#S must perform
and document a decisional capacity assessment for a patient who is declining care or transport.

Decisim-Making Capacity:

1 Anperson is deemed to have decisioraking capacity if the person can demonstratie the following:
o Can verbalize annglerstandingof what is happeninghe nature of the illness/injury or risk of injury/iliness
o Can verbalize annderstandingof the possible consequences of delaying treatment and/or declining transport
o Given the risks and options, the person voluntarily refuses or accepts treatment arafigport
0 The person is able to communicate their choice, (e.g., language barriers)

T ! LISNE2YyQa RSOA&A2Yylf OFLIOAGE YIFIe 0S8 AYLIANBR Fa | NBadz
0 Intoxication: with alcohol or drugs: Determined by the EMS Provider etedn demonstrating impairment ahental or
physical functioning secondary to this and not solely by reported ingestion. Evidence of intoxicatiorciudg an
inability to stand on their own, staggering, fallimpmiting/urinating/defecating on clothing, inability tespond
appropriately to questions or follow commands
0 Altered mental status or encephalopathy secondary to acute trauma or medical conditions (e.g., hypgosatension,
hypoglycemia, dehydration, ifection, etc)wS 02 3y AT S G KIF G LI G imSkjhgespacitydrdy RA G A 2 Y
change based on treatment of acute traumatic or medical conditions
o Chronic or congenital conditions such as dementia, psychiatric illness, or mental disabilttisgmportant to understand
LI GASydQa olaStaysS YSyidlt adlddzza yR oAftAGASAE Ay 2N
o0 Suicidal or homicidal ideation or attempts at sdfarm: Law Enforcement must be involved to assisdétermination of
protective custody
1 If aperson appears to lack decisional capacity based on any of the alpo\vis continuing to refuse recommended assessment,
treatment, andor transportby EMS or another individual to the hospital
0 RequestlLaw Enforcement support
o If person is taken into protective custody, foll@atient In Law Enforcement Custodyideline
o Iflaw enforcement does not determine patients should be taken into protective cust@@WTACT ONLINE MEDICAL
CONTROfor consultation and assistance
o Documentthe law enforcement agency as well as the name and badge number of the responsible officer along with
specific details of the discussion
1 Documenthow decisional capacitwas assesseahd all EMS provider attempt® assess, treat, aridr transportpatient
o0 Whenever possible, obtain Law Enforcement or other witrsigsatures to support documentation
1 Ifthe patient is deemed nodecisionaldoes not have decision making capgkénd is in need of medical cathe patient should
be transported
o0 The use of restraints is appropriate as needed

Refusal of Treatment and/or Transport
1 Attempt to obtain a history and physicakam in as much detail as is permitted by the patient
o Exam should include full set of vital sign€Glascow Coma Scale (GCS) systolic blood pressure, heart rate, respiratory rate)
1 Conductthree assessmentsProviders should attempt to assess 3 major arpesr to permitting a patient to refuse care ahor
transportation This includes assessment and documentation of:
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o0 Legal Competence
A Ensure the patient is at least 18 years of age in order to refuse GRe
A Ifaminor, patient may refuse care if he or sha Is7-yearold High School graduate, is married, or is currently or
has ever been pregnant
A Patients subject to a court decree of incapacity are not legally competent to refuse care
o DecisiorMaking Capacity
A Sart with the presumption that all patientsave decisiormaking capacityinlessproviderassessment clearly
indicates otherwise

A Ensure that patient is oriented to person, place, time, and purpose

A Establish that patient is not a danger to himself or others

A Ensure that patientinderstands what is going on, what choices they have, and what risks are involved with
refusing treatment antbr transport or anyproposed alternatives

A Check to be sure thpatient is exhibiting no other signs or symptoms of potential mental incapacitypaired

decisionmakingcapacity adisted aboveunder DecisiorfMaking Capacity
A The patient does not have to make a good decision, but they must make a deliberate, idfdetision
0 Medical or situational competence

A Ensure the patient igot suffering fromanacute medical condition that might impair his or her ability to make
an informed decision to refuse care or transportation

A If possible, rule out conditions such as hyplemia, hypoxia, head trauma, unequal pupils, metabolic
emergenciege.g.hypoglycemia)hypothermia, hyperthermiagtc.

A If any conditiondistedabove impailLJl i A dgfsipan@kingcapacity, patient may not be competent to refuse
care and your documentation should clearly establish that the patient understood the risks, benefits, and advice
given to them

1 Provide a clear recommendation of treatmeartd transportto the patient or legl surrogate
o Discuss reasonirgehind recommendationgisksand consequences for declining assessment, treatment,and
transportat the patientor legal surrogat@level of understandingisks associated with refusal will always potentially
include disability and death
o Attempt to speak with family, friends, bystanders, law enforcement, and or medical personnel on scene to assist patient in
consenting tareatment/transport
1 Instruct the patient tocall 911, go to the hospitalesk care elsewere,or find alternative transportatiorat anytime if they change
their mind or their condition worsens
CONTACT ONLINE MEDICAL CONiteezlly forhighrisksituations including assessmentdscisioamakingcapacity
Obtain the signature of thpatient or authorized signer. If the patient refuses to sign, document thisofathe refusal formand in
the patient care record
1 Obtain signature of a witnespreferably someone who witnessed the explanation of risks and benefits tpdtient, heardEMS
providersrecommendation of treatment and transpoifieard thepatient'srefusalof treatment and transportand whoobserved
the patient sign the form If nowitnessis available, a crew member may sign as a last regdrtwitnesseshould be 18 years of age
or older.
1 Document event in the patient care recofdocumentation should include the following
o Allattempts made and individuals spoken with regarding patteséittment and transport decision
o Completehistory and physicaxam as permitted by the patientncluding vital signs
A If patient refuses any part of the exam, document the refusal accordingly
0 Assessment of decisiemaking capacity

= =9

o0 Jinicalsigns and/osymptoms upon which theecommendatiorfor treatment and transport was based

o Information providedo the patient andor other authorized individual of the consequences of their refusal of treatment
transport

0 Risks of refusapatientinstructions the patient's understanding of the risks aodmplications of his or her choice to
refuse

0 Online medical control instructiohadvice if any
0 Alternatives offered

Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
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PHYSICIAN PRESENT ON SCENE

Purpose: To establista clear framework for collaboration and decision making to ensure the best possible care for a patient when a physician
is on scene

Personal Physiciam personal physician includes any physician with whom the pati@stan established relationshipe., if a patient was
seen in an urgent care, and the urgent care physician examined the patient and calls EMS, that qualifies as an estiziigstskgp)e
T LF GKS LI GASYGQa LISNAEZ2Y I firectdkkeS ALAAGHAYS yAIBQ ALINBaNBYi | YR gAaKSa
o The EMS Providers should defer to the orders of the pergumalician ithose orders aravithin the scope of practice for
the EMS providelicense level anthe Aurora South Wisconsin EMS GuidelinEMS Providers should establish medical
control at any time they are uncomfortablelS NF 2 NY¥Ay 3 2NRSNE FNRBY I+ LI GASydQa LI
o hNRSNE 3IAGSYy o0& GKS LISNB2YIlf LKeaAOAly a&aKz2dz Rsigoeby 6 N& G
the physician when possible.

EMS Medical Directortf an Aurora South WI EMS Medical Direcimpresentand wishes to assume responsibifi & F2NJ G KS LI GA S
Providers should defer to the orders of the Medical DirecteMS providers cannot perform skitlsyond their scope of practice.

Medical Control Physiciarif a medical control physician is present and wishesto assutnédg@ y A A0 Af A& F2NJ GKS LI GA
should defer to the orders of the medical control physidfathose orders are within the scope of practice for the EMS provider license level
and the Aurora South Wisconsin EMS Guidelines.

Other Intervening Physiciantf any other intervening physicianishes to assume responsibility for a patient:
1  If Online Medical Control (OLMC) is already established:

o0 The intervening physician should be allowed to communicate with the medical cghtysician prior to EMS Providers
accepting orders. If there is a disagreement between the two physicians, EMS Providers will follow the orders of the
medical control physician and allow the physicians to continue their communication.

1  If Online Medical Corbl (OLMC) has not been established:

o The intervening physicians name should be documented legibly on tharRICR possiblegbtain the physicians signature
in the PCR, documenting assumption of came verification of orders. EMS Providers should gglish responsibility for
patient management if the physician meets the following criteria:

A Physician can show appropriate identification (or is known to the EMS Providers)
A Agrees in advance to accompany the patient to the hospital (exception: MCI)
1 If multiple intervening physicians are present:

o EMS Providershould request the physicians to designate one physigatirect patient care and assume responsibility
for the patient.

1 If a physician is unable or unwilling to assume responsibility for patientacatés not accompanying the patient to the hospital,
they may be requested to aid the EMS Providers or serve as a medical consultant to both the EMS Providers and OLMC.

Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
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RADIO REPORT

Purpose: To facilitate effective communication between EMS teams and receiving healttacgliges, ensuring that essential patient
information is conveyed accurately and efficiently for timely and appropriate medical care.

Transmit radio reports using the following guidance belBeports given by cell phone may be preferreadditional patient information is
pertinent to the receiving facility.

1. Department name, unit number, transport priority

2. Notify if patient is a trauma, stroke, cardjawr sepsis alert patient

3. Age, sex, and approximate weight (when appropriate)

4. Chief conplaint:
a. Signs and symptoms, degree of distress, severity of pal@ Ecale)
b. Mechanism ofnjury (MOI) or Nature of lliness (NOI)

c. Pertinent scene information

d.

Pertinent negatives/denials

5. Level of consciousnesSlasgow Coma Scglarameters for altered mental statys

6. History
a. Current medications
b. Allergies

7. Clinical findings:
a. Pertinent findings
b. Vital signs:
i. Blood pressure (auscultated or palpated)
ii. Pulse (rate, regularity, quality, equality)
iii. Respirations (rate, pattermepth)
iv. Skin (color, temperature, moisture, turgor)
v. Blood glucose (if indicated)
vi. Pulse oximetry
vii. EtCO2 (if indicated)

8. Treatment initiated prior to calling, and treatment response

DMIST - EMS VERBAL HAND-OFF FORMAT

D Demographics Age, sex, weight (if pertinent), blood thinners

Mechanism: speed, mass, height of fall, restraints, type of collision, s

M Mechanism of Injury - or |gevice use, use of weapon
Medical Complaint

Medical: OPQRST as appropriate

Injuries: head to toe, significant findings

| Injuries - or - lliness
Info: ECG, Stroke Scale, SAMPLE

S Severety - or - Signs |GCS, vital signs (BP, HR, RR, Sp0O2), BGL if applicable
Tubes, lines, medications, electrical thereapy, wound care
T Treatments Provided
Trends: response to treatments
Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
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SCOPE OF PRACTICE FOR REGISTERED NURSE

Purpose: To establish guidelings allow a Registered Nurse (RN) to perform as an EMS provider to the level approved=yShdedical
Directors(s) up to the paramedic levalthe highestevel of care of the service provider

RN Quialification Requirements:
1. Wisconsin licenseRegistered Nurse
2.  WisconsirElicensing account
a. Active, approved LCA orlieensing agency roster
b. Approved authorization fromurora South WEMSOffice of Medical DirectiofOMD)
c. Approved authorizatiofrom the EMS Service Director
d. EMS trainingr previous licensire with approval from Aurora South V@AMD

3. CurrentCPRACLSand PALS8ertificationsfor RNs approved to function at tiEMTIntermediateor Paramediclevel

4. Completethe State of Wisconsibepartmentof HealthServices Physician, Physician Assistant, and Registered Nurse Equivalency
Applicationonlineand fulfill requirements outlined by WI EMS office

5. Completethe Aurora South WI EMS System Affiliation process
6. Maintain an ELicensing account with the State of Wisconsin

7. Service Directorrad Aurora South WI OMD will decida highest level of care an Ridn provide within the scope of practice for
which they are providing care. An RN may not perform skillseketed the level of care of the service provider

Skillsand Protocol Proficiency RN providersnust meet all benchmarks for those skills that are within their highest scope of practiaifcir
they are providing care.

Continuing Education:

1. RN providerswuthorized by the Aurora South WI EMS Office of Medical Direction must:
a. Present copies of current licensure and certification to @8 Don abi-annual basis
b. Meet alllicensing, educational, and skill requirements as outlined in the AurorthS8LEMS Affiliation Application
c. Remain active in their department

Pre-Hospital Care:RN providersnay not provide ALS care unlesgterized and approvedIf authorized to provide ALS casn RN provider
may initiate AL&s outlined within the scope of the Aurora South WI EMS Guidelihesntactwith on-line medical contro{OLMC)s
recommended or required, it will be shown in red@@NTACT ONLINE MEDICAL CONWiii_the specific guideline.

Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
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TERMINATION OR WITHHOLDING RESUSCITATIVE E

TERMINATION OR WITHHOLDRESUSCITATIVE EFFORTS

Purpose To identify patients in cardiac arrest for whom withholding or ceasing resuscitative efforts in the field is appropogiatients
with a DNR order or bracelet, s&® Not Resuscitate (DNRB)ideline

Background:When there is no response to prehospital cardiac arrest treatment or there is evidence of injuries incompdéitiltiie wi may be
acceptable and often preferable to cease or not initiate resuscitation efforts in the field. In most situations, ALS gcawigerforminitial
resuscitation that is equivalent to in hospital resuscitation attempts and there islysu@mhdditional benefit to emergency department
resuscitation. Research has shown that CPR performed during patient packing and transport is less effective than CRRedsienen
Additionally, EMS providers risk physical injury when attempting tiopm CPR in a moving ambulance while unrestrained. GhetrROSC

and good neurologic recoveare dependent on focused, timely resuscitation with high quality, uninterrupted CPR, and timely defibrillation,
the priority for most patients in cardiac ariteis highperformance CPRNnd resuscitatioron scene with appropriate cessation of efforts when
indicated

Terminationof ResuscitatiorWithout Online Medical ControMay Proceed
1  After 20 minutesof resuscitationprovided all of the followingriteria are met:
0 The patient is a\DULTwith an initial rhythm of asystole
o Cardiac arresis unwitnessed by EMfersonnel
o No shockhas been administered by eithautomated or manual defibrillator
0 Pulses are absentithout CPR assistance throughout tresuscitation
1  After 30 minutesof resuscitatiorin ANYpatient whoseinitial rhythm is not asystole or is unknowprovided all of the following
criteria are met
o Cardiac arresis unwitnessed by EMfersonnel
o0 No shockhas been administered by eithautomated or manual defibrillator
o Pulses are absent without CPR assistance throughout the resuscitation
1  After 15 minutes of resuscitatiofor awitnessedraumatic arrest provided all of the following ieria are met:
o0 The transportime to an emergency hospital exceeded 15 minutes from the initial assessment or the onset of arrest,
necessitating the initiation of resuscitation at the scene
0 Absence of pulses and other signs of life persists
0 The patientdevelopsasystole or a pulseless, wide complex rhythm (PEA) with a rate less than 30 beats per minute
1 CGonsiderations for continuing resuscitatiafter 30 minutes include any of the following:
o PEAgreater than 40 beats per minute
o0 Persistent verricular tachycardia or ventricular fibrillation
o EtCO2 greater than 20

CONTACT ONLINE MEDICAL CONHét@ermination of Resuscitatiouidancelf:
1  There are any concerns about terminating resuscitation
1  After 30 minutes ofesuscitationthe criteria for termination of resuscitation outlined above are not met
o Medical control may provide recommendations such as continuing resuscitation efforts, transporting the patient to
the hospital, or considering termination of resuscitative efforts basedhe specific circumstances

Following Termination Of Resuscitation
1 After termination of resuscitation, do not alter patient conditianddo not remove any equipment such as lines or tubes, as
the patient is now a potential medical examiner case
1 Followingtermination of resuscitation
o Provide emotional support to family
0 Ensure appropriate patient dispositiofaw enforcement omedical examinerqiccording to local and county
requirements
o Documentthe following in the patient care record:
A Date and timeof termination of resuscitative efforts
A Al circumstances surrounding the use of this guideline
A Disposition of the patient
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Withholding Resuscitation
1 Resuscitative efforts should be withheld for a patient of any age who is pulseless and apne@nié anynore of the following
criteria is present
o Decapitation
Hemicormrectomy (transdumbar amputation)
Incineration
Decomposition of body tissue
Rigor mortis antbr dependent lividity
Cold death
A Body frozen preventing chest from being compressed
A Ice inthe airway
A Signs of predation
A Head underwater for more than 60 minutes in an adult or 90 minireschild
1 Traumatic cardiac arrestresuscitative efforts should be withheld for any patiémtraumaticcardiacarrestif, on arrival of
first EMS unitthe patient hasone or moreof the following
o Pulseless, apneiand without othersigns of lifgpupillary reflexes, spontaneous movement, response to pain)
0 AsystoleonECG
o If mechanism of injury does not correlate with clinical conditiosuspicion for possible neimaumatic cause of
arrest, initiate resuscitation according @ardiac Arresguideline
1  If above criteria are not metr if mechanism of injury suggegiessible nortraumatic cause of arresinitiate resuscitation
according taCardiac Arresguideline

O O O O o

Special Considerations
1 EMS personnel may terminate or withhold resuscitative efforts in any of the follcsitinations
0 Thereis a risk to the health and safety of EMS personnel
0 Resources are inadequate to treat all patielfi$ass Casualtgituations)

Initiated: 2/26/2024 Last Review/Revision Date: Next Review Date: 6/1/2025
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CARDIOPULMONARY
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Cardiac Arrest

Cardiac Arresg ROSC

Chest Pain/Aate Coronary Syndrome (ACS)

Difficulty Breathing

Tachycardia
Ventricular Assist Device (LVAD)
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AIRWAY MANAGEMENT

INCLUSION CriteriRatients with evidence of ineffective oxygenation or ventilati@spiratory failure, or inability to maintain patency of
airway

EXCLUSION Criterldeonates; seeNeonatalResuscitation patients who improve with supplemental oxygen or other interventions

OTHERGUIDELINES TO CONSIDERIication Assisted Airway Management (MAAMDIfficulty Breathing Allergic Reaction/Anaphylaxis
Altered Mental StatusChest Pain/Aate Coronary Syndrome (AC®ardiac ArrestRestraints- Chemical Hypotensionor Shock Overdose
or Toxic ExposureSedation Seizure Suspected Strokelraumatic Injuries

1  Universal Car®r Universal Care Trauma Management
1 Initiate Pulse Oximetry
o If pulse oximetry is less than 93%, titrabeygento lowest level to maintain pulse oximetry at 93% or greater
o Do not withhold oxygen if patient is having difficulty breathing arriibleto assess an oxygen saturation
1 If patient pontaneously breathing, i
o Allow or assist the patient into a position of comfort 8 yo in Sniffing Position
1 If airway obstruction is suspected: s@eway Obstruction
1 If patient has impaired protective reflexes:

Glabella - Chin Plane

Horizontally Aligned

/. Anterior Neck Space
5 Wide oper

o Initiate Suctioning if indicated =g
o Consideiinsertion ofBasic Airway Adjuncts >

External Auditory Meatus —  [\S8
Suprasternal Notch Plane
iz

1 If apneic or agonal respirations present:
o0 Open airway with jaw thrugheadHilt chin lift
o Positionpatient in sniffing position utilizing padding, if
needed to achieve:
A Ear to sternal notch

Extension at Atlanto

A tFHdAaSydioa FIF0Sk3tl+ o = B Occipital Joint C1-C2

1 Pediatric Particularly infants, head

o . : s o
S shape and size may require
L additional padding undeshoulders
1 Bariatric patients:mayrequire additional padding or ramping to achieve proper positioning
o Initiate Suctioning if indicated
o (onsider insertion oBasic Airway Adjuncts
0 Assistbreathingwith Bag Valve Mask (BVM) e Gl
Ventilation e
A Ventilate only enough to see chest rise
A Consider 2 rescuer mask seal technicatea
rate of:
1  Adults: 1012 breathd minute
1 Pediatric 12-20 breaths/minutes
1 If patient is inCardiac Arrestconsideri-gel® placement when
appropriate
ﬂ ConSideroquaStriC (OG) Tmesertion fOI’ gaStriC Simple Extension is sometimes all what is required to bring an infant into optimal “sniffing position™
decompressioriollowing advanced airway placement v ot 0 4
1 If opioid intoxication is suspected s@verdose or Toxic Exposure 7
1 If traumaticinjury suspected, maintain-€pine precautionper SpinalMotion Restriction
1 If patient has clinical signs of moderate to severe respiratory distress not relived by other intervextisider CPAR Non-
Invasive Positive Pressure Vertilon
o Patient must beable to maintain open airway
= o Mask must correctly fit ante secure
E o MAP > 65mmH¢adult) or age appropriate (pediatric)

M ConsidetwVaveform Capnography
Y CGonsiderCardiac Monitoring

Considerl2 Lead ECG
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= 1  ConsiderlV/IO Access
= | 1 Considei\/IO Fluid Bolus
<
1 Considef=ndotracheal Intubation
— 1 If after successful airway placemepatient demonstrates any signs of discomf@ricreasing blood pressure, increasing hea
P rate, tearing,coughing, or gagging on invasive airway device, clinical signs of agitai@nMAP > 65 mmHg (adult) or age
appropriate (pediatric), considétainManagement
1 IF AUTHORIZEDBonsideMedication Assisted Airway Management (MAAM)
1 If unable to place or maintain an advanced airway and if unablelégaately oxygenate or ventilate, perform
Cricothyrotomyc Surgical
1 If after successful airway placemepatient demonstrates any signs of discomf@ricreasing blood pressure, increasing hea
rate, tearing,coughing, or gagging on invasive airway device, clinical signs of agit\ibnMAP > 65 mmHg (adult) or age
appropriate (pediatric)administer one or more of the following f@edation
o0 Ketamine
A Agesx3 months:
1 IVNIO: 2 mg/kg; maximum single dose 200 mg
A If after 2 minutes, patient not adequately sedated and MAP > 65 mmHg or age appropriate adminis{
0 Midazolam
A Adult (ages 12 years 64 years):
1 IV/I0: 5mg; may repeat every 3 minutes until desired effect
A Pediatric (age < 12 years):
) 1 IV/10:0.1 mg/kg; maximum single dose 10 mg; may repeat every 3 minutes until desired e
< A Elderly (ages 65 years and older):
o’ 1 IV/IO: 2 mg; repeat every 3 minutes until desired effect
E A If patient not adequately sedated after subsequent doses and MAP > 65 mn#dg appropriate considg
administration of one of the following narcotic medications:
o Fentanyl
A All ages:
1 IV/IO: 1 mcg/kg max single dose 200 mcg; repeat every 5 minutes until desired effect
OR
0 Morphine
A All ages< 65 years
1 IV/I0: 0.1mg/kg max single dosE0 mg repeat everylO minutes until desired effect
A Elderly (age 65 years and older) OR otherwise impaired
1 1V/10:0.05 mg/kg; maximum initial dose 5 mg; may repeat every 10 minutes as needed for
control
OR
0 Hydromorphone
A Al ages
1 1V/10:0.015mg/kg max single doskmg repeat everylO minutes until desired effect
9 If ani-gel®is properly positioned and ventilation is effectjg® notreplaceit with an endotracheal tube
T Waveform Capnographis a critical safety tool
A During CPR, gradual decline in capnography suggests a patient is not responding to resuscitation or possible
n provider faigue
L p . . S )
= A A sudden loss of capnography suggests airway dislodgement or ventilation {(BIDFE)
g 9 Dislodgement
9 Obstruction
I Pneumothorax
1  Equipment
Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
Effective Date6/1/2024 Approved by: Steven Andrews, MD, ERITFAEMS
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MEDICATION ASSISTARWAY MANAGEMENWAAM)

BY OFFICE OF MEDICAL DIRECTION

INCLUSION Criteri®MAAM is indicated to ensure a patent airway in the following situations:
M Patients who are unable to tolerate laryngoscopy without MA&hsciousor semiconsciousgag reflex, clenched jaw)
o Patients who require immediate airwapntrol
o Patients with impending respiratory arrest
o Patients with imminent or anticipated loss @ifway resulting from inhalation injury

EXCLUSION Criterizess than one (1) year glability to manage the airway with less invasive techniqu@bILY one (1) trained person at the
patient side; neck deformity such as goiter, tumor, swelling, hematoma, or other physical conditions that could prevessfsbLicttabation;
1y26y KAAG2NE 2F YIfAIylyld Keé RSNilciskdavdid MAAM inall gedidgnig patieatddnleds dlllesy i Q 3
invasive forms of airway management have failed

OTHERSUIDELINES TO CONSIR&ERay ManagemeniBurns

1 IF AUTHORIZERt least two (2) paramedics or a single paramedic with an AEMT or higher trained in the MAAM proce(
1 Ensureall the following are completed before beginning peature:
o Airway Management

Cardiac Monitoring
Waveform Capnography
IV/IO Access
ResuscitateBEFOR¥ou intubate to avoid post intubation arrest

A Keep SBP greater than HR

1 Considef=pinephrine Push Dose

A Keep SPO2 > 90%

o Prepare all equipment

O O o o

Post Airway Sedation
1 If etomidate given, after 5 minutes administer:
0 Ketamine
A Agesx3 months:
T IV/NO: 2 mg/kg; maximum single dose 200 mg
1 If atany time MAP is < GBmHgor ageappropriate following intubation, aggressively optimize MAP perHigpotensionor
Shockguideline prior to proceeding.
1 If patient not adequately sedatefdllowing Ketamineadminister:
0 Midazolam
A Adult>12 years
1 IV/I0:5 mg; may repeat every minutes for desired effect
A Pediatric < 12 years:
1 IV/10:0.1 mg/kg; max single dod® mg; may repeat ever$ minutes for desired effect
1 If patient not adequately sedated after subsequent doseémidazolamand MARs optimizedconsider administration foone
of the following narcotic medications:

PARA

o Fentanyl
A All ages:
1 IV/IO: 1 meg/kg max single dose 200 mcg; repeat every 5 minutes until desired effect
OR
0 Morphine

A All ages< 65 years
1 1V/10:0.1 mg/kg max single dose 10 mg; repeat every 10 minutes until desired effect
A Elderly (age 65 years and older) OR otherwise impaired

1 IV/10:0.05 mg/kg; maximum initial dose 5 mg; may repeat every 10 minutes as needed for
control
OR

o0 Hydromorphone
A Al ages:

1 1V/10:0.015 mg/kg max single dose 1 mg; repeat every 10 minutes until desired effect

Aurora South  WI EMS Pre-Hospital Patient Care Guidelines Page 39 of 331



@2 Aurora Health Care: | wow partof 4 Apvocatereai
MEDICATION ASSISTED AIRWAY MANAGEMENT PROCEDURE:

4 )

Pre-Oxygenate Patient
Nasal cannula ohighflow PLUSnNe of the following:
1 Nonrebreather (max flow)
1 CPAP
1 BVMAssisted Ventilations

- J

~
Assign Roles
Prepare Your Patient
J
4
N
Airway Medications Patient Preparation
(Paramedic) (Paramedic) (AEMT or Higher
J
A
/Sedativellnduction Agent, \
chooseone of the following:
A 1 Etomidate0.3 mg/kg
/ \ IV/10 rapid push; max / \
dose 40 mgsedation
Suctioning effect wears off in & IV/IO Access
BVM minutes Airway Management

1 Ketamine2 mg/kg IV/IO
max dose 200 mg

Pulse Oximetry
Cardiac Monitoring

Waveform Capnography
Paralytic Agent chooseone of Continuous monitoring
the following: of blood pressure, HR,

1 SuccinylcholineL_.S SPO2, ETCO2
mg/kg IV/10 rapid push;

max dose 200 mg
\ / (preferred) K /
1 Rocuroniuml mg/kg

IV/10 rapid push; max
dose 100 mg; long acting

Video laryngoscope
Primary airway
Backup airway
Securement device
Bougie or rigid stylet if
needed

= =4 = =8 48 -8 -9
E R

I Vecuroniumo0.1 mgrkg
IV/IO; max dose 10 mg;
long acting

\_ /

TIME OUT
RUN CHECKLIST AS TEROR TO PERFORMING THE PROCEDURE
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il
il
il
il
il
o
n
L
|_
®)
< o
o

If i-gelin place and adequate ventilations, do not replace with an endotracheal tube

Remember once paralytic drug has been gig&f®U are responsible for ventilation and ensuring ongoing adequate seda
A paralytic CANNOT be administered without adequate sedation

Do not administer sedation without paralytic as this results in a much higher risk of failueeamdications in the field
Determining whether a patient requires a drug assisted airway is multifactorial and requires experiencedutigioaht.
These considerations are meant to serve as guidelines. Consider in setting of:

Failure of airway protectn: Patients who have significantly decreased levels of consciousness with an easily
maintained airway and adequate ventilation still may require intubation. These patients may not be able to m
their own airway should they vomit or experience otlamway compromise. Lack of gag reflex (should NOT be t
for as it may induce vomiting) or GC®Bmnray help in the decisiemaking process but are not definitive indications
Failure of ventilation and oxygenatiorPatients often require airwagnaintenance because they canreffectively
deliver oxygen to their body tissue or expel carbon dioxide due to respiratory inadeqliaege patients have failg
or are not candidates for noninvasive techniques such as supplemental cagdaroninvasiveositive pressure
ventilation. Examples may include severe respiratory distress@ficblogical emergencies

Anticipated clinical coursePatients may present with imminent or suspected imminent loss of airwaxthiuitial
presentation do not have immédite airway compromise. It is often beneficial to securedirevay in these patients
early before they deteriorate. Examples include suspected airway bursteriorating head injuries

Initiated: 2/26/2024

Last Review/Revision Date: | Next Review Date: 6/1/2025

Effective Date: 6/1/2024 Approved by: Steven Andrews, MD, ERITFAEMS
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BRADYCARDIADULT (8 YEARS & OLDER)

INCLUSION CriteriAge > 8 years oltiieart rate less than 50 beats/mifNDSBP < 90 mmHg or MAP < 65 mristi@Hclinical signs of poor
perfusion (altered mental status including syncope, weakness, lightheadedness, fatigue, complaints of chest pain,atgfithityg, hypoxia,
pallor, diaphoesig

EXCLUSION Criteriahildren< 8 years olgdNeonates

OTHERGUIDELINEBD CONSIDERiIrway ManagemeniChest Pain/Acute Coronary Syndrome (AGSardiac ArrestDifficulty Breathing
Dizziness or VertigdHyperkalemia Hypotensionor Shock NeonatalResuscitationOverdose or Toxic Exposurg8yncope

I Universal Care
 Request ALS response
o 1 Initiate Pulse Oximetry
S o If pulse oximetry is less than 93%, titrdeygento lowest level to maintain pulse oximetry at 93% or greater
w o Do not withhold oxygen if patient is having difficulty breathing or if unable to assess an oxygen saturation
o Ifpulses are lost at any point
A Cardiac Arrest
9 Initiate Cardiac Monitoring
= 1 IF AUTHORIZE&cquirel2 Lead ECas soon as possible.
E 1  Transmit ECG to hospital
o Notify ED of transmitted ECG and request interpretation
1 IV/IO Accessif appropriate
- |Pharmacologic treatment of bradycardia is based upon the presence or absence of symptoms
= 1 If bradycardic without signs of hypoperfusion, monitor only.
';I(J 1 IfHR <5@&NDSBP < 90 mmHg or MAP < 65 mristidHclinical signs of poor perfusion, consider:
0 Fluid Bolus IV/IO
1 Do not delayTranscutaneous Cardiac Pacing (TfoPJV Access if the patient has poor perfusion
1  Forunstable patients not responding to initial treatment:
0 Atropine:
A IV/I0: 1 mg; mayepeat 1 mg every 3 minutes up to 3 mg if continued symptoms persist
— 1  For unstable patients not responding to Atropine:
=z o0 Transcutaneou$acing
_ 1 For unstable patient not responding to Atropine and/or pacing:
o Epinephrine Push Dosd :10,000)
A IV/I0: 0.05 mg every 5 minutes as needed; may double subsequent boluses to 0.1 mg
1 Organophosphate Poisoning (s@eerdose or Toxic Exposyre
o Epinephrine Infusion
A IV Infusion:2-20 mcg/min; titrate as needed to achieve aggpropriate MAP
1 For known or suspected calcium channel blocker or beta blocker overdose not responHipigeéphrine, administer:
0 Calcium Chloridé10%:
A Adult (Agesx12 years)
1 IV/IO: 1 gram (10mL3lowly over 5 minutes; may repeat initial dose in 15 minutes if continue
symptoms persist; may repeat for a total of 3 doses
A Pediatric (Age$-12 years)
é 1 IV/I0: 20 mg/kgslowly over 10 minutes;maximum single dose 1000 mmay repeat initial dose
< in 15minutes if continued symptoms persist; may repeat for a total of 3 doses
o OR
o Calcium Gluconate
A Adult (Ages > 12 years)
1 IV/IO: 3gramsslowly over 5 minutes; may repeat initial dose in 15 minutes if continued
symptoms persist; may repeat for a total of 3 doses
A Pediatric (Age$- 12 years)
1 IV/I0: 60 mg/kgslowly over5 minutes; may repeat initial dose in 15 minutes if continued
symptoms persistnaximum single dose 3000 mgay repeat for a total othree (3) doses
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MEDICATIONS THAT CAUSE BRADYCARDIA:

9 Bradycardia and hypotension may worsen with rapid IV/IO administration
1 MEDICATIONS THAT CAUSE BRADYCARDIA:
o Betablockers

0 Calcium channel blockers

o Digitalis
o (Digoxin, Lanoxin, Digitek, Lamaps)

PEDIATRIC VITAL SIGNS
Systolic BP

Respiratory Rate

Lowest
Normal

of calcium

Lowest
Normal
MAP

o (metoprolol, atenolol, labetalol, sotalol, propranolol, carvedilol, pindolol, nadolol)

o (amlodipine, diltiazem, felodipine, isradipine, nicardipine, nifedipine, verapamil)

120160
100140 30-60 70 42
100140 20-40 76 45
80-120 20-30 80 48
% 80-120 1624 84 52
u'aJ 80-120 16-20 90 55
z 60-100 1620 90 60

IV Epinephrine for Severe Allergic Reaction, Shock, Ep:::i:ﬁne P:T;[;;e :?:;ODO‘::;
Severe Asthma/COPD/Bronchospasm 0,001 mgg/kg O.im; JmL 0, (;1 m’g Jml
Broselow Kilos Pounds mg mL mL
Newborn 3-5kg 3-5kg 6-11 lbs 0.004 mg 0.04 mL 04 mL
6 mo PINK 6-7 kg 13-15Ibs 0.006 mg 0.06 mL 0.6 mL
8-9kg 16 - 20 Ibs 0.008 mg 0.08 mL 0.8 mL
10-11kg 21-241bs 0.01 mg 0.1mL 1mL
2yrs YELLOW 12-14kg | 25-311bs 0.013mg 0.13 mL 1.3 mL
4yrs WHITE 15-18 kg | 32-401bs 0.015mg 0.15mL 1.5mL
0.02 mg 0.2mL 2.0mL
0.03 mg 03 mL 3mL
10yrs GREEN 30-36kg | 67-801Ibs 0.035 mg 0.35mL 3.5mL
12 yrs 40 kg 88 lbs 0.04 mg 04 mL 4mL
14 yrs 45 kg 99 lbs 0.045 mg 0.45 mL 4.5mL
16 yrs + (Max Single Dose) 50 kg+ 110 lbs+ 0.05mg 0.5mL 5mL

Initiated: 2/26/2024
Effective Date: 6/1/2024

Last Review/Revision Date: | Next Review Date: 6/1/2025
Approved by: Steven Andrews, MD, ERITFAEMS
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CARDIAC ARREST

INCLUSION CriteriRatients who are unresponsive and without a palpable pulse with absent or gasping respirations

EXCLUSION Criterldeonates (infants <28 days okBeNeonatalResuscitationpatient who meets the criteria fof ermination of
Withholding ResuscitativéEfforts

OTHER PROTOCOLS TO CONSIDE®R: ManagemeniChest Pain/Acute Coronary Syndrome (AG8/potensionor Shock Overdose or
Toxic ExposureSyncope

1
1

EMR
=a

EMT

Request ALS Response
Initiate chest compression80:2 regardless of rhythm
0 Push hard, push fast 1020 per minute
o Compressions should be initiated and continued
where the patient is found
A Move patient only as far as necessary for M
effective resuscitation or safety of the crew C
o Pediatric: 15:2 if 2 rescug available
Apply AEDand analyze for a shockable rhythm M Monitor/Defibrillator
A
l
D

C3Mln>k~|lh(‘mw

) McMAID Approach in
Cardiac Arrest

Metronome ((‘m’)) °

Chest compressions «e)

Deﬂbnl!anon, if indicated . N Airway (OPA, 02, ETCO2) is
Immediately resume chest compssionsfor an additional 2
IV/1O access ‘

minutes
o Continuous compressions may be performed only if
patient is in a shockable rhythm without a respiratory
cause
o0 Initiate apneic oxygenation
A 15 LPM via nasal cannula
A High flow via norrebreather mask
Manage the airway
0 t2aAGA2Y LI GASYG Ay ayATFTFAYI LRAAGAZ2Y dziAt AT Ay3
parallel to ceiling
Initiate Suctioning if indicated
Consider insertion dbasic Airway Adjunct OPA
Ventilate with 10090xygenusingBag Valve Mask (BVM) Ventilation
AttachWaveform Capnographyif authorized
o Considei-gel® placement, if authorized, when appropriate to manage airway
If hypothermic, consideypothermiaor ColdExposureguideline
Deploy Mechanical CPR Device whdequate personnel are available to avoid compromising-hjiggdity compressions and
early defibrillation
Consider reversible causes:
0o Hypovdemia
A If evidence of traumatic etiology or concern for multisystem trauma, consider:
0 Hemorrhage Control
A Pelvic BinderTourniquetc Intentional
0 Hypaxia
A Ensure higHlow Oxygenis being delivered
A PerformBag Valve Mask (BVM) Ventilation
A Do not hyperventilate
0 Hyperkalemia
A Albuterol
1  Adult and children over 12 years of age:
0 Nebulized:10 mg via idine nebulizeor mask continuous with BVM

O O O o°

0 Hypothermia
A SeeHypothermiaor ColdExposure
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1 Initiate I\V/IO Access
0 Adult: Consider peripheral IV attempt first if viable site identifisthy proceedo IntraosseoudO) Accesafter two
(2) failed IV attempts.
E o Pediatric:Intraosseoud10) Accessshould be attempted first
LU i Consideradditional reversible causes
< 0 Hypovolemia
A Adult: Infuse normal saline wide operp to 2000 mL
A Pediatric:20 mL/kg may repeat as needed to maximum of 60 mL/kg
1 ManualDefibrillation if indicated
0 Adult: Manufacturers recommendation or maximum joules
o Pediatric:2 J/kg initiakhock; increase 2 J/kg for each subsequent shock (max of 10 J/kg or max energy settin
1 Manage the Airway:
o Ifani-gel® or supraglottic airway is effectively managing the patient's airway and remains functional, continue
to ensure ongoing ventilation and airway support
o If ani-gel® or supraglottic airway device prov@gmdequatein managing or maintaining the airway proceed with
Endotracheal Intubatiorto ensure proper airway control and ventilation
1  Cardiac Arrestany rhythm: May or may not administer the following:
o Epinephrine
A Adult:
1 IV/IO: Epinephrine 1:10,00Q mg; may repeat ever§5 minutes for a maximum of 4 doses
A Pediatric < 50 kg:
1 IV/IO: Epinephrine 1:10,000.01 mg/kg; may repeat every3Bminutes for a raximum of 4 dose
1 Ventricular fibrillation (\:Fib) or pulseless ventricular tachycardia (pMilay or may not administer the following
0o Amiodarone
= A Adult:
< 1 IV/IO: 300 mg rapid push
1 If ventricular fibrillation or pulseless ventricular tachycardia continues after subsequent
defibrillation attempt or reoccurs aftanitially achieving return of spontaneous circulation,
administer supplemental dose of 150 mg
A Pediatric (children less than 12 years of age):
1 IV/IO: 5 mg/kg rapid push (max dose 300 mg)
o Lidocaine
A All ages:
1 IV/I0: 1.0 mg/kg initial dose (maximum dose 100 mg); may repeat 0.5 mg/kg exidyrbnutes
if refractory; total dose 3 mg/kg
1 Persistentor recurrent \(Fib or pVTthat fails to convert after three (3) shocks
o Consder Double Sequential Defibrillatiorr if only one monitor/defibrillator considerhanging pad placement
1 Consider additional reversible causes
o Tablets
A SeeOverdose or Toxic Exposure
0 Tension Pneumothorax
A PerformNeedleDecompressiorbilaterallyif chest trauma present anignsion pneumothorax suspected
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W Torsades de Pointes
0 Magnesium Sulfate
A Adult:
1 IV/IO: Mix 2 grams irlO mL and administer ovel-2 minutes, if ineffective may repeat
second dose immediately
A Pediatric:
1 IV/10:50 mg/kgin 10 mL and administer over 2 minutes; maximsingledose 2 gramgsif
ineffective may repeat a second dose immediately
W Consider Additional Reversible Causes
é o Hydrogen ion(preexistingacidosideading toCardiac Arrese.g. tricyclic antidepressant overdqs&SA
< overdose; not to be given for prolonged downtime
G A Sodum Bicarbonate
1 Adult:
o IV/10:100 mEq (2 amps)
1 Pediatric:
o IV/I0: 1 mEg/kgover 510 minutesmaximum initial dose 100 mEdp mepeat
dose
0 Hyperkalemia
A If known or suspected dialysis patient, sé¢/perkalemiaguideline
o Tamponade
A PerformPericardiocentesifor traumaticCardiac Arreswith suspected cardiac tamponade
1 Resuscitate the patient in the location found unless scene is unsafe or unmanageable
9 Do not interrupt chest compressions to place an airway
9 The first few minutes of resuscitation should have manual-gigdlity compressions andefibrillation prioritized prior to
placement of a mechanical CPR device. Placement of the device should be deferred until adequate personnel are av
avoid compromising highuality compressions and early defibrillation.
Terminationof Resuscitdion Without Online Medical Control May Proceed:
9 After 20 minutesof resuscitationprovided all of the following criteria are met:
A The patient is al\DULTwith an initial rhythm of asystole
A cardiac arresis unwitnessed by EMgersonnel
A No shockhas been administered by eithautomated or manual defibrillator
n A Pulses are absent without CPR assistance throughout the resuscitation
E 9  After 30 minutesof resuscitatiorin ANYpatientwhose initial rhythm is not asystole or is unknoywngvided al of the
@) following criteria are met
z A Cardiac arresis unwitnessed by EMersonnel
A No shockhas been administered by eithautomated or manual defibrillator
A Pulses are absent without CPR assistance throughout the resuscitation
9 After 15 minutes of resugation for awitnessedraumatic arrest, provided all of the following criteria are met:
A The transportime to an emergency hospital exceeded 15 minutes from the initial assessment or the onset of
necessitating the initiation of resuscitation at the scene
A Absence of pulses and other signs of life persists
A The patientdevelopsasystole or a pulseless,d& complex rhythm (PEA) with a rate less than 30 beats per miny
9  Gonsiderations for continuing resuscitati@fter 30 minutes include any of the following:
A PRAgreater than 40 beats per minute
A Persistent ventricular tachycardia or ventricular fibrillation
A EtCO2 greater than 20
Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
Effective Date: 6/1/2024 Approved by: Steven Andrews, MD, ERITFAEMS
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CARDIAC ARRESROSC

INCLUSION CriteriRatients who have return afpontaneous circulation following cardiac arrest of any etiology
EXCLUSION Criterldone

OTHERGUIDELINES TO CONSIRERanced Life Support (ALS) Responseway ManagemenjBradycardiac Adult (8 Yeas & Older)
BradycardiaPediatric Cardiac ArrestChest Pain/Aate Coronary Syndrome (AC$Jypotensionor Shock Hypothermiaor ColdExposure
TachycardiaTermination or Withholding of Resuscitative Effortsndotracheal Intubation

T Request ALS Response
1 Universal Care
1  Prioritize preventing further neurologic injury and-aerest
o 1  Optimize oxygenation and ventilation
S 0 ContinuousPulse Oximetryto maintain SpO2 between 9398%
L o Do NOT hyperventilate
1 If Mechanical CPR Devisas used, maintain proper position to easily restart compressions if pulses are lost
1 Perfam and document neurological exam
1 ObtainBlood Glucose
Maintain continuousCardiac Monitoring
1 IF AUTHORIZE&cquirel2 Lead ECG
o Notify ED of transmitted ECEd resuscitated PNB
E 0 Request interpretatiorfor possible STEMI
L 1  Optimize oxygenation and ventilation
o Continuous/Naveform Capnographto maintain ETCO2 between-3% mmHg
A Do NOT hyperventilate
1  Prevent hypotension and rarrest:
0 AdministerFluid Bolus IV/IO
A Adult:
E ) 1 500 mL bolus; may repeat up to 2000 mL tolkkea ! t mmHgc p
L A Pediatric:
< 1 20 mL/kg; may repeat up to 60 mL/kg to maintain age appropriate SBP and adequate perf
A Monitor patient for signs of developing pulmonary edema (respiratory exam, respiratory effort, SpO2
0 Establish a second/IO Accessite if not already done
1  Optimize oxygenation and ventilation
o ConsideAirway Managemenif not already done
A AvoidEndotracheal Intubatiorif:
1 HRis greater than SBP
1 SPO2<90%
0 Resuscitate BEFORE you intubate to avoid post intubation arrest
1 Prevent hypotension and rarrest
o For persistent hypotension or signs of shock responding to initial fluid bolus, consider:
A Epinephrine Push Dosgd:10,000)
E 1 Adult:
- 0 0.05 mg IV/IO every-2 minutes as needed; may double subsequent boluses to 0.1
1 Pediatric:
0 0.001 mg/kg every-B minutes as needed (max initial dose 0.05 mg); may double
subsequent doses to 0.002 mg/kg (mapsd 0.1 mg)
1 Persistent bradycardia and hypotension
o Patients with ROSC should rarely if ever be paced. Although these patiapteve a bradycardic rhythm initially
after regaining pulseshe heart is often stunned and will not respond adequately to pacing. Pacing also makeg
more difficult to discern if a patient goes back into cardiac arrest. Fluids, followed bydpsstepinephringis the
treatment of choice for patients with ROS@mare bradycardic and/or hypotensive
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1 Airway Management
o If after successful airway placement patient derstrates any signs of discomfort (increasing blood pressure,
increasing heart rate, tearing, coughing, or gagging on invasive airway device, clinical signs of agN&MAP >
65 mmHg (adult) or age appropriate (pediatric), administer one or more dbtleving forPainManagement
A FEentanyl
1 Allages:
[ o IV/I0: 1 mcg/kg max single dose 200 mcg; repeat every 5 minutes until desired e
Z A Morphine
1 All ages< 65 years
o IV/10:0.1 mg/kg max single dose 10 mg; repeat every 10 minutes until desired efi
1 Elderly (age 65 years and older) OR otherwise impaired
o IV/IO/IM: 0.05 mg/kg; maximum initial dose 5 mg; may repeat every 10 minutes a
needed for pain control
 Camtinue to consider and treateversible causes
1 Airway Management
o If signs of discomfortinresolved considerthe following forpain:
A Hydromorphone
1 Allages:
o IV/10:0.015 mg/kg max single dose 1 mg; repeat every 10 minutes until desired €
1  Persistent hypotension or signs of shock not responding to initial fluid bolus or epireye push dose, consider, if availabl
o Norepinephrine
A Adult (> 12 years old):
1 IV/IO Infusion ONLY:
0 Mix4 mgin 250 mL NS = 16 mcg/@R
0 Mix4 mgin 500 mL NS =8 mcg/mL
A Infusion:4-12 mcg/min titrate to keep MAP > 65 mmHg
A Pediatric (< 12 years old):
1 IV/IO Infusion ONLY:
é 0 Mix 4 mg in 500 mL NS = 8 mcg/mL
< A Infusion: 0.1 mcg/kg/min; titrate to maintaimge appropriateninimum SBP;
o Maximum dose 2 mcg/kg/min
o Epinephrine
A Adult:
1 IV Infusion:2-20 mcg/minute
A May also be initiated as a second line vasopressor if patient fails to respond to norepinephrine
o Phenylephrine
A Al ages >10 kg:
1  IV/IO Push Dose ONLix 10 mg phenylephrine in 100 mL normal saline = 100 mcg/mL
o  Withdraw 10 mL of diluted solution into 10 mL syringe and alztig!
A Starting dose: 50 mcg = 0.5 mL evefyinutes as needed to achieve agg
appropriate MAP
A If MAP not significantly improved, increase each subsequent dose by 50
1 2nddose =100 mcg (1 mL)
1 3ddose =150 mcg (1.5 mL)
1 Maximum dose 400 mcg (4 mL)®mcg/kg
n 1  Avoid moving patient for the first two (2) minutes following ROSC to reduce chance of rearrest
I|-I_J 1 Reassess pulse, airway, and advanced airway placement any time patient is moved to ensure that patient has not det
©)]
bz
Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
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CHEST PAINCUTE CORONARY SYNDEMGS)

INCLUSIORRITERLtAAdult patients with chestliscomfort or any other symptoms of potential cardiac origin; abnormal heart rate and rhythm
such as bradycardia and tachycardia. Consider in patients with atypical symptoms (e.g. upper abdominal pain, dyspnediaphosesis,
lightheadedness, geneiaéd weaknesor Syncopg.

EXCLUSIOGRITERIARatients with chest pain from known traumatic injury; patients <18 years of age

OTHERSGUIDELINES TO CONSIBERIycardiac Adult (8 Yeas & Older) Cardiac ArrestCardiac Monitoring Difficulty Breathing
Hypotensionor Shock PainManagement, Syncope Tachycardial? Lead ECG

1 Universal Care
1 Initiate Pulse Oximetry
o If pulse oximetry is less than 93%, titrabeygento lowest level to maintain pulse oximetry at 93% or greater
0 o Do not withhold oxygen if patient is having difficulty breathing or if unable to assess an oxygen saturation
E 0 Aspirin
A Adult
1 PO: 324 mg chewed,; if patient has already taken aspirin, may supplement to 324 mg total
T Initiate Cardiac Monitoring
1 IF AUTHORIZE&ecquirel2 Lead ECwithin 5 minutes of patient contactepeat:
o Prior to initiating transport if patient still having symptoms
o On arrival at the hospital
= o For worsening chest pain or ECG changes
E 1  Transmit ECG to hospital
o Notify ED of transmitted ECG and request interpretation for possible STEMI or any of the following:
A Wide QRS comples
A Suspected ST elevation
A} Suspected cardiac ischemia with ST depression in two or more contiguous leads
A ECGooksunusual
1 Considemitroglycering Do not delay nitroglycerito establish an IV
0 Adult
E A SL 0.4 mg tablet or metered spray; may repeat every 5 minutes; no maximum total dos@ot
w administer if SB2 100mmHg
< M Initiate I\V/IO Access
1 Considefluid Bolus IV/IO if hypotension or gins of hypovolemia
1 If nauseated or vomiting, se¢ausea olVomiting guideline
1 If pain unrelieved after three (3itroglycerin, considetPainManagementwhile continuing to administelitroglycerin
1 If12 Lead EC€onfirms an Acute MI/STEMbtify hospital to trigger STEMI Alert
E 1 Options fa care include:
= o Initial rapid transport to @sestED
o Direct transport to closest PCI capable facility
o0 Interception with ALS for direct transfer via:
< A Air medical transport (HEMS)
0 A Paramedic level ground transport
E 0 CONTACT ONLINE MEDICAL CONT Bifoiation is unclear or for any concerns regarding transport destination
method of transport
ﬂ 9 Performing al2 Lead ECduring initial evaluation, prior to inittang transport, and upon hospital arrival enhances the
|C_) likelihood of identifying a STEMI by 15% compared to obtaining a single ECG.
2
Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
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DIFFICULTY BREATHING

INCLUSIORRITERLIARatients presenting with complaints of difficulty breathing, evidence of increased work of breathing, and/or respiratory
distress

EXCLUSIOBGRITERIAeonates; useNeonatalResuscitatiorguideline; patients who have apnea or agonal breathing and ataidiac
Arrest

OTHERSGUIDELINES TO CONSIRERay ManagemeniAirway Obstruction Allergic Reaction/AnaphylaxiBradycardiac Adult (8 Yeas &
Older), Bradycardiac Pediatric (< 8 years Oldhest Pain/Acute Coronary Syndrome (AGSardiac ArrestCPAR: Non-Invasive Positive
Pressure Ventition, Hypotensionor Shock Overdose or Toxic Exposur&achycardiaTraumatic Injuries

1 Universal Car®r Universal Care Trauma Management
1 Allow or assist patient into a position of comfort
1 Initiate Pulse Oximetry
o If pulse oximetry is less than 93%, titradeygento lowest level to maintain pulse oximetry 83% or greater
o Do not withhold oxygen if patient is having difficulty breathing or if unable to assess an oxygen saturation
1 If respirations ineffective, support ventilation witeg Valve Mask (BVM) Ventilation
1 If airway obstruction is suspected: seéeway Obstruction
x 1 If allergic reation is suspected: segllergic Reaction/Anaphylaxis
E 1 Asthma/COPDWheezing, Bronchospas
o Albuterol
A Al ages
1 Nebulized:2.5 mg in 3 mL via harttkld nebulizer or mask; may repeat every2@minutes; maj
3 doses
1 For severe exacerbation$.0 mg via handheld nebulizer or mask; may repeat every 20 minu
maxmum 2 doses
1 If critical: 10 mg via handheld nebulizer or mask
ConsideiCPAR: Non-Invasive Positive Pressure Vertilon if no contraindications
1  Asthma/COPDWheezing, Bronchospasm
0 |Ipratropium Bromide
A All ages
1 Nebulized 0.5 mg in combination wittlbuterol 2.5 mg
0 May repeat every 120 minutes as needednaxmum 3 doses
0 Initial albuterol dose can be increasegb#tient issevereor criticalas noted above
1 Nebulized:DuoNeb Albuterol 2.5 mg andpratropium Bromide0.5 mg)
0 May repeat DuoNeb every 12D minutes as needednaxmum 3 doses
0  Critical respiratory distress oreveredifficulty breathing not improving withAlbuterol
A  Epinephrine (1:1,000)
1 Adult:
o IM: 0.5 mg every 85 minutes if symptoms persist
E 1 Pediatric < 50 kg:
Ll o IM:0.01mg/kg IM every 5 minutes if symptoms persist (max single dose 0.5 mg
A
1  Pediatric: Croup (seal bark cough), Stridor
0 Epinephrine (1:1,000)
A Nebulized3mg (3mL)viahard St R ySodzZ AT SNJ 2NJ YF&1T FAY YA
distress and stridor at rest continues
9 Pulmonary edema or suspected exacettmn of congestive heart failure (CHF)
0 ConsidelCPAR: Non-Invasive Positive Pressure Vertilon if no contraindications
1 ConsidetwWaveform Capnography
Y ConsiderCardiac Monitoring
o Pediatric:monitor heart rate for changes; bradycardia signals deterioration
1 IF AUTHORIZE&cquirel2 Lead ECas soon as possible.
o Transmit ECG to hospital
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1 IV/IO Accessif appropriate
0 Pediatric: Do not start IV/IO unless child presents in impending arrest
1 Pulmonary edema with hypertensive crisis
0 Moderate to severe difficulty breathing with manual SBP >r@gtHgor DBP > 12fhmHgconfirmed with multiple
measurements at least 5 minutes apart
A Nitroglycerin
= 1  Adult Systolic BP 16059 mmHg:
E 0 SL:0.4 mgtablet or metered spray; may repeat every 3 minutes until symptoms
< improve or systolic BP drops to < 1®@Hg
1  Adult Systolic BP 16099 mmHg:
0 SL0.8 mg (2 tablets or metered sprays); may repeat every 3 minutes until symptg
improve. If systolic BP drefio < 160 mmHg, proceed to dosing above.
1  Adult Systolic BP 200 mmHg or greater:
0 SL:1.2 mg (3 tablets or metered sprays); may repeat every 3 minutes until symptd
improve. If systolic BP drops to < 200 mmHg, proceed to the appropriate dosing
1  Trauma:for suspected tension pneumothorax
0 NeedleDecompression
1  Asthma/COPDWheezing, BronchospasnGroup(seal bark cough)$tridor:
o Forcriticalrespiratorydistressconsider
A Epinephrine
E 0 Adult:
- A IV/IO: Epinephrine Push Dogd:10,000)0.05 mg every -5 minutes as needed; may
double subsequent boluses to 0.1 mg
i Pediatric < 50 kg:
o IV/IO: Epinephrine Push Dos:10,000)0.001 mg/kg every-8 minutes as needed
(max initial dose 0.05 mg); may double subsequent doses to 0.002 mg/kg (max d
mg)
1  Asthma/COPDWheezingBronchospasm
0 Moderate to severesymptoms considerne of the following
A Dexamethasone
1 Adult:
o PO/IM/IVIIO: 10 mg
1 Pediatric
o PO/IM/IV/IO: 0.3 mg/kg, maximum dose 10 mg
A Methylprednisolone
1 Adult:
o PO/IM/IVIO: 125 mg
< 1 Pediatric
EE o PO/IM/IVIIO: 2 mg/kg, maximum dose 125 mg
o 0 Severeor critical respiratory distress or moderate respiratory distress not improving with treatrcensider
A Magnesium
1 Adult:
o IV/IO: Mix 2 grams in 10 mL and adminisggowlyover 10 minutes
1 Pediatric
o IV/I0: Mix 50 mg/kg in 10 mL and adminiss&owlyover 10 minutesmaximum dose
grams
1  Pediatric: Croup(seal bark cough)Stridor
o Dexamethasone
A Pediatric
1 PO/IM/IV/IO: 0.6 mg/kg, maximum dose 10 mg
Remembern ! f f G KI G ¢ KS S inS8lder atluits wittewheering,(alivags ddrisider the possibility of congestive hea
n failure.
L
'6 1 Bronchiolitisis wheezing in a child < 2 years old without a diagnosis of asthma
pd 1 Asthma/COPDWheezing, Bronchospasm
o The absence of wheezing may ibdicative of extreme airflow obstruction.
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IV Epinephrine for Severe Allergic Reaction, Shock Epén:sﬁ:;ne Pluig ggge Eulsok(l)%gze
Severe Asthma/COPD/Bronchospasm 0.001 mg/kg O.imé/mL 0.61 m’g/mL
Age Broselow Kilos Pounds mg mL mL
Newborn 3-5 kg 3-5 kg 6 - 11 Ibs 0.004 mg 0.04 mL 0.4 mL
6 mo PINK 6-7kg | 13-15Ib§ 0.006 mg 0.06 mL 0.6 mL
9 mo =D 8-9 kg 6 - 20 Ib 0.008 mg 0.08 mL 0.8 mL
PURP 0 0 410 0.01 mg 0.1 mL 1mL
2yrs YELLOW | 12-14kg | 25-31lb§ 0.013mg 0.13 mL 1.3mL
4 yrs WHITE 15-18 kg | 32 - 40 Ibg 0.015mg 0.15 mL 1.5mL
0.02 mg 0.2 mL 2.0 mL
0.03 mg 0.3 mL 3mL
10 yrs GREEN 30-36 kg | 67 - 80 Ibs 0.035 mg 0.35 mL 3.5mL
12 yrs 40 kg 88 Ibs 0.04 mg 0.4 mL 4 mL
14 yrs 45 kg 99 Ibs 0.045 mg 0.45 mL 4.5 mL
16 yrs + (Max Single Dose] 50 kg+ 110 lbs+ 0.05mg 0.5mL 5mL

Manual drawn Epinephrine
1:1,000

Mechanical Epinephrine (Epi-
Pen)

IM or Epinephrine for Asthma/COPD/Bronchospasir

Pounds mL Junior Adult
6 - 11 Ibs
13 - 15 Ibg
16 - 20 Ibs

21 - 24 |bs

Age Broselow Kilos mg

newborn Junior

6 mo Junior
RED
PURPLE
YELLOW

WHITE

Junior

Junior

Junior

12-14 kg
15-18 kg

Junior

10 yrs GREEN | 30-36 kg | 67 - 80 Ibg 0.35 0.35 Adult
12 yrs 40 kg 88 Ibs 0.4 0.4 Adult
14 yrs 45 kg 99 Ibs 0.45 0.45 Adult
16 yrs + (Max Single Dose] 50 kg+ 110 Ibs+ 0.5 0.5 Adult

Initiated: 2/26/2024
Effective Date: 6/1/2024

Last Review/Revision Date: | Next Review Date: 6/1/2025
Approved by: Steven Andrews, MD, ERITFAEMS
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TACHYCARDIA

INCLUSION CriteriRatients with heart rate > 100 (adult) or upper range of normal lipsti{atric) ANDassociated symptoms such as signs of
poor perfusion, palpitations, chest pain, difficulty breathing, syncope or near syncope, hypotension/shock, altered ragrgal st

EXCLUSION Criterldeonates, patients with sinus tachycardia or tachycardia causeeMeysible factors (pain, dehydration,
hypotension/shock, hypoglycemia, hypoxemia, anxiety, fever, sepsis, drug induced, recent heavy exertion, hyperthyroidism)

OTHERSGUIDELINES TO CONSIDERIiac ArrestChest Pain/Acute Coronary Syndrome (Ad@3fficulty Breathing Hypotensionor Shock
Overdose or Toxic ExposurByncope

1 Universal Care
1 ConsidePulse Oximetry
o If pulse oximetry is less than 93%, titrabeygento lowest level to maintain pulse oximetry at 93% or greater
x o Do not withhold oxygen if patient is havingfititilty breathing or if unable to assess an oxygen saturation
E o If respirations ineffective, support ventilation withag VValve Mask (BVM) Ventilation
1 If pulses are lost at any point:
o Cardiac Arrest
1 ObtainBlood Glucosegif < 60 mg/dl, seélypoglycemisor Hyperglycemiaguideline
T Initiate Cardiac Monitoring
1 IF AUTHORIZEE&cquirel2 Lead EC@as soon as possible.
— 1  Transmit ECG to hospital
> o Notify ED of transmitted ECG and requieserpretation
L 1 Assess rhythm for rate, width, regularity
1 Place defibrillation pads on patient
— 1 ObtainlV/IO Access
> 1  If hypotensiveor with clinical signs adehydration or poor perfusion, administefluid Bolusc IV/IO
g 1 ConsidetVaveform Capnography
1  UNSTABLBEperform Synchronized Cardioversion
0 Select appropriate initial energy based on patient age (adult/pediatric):
A Adult: 100 joules
A Pediatric 1 joule/kg
1 Evaluate rhythm, check pulse, and evaluate for hemodynamic changes. Repeat procedure if needed:
0 Selectappropriate energy:
A Adult: Increase 50 joules for each subsequent shock
A Pediatric Increase 2 joules/kg for each subsequent shock
1 Evaluate rhythm, check pulse, and evaluate for hemodynamic changes.
E 1 Prepare to perform CPR or defib[illation o
= o [IfdefibrillationA & NXBIj dzA NER | SYNEY & &l XiVAY SRy 2E&NR>
1  For responsive patients, consider sedation and/or pain control prior to cardioverBiorNOTdelay cardioversion to
administer medicatiorif patient is unstable
o Fentanyl
A Adult:
) T IV/10:100 mcg
A Pediatric:
1 IV/I0: 1 mcg/kg; maximum single do4@0mcg
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1  STABLENarrow ComplexRegular(QRS < 0.12 sec)
0 SVT, PARtrial flutter with fixed conduction
o PerformModified Valsalval eg Lift Valsalva
0 Adenosine
A Adult:
1 IV/IO: 6 mg rapid push over-2 seconds followed by a 20 mL saline boifusp response:
1 IV/I0: 12 mg rapid push over-2 seconds followed by a 20 mL saline bolus
A Pediatric:
1 IV/10:0.1 mg/kg (max dose 6 mg) rapid IV/IO push ov2rskconds followed by a 20 mL salin
bolus; if no response:
T 1V/10:0.2 mg/kg (max dose 12 mg) iddV/IO push over-2 seconds followed by a 20 mL sali
bolus
1  STABLENarrow Complex]rregular (QRS < 0.12 sec)
o Atrial fibrillation, atrial flutter with variable conduction, multifocal atrial tachycardia
o Diltiazemor Metoprolol is firstline treatment. If unavailable for treatment, consider
— A Amiodarone
Z 1 Adult:
o IV/IO: 150 mg over 10 minutes
1 Pediatric:
0 If suspected in pediatric patienEONTACT ONLINE MEDICAL CONTROL
1 STABLEWide ComplexMonomorphig RegulafQRS > 0.12 sec)
o Ventricular tachycardia, SVT with Bundle Branch Block, Atrial flutteratvittrancy, WolfParkinson White
o Considenne of the following if available and without contraindications:
0o Amiodarone
A Adult:
1 IV/IO: 150 mg over 10 minutes
A Pediatric:
1  If suspected in pediatric patienEONTACT ONLINE MEDICAL CONTROL
0 Lidocaine
A All Ages:
1 IV/IO: 1.0 mg/kg initial dose (maximum dose 100 mg); may repeat 0.5 mg/kg exidyrbnutes
if refractory; total dose 3 mg/kg
1  Sedationc Procedural For responsive patients, consider sedation prioBtochronized CardioversiorDo NOTdelay
cardioversion to administer medication:
o Etomidate
A All Ages:
1 IV/10:0.1 mg/kg maximum single dose 10 mmay repeat once
1 STABLENarrow ComplexRegular(QRS < 0.12 sec)
0 SVT, PAT, Atrial flutter with fixed conduction
o If rhythm persists despite treatmentith adenosineand patient remainstable, if available and without
contraindications, considesne of the following
A Diltiazem
< 1  Adult (18-65 years of age):
E(: o 025 mg/k@_lowlyov_er 2 minutes; maximum single _dose 20 mg
o 0 May repeat in 15 minutes 0.35 mg/ktpwly over 2 minutes; maximum repeat dose 2
mg
1 Elderly (age 65 years and older):
0 0.25 mg/kgslowly over 2 minutes; maximum single dose 15 mg
0 May repeat in 15 minutes 0.35 mg/ktpwly over 2 minutes; maximum repeat dose 2
mg
1 Pediatric (<18 years):
0 If suspected in pediatric patient§ ONTACT ONLINE MEDICAL CONTROL
A Metoprolol
T Adult:
o IV/10:5 mgslowly over 2 minutes; may repeat every 5 minutes as needed until HR
or rhythm converts; maxiem total dose 15 mg; hold if MAP is < 65 mmHg
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1  STABLENarrow Complex]rregular (QRS < 0.12 sec)

Atrial fibrillation, atrial flutter with variable conduction, multifocal atrial tachycardia
Considenne of the following if available and without contraindications:
A Diltiazem
1  Adult (18-64 years of age):
0 0.25 mg/kgslowly over 2 ninutes; maximum single dose 20 mg
0 May repeat in 15 minutes 0.35 mg/ktpwly over 2 minutes; maximum repeat dose 2
mg
1 Elderly (age 65 years and older):
o 0.25 mg/kgslowly over 2 minutes; maximum single dose 15 mg
0 May repeat in 15 minutes 0.35 mg/ktpwly over 2 minutes; maximum repeat dose 2
mg

é 1 Pediatric (<18 years):
< o If suspected in pediatric patientS ONTACT ONLINE MEDICAL CONTROL
o A Metoprolol
1 Adult:
o IV/10:5 mgslowly over 2 minutes; may repeat every 5 minutes as needed until HR
or rhythm converts; maximum total dose 15 mg; hold if MAP is < 65 mmHg
1 STABLEWide ComplexPolymorphic(QRS > 0.12 sec)
o Torsades de pointes
o Consider if withoutontraindications:
A Magnesium Sulfate
1 Adult:
o IV/IO: Mix 2 grams irlO mL and administer over 10 minutes, if ireffive may repeat
once in 15 minutes
1 Pediatric:
o IV/10:50 mg/kg in 10 mL and administer over 10 minutes; maximum dose 2 gram
(2]
L
|_
©)]
2
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INCLUSION CriteriRatients with a ventricular assist device

EXCLUSION Criteridone

[ vascorcomens
VENTRICULAR ASSIST DEVICE (LVAD)

OTHERSGUIDELINES TO CONSIDERIiac ArrestDifficulty Breathing Fever or Suspected Sepsuspected Stroke

1  Universal Care
1  VAD specific considerations:
0 The patient or caregiver should know
their normal parameters
o /it GKS LI GASYGQ:z Assess and treat

* Overdose

Ot 20 KAy3 a2 @e2dz Rz -swhe
dislodge or cut the drive line
1 If unresponsive or with altered mental status,
follow the diagram below and request ALS
response:

1 Assess the patient:
0 Check for signs of life and perfusion:

Capnographyif authorized

non-LVAD causes for altered

any devicerelated complications mental status, such as
. . * Hypoxia
0 Be careful whememoving or cutting * Blood glucose

A Mental staus
A B r?ath ! ng Follow local EMS
A Skin color and temperature B
A Capillary refill '
4 o Notify VAD center
A Initiate Waveform A
{ and transport

Assist ventilation if necessary
and assess perfusion
* Normal skin color and temperature?

* Normal capillary refill?

No Assess LVAD function

Yes

Do not perform
external chest
compressions

Yes
?
MAP >50 mm Hg and/or Yoo
PETCO, >20 mm Hg*?

No

Perform

L ) for alarms
* Listen for LVAD hum

LVAD functioning?

Attempt to restart LVAD
* Driveline connected?
* Power source connected?
* Need to replace system
controller?

.

external chest
compressions

LVAD ?

*The PETCO, cutoff of >20 mm Hg should be used only when an ET tube or tracheostomy
is used to ventilate the patient. Use of a supraglottic (eg, King) airway results in a falsely

elevated PETCO, value,

EMR

. . the ber where the Doppl
1 If inadequate perfusion Lo s e fe Lopper
0 AsseSS LVAD fUnCtiOn: * Asimilar method can be used for
13 . the brachial pulse in the antecubital
A Look/listen for alarms on the fossa and by inflating the cuf on
the upper arm.
system controller
A Listen for LVAD hum over left
chest/left upper quadrant The value obtained via this method is rep —_—
e . . f the —it { k¢ MAP wh
A If LVAD not functioning: i etk vaio e choasi e oo Tow s vty
through the LVAD (top panel) and it is close to a
TI Attempt tO restal’t systolic pressure when the aortic valve is opening
. . and flow is through both the native heart and the N T R T TR =&
1  Make sure driveline LVAD (botiom panel) B T s
connected .
1 Makesure power source connected
1 Consider system control unit changet if trained provider available
A If LVAD functioning and patientusiresponsive with signs of poor perfusiga to Cardiac Arresand follow
usual ACLS guidelingsis fine to do chest compressions and defibrillation.
1 Ifadequate perfusiorand patient isunresponsive ohasaltered mental status, go téltered Mental Status

(o]

Assess vital signs:
A Pulse:Many patients will not have a palpable pulse orgaubx
A BP:
1 Obtain Mean BP (MAP) using manual BP cuff and Doppler, if available
0 The first sound you will hear is the Mean Arterial Pressure (MAP)
0 MAP should be
60-90 mmHg
1 If manual BP not
detected, or no Doppler
available, use the Mean
BP (MAP) on thilon
Invasive BP cuff

1 To determine if pulsatility is
present, palpate if a radial pulse
can be appreciated

Place the BP cuff over the forearm

© N

Place ultrasound gel on the wrist at
the location of the radial artery

Use the Doppler to locate the pulse
and inflate the cuff to >20mmHg
above the disappearance of the
Doppler sound

5 Slowly deflate the cuff and record

a
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EMT

1 Initiate Cardiac Monitoring
IF AUTHORIZEBcquirel2 Lead EC@&s soon as possible.
Transmit ECG to hospital

o Notify ED of transmitted ECG

= =

AEMT

INT

PARA

Obtain|V/IO Access

ConsideiWaveform Capnography

=A =4 - =

compartment when possible.
o Nearby VAD hospitals include:
A {4 [d] $Qa
A FroedtertHospital
A CHW(for pediatric patients)
0 Items to transport with the patient:
VAD identification
VAD bag
VAD monitor
Control unit
Sparecontrol unit
2 power sources

> > > > >

1 If situation is unclear or for any concerns regarding transpol
destination CONTACT ONLINE MEDICAL CONTROL

If hypotensiveor with clinical signs adehydration orpoor perfusion, administeFluid Bolus: IV/IO

Transport patient to their VAD hospital unless major trauma or grossly unstable. Altaimed caregiver to ride in the patief

Bloed
pumped
to aorta

!
ﬁ“ « Bl’ood from
?{‘(*‘Qlfrnj’ o s

LVAD (pump)

Battery Battery

Connector
between control
unit and LVAD

Control unit

NOTES

1  Signs of inadequate perfusion may include:
o Confusion or altered mental status
o CRT > 2econds
o Pale, cool, mottled skin

T /2yalOG +!5

O22NRAYIFG2NI F2NJ | yeé

RSGAOS 2NJ LI GASYyd YI

emergency travel bag or located on the control unit around their waist.

Common VAD associatetedical complications include heart arrhythmia, bleeding, hypovolemia, infection, and stroke.
The basic parts of a VAD include the pump, monitor, control unit, driveline, and battery packs. The control unit is wier
will display.
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GENERAL MEDICAL

Universal Care
Abdominal Pain

Allergic Reaction/Anaphylaxis

Altered Mental Status

Behavioral or Psychiatric Emergencies

Bites or Envenomatios

Dizziness or Vertigo

Epistaxis

Fever or Suspected Sepsis

Hyperkalemia

HypertensiveEmergencies

Hyperthermiaor HeatExposure

Hypoglycemizor Hyperglycemia

Hypotensionor Shock

Hypothermiaor ColdExposure

Nausea oVomiting

Overdose or Toxic Exposure

PainManagement

Restraints¢ Chemical

Sedation

Seizure
SickleCellPain
Suspected Stroke
Syncope
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UNIVERSAL CARE

PURPOSETostandardize the process of assessing and managing all EMS patients efficiengyidédise acts as a framework, enabliBNIS
providers to applspecificguidelinegailored to the individual findings observed during the assessment withisrguideline

INCLUSION Criteriall patient encountershat require assessment and care delivery by EMS personnel
EXCLUSION Criteridone

Patient Management: Assessment
1 Assess scene safety and evaluate for hazards to EMS personnel, patient, bystanders
DE: o Determine number of patients
L o Determinemechanism of injury or nature of illness
0 Request additional resources if needed
o Consider declaration dflass Casualtincident if needed
1 Use appropriate personal protective equipment
 ConsiderSpinalMotion Restriction
1  Perform Primary SurveyEvaluate Airway, Breathin@irculation to assess for life threats or need for immediate intervent
prior to moving the patient or transporting from the scene
E o] Airwe}y: Assess for patency and open the airway as indicated
L A If patient is unable to maintain airway patency, consider:
1 Airway Obstruction
1 Airway Management
1 Basic Airway Adjunct OPA BasicAirway Adjunctc NPA
1  Suctioning
o Breathing:Evaluate rate, effort, breathosinds, accessory muscle use, retractions, patient positioning
A ConsidePulse Oximetry
E 1  If pulse oximetry is less than 93%, titradeygento lowest level to maintain pulse oximetry at
L 93% or greater
< 1 Do not withhold oxygen if patient is having difficulty breathing or if unable to assess an oxy
saturation
1 If respirations ineffective, support ventilation withag VValve Mask (BVM) Ventilation
o Circulation: evaluate perfusion status
A Assess pulse
1 Assess rate and quality of carotid, femoral, or radial pulses
[ 1 If pulse absent, se€ardiac Arrest
Z A Evaluate perfusion by assessing skin color and temperature
1 Hemorrhage Control
1 Evaluate capillary refill
o Disability: Evaluate neurological function
A Evaluate patient responsiveness: Glasgomg&®&cale
A Evaluate gross motor and sensory function in all extremities
A EvaluateBlood Glucosén patients withAltered Mental Status
A If Suspected StrokecompleteStrokeScale
0 Expose:Expose the patient as appropriate to complaint
< A Keep patient warm
o A Be onsiderate of patient modesty
E 1 Consider ALS early if patient has any of the following:
0 Hemodynamic instability
o Inability to maintain and secure an airway
o Need for medications or advanced procedures
1 If patient has evidence of a tiragritical condition that equires definitive care and timgensitive treatment (STEMBuspected
Stroke or major trauma), every effort should be made to minimize scene time to < 10 minutes
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1 Perform Secondary Surveyfhe performance of the secondary survey should NOT delay transport in critical patients.
Secondary survey should bslored to the patient presentation and specific to individual chief complaints. The following
suggestive considerations for a sedarny survey assessment:

DE: o] Head,:
LU A Pupils
A Nasooropharynx
A Sulland scalp
o Neck
A Jugular venous distension
A Tracheal position
A Cervicabtep offs
E 0 Chest
L A Retractions
A Breath sounds
A Chest wall deformity
0 Abdomen and Back
A Flankor abdominal tenderness
A Bruising
— A Abdominal distention
= o Extremities
g A Edema
A Pulses
A Deformity
o Neurologic
A Mental status, orientation
0o Motor/Sensory
1  Obtain Baseline Vital Signs
E 0 Aninitial full set of vital signs is requiréak all patient contacts
- A Blood pressure, heart rate, respiratory rat®pO2 neurologic status assessment
1 Neurologic status assessmeiniolves establishing a baseline and last known well time, plus
trending any changes in patient neurologic status
A Abnormal vital signs should be documented, addressed, and reassessed
o Patientwith cardiac or respiratory complaint:
A Pulse Oximetry
A 12 Lead EC@iithin 5 minutes of patient contadh patients with cardiac complaints
A ContinuousCardiac Monitoringif available
A Consideiwaveform Capnography
o Patient withAltered Mental Status
A Assesglood Glucose
A Considetwaveform Capnography
< o0 Sable patients should have at least twW®) sets of pertinent vital signs. Ideally, one set should be taken shortly
EE before arrival at receiving facility
o o Critical patients should undergo continuous monitoring and documentation of pertinent vital signs, with readi
recorded every 5 minutes or more frequently as the patient's condition dictates

f ObtainOPQRSHistoryl & LI GASy i Qa O2yRAGAZY ff24a

0 O:Onsetof symptomgprompting 911 call

o P:Provocation location;any exacerbating or alleviating factors
0 Q:Quality of pain

o R:Raliation of pain

0 S:Sverity of symptomspain scale

o T:The time of onset andircumstances around onset
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ObtainSAMPLHEistoryl & LI G§ASy i Qa O2yRAGAZY Fff25a
0 S:Other associatedysnptoms
0 A:Allergies- medication, environmental, and foesd
02: 0 M: Medication
L A Documentall medicatiors, including prescription and ovehe-counter drugs
A Bringall medication containert the hospital whenever possible
A Inquireand documenthe timing of the last medication intake
A Assess if medications are being taken as prescribed
A Determine if there are angotential drug interactions
A Evaluate if any medications may be contributing to the patient's current comditio
0 P:Past medical history
E A Look for medic alert tags, portable medical records, advanced directives
18 A Look for medical devices or implantsommondevices include
91 Dialysis shunt
1 Insulin pump
M  Pacemakerand/or defibrillator
1 PICC liner central venous access port
1  Gastric tubes
= 1  Urinary catheter
E 0 L:lastoral intake
< o E:Bvents leading up to the 911 cdlh patient with syncope, seizure, altered mental status, or suspected stroke,
consider bringing witness to the hospital, or obtain their confafdrmationto provide to emergency department
care team
Treatment And Interventions
1 ProvideOxygensupplementation as needed to reach targgO2of greater than 93%
o If patient has underlying lung diseasexygenshould be titrated to achieve SpO2-82%
E 1  Appropriate monitoring equipment as dictated by patient assessment. These may include
- 0 ContinuousPulse Oximetry
0 ContinuousCardiac Monitoring
o Waveform Capnography
o Carbon monoxide assessment
1 Intravenous(lV) Accesor Intraosseoug10) Accesshould be establisheth patientswho require 1V medicatiorfluid
resuscitationor in patients who are at risk for clinical deterioration based on provider judgni®utine placement of
vascular access is not encouraged unless indicated
1 ProvidePainManagement monitor and documenpain scalén response to interventions
1 Reassess patient after every intervention
é Patient SafetyConsiderations
E 1 Routine use of lights and siren is not warranted
T .8 I6FNB 2F tS3+f A&aadzSa | ymnpdclpdtianScdré Q&4 NAIKGAEA | & (GKS
1 Be aware of potential need to adjugatient careand medication doses based age andor comorbidites
1 The maximum weighbased dose of medication administered to a pediatric patient should not exceed the maximum ad
dose except where specifically stated in a patient care guideline
1 CONTACT ONLINE MEDICAL CONwRenlindicated in theguidelinesor as needed for specific consultation
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NOTES

RESPONSE:

Pediatric Use a weighbased assessment tqaluch as a lengthased tape, to estimate patient weigtd guide medication
therapy andselectproperly sizecequipment. Although the defined age varies, the pediatric population is generally defin
those patients who weigh up to 40 kilograms or up to 14 years of age, whichever comes first.

Geriatrics: Although the defined age varies, the geriatric populatigpically incudes individuals aged 65 years or older.
Reduced medication dosages may be required for this age group, as well as for patients with renal or hepatic disease
regardless of age. Guidelispecified dosage adjustments for patients > 65rged age are denoted by the term "elderly."
Vital signs:

A Hypotension:SBP below the agappropriate lower limit

Hypertension: SBP or DBP abotlee ageappropriate higher limit

Tachycardia:Heart rate abovehe ageappropriate higher limit

BradycardiaHeart rate below the agappropriate lower limit

TachypneaRespiratory rate above the agmpropriate higher limit

Bradypnea:Respiratory rate below the aggppropriate lower limit

Secondary survey may not be completed if patient ¢régcal primary survey problems that require immediate intervention
In critical patients, proactive patient management should occur simultaneously with assessment. Ideally, one provider
be dedicated to monitoring and coordinatirgatient-focused are exclusively Treatment and intervention should be initiate
as soon apossiblebut without hinderingextrication ordelaying transportatiorio definitive care.

v D D >

PEDIATRIC VITAL SIGNS

Lowest
Normal
MAP

Systolic BP

Age Al Lowest Normal

Respiratory Rat

Newborn 120-160
100-140 30-60 70 42
100-140 20-40 76 45
80-120 20-30 80 48
80-120 16-24 84 52
80-120 16-20 90 55
60-100 16-20 90 60

GLASGOW COMA SCALE

CHILD INFANT

Spontaneous Spontaneous
JTo speech To speech To speech 3
Eye Opening - - -
To pain To pain 2
None None 1
Oriented, appropriate Coos and babbles 5
Confused Irritable, cries 4
EESAEEM | nappropriate words Inappropriate words Cries in response to pain 3
Response Incomprehensible words or nonspecific
Incomprehensible soundg P P Moans in response to pain 2
sounds
None None 1
Obeys commands Moves spontaneously and purposely 6
Localizes painful stimulus Withdraws in response to touch 5
Withdraws in response to pain Withdraws in response to pain 4
Best Motor Decorticate posturing (abnormal flexion
Response Abnormal flexion Flexion in response to pain response toppain 9( ) 3
L . Decerebrate posturing (abnormal
Extensor response Extension in response to pain . ) ) 2
extension) in response to pain
None None None

TOTAL SCORE:

Initiated: 2/26/2024

Last Review/Revision Date:

| Next Review Date/1/2025

Effective Date: 6/1/2024

Approved by: Steven Andrews, MD, ERITFAEMS
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ABDOMINAL PAIN

INCLUSION Criteridbdominalpain or discomfort related to a netraumatic cause

EXCLUSION Criteridbdominal pain due to trauma or abdominal pain due to suspected labor in a pregnant patient

OTHER PROTOCOLS TO CONSIBER:Pain/Acute Coronary Syndrome (AGShildbirth, Fever or Suspected Sepsi$ypotensionor Shock
Nausea oVomiting, Overdose or Toxic ExposureainManagement

1  Universal Care
1 Place patient in position of comfort
1  Assess pain based on standard pain scale
x 1 Maintain nothingby mouth(NPOQ)
S 1 ConsidefPulse Oximetry
L o If pulse oximetry is less than 93%, titrdeygento lowest level to maintain pulse oximetry at 93% or greater
o Do not withhold oxygeif patient is having difficulty breathing or if you don't have the ability to assess an oxyg
saturation
1 ConsiderAdvanced Life Support (ALS) Response
1  If pain is above the umbilicus or cardiac etiology is suspected:
= o Initiate Cardiac Monitoring
E 0 IFAUTHORIZERcquirel2 Lead ECwithin 5 minutes of patient contact
o Transmit ECG to hospital
— 1 For patients with no emergent cause of abdominal pain or potential to become unstable:
E o ConsidenV/IO Access IDe i
< 1 For patients withtHypotensionor Shock signs of
dehydration, or otherwise unstable: S
o Initiate [V/IO Acces
0 AdministerFluid Bolus; IV/IO RIGHT LOBE
= 1 Forpatients with moderate to severe pain, consideain e N
4 Management DLl AL PANCREATIC DUCT
- . TRANSVERSE 7“‘4 DESCENDING
1  Consider management ¢fausea oiVomiting COLON (cuT) %& g
v 0Ty
CECUM SMALL INTESTINE
< RECTUM
nd VERMIFORM
< ~ APPENDIX ANUS . g
o RLQ LLQ
Y  Unstable Criteria:
0 Guarding or rigidity of abdominal wall
0 Severe vomiting or diarrhea
o Clinical signs of poor perfusion (altered mental status, syncope, weakness, lightheadedness, fatigue, compla
chest paindifficulty breathing, hypoxia, pallor, diaphoresis)
& 0 Shock index > 0.9 (HR/SBP)
[ 1 Emergent Causes of Abdominal Pain to Consider:
% o Cardiac Disease/Mldiffuse epigastric pain, shortness of breath, diaphoresis, nausea/vomiting
o Abdominal Aortic AneurysnfAAA):severe abdominal or back pain, pulsatile mass, hypotension; consider in ol
patients or those with a history of cardiovascular disease such as hypertension, diabetes, peripheral vascula
kidney disease, heart attack, or stroke
o Gl Bleedhypotension, pallor, tachycardia, blodmistool, or vomit
o Ectopic Pregnancyhypotension, tachycardia, sudden onset of pain, consider in any female of childbearing agg¢
obtain menstrual history
Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
Effective Date: 6/1/2024 Approved by: Steven Andrews, MD, ERITFAEMS
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ALLERGIC REACTION/ANAPHYLAXIS

INCLUSION Criteri®atients of all ages with suspected allergic reaction anafi@aphylaxis
EXCLUSION Criterldone

OTHER PROTOCOLS TO CONSIDE®R: ManagementAltered Mental StatusBites or Envenomatios Difficulty Breathing Hypotension
or Shock

1  Universal Care
1  ConsidefPulse Oximetry
o If pulse oximetry is less than 93%, titrdeygento lowest level to maintain pulse oximetry at%@3or greater
o Do not withhold oxygen if patient is having difficulty breathing emifibleto assess an oxygen saturation
o If respirations ineffective, support ventilation withag Valve Mask (BVM) Ventilation
1 If signs of anaphylaxis such as stridor, oropharyngeal swelling, severe dyspnea or evidence of respiratory distressohy
altered mental status, extensiveves
o IF AUTHORIZE&dminister
o Epinephrine
A Adult:
1 IM:EpiPer0.3mg
1 IM: Epinephrine (1:1,0000.5 mg every 85 minutes if symptoms persist
o A Pediatric < 50 kg
E 1 IM: Epinephrine (1:1,0000.01mg/kg every 85 minutes if symptoms persist (max single dosg
mg)
A Pediatric < 25 kg
1 IM: Epi PenJr. 0.15 mg
1  If wheezing/bronchospasm present consider:
o Albuterol:
A MDI (90 mcg) 4 puffs withpmcer
OR
A All ages:
1 Nebulized:2.5 mg in 3 mL via haritkld nebulizer or mask; may repeat every2@minutes; maj
3 doses
1 For severe exacerbation&.0 mg via handheld nebulizer or mask; may repeat every 20 minu
maximum 2 doses
9 If critical: 10 mgvia handheld nebulizer or mask
0 Ipratropium Bromide
A Al ages
1 Nebulized 0.5 mg in combination witilbuterol 2.5 mg
0  May repeat every 120 minutes as needed; maximum 3 doses
0 Initial albuterol dose can be increased if patient is severe or critical as noted aboV
M Nebulized:DuoNeb Albuterol 2.5 mg andpratropium Bromide0.5 mg)
0  May repeat DuoNeb every 12D minutes as needed; maximum 3 doses
= 0  Critical respiratory distress or severe difficultyrdathing not improving withAlbuterol, consider
E A Epinephrine(1:1,000)
T Adult:
o IM: 0.5 mg every 85 minutes if symptoms persist
1  Pediatric < 50 kg:
o IM:0.01mg/kg IM every85 minutes if symptoms persist (max single dose 0.5 mg
A ConsidelCPAR: Non-Invasive Positive Pressure Vemilon if no contraindications
 ConsiderCardiac Monitoring
o Pediatric:monitor heart rate for changes; bradycardia signals deterioration
1 ConsidefV/IO Access
E o Do not delay transport to obtain IV access
LU 1  If hypotensiveor with clinical signs of poor perfusion, adminisiguid Bolusc 1V/IO
< 1 ConsidetwVaveform Capnography
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1  For patients with severe or critical respiratory distress or moderate respiratory distregspiaiving with treatment
o Epinephrine
A Adult:
— 1 IV/IO: Epinephrine Push Dogd:10,000)0.05 mg IV/IO every-8 minutes as neded; may
Z double subsequent boluses to 0.1 mg
A Pediatric < 50 kg
1 IV/IO: Epinephrine Push Dosd:10,000)0.001 mg/kg every-8 minutes as needed (max initial
dose 0.05 mg); may double subsequent doses to 0.002 mg/kg (max dose 0.1 mg)
1  For unstable patient not responding to IM or push dose epinephdoesider:
o Epinephrine
A Adult:
1 IV Infusion:2-20 mcg/minute
1  Antihistamine: Consider administration of:
o Diphenhydramine(Benadryl)
A Adult:
1 IV/IO/PO: 50 mg
A Pediatric:
< 1 IV/IIO/PO:1 mg/kg (maximum dose 50 mg)
o 1 Steroids:Consider administration aine of the following steroids if available and without contraindications:
E 0 Methylprednisolone(Solumedrol)
A Adult:
1 PO/IM/IV/I0: 125 mg
A Pediatric:
1 PO/M/IVNIO: 2 mg/kg(maximum dose 125 mg)
o DexamethasongDecadron)
A Adult:
1  PO/IM/IV/I0: 10 mg
A Pediatric
1 PO/IM/IV/IO: 0.3 mg/kg (maximum dose 10 mg)
9 Allergicreactions span a continuum from minor to life threatening
& 9 Use Epinephrine with caution or consider a reduced dose in patients who are elderly, have known coronary artery dise
[ because of the risk of inducing myocardial ischeg#®OWEVER, in severe angjalxis there is no contraindication to
@] epinephrine
= T IV form ofSolumedroland Dexamethasonecan be given orally by having patient swallow the medication
Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
Effective Date: 6/1/2024 Approved by: Steven Andrews, MEM TP, FAEMS
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ALTERED MENTAL STATUS

INCLUSION CriteriRatients who are confused, altered, or present with impaired decisiaking capacity or a change from baseline
EXCLUSION Criterldone

OTHERGUIDELINES TO CONSIR&ERay ManagemeniBehavioral or Psychiatric Emergenci&adycardiac Adult (8 Yeas & Older)
Bradycardiag Pediatric (<8 Years Old¥ever or Suspected Sepskdyperthermiaor Heat Exposure Hypoglycemiaor Hyperglycemia
Hypothermiaor ColdExposure Hypotensionor Shock Nausea oVomiting, Overdose or Toxic ExposurBeizure Suspected Stroke
TachycardiaTraumatic Injuries

I Universal Care
1 Allow or Assist patient to position of comfort
1 If patient is not consciou&NDevidence obpiate overdose with respiratory deprefon:
o Airway Management
o AdministerNaloxoneper Overdose or Toxic Exposuguideline
A Administration ofNaloxoneshouldNOT occur until after basic airway management
A ConsideRestraintsPhysicabefore administeringaloxone
1 If evidence of or concern f@uspected Strokas an etiology of presenting symptoms
o CompleteStroke Scaleusing BEFAST stroke screening tool
1  Perform baseline neurological exam
CheckBlood Glucose
02: o If blood glucose < 60, sé&/poglycemieor Hyperglycemiaguideline
[ 1 ConsidePulse Oximetry
o If pulse oximetry is less than 93%, titradeygento lowest level to maintain pulse oximetry at 93% or greater
o Do not withhold oxygen if patient is having difficulty breathing amiébleto assess an oxygen saturation
o If respirations ineffective, support ventilation withag VValve Mask (BVM) Ventilation
1 Anticipate and searcfor other medical or traumatic etiology, see appropriate guideline
0 Metabolic:Hypoglycemieor HyperglycemiaOverdose or Toxic Exposure
0 CardiacTachycardiaor Bradycardia cardiac dysrhythmias
o  HypovolemiaHypotensionor Shock
0 CNS DisorderSuspected StrokeSeizure
0 VasovagalNausea oNomiting
0 SepsisFever or Suspected Sepsis
0 Traumatic Injuries
ConsiderCardiac Monitoring
E 1 IF AUTHORIZEEonsiderl2 Lead ECG
L o Transmit ECG to hospital
ConsidetwVaveform Capnography
E ConsideilV/IO Access
|a|:J 1  If hypotensiveor with clinical signs of dehydration or poor perfusion, adminigternd Bolusc IV/IO
|_
Z
~N
(0
<
o
1 Possible etiology mnemonic for altered mental status is AEIOWTIPS
0 A alcohol, arrhythmias
o E:endocrine, exocrine, electrolyte imbalance
%) o l:insulin shock, ingestion
L o O:oxygen deficit (hypoxia/hypercarbia) opiates, overdose
|C_) o U:uremia, renal problems, hypeension, hyperkalemia
zZ o T:Trauma, temperature (hypothermia/hyperthermia)
o I Infection
o0 P:Psychological
0 S:Space occupying lesion, stroke, shock, seizure
o0 V:Vascular
Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
Effective Date: 6/1/2024 Approved by: Steven Andrews, MD, ERITFAEMS
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BEHAVIORADRPSYCHIATRIC EMERGENCIES

INCLUSION CriteriRatients of all ages who are exhibiting agitated, violent, or who are a danger to themselves or others

EXCLUSIOGrriteria. Patients demonstrating agitated or violent behavior attributed to medical conditions including, but not limited to, head
trauma, hypoxia, and metabolic disorders (e.g. hypoglycemia)

OTHERGUIDELINES TO CONSIR&ERay ManagemeniAltered Mental Status Hypoglycemiaor HyperglycemiaOverdose or Toxic
Exposure Traumatic Injuries RestraintPhysical RestraintChemical Suspected Stroke

1  Universal Care
1 Ensure scene safefONOT]jeopardize your own safety
o Protect yourself and others
o Await Law Enforcement
1 Approach patient in a calm, nethreatening manner, both physically and inwaonversation
o Verbally attempt to calm and reorient the patient to reality as able
o Utilize deescalation techniques when needed
04 0 52 b2G LINGAOALIGS Ay GKS LI GASYyGQa RStfdzaazya 2N
= o  Minimize external stimulation
= 1 Do not touch a patient with enental illness without first telling them your intent
1 If patient iscombative, consideRestraintPhysical
1 Consider requesting ALS or paramedic unit early if patient not tolerating physical restraints or is not able to safélgibed;
1 Consider medical etiologies of behavioral disorders and treat according to guideline:
0 Hypoxia: Airway Management
0 Substance abuse or overdoseverdose or Toxic Exposure
o0 Neurological diseas&uspected Stroke
0 Metabolic derangementg:dypoglycemisor Hyperglycemia
-  If safe to do so:
S 0 ObtainBlood Glucose
L o ConsidefPulse Oximetry
A If pulse oximetry is less than 93%, titralecygento lowest level to maintain pulse oximetry at 93% or
— greater
E o ConsiderCardiac Monitoring
< o ConsidetWaveform Capnography
|_
<
I If patient remains a threat to self or others, consid&gstraintsChemical
o NEVER administer chemical sedation at the direction of Law Enforcement. Always perform your own assess
thepatSy i Qa O2yRAGAZ2Y D
o Before proceeding with chemical sedation, identify and treat any potential medical causes
< o ContinuousCardiac Monitoring Pulse OximetryandWaveform Capnographyequired br any patient receiving
o sedation
E A Monitor closely for development of:
1  Hypoventilation
1  Oversedation
1 Cardiac dysrhythmias
0 Reposition BEFORE you administer sedatives! NEVER administer sedatives to a patient in the prone positio
0 Reposition thepatient to ensure their airway and breathing are not restricted before proceeding

Aurora South  WI EMS Pre-Hospital Patient Care Guidelines Page 67 of 331



€2 Aurora Health Care Vi ADVOCATE TABLE OF CONTENTS

1 If chemical restraint is needed, considere of the following sedative medications, in order of preference below, if availab
and without contraindications:
0 Ketamine
A Agesx3 months:

1 IM: 5 mg/kg; maximum single dose 500 mg; may administer 250 mg IM initially; if initial dog
ineffective after 2 minutes, give remaining dose in another muscle; if sedation inadequate,
repeat onehalf (1/2) initial dose in 10 minutes

1 IV/I0: 2 mg/kg; maximm single dose 200 mg; may repeat every 5 minutes as needed

0 Midazolam
A Adult (ages 12 years 64 years):
T IM/IN: 10 mg; may repeagvery 10 minuteso achieve desired effects
1 IV/IO: 5mg;may repeat everg minutesto achieve desired effects
A Pediatric (age < 12 years):

1 IM/IN: 0.2 mg/kg; maximum single dose 10 mg; may repeat every 10 mitmtashieve desired
effects

1 IV/10:0.1 mg/kg; maximum single dose 10 mgpy repeat every 3 minutdas achieve desired
effects

A Elderly (ages 65 years and older):
1 IM/IN: 5 mg; may repeat evgrlO minutedo achieve desired effects
é 1 IV/IO:2 mg;may repeat every 3 minutde achieve desired effects
< 0 Lorazepam
o A Adult (agex12 years)
1 IM: 2 mg; may repeat every 20 minutessachieve desired effects
1 IV/I0:2 mg; may repeat every 5 minutés achieve desired effects
A Pediatric(<12 yeark
1 IM: 0.1 mg/kg; max single dose 2 mg; may repeat every 20 minotashieve desire effects
1 IV/10:0.1 mg/kg; max single dose 2 mg; may repeat every 5 minatashieve desired effects
o Droperidol
A Adult (age >14years:

1 IM: 5 mg may repeat in 15 minutes to achieve desired effects; max cumulative dose 20 mg

1 IV/IO: 2.5 mg slow IV push over 2 minutes; may repeat in 5 minutes to achieve desired eff
maximum cumudtive dose of 20 mg

A Pediatric (7- 14 years):
1 <34kg:
o IV/IO/IM: 0.625 mg
1 34to57Kkg:
o IV/IO/IM: 1.25 mg
1 >57to68kg:
o IV/IO/IM: 1.875 mg
1 >68kg:
o IV/IO/IM: 2.5 mg
9  Only proceed with chemical restraint if the patient is an ACTIVE threhéetoselves or others
9 Never place physical restraints for punitive reasons, or in a manner that restricts breathing and circulation, or irhptaces
restrict access for monitoring the patient.
ﬂ i CAUTIONPatients who violently resist or struggle agaipkysicalrestraints have an increased risk of deatdse chemical
= restraint as soon as available in this situation.
% T 5d2NAy 3 OKSYAOILf NBAGNIYAYydGE GKS LI NI YSRAO Ydzad oS F¥20
circulation
9 Obesepatients are at increased risk of apnea
9 Alcohol and sedative drugs create a severe risk of apnea
Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
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BITES OR ENVENOMATIONS

INCLUSION CriteriRatient with suspected bite, sting, or envenomation
EXCLUSION Criterldone

OTHERGUIDELINES TO CONSIR&ERay ManagemenjAllergic Reaction/AnaphylaxjsAltered Mental StatusHemorrhage Contrgl
Hypotensionor Shock PainManagement, Seizure Traumatic Injuries

1 Universal Care
1 Protect yourself; if applicable, ensure offending organism has been neutralized before approaching the patient
o Contact Animal Condf as needed
1 Remove clothing, jewelry, or any constricting items on the affected area or extremity
1 To help with identification of the source, consider photographing the organism. DO NOT bring spider, snake, etc. into
ambulance or emergency department
x o BEWARE: Organism, eveappearingdead may bite or stingand delivevenom
= 1 Stings
L .
0 Remove stinger
A If stinger is present, remove by scraping over area of sting with a straight edge
T  Snakebite
o Immobilize extremity in a neutral position as soorpassible
o For a poisonous snakebite:
A If antivenom available on scene, transport with the patient
A DO NOT apply constricting bands such as tournigaiets’e or below the site of envenomation
A DO NOT apply ice packs
A DO NOT locally incise the bite
A DO NOTopiously wash the wound
A 5h bhe¢ FTAGSYLWH G2 NBY2@0S @gSy2Y o6& aadOlAy3é
0 BEWARE: Snakes can envenomate up to one hour after death
- 1  Consider marking edges of redness, if present, with marking pen
= 1 For patients with moderate to severe allergic reantsymptoms, or mild symptoms with a history of fifgeatening allergic
= reaction, seéAllergic Reaction/Anaphylaxiguideline
1  ConsidefPulse Oximetry
o0 If pulse oximetry is less than 93%, titraleygento lowest level to maintain pulse oximetry at 93% or greater
o Do not withhold oxygen if patient is having difficulty breathing or if unable to assess an oxygen saturation
o If respirations ineffective, support ventilation withag VValve Mask (BVM) Ventilation
— M ConsiderVV/IO Accesin unaffected extremity
E 1  If hypotensiveor with clinical signs gboor perfusion, administeFluid Bolux IV/IO
<
|_
<
< 1 If patient experiencing moderate to severe anxiety, consigedation
o
<
o
i Envenomations that are known to have antivenom readily available in the USA include:
& A Black widow spider
[ A Bark scorpions
% A Rattlesnake
A Copperhead snake
A Coral snake
Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
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DIZZINESS OR VERTIGO

INCLUSION CriteriRatients with symptoms afizziness or vertiga(sensation of spinning or movement, often accompanied by nausea,
vomiting, and a loss of balance

EXCLUSION CriterRatients with other neurological complaints or with a presumed trauma etiology

OTHERGUIDELINES TO CONSIDERsea oVomiting, Suspected StrokeSyncope Traumatic Injuries

1 Universal Care
1 Allow patient b assume position of comfort that minimizes or eliminates symptoms
1 Avoid unnecessary movements that may worsen symptoms, nausea, or vomiting
1 ConsideiSuspected Strokas an etiology of presenting symptoms
0 CompleteStroke Scaleusing BEFAST stroke screening tool
CheckBlood Glucose
o If blood glucose < 60, sé&/poglycemizor Hyperglycemiaguideline
1 ConsidePulse Oximetry
o If pulse oximetry is less than 93%, titrdeygento lowest level to maintain pulse oximetry at 93% or greater
o Do not withhold oxygen if patient is having difficulty breathing amiébleto assessn oxygen saturation

EMR
==

1 If evidence or suspicion for other medical or traumatic etiology, see appropriate guideline
ConsiderCardiac Monitoring
1 IF AUTHORIZEDonsiderl2 Lead ECG
— 1  Transmit ECG to hospital
=
LU
 ConsidelV/IO Access
1 If hypotensiveor with clinical signs of dehydration or poor perfusion, adminigterid Bolus 1V/IO
— 1  If patient is experiencinflausea oN/omiting, consider:
> o Ondansetron
2 A 1 RdA G % mH &S NBEY
1 ODT/PO/IV/I0:8 mg; one time only
1 IM: 8 mg one time only; use thigh or gluteal site only
A Pediatric < 12 years of age:
1 PO/IV/10:0.2 mg/kg; max initial dose 8 nogne time dose
1 IM: 0.2 mg/kg; maximum initial dose 8 mg one time dose; use thigh or gluteal site only
1 ODT:Weight based dosing:
[ 0 8-15kg: 2 mgpne time only
=z 0 15.1 kg to 30 kg: 4 mgne time only
0 > 30Kkg: 8 mg; one time only
1 If severe symptoms of vertigo, consider one of the following-ardtion sickness medications orderof preference below:
0 ProchlorperazingdCompazine)
A Adult (ages 1& 64 years)
é ) 1  PO/IM/IV/IO: 10 mg;administer 1V/IGslowly over a minimum of 2 minutes
E A  Elderly(age65 yearsand olden:

1 PO/IM/IV/IO: 5 mg;administer IV/IGslowly over a minimum of 2 minutes
A Pediatricock H &SI NBR FYyR x ¢ 130V
1 PO/IM/IV/IO: 0.1 mg/kg max single dose 10 nagtminister IV/ICslowly over a minimum of 2
minutes

Aurora South  WI EMS Pre-Hospital Patient Care Guidelines Page 70 of 331



@2 Aurora Health Care'  rowpartof 4 apvocare TABLE OF CONTENTS

1 Continued
0 Promethazineg(Phenergan
A Adult (ages>14- 64years):
1 PO/IM:25 mg
1 IV/IO: 12.5 mgadminister IV/IGslowly over a minimum of 2 minutes
A Elderly(age65 yearsand olden:
1 PO/IM:12.5 mg
1 IV/IO: 6.25mg; administer IV/IGslowly over a minimum of 2 minutes
A Pediatric(2 yearsc 14 years$:
1 PO/IM: 0.25 mg/kgnaxmum single dose 25 mg
1 IV/IO: 0.25 mg/kg administerslowly over a minimum of 2 minutesnaximum single dose 12.5
mg
o Droperidol (Inapsine)
A Adult (age>14years:
1 IM:1.25 mg; may repeat in 15 minutesaximum cumulative dose of 5 mg
1 IV/I0: 1.25 mgslowly over 2 minutes; may repeat in 5 minutes to achieve desired effect;
maximum cumulative dose of 5 mg
A Pediatric &2 ¢ 14years):
1 IV/IO/IM: 0.05 mg/kg slow IV push over 2 minutes; maximum initial do2® thg; may repeat i
15 minutes; maximum cumulative dose of 5 mg
o0 Metoclopramide (Reglan)
é A Adult (ages > 1464 years):
< 1 PO:10 mg;may repeat once in 60 minutes if needed
o 1 IM: 10 mg;may repeat once in 15 minutes if needed
1 IV/IO: 10mgslowly over 12 minutes; may rpeat once in 5 minutes if needed
A Elderly(age65 yearsand older):
1 IV/IO: 5 mgslowly over 12 minutes; may repeat once in 5 minutes if needed
A Pediatrico % H ¢ 84SéalE
1 PO:0.1 mg/kg; maximum initial dose 10 mg; may repeat once in 60 minutes if needed
1 IM: 0.1 mg/kg; maximum initial dose 10 mg; may repeat once in 15 minutes if needed
1 IV/10: 0.1 mg/kgslowly over 12 minutes; maximum initial dose 10 mg; may repeat once in 5
minutes if needed
1 If antirmotion sickness medicatiorail to relieve symptomsf vertigg, or patient hasexperiencedreviousunsuccessful
outcomes withthese medicationsand benzodiazepindsave proven effectiveconsider
0 Lorazepam
A Adult (12¢ 64 years:
1 IM: 0.5 mg; may repeat every 20 minutes as needed for anxiolytic effect
1 IV/10:0.5 mg; may repeat every 10 minutes as needed for anxiolytic effect
A Pediatric (<12 years):
1 IM: 0.1 mg/kg; max single dose 1 mg; may repeat in 20 minutes as needed
1 IV/10:0.1 mg/kg; max single dose 1 mg; may repeat every 5 minutes as needed
A Elderly (age65 years and older):
1 IM:0.25 mg; may repeat in 20 minutes as needed for anxiolytic effect
1 IV/10:0.25 mg; may repeat in 10 minutes as needed for anxiolytic effect
1 Dizzinesis a nonspecific term and attempts should be made to further refiniato vertigo, presyncopejisequilibrium or
lightheadedness. These symptoms may ayenhaking this complaint difficult to assess and treat.
1 Vertigo: a falsesensation of motion oa spinning sensatioand is commonly associated with nausea and vomiting
1  Presyncopea feeling of losing consciousness or blacking out
n . R ;
L 1 Disequilibrium: feeling wobbly or ofbalance
'6 1 Lightheadednessvague symptomoften described aa disconnection from the environment
= 1 Vertigo & Disequilibriummay be symptoms of a strokeherefore, a Stroke Scaleshould be completedo rule out this
possibility. More commonly these symptomare related to a disturbance of spatial orientation and motion sense in the i
ear, especidy ifit has previously occurred
1 If symptoms are more consistent wilightheadedness or presyncope, do not administer-ambition sickness medications, a
GKSe O2dA R ¢g2NASY (KS LI GASyiQa O2yRAGAZY
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EPISTAXIS

INCLUSION CriteriRatients with a nosebleed from a nérauma etiology

EXCLUSION Criteridosebleeds resulting from significant or mdtiuma etiology
OTHERSGUIDELINES TO CONSIRERay ManagemeniHemorrhage ContrglHypertensiveEmergencies

1 Universal Care
1 Place patient in position of comfort, preferably seated with head tilted forward
o If patient unable to sit forward, considéteral position
1  Assess for active bleeding anteriorly or posteriorly (in the throat)
1 Control hemorrhage
o o] Compress nostrils with fingers or commercial clamp
S A Pinch over fleshy part of the nose, not the bony nasal bridge
LU A Maintain continuous pressure for 15 minutes before inspecting
1 ConsiderSuctioningfor uncontrolled bleeding
1 ConsidePulse Oximetry
o If pulse oximetry is less than 93%, titrabeygento lowest level to maintain pulse oximetry at 93% or greater
o Do not withholdOxygenif patient ishaving difficulty breathing or ifinableto assess an oxygen saturation
o Consider blow bxygenor placing nasal cannula in mouth ikhnares are compressed
1 If actively bleeding and not controlled with direct pressure:
0 Have patient tilt head forward and blow nose to expel clots from affected nostril
o0 After having patient blow out blood clots, consider if available:
0 Oxymetazoline
A 13S %x ¢ @SINAY
= 1 2 sprays up bleeding nostril(s)
E 1 Insert the tip of the nozzle into the affected nostril while gently occluding the other nostril.
1  Squeeze bottle with firm, quick pras® instructing patient to gently inhale as you spray the
medication
1 Repeat the process for the desired number of sprays
1  Wipe nozzle clean after each use
1 Immediately compress nostrils with eithBngers or clamp after oxymetazoline sprdslivered
— Y ConsidelVV/IO Access
S 1 If patient is hemodynamically unstable or complaining of dizziness, admigisterBolusc [V/IO
L 1 If active bleeding persists despite direct pressure, and oxymetazoline not available, consider using a pledget:
< o Epinephrine(1:1,000)
A All Ages:
— 1 Pledget:Saturate a small wad of absorbent cotton ball or 2x2 or other soft dressing with 2 1
zZ mL) ofEpinephrine (1:1,000)Add additional normal saline to ensure pledget is completely
_ saturated allowing the epinephrine to leave the pledget and contact the nasal mucosa
1 If active bleeding persists despite direct pressure, and oxymetazoline not available, consider if available:
0 Phenylephring(may use nasal spray or mucosal atomizing device (0.1 mL =1 spray)
A Agesx6 years:
< . .
o 1 Nasal spray:3 sprays per nostril
E ) 1 Mt{cosal atomizer0.3 mL = 3 sprays
A X ¢ eSINaryY
1 Nasal sprayl spray per nostril
1  Mucosal atomizer0.1 mL =1 spray
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i Patient care goals include:
A Control hemorrhage from epistaxis
A Keep airway free of blood
A Provide treatment foiHypotensionor Shockas needed
Swallowing blood can lead to nausea and vomiting
ﬂ 9 Obtainhistory for all patientsncluding use of anticoagulants antiplatelet medications:
6 A Warfarin(Coumadin)
> A Apixaban(Eliquis)
A Dabigatran (Pradaxa)
A Rivaromban (Xarelto)
A Clopidogre(Plavix)
A Aspirin
A Ticagrelor Brilinta)
Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
Effective Date: 6/1/2024 Approved by: Steven Andrews, MEMTP, FAEMS

Aurora South  WI EMS Pre-Hospital Patient Care Guidelines Page 73 of 331



€2 Aurora Health Care' 1. oot 4 aovocatesen
FEVER OR SUSPECTED SEPSIS

INCLUSION CriteriRatients with fever > 10024, Altered Mental Status weakness, respiratory distress, or suspected infection

EXCLUSION Criterlacreased temperature froverdose or Toxic Exposuag from a hot environment or overly insulated condition (see
Hyperthermiaor Heat Exposureguideline)

OTHERGUIDELINES TO CONSIRERed Mental StatusHyperthermiaor Heat Exposure Hypotensionor Shock Seizure

Suspected Sepsis:
1 Universal Care
1  Any patient with temperature (T) 200.4 F, altered mental status, weakness, respiratory distress, or suspected infection
should be screened for sepsis by reviewing a complete sétadfsigns

0 Assess patient fawo (2) or more of the following systemic illness markers:
A T>100.4#F or < 96.8F
HR > 90 or agappropriate upper limit of normal
RR > 20 or agappropriate rate OR ETCO2 <r3thHg
SBP < 9thmHgor ageappropriate lower limit OR other signs of poor perfusion

1 Central CRT > 3 seconds, mottled or pale skin

Altered Mental StatusOK I y38a FTNRBY LI GASyGQa y2NXNIf o
LT H 2N Y2NB &deaiGSYAO AtftftySaa YINJSNE | NB LN
NEOSAGAYA FERIASBABRIE 2F | 4
A Initiate appropriate PPE
o Consider ALS
Keep patientvarm
0 ConsidePulse Oximetry

A If pulse oximetry is less than 93%, titradeygento lowest level to maintain pulse oximetry at 93% or

greater
A Do not withholdOxygenif patient is having difficulty breathing orihableto assess an oxygen saturatior|

> > >

EMR
>

o

Fever or Suspected Sepsis
1 ConsiderCardiac Monitoring
1 If temperature>100.4 F, and patient able to tolerate oral intake, considee of the following if without contraindications:

0 Acetaminophen

A Adult:
1 PO:500-650 mg every 4 hours as needed
OR
E 1 PO:1 gm every 6 hours as needed; max dose 4000 mg/24 hours
L A Pediatric:
1 PO:15 mg/kg every 4 hours as needed (max single dose 1000 mg)
o |buprofen
A Adult:
1 PO:600 mg; maximum dose 3.2 g/24 hours
A Pediatric:
1 PO:10 mg/kg maximum initial dose 600 mg
Fever or Suspected Sepsis
T ConsidetwWaveform Capnography
1 Patient is considered to have severe sepsis or septic shock if one of the following is present:
— 0 SBP < 9fhmHgor ageappropriate lower limit of OR other signs of poor perfusion (e.g. confusion, capillary refi
= > 2 seconds, mottled, or pale skin)
g o ETCO2 < 2mHgon two (2) measurements at least 5 minutes apart

1 If either is presentinitiate |\V/IO Access
9 AdministerFluid Bolusc IV/IO
0 30 mL/kg, maximum initial bolus 3000 mL
o Stop fluid bolus if any signs of pulmonary edema develop
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1 If temperature>100.4 F, and patient unable to tolerate oral medication, and patient has not received a similar medicat
(NSAID) within the past 4 hours, if available and without contraindications, consider:
o Ketorolac
A Adult (x17 years: PEDIATRIC VITAL SIGNS
1 IM/PO: 1.0 mg/kg : Lowest
(30 mg maximum Age Pulse Respiratory Rat PRI Normal
initial dose) Lowest Normal =) \p
E T IVN0:0.5mg/kg (15 EENEWIRTEE  120-160
g ; mg maximum dose)  YIUSIWN |, 30-60 70 42
A Pediatric (&6 monthsc 17 1-3 years 100-140 20-40 76 45
yearsof age): 4-6 years 80-120 20-30 80 48
1 PO/IM/IV/IO: 0.5 7-9 years 80-120 16-24 84 52
mg/kg (15 mg EVATEE 80120 16-20 90 55
maximum initial EREAET]  60-100 16-20 90 60
dose)
1 If patient has nausea or vomiting, seeusea oVomiting guideline
1 For persistent hypotension or continued signs of shock not responding to fluid resuscitation, consider:
o Epinephrine
A Adult:
— 1 IV/IO: Epinephrine Push Dogd :10,000)0.05 mg IV/IO every-2 minutes as needed; may
Z double subsequent boluses to 0.1 mg
A Pediatric < 50 kg:
1 IV/IO: Epinephrine Push Dogd:10,000)0.001 mg/kg every-8 minutes as needed (max initial
dose 0.05 mg); may double subsequent doses to 0.002 mg/kg (max dose 0.1 mg)
1  Persistent hypotension or signs of shock not responding to initial fluid babngpinephrine push doseconsider if available
0 Norepinephrine- Preferred for septic shock and vasodilatory (distributive) shock
A Adult (> 12 years old):
T IV/IO Infusion ONLY:
0 Mix4 mgin 250 mL NS = 16 mcg/@R
0 Mix4 mgin 500 mL NS =8 mcg/mL
A Infusion:4-12 mcg/min titrate to keep MAP > 65 mmHg
A Pediatric (< 12 years old):
T IV/IO Infusion ONLY:
0 Mix4 mgin 500 mL NS =8 mcg/mL
A Infusion:0.1 mcg/kg/min; titrate to maintain age appropriate minimum SE
Maximum dose 2 mcg/kg/min
é o0 Epinephrine
E A Adult:
1 IVinfusion:2-20 mcg/minute
A May also be initiated as a second line vasopressor if patient fails to respond to norepinephrine
o Phenylephrine-
A All ages>10 kg:
1 IV/IO Push Dose ONLYMix 10 mg phenylephrine in 100 mL normal saline = 100 mcg/mL
o  Withdraw 10 mL of diluted solution into 10 mL syringe and apply label
A Starting dose: 50 mcg = 0.5 mL evefy@inutes as needed to achieve age
appropriate MAP
A If MAP not significantly improved, increase each subsequent dose by 50
1 2rddose = 100 mcfl mL)
1 3ddose = 150 mcfl.5 mL)
1 Maximum dose 400 mo@ mL)or 5 mecg/kg
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1 Goal of sepsigeatment is perfusion of brain and other organs. This is best accomplished by titrating fluid resuscitatior
o MAPx65mmHgor ageappropriate normal
o If MAP not available, SBP >r@hHgor ageappropriate normal
o Pediatric:Capillary refill timéK 1 aSO02y Ra

Sepsis Protocol Acetaminophen Ibuprofen Ketorolac F;lgdmt;;ﬁ;s
Age Broselow Kilos Pounds mg 160 mg/mL mg 100 mg/5mlL IV IM NS or LR
NewbornBkg 4kg 5| 3-5kg | 6 - 11 lbs|
6 mo PINK 6-7 kg |13 - 15 Iby 96 3 mL 60 3 mL 3 mg 6 mg 200 mL
9 mo RED 8-9 kg 6 NI 128 4 mL 80 4 mL 4 mg 8 mg 250 mL
PURP 0 g 4 |bs EElY 5 mL 100 5 mL 5 mg 10 mg| 300 mL

2 yrs YELLOW 12-14 kg|25 - 31 Iby 192 6 mL 120 6 mL 6 mg 12 mg 400 mL
WHITE | 15-18 kg|32 - 40 Iby 256 8 mL 160 8 mL 7.5 mg (15 mg] 500 mL
320 10 mL 200 10 mL |10 mg |20 mg 600 mL
416 13 mL 260 13 mL |12.5 mg|25 mg 800 mL
10 yrs GREEN| 30-36 kg|67 - 80 Iby 480 15 mL | 300 15mL |15 mg |30 mg] 1000 mL

4 yrs

12 yrs 38.5 kg 84 Ibs | 576 18 mL | 400 20 mL |15 mg (30 mg| 1150 mL
14 yrs 44 kg 97 Ibs 650 20 mL | 440 22 mL |15mg |30 mg] 1300 mL
16 yrs 50 kg 110 Ibs | 750 | 23.5 mL | 500 25 mL |15 mg (30 mg| 1500 mL

55 kg 121 Ibs | 825 26 mL | 540 27 mL |15 mg (30 mg| 1650 mL
60 kg 132 Ibs | 900 28 mL | 600 30 mL |15 mg |30 mg| 1800 mL

Max dose 67+ kg | 147+ Ibs | 1000 31 mL 600 30 mL |15 mg |30 mg] 2000 mL
0
LLl . . :
— Norepinephrine Drip
g Mix: 4 mg in 500 mL = 8 mcg/mL
Shock - All Types
Starting dose 0.1 mcg/kg/min 0.1 mcg/kg/min 0.2 mcg/kg/min 0.3 mecg/kg/min 0.4 mcg/kg/min 0.5 mcg/kg/min
Maximum dose 2 mcg/kg/min
' gtts/min gtts/min gtts/min gtts/min gtts/min
Broselow =~ Kilos RIS (60 git tubing) | (60 gt tubing) | (60 gt tubing) | (60 gtt tubing) | (60 gt tubing)
Newborn 3-5 kg 3-5kg 6- 11 Ibs 4 7 11 15 18
6 mo PINK 6-7kg | 13- 15 Ibg 5 10 15 21 26
9 mo RED 8-9 kg 6-201Ib 6 12 20 27 33
PURP 0 g 4 b 8 16 24 33 41
2yrs YELLOW| 12-14kg | 25 - 31 Ibg 10 20 31 42 52
4yrs WHITE | 15-18 kg | 32 - 40 Ibs 13 26 40 54 67
17 34 51 69 86
21 42 65 87 108
10 yrs GREEN | 30-36 kg | 67 - 80 Ibg 27 52 81 108 135
11-12 year| 40 kg 88 Ibs 30 60 90 120 150
Norepinephrine Drip
Mix: 4 mg in 250 mL = 16 mcg/mL
Mix: 4 mg om 500 mL =8 mcg/mL
LR e 6 meg/mi 8 meg/mi 10 megimin 12 meg/mi
Dose 4 - 12 mcg/min mcg/min mcg/min mcg/min mcg/min mcg/min
gtts/min gtts/min gtts/min gtts/min gtts/min
Ages > 12 years (60 gtt tubing) | (60 gtt tubing) | (60 gtt tubing) | (60 gtt tubing) | (60 gtt tubing)
250 mL (16 mcg/mL) 15 22.5 30 37.5 45
500 mL (8 mcg/mL) 30 45 60 75 90
Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
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HYPERKALEMIA

INCLUSION CriteriRatients of all ages witknown hyperkalemiahistory ofend stagerenaldisease (B3D needing dialysjor physical
findings indicating ESRD (presence of fistula, dialysis catheter (IV or peritopedd)ged cush injury

EXCLUSION Criteria:
OTHER PROTOCOLS TO CONSIBERic ArrestBradycardiaAdult (8 years & @der), BradycardiaPediatric €8 years Old)

1  Universal Care
x 1 ConsidePulse OximetryOxygen provide assistedentilations as needed. If pulse ox is <93% titrate oxygen to lowest le
= maintain pulse ox 93% or greater. Do not withhold oxygen if patient is having difficuitshlmg orif unableto assess an
L oxygen saturation
9 Assoon as possible acquitg Lead ECibauthorized
T TransmitECGo hospital
E 9 If known or suspected hyperkalemia and QRS > 120 msec or bradycardia less than 50 bpm, administer:
Ll 0 Albuterol
A Adult and children over 12 years of age:
A Nebulized HHN or Mask 10 mgvia inline nebulizercontinuous
= 9 Ifindicated, establishv/IO Access
E 9 If hypotensiveor with clinical signs of poor perfusion, administer:
<C 0 Fluid Bolusc IV/IO
|_
Z
9 Ifknown or suspected hyperkalemia and QRS > 120 msec or bradycardia less than 50 bpm, administer:
0 Calcium Chloridé10%):
A Adult (Agesk12 years)
1 IV/IO: 1 gramslowly over 5 minutesmay repeatinitial dosein 15 minutes if continued symptor
persist; may repeat foa total of 3 doses
A Pediatric (Ages 12years)
1 IV/I0: 20 mg/kgslowly over 10 minutes; maximum single dose 1000 mg; may repeat initial d
in 15 minutes if continued symptoms persist; may refdeata total of 3 doses
o Calcium Gluconate
< A Adult (Agesx12 years)
o 1 IV/IO: 3 gramsslowly over 5 minutesmay repeatinitial dosein 15 minutes if continued
E ) symptoms persist; may repeat fartotal of 3 doses
A Pediatric (Ages 12years)
1 IV/10: 60 mg/kgslowly over 5 minutesmaximum initial dos8000 mg mayrepeat initial dosen
15 minutes if continued symptoms persist; may repeat for totahode 3) doses
9 If calcium not effective in normalizing EKG and there are no signs of fluid overload, may give:
0 Sodium Bicarbonate
A Adult:
1 IV/10:100 mEq (2 amps)
A Pediatric
1 IVNIO: 1 mEg/kgover 510 minutes maximum initial dose 100 mEgp mepeat dose.
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Internal jugular

Catheter
exit site

ini
Rigth atrium

External limbs of catheter
(connect to dialysis machine)

Hyperkalemia ECG Findings Twaves:
HyperK vs. Hyperacute
9] " P
L Normal Fop
CZ) ECG Finding Relative risk for adverse :::I;sd ) ;?:,,d
event (95% Cl) [ |t Area
1 = =
Mild to Peaked T wave 0.77 (0.35-1.70) / { |
~reif heo 1 e
Moderate ! i A
PR prolongation 4,11 (0.88-19.28) PUNTATIE B
QRS prolongation (bundle 4.74 (2.01-11.15) /\
branch blocks, NSIVCD) | -‘\—"
J {
Severe 2nd degree heart block 6.92 (4.88-9.82) 5 \
3rd heart block NA NTTINTTIS : ! i
Killer B's of g //\_ {". LN W
HyperK: : % a - : " !
Brad Junctional rhythm 7.46 (4.32-12.87) | "
;Li‘:(’; Ventricular escape rhythm 7.67 (5.28-11.13) i S e
Bizarre Bradycardia (HR<50 bpm) 12.29 (6.69-22.57) \/\/\/\A
Bizarre morphology, Sine wave NA j\\ Pa /‘\/*\ N '\/\ \:
appearance, STEMI mimics
Ventricular tachycardia, NA
ventricular fibrillation
Durfey et al. West J Emerg Med 2017
Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
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HYPERTENSIVE EMERGENCIES

INCLUSION CriteriRatients with two (2) consecutive systolic blood pressures (SBP)mraRgjor diastolic blood pressure (DBP) > 120
mmHgat least five (5) minutes apart of ndraumatic origin

EXCLUSION CriterRregnancy (Se@BComplication; Traumatic Injuries

OTHERGUIDELINES TO CONSIRERed Mental StatusChest Pain/Acute Coronary Syndrome (Ad3fficulty Breathing Pain
Management, Sedation Suspected StrokeOBComplications

1 Universal Care
1  Assist patient to position of comfowtith:
o Neck midline in neutral position
0 Head of bead elevated 30
M Obtain baseline neurological assessment
1 Consider ALS
x 1 CompleteStrokeScale
E 1 ConsidePulse Oximetry
o If pulse oximetry is less than 93%, titradeygento lowest level to maintain pulse oximetry at®3or greater
o Do not withhold oxygen if patient is having difficulty breathing emiébleto assess an oxygen saturation
1 If patient presents with difficulty breathing and pulmonary edema is suspected)ggeulty Breathingguideline
1 If patient presents with chest pain, s€hest Pain/Aate Coronary Syndrome (AC&yideline
1 Consider other causes of increased blood pressure (e.g. anxiety, pain)
1 Consider causes and treat underlying etiology when@essible
 ConsiderCardiac Monitoring
1 IF AUTHORIZEDonsiderl2 Lead ECG
E 1  Transmit ECG to hospital
L 1 STABLESBR 220mmHgand DBP < 12@mHgAND without signs of stroke, cardiac chest pain, or difficulty breathing:
0 Transport
0 Reassess and document patient condition and vital signs every 10 minutes
1 ConsidelVV/IO Access
1 UNSTABLEBP > 22thmHgor DBP > 12hmHgAND heart rate > 60 at least 5 minutes apaith new neurologic deficits,
altered mental statusshortness of breathor presumed cardiac chest pain
0 Antihypertensive medications should be administered to reduce the mean arterial blood pressure (MAP)29%
- 2N) dzy (At GKS LI GASydQa Ot AyAOrt LINBaASyGldA2y AYL]
s A A paramedic unit should be requested, if not already done, aamadic administration of labetalol or
g metoprolol is the recommended firdine treatment for hypertensive emergencies resulting in neurolog
deficits or altered mental status. If a paramedic unit is not available, consider:
1  Nitroglycerin
0 Adult:
A SL:0.4 mg tablet or metered spray; may repeat every 5 minutes; no max
total dose
1 Patient remaindJNSTABLEDbnsiderPainManagement
|_
<
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il
1

PARA

Control anxiety, considesedation
UNSTABLESBP > 22hmHgor DBP > 126hmHgAND heart rate > 60 at least 5 minutesagtp considerone of the following if
available and without contraindications:
0 Labetalol
A Adult:
1 IV/10: 20 mg slow push over 2 minutes; may repeat every 10 minutes as needed for target
control
A Pediatric:
1 IV/10:0.2 mg/kg slow push over 2 minutes (maximum single dose 20 mg); may repeat eve
minutes as needed for target BP control
0 Metoprolol
A Adult:
1 IV/IO: 5 mgslowly over 2 minutes; may repeat every 5 minutes as needed; maximum total d
15 mg
A Pediatric:
1 Not Recommended

NOTES

Heart rate < 60 is eontraindication for use of labetalol and metoprolol

Remember to treat the patient, not the number! A relatively asymptomatic patient with a high blood pressure needs n
prehospital blood pressure control. If hypertension is treated, the goal of treatisengradual reduction in blood pressure
rather than an abrupt fall which may cause neurovascular or cardiac complications.
The goal is not to normalize blood pressure, but to decrease the MAP b20%8%

Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025

Effective Date: 6/1/2024 Approved by: Steven Andrews, MD, ERITFAEMS
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HYPERTHERMIA OR HEAT EXPOSURE

INCLUSION CriteriRatients experiencing symptoroe$ heat cramps, heat exhaustion, or heat stroke secondary to heat exposure or exertion
EXCLUSION Criterleeveror suspected hyperthermia secondary to infecti(geeFever or Suspected Sepki®verdose or Toxic Exposure

OTHERGUIDELINES TO CONSIR&ERay ManagementAltered Mental StatusBurns Fever or Suspected Sepsi$ypotensionor Shock
Nausea oVomiting, Overdose or Toxic Exposure

1 Universal Care
1 Move patient to a cool environment if applicable
T Heat Crampgmild symptoms): normal mental status, painful muscle spasms or cramping, warm, moist skin, temperatu
104° F, typicall associated with dehydration and sodium deficiency
0 Loosen or remove as much clothing as feasible
o Consider fanning, ice packs to axillae and groin, sponging with cool water
o Consider oral fluids if patient is not nauseated or vomiting
1 Heat Exhaustiofmoderate symptoms): normal mental status, profuse sweating, dizziness, lightheadedness, headache|
irritability, nausea, vomiting, generalized weakness, tachycardia, orthostatic hypotension
o Treat as above
DE: o Consider ALS
T} 0 ObtainBlood Glucosegif < 60 mg/dl, seélypoglycemizor Hyperglycemieguideline
o If SBR 90mmHgor patient is experiencing dizziness, place in supine position with feet elevated
o ConsidefPulse Oximetry
A If pulse oximetry is less than 93%, titrabeygerto lowest level to maintain pulse oximetry at 93% or
greater
0 Sponge or mist bare skin with cool water and fan to encourage evaporative cooling
A Do not cover skin with cold, wet towels as this prevents evaporation and may hinder cooling
1 Heat Stroke(severe symptomspabnormal mental statustemperature > 104° F, hot, flushed or ashen skin, sweating may
may not be present, hypotension, seizure, coma
o Treat as above
o Place ice packs to groin, axillae, carotid arteries, temples, and behind knees
E 1 HeatExhaustion and Heat Stroke
LLI o0 Initiate Cardiac Monitoring
1 Heat Cramps
= o ConsidenV/IO Access
E Y Heat Exhaustion antieat Stroke
< o Initiate |\V/IO Access
0 AdministerFluid Bolus: IV/IO
E 9 If seizure occurs, se€geizureguideline
1 Shivering: If shivering occurs during cooling and is preventing effective cooling in the setting of severe symptoms, AN
100mmHg consider the following if available and without contraindications:
o0 Midazolam
A Adult: (ages 1964 years)
< 1 IN/IM: 5 mg; may repeat every 10 minutes until desired effect
© 1 IV/I0: 2 mg;may repeat every 3 minutes achievedesiredeffects
E A Pediatric:(age < 12 years)
1 IN/IM: 0.2 mg/kg; maximum single dose 10 mugy repeat every 10 minutes until desired effg
1 IV/10:0.1 mg/kg; maximum single dose 10 mgpy repeat everB minutes until desired effect
A Elderly(ages65and older
1 IN/IM: 2 mg;mayrepeat every 10 minutes until desired effect
1 1IV/I0: 1 mg;may repeat ever minutes until desired effect
n 9 Acetaminophenandlbuprofenare of no benefit in patients with heat emergencies
I'|I—J 9 The most accurate temperature in the field is rectal
% A Do not rely on other temperature matairing devices in théield as they may lead to incorrect assumptions and
improper treatment
Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
Effective Date: 6/1/2024 Approved by: Steven Andrews, MD, ERITFAEMS
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HYPOGLYCEMIA OR HYPERGLYCEMIA

INCLUSION CriteriRatients with known history of diabetes and/or concern for abnormal blood sugar. Patients with symptoms of
hypoglycemia and blood sugar < 60. Patients with altered mental status, seizure;lgteokgnptomswith a blood sugar < 60. Patients with
symptoms of hyperglycemia (frequent urination, excessive thirst, excessive hunger, weakness, dizziness)

EXCLUSION CriterRatients inCardiac ArrestNewborn< 48 hourld (NeonatalResuscitation

OTHERSGUIDELINES TO CONSIRBERominal PainAirway ManagemeniAltered Mental Status Nausea oVomiting, Overdose or Toxic
Exposure Seizure Suspected Stroke

1 Universal Care
1  Provide appropriaté\irway Management
1  ConsidefPulse Oximetry
o If pulse oximetry is less than 93%, titrabeygento lowest level to maintain pulse oximetry at 93% or greater
o Do not withhold oxygen if patient is having difficulty breathing or if unable to assess an oxygen saturation
1  If respirations ineffective, support ventilation withag Valve Mask (BVM) Ventilation
1 IF AUTHORIZEBbtain Blood Glucose
x o If blood glucose < 60 and patient is conscious, administer:
E A Regular soda or juice, if available
A Glucose (Oral Gel)
1  Adult (Ages > 8 years):
o0 PO:30 grams of glucose; may repeat in 15 minutes if not improved
1 Pediatric (Ages-B years):
o PO:15 grams of glucose; may repeat in 15 minutes if not improved
1 Infant (< 1 year of age):
o PO:7.5 grams of glucose; may repeat in 15 minutes if not improved
1 If blood glucose < 60 and patient is unconscious or unable to protect their airway, administer:
0 Glucagon
A x wn 13Y
E ) 1 IM: 1 mg; may repeat once in 15 minutes if not improved
Ll A <20Kkg:
1 IM: 0.5 mg; may repeat once in 15 minutes if not improved
1 Consideiwaveform Capnography
1 Obtain|V/IO Accesif blood glucose <@or > 250, or evidence of dehydration or hypotension
— 1  Hypoglycemia
= o If patient presents with a blood glucose level below 60 mg/dL and demonstrates altered consciarsness
g compromised airway protection, titrate the administration @é&xtroseuntil the patient achieves consciousness,
symptomatic relief, or the predetermined dose limit is reached.
A Dextrose
1 Adult:
o IV/10: 25 grams of dextrose
E A Dextrose 50%: 50 mL
= A Dextrose 25%: 100 mL
A Dextrose 10%: 250 mL
1 Pediatric:
o0 IV/IO: Dextrose 10% 10 mL/kg; maximum single dose 250 mL (25 grams)
1 May repeat 25 grams once after 10 minutes if:
0 Blood glucose persists below 60 and patient continues to exhibit symptoms
é 0 Patient experiences another episode of hypoglycemia
< 0 If patient condition improvs, and patient wishes to refuse transport, sBatient Refusal of Care or Transport
o 0 CONTACONLINE MEDICAL CONTRIDonsultation and assistance if patient safety or decisimaking capacity i
of concern
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= 1 Hyperglycemia
E o L¥ o6f22R 3td2024S x Hpn 6AGK -appediigp 2F RSKERNI GA2Y
< A AdministerFluid Bolusc IV/IO
1 Adult:
= 0 500 mL bolus; may repeat up to 2000 mL
=z 1 Pediatric:
0 20 mL/kg; may repeat up to 60 mL/kg

< A Stop flid bolus if any signs of pulmonary edema develop
SE o EMS providers are prohibited from aiding any patient in the administration of insulin products before reaching
o hospital

1  Hyperglycemiaronsider a wide range of potential causes, including serious conditions like diabetic ketoacidosis (DKA

hyperosmolar hyperglycemic state, and infection/sepsis.

1 HypoglycemiaConsider accidental or intentional overdose of insulin or oral diabetes méaticas a potential cause of
& recurrent or persistent hypoglycemia
= 0 Sulfonylureacaused hypoglycemia may be particularly long lasting or recurrent, even after EMS treatment. T
% patients should be transported to the hospital for further monitoring, eveheéir blood glucose becomes normal.

Common sulfonylurea pills include glyburide, glipizide, and glimepiride.

1 Patients with a history of alcoholism or liver disease may not respond to glucagon

1 If patient has recurring episodes of hypoglycemia, checkrdnsulin pump
Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
Effective Date: 6/1/2024 Approved by: Steven Andrews, MD, ERITFAEMS
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HYPOTENSION OR SHOCK

INCLUSION CriteriRatients with a MAP < @amHg(adult) or ageappropriate MAP (pediatrid)VITHclinical signs of poor perfusion (altered
mental statussyncope, weakness, lightheadedness, fatigue, chest pain, difficulty breathing, hypoxia, pallor, diaphtresis)jc capillary
refill time > 2 seconds with other signs and symptoms of poor perfusion

EXCLUSION Criteridone

OTHERSGUIDELINES TO CONSIRERominal PainAirway ManagementAllergic Reaction/AnaphylaxiBradycardiac Adult (8 Yeas &
Older), Chest Pain/Aate Coronary Syndrome (ACEHever or Suspected Sepsidemorrhage ContrqlHypoglycemizor Hyperglycemia

Nausea oVomiting, TachycardiaTraumatic Injuries

1 Universal Care
1 Evaluate for external bleeding and control hemorrhage
1 Place patient in supine position withgs elevated, unless contraindicated
1  Prevent hypothermia, keep patient warm
x 1 If evidence of traumatic etiology or concern for multisystem trauma, consider:
S 0 Hemorrhage Control
L 0 Pelvic Binder
1 Initiate Pulse Oximetry
o If pulse oximetry is less than 93%, titrabeygento lowest level to maintain pulse oximetry at 93% or greater
o Do not withhold oxygen if patient is having difficulty breathing amiéble toassess an oxygen saturation
1  ObtainBlood Glucosegif < 60 mg/dl, seélypoglycemizor Hyperglycemisguideline
— T Initiate Cardiac Monitoring
S 1 IF AUTHORIZEBcquirel2 Lead ECwithin 5 minutes of patient contact
w §  Transmit ECG to hospital
T Initiate I\V/IO Access
o Consider second IV access site
o Consider early 10 access in catly ill patients
o Do not delay transport to obtain vascular access
AdministerFluid Bolusc IV/IO
0 Adult:
A 500 mL bolus; may repeat up to 2000 mL
— 0 Pediatric
= A 20 mL/kg; may repeat up to 60 mL/kg
% o0 Monitor patient for signs of developing pulmonary edema (respiratory exaspiratory effort, SpO2)
1 Sepsislf patient presents with 2 or more systemic iliness markers AND history/physical exam suggest infection:
o AdministerFluid Bolus: IV/IO
A Adult:
1 30 mL/kg maximum initial bolus 3000 mL; may bolus with additional 500 mL as needed to
maintain or increase MAP > 8&mHg
A Pediatric
1 20 mL/kg; may repeat up to 60 mL/kg
o Stop fluid bolus if angigns of pulmonary edema develop
1 Tension pneumothorax
o PerformNeedleDecompressioron affected side if chest trauma present and tension pneumothorax suspected
1 Persistent hypotension or signs of shock not responding to initial fluid bolus, consider:
— 0 Epinephrine Push Dogd:10,000)
Z A Adult:
1 0.05 mg IV/IO every-8 minutes as needed; may double subsequent boluses to 0.1 mg
A Pediatric
1 0.001 mg/kg every-8 minutes as needed (manitial dose 0.05 mg); may double subsequent
doses to 0.002 mg/kg (max dose 0.1 mg)
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Traumatichemorrhagecg in patients > 18 years old with significant hemorrhage, consider, if available:
o0 Tranexamic Acid (TXA)
A Adult: > 18 years old with major trauma and clinical evidence of marked blood loss, internal or exter
ANDinjury occurred < 3 hours pricxdNDHR> 110nmHgor SBP < 9tmHg
1 IV/10:20 mg/kg mixed in 100 cc NS/LR/D5W and infugedly over 10 minutes; maximum initi
dose 1 gramNEVERdminister as an IV bolus
Persistent hypotension or signs of shock not responding to initial fluid badugpinephrine push dosgeconsider if avalable:
o Norepinephrine- Preferred for septic shock and vasodilatory (distributive) shock
A Adult (> 12 years old):
T IV/IO Infusion ONLY:
0 Mix 4 mgin 250 mL NS = 16 mcg/OR
0 Mix4 mgin 500 mL NS =8 mcg/mL
A Infusion:4-12 mcg/min titrate to keep MAP > 65 mmHg
A Pediatric (< 12 years old):
T IV/IO Infusion ONLY:
0 Mix4 mgin 500 mL NS =8 mcg/mL
A Infusion: 0.1 mcg/kg/min; titrate to maintaimge appropriateninimum SBP;
Maximum dose 2 mcg/kg/min

o Epinephrine
A Adult:
1  IVinfusion: 2-20 mcg/minute
A May also be initiated as a second line vasopressor if patient fails to responabiepinephrine
o Phenylephrine-
A All ages>10 kg:
1 IV/IO Push Dose ONLYMix 10 mg phenylephrine in 100 mL normal saline = 100 mcg/mL
0  Withdraw 10 mL of diluted solution into 10 mL syriragel apply label
A Starting dose: 50 mcg = 0.5 mL evefy@inutes as needed to achieve ags
appropriate MAP
A If MAP not significantly improved, increase each subsequent dose by 50|
1 2rddose =100 mcfl mL)
1 3ddose =150 mcfl.5 mL)
1 Maximum dose 40@ncg(4 mL)or 5 mecg/kg
I RNByY It LyadzFTAOA Syfpaientishit riskior ddeemalin@uificiendy artidisdhian Crisis (identified by,
medic alert bracelet, family, or history of chronic steroid use), consider assisting patient withilpeesascue steroid or
considerone of the following, if available:
o Dexamethasone

A Adult;
1 PO/IM/IV/IO: 10 mg
A Pediatric:

1 PO/IM/IV/IO: 0.3 mg/kg (maximum dose 10 mg)
0 Methylprednisolone

A Adult;
1  PO/M/IV/IO: 125 mg
A Pediatric:

1 PO/IM/IV/IO: 2 mg/kg maximum single dose 125 mg
If vasoactive medications have reached maximum dosages and the patient fails to impaN&@ ACT ONLINE MEDICAL

CONTROL
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Consider causes and treat underlying etiology whenever possible
o0 Hypovolemic: Insufficient circulating volume
A Most common
A Causes: Diarrhea/vomiting, sepsis, burns, hemorrhage, spinal cord uginygiration, heat emergencies,
drugs/toxins, anaphylaxis
o Cardiogenic:Failure of the heart to pump effectively causing pulmonary edema
A Causes: Cardiac dysrhythmias, cardiomyopathy, myocarditis, congestive heart failure, cardiac valve
problems
0 Obstructive:. £ 201+ 38
blood effectively
A Causes: Tension pneumothorax, cardiac tamponade, pulmonary embolism
o Distributive: Widespread dilation of blood vessels, resultingnadequate blood flow to tissues and organs result
in impaired utilization oOxygen
A Septic shockoverwhelming systemic infection resulting in vasodilation leading to hypotension
A Anaphylactic shockwidespread vasodilation caused by histamine release leading to increased capil
permeability and hypotension
A Neurogenic shockHigh spinal injuries redting in loss of sympathetic tone and widespread vasodilatio
skin is pink and warm due to lack of vasoconstriction
Norepinephrineis the recommended first line vasopressor for patgesuffering from septic and vasodilatory (distributive)
shock
Epinephrine push dose is the preferred vasopressopéatiatrics
Hemorrhagic shock
o Every effort should be made to control blood loss. Blood products are the optimal resuscitation flaiel biSod
products are not available prehospital, the goal is to maintain adequate perfusion with IV fluids and vasopres
provide rapid transport.

2N 204G NHz0GAZ2Yy G2 o0f22R Ft2¢ Ay (K

Norepinephrine Drip
Mix: 4 mg in 250 mL = 16 mcg/mL

Mix: 4 mg om 500 mL =8 mcg/mL

Shock - All Types

Dose 4 - 12 mcg/min 4 meg/min

6 mcg/min 8 mcg/min 10 mcg/min 12 mcg/min

gtts/min gtts/min gtts/min gtts/min gtts/min
Ages > 12 years| (go git wbing) | (60 gtt tubing) | (60 gtt tubing) | (60 gt tubing) | (60 gtt tubing)
250 mL (16 mcg/mL) 15 225 30 375 45
500 mL (8 mcg/mL) 30 45 60 75 90

Starting dose 0.1 mcg/kg/min

Shock - All Types

Mix: 4 mg in 500 mL = 8 mcg/mL

Maximum dose 2 mcg/kg/min

0.1 mcg/kg/min

Norepinephrine Drip

0.2 mcg/kg/min 0.3 mcg/kg/min

0.4 mcg/kg/min 0.5 mcg/kg/min

gtts/min gtts/min gtts/min gtts/min gtts/min

GERRCICECE A SSRGS (60 gtt tubing) | (60 gtt tubing) | (60 gtt tubing) | (60 gtt tubing) | (60 gt tubing)
Newborn 4 7 11 15 18
6 mo 5 10 15 21 26
RED 8-9 kg 6 12 20 27 33
PURPLE 10-11 kg 8 16 24 33 41
YELLOW| 12-14 kg 10 20 31 42 52
4yrs WHITE | 15-18 kg | 32 - 40 Ib: 13 26 40 54 67
17 34 51 69 86
21 42 65 87 108
10 yrs GREEN | 30-36 kg | 67 - 80 Ibd 27 52 81 108 135
11-12 year] 40 kg 88 Ibs 30 60 90 120 150

Initiated: 2/26/2024

Last Review/Revision Date:

| Next Review Date: 6/1/2025

Effective Date: 6/1/2024
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HYPOTHERMIA OR COLD EXPOSURE

INCLUSION CriteriRatients suffering from hypothermia, localized or systemic cold injuries
EXCLUSION CriterRatients without coleexposure or with cold exposure and no evidence of symptoms or injury related to hypothermia

OTHERSGUIDELINES TO CONSIR&ERay ManagemeniCardiac ArrestHypotensionor Shock PainManagement

1  Universal Careg Trauma Management
1 Move patient to a warm environment
1 Remove wet clothing and dry patient
1 Keep patient warm with blankets and preventegposure
Frostbite
1  Handle skin/extremities gently
1 Do NOT rubhe affected area
1 Protect affected area with loosely covered sterile dressing
Mild/Moderate Hypothermia
1 Temperature 805° F
1  Conscious or altered sensorium with shivering
1 Treatrent:
o Apply hot packs wrapped in towels to axillae, groin, and thorax
1 Airway Management
Severe Hypothermia
1 Temperature 86° Br less
o 1 Signs and Symptoms include:
E o Altered sensorium: Confused, withdrawn, disorientesinatose
o Poor muscle control: Uncoordinated, rigidity simulating rigor mortis
o ECG: anticipate bradycardia, asystole, ventricular fibrillation
0 No shivering is present
1 Treatment:
0 Move patient gently to avid precipitating ventricular fibrillation
0 CheckBlood Glucose
o Apply hot packs wrapped owels to axillae, groin, and thorax
o If pulseless, begin CPR unless patient fitsargof the following criteria for cold death:
A Patient is frozen solid preventing chest from being compressed
A Iceis present in the airway
A Patient has evidence giredation
A Head was submerged underwater for more than the following:
1  Adult: 60 minutes
1 Pediatric:90 minutes
o If patient inCardiac Arreswith a shockable rhythm (ventricular fibrillation or pulseless ventricular tachycardia):
A Limit defibrillation to one (1) shock
o If patient has a pulse, no matter how slow or how weaknat initiate chest compressions
I~ |Severe Hypothermia
E  ConsiderCardiac Monitoring
— 1 EstablishV/IO Access
= 1 If hypotensive or with clinical signs of dehydration or poor perfusion, admiriistéd Bolusc 1V/IO with warm normal saline
g Frostbite
1 ConsidePainManagement
= |Severe Hypothermia
< 1 If patient inCardiac Arrestadminister onlyONE(1) dose ofpinephrine IV until bodytemperature is > 86F
&
<
o
||-I_j 1 If the underlying cause of arrest is thought to have preceded the hypothermia, termination of resuscitation may be rea
@) CONTACT ONLINE MEDICAL CONBREONsultation
2
Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date/1/2025
Effective Date: 6/1/2024 Approved by: Steven Andrews, MD, ERITFAEMS
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NAUSEAORVOMITING

INCLUSION CriteriRatients suffering from nausea and/or vomiting or prevention of nausea or vomiting for patients with penetrating eye
injury, riskfor aspiration following opioid administration, or suspected intracranial hemorrhage

EXCLUSION Criteridone

OTHERGUIDELINES TO CONSIRERominal PainAirway ManagementChest Pain/Aate Coronary Syndrome (AG$)ypoglycemizor
HyperglycemiaPainManagement, Sedation Suspected Strokel raumatic Injuries

1 Universal Care
1 Allow patient to assume position of comfort whenever possible
o If appropriate, position patient to avoid aspiration
1  ObtainBlood Glucose
o 1 If patient is capable of following instructions, consider:
=S o0 Isopropyl Alcohol
L A All patients:

1 Hold alcohol prep pad 2.5 cm from their nose and inhale deeply for up to 60 seconds; may
nausea resolves; If nausea persistsaturns, may repeat 60 second inhalation at 2 minutes &
minutes.

1  Consider and treat underlying causes of nausea or vomiting
— 1 IF AUTHORIZEDonsiderl2 Lead ECG
E 1  Transmit ECG to hospital
1 ConsidelVV/IO Access
1 Considefluid Bolug: IV/IO for signs of hypovolemia
— 1 If nonpharmacologic interventions fail to alleviate nause&amiting, consider:
= 0 Ondansetron
2 A ' RdA G % mMH 28FNREY
1 ODT/PO/IV/I0:8 mg; one time only
1 IM: 8 mg one time only; use thigh or gdal site only
A Pediatric < 12 years of age:

1 PO/IV/10:0.2 mg/kg; max initial dose 8 nogne time dose

1 IM: 0.2 mg/kg; maximum initial dose 8 mg one time dose; use thigh or gluteal site only

1 ODT:Weight based dosing:

~ o0 815 kg: 2 mgpne time only
Z 0 15.1 kg to 30 kg: 4 mgne time only
o0 > 30Kkg: 8 mg; one time only
1 Consider additional antiemetic administration if ondansetron is unavailable or ineffective:
o Diphenhydramine
A Adult:
1 PO/IM/IV/IO: 50 mg

A Pediatric (>1 month):
< 1 PO/IM/IV/IO: 1 mg/kg; maximum single dose 50 mg
o
E o] Drogeridol(Contraindicated for known or suspected QT prolongation)

A Adult (age >14year9:

1 IV/I0: 1.25 mgslowly over 2 minutes; may repeat in 5 minutes to achieve desired effect;
maximum cumulative dose of 5 mg

1 IM:1.25 mg; may repeat in 15 minutes; maximum cumulative dose of 5 mg

A Pediatric &2 ¢ 14years):

1 IV/IO/IM: 0.05 mg/kg slow IV push over 2 minutes; maximinitial dose 1.25 mg; may repeat

15 minutes; maximum cumulative dose of 5 mg
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0 Metoclopramide
A Adult (ages > 1464 years:
1 PO:10 mg;may repeat once in 60 minutes if needed
1 IM: 10 mg;may repeat once in 15 minutes if needed
1 IV/I0: 10mgslowly over 12 minutes; may repeat once in 5 minutes if needed
A Elderly(age65 yearsand oldep:
1 IV/I0:5 mgslowly over 12 minutes; may repeat once in 5 minutes if needed
A Pediatrico % H ¢ B4SeaE
1 PO:0.1 mg/kg; maximum initial dose 10 mg; may repeat once in 60 minutes if needed
1 IM: 0.1 mg/kg; maximum initial dose 10 mg; may repeat once in 15 minutes if needed
1 IV/10: 0.1 mg/kgslowly over %2 minutes; maximum initial dose 10 mg; may repeat once in 5
minutes if needed
o0 Prochlorperazine
A Adult (age 1864 years)
1 PO/IM/IV/IO: 10 mg;administer 1V/IGslowly over a minimum of 2 minutes
A Elderly(age65 yearsand oldei:
< 1 PO/IM/IV/IO: 5 mg; for IV/IO, administeslowly over a minimum of 2 minutes
04 A Pediatricox H @SIFINE YR x ¢ 130Y
E 1  PO/IM/IV/10: 0.1 mg/kg max single dose 10 nagiminister 1V/IGslowly over a minimun of 2
minutes
0 Promethazine
A Adult (ages > 1464 years$:
1 PO/IM:25 mg
1 IV/IO: 12.5 mgadminister IV/IGslowly over a minimum of 2 minutes
A Elderly(age65 yearsand olde:
1 PO/IM:12.5 mg
1 IV/IO: 6.25mg; administer 1V/IGslowly over a minimum of 2 minutes
A Pediatrico x H ¢ 24§éaldB
1 PO/IM: 0.25 mg/kgnaxmum single dose 25 mg
1 IV/IO: 0.25 mg/kg administerslowly over a minimum of 2 minutesnaximumsingle dose 12.5
mg
If severe and not improved with other treatments, consi@edation asanxiety can contribute to nausea or vomiting.
o ContinuousCardiac Monitoring Pulse OximetryandWaveform Capnographyequired for any patient receiving
sedation
Nausea and vomiting serve as symptoms ofiaderlying illness. In addition to addressing the patient's nausea and vomit
& conducting a comprehensive history and physical examination is essential for identifying any potential underlying dise
= processes that may require urgent treatment.
% Nausea or vomiting can manifest as initial symptoms of Acute Coronary Syn@k@8gparticularly in patients at higher risk
of atypical presentations, such as the elderly, females, and those with diabetes.
Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
Effective Date: 6/1/2024 Approved by: Steven Andrews, MD, ERITFAEMS
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OVERDOSE OR TOXIC EXPOSURE

INCLUSION CriteriRatients of all ages with suspected or known ingestion, overdogexir exposure
EXCLUSION Criteri@aardiac ArrestHyperthermiaor HeatExposure

OTHERGUIDELINES TO CONSIR&ERay ManagemeniBehavioral or Psychiatric Emergenci&adycardiac Adult (8 Yeas & Older)
BradycardiaPediatric(< 8 years old)Hypotensionor Shock

1 Universal Care
1  If exposure to toxic agent suspected:
o Do not enterscene until determined safe to do so
o Don appropriate PPE
0 Remove patient from the environment if safe for EMS providers
0 Be suspicious of scenes where multiple people or animals appear to be affected
o Ensure proper decontamination prior to initiating care
1 Suspected opioid intoxicatioANDpatient has respiratory depression:
0 Support ventilation withBag Valve Mask (BVM) Ventilation
o ConsidefPulse Oximetry
A If pulse oximetry is less than 93%, titradeygento lowest level to maintain pulse oximetry at®@3or
greater
o IF AUTHORIZEEonsider soft restraints, followed by:
04 A Naloxone
E 1 Adult or PediatriokH n 1 3Y
0 IN:1 mg (0.5 mg each nostril); may repeat every 5 minutes as needed
1 Pediatric < 20 kg:
o IN:0.1 mg/kg; may repeat every 2 minutes as needed; maximum single dose 2 m
1 Patient may experienclausea olVomiting, agitation, or become combative following
administration of Narcan
1  Suspected carbon monoxide (CO) poisoning:
o Obtain carbon monoxide level if available
o Administer high flonDxygenregardless of SPO2
1  Suspected oral ingestion:
o Do NOT induce vomiting
0 Attempt to identify the ingested substance
1 If patient is altered, obtaimlood Glucoseif < 60 mg/dl, seélypoglycemizor Hyperglycemiaguideline
 ConsiderCardiac Monitoring
= 1 IF AUTHORIZE&cquirel2 Lead ECG
= 0 Transmit ECG to hospital
L A Notify ED of transmitted ECG and request interpretation
9 Initiate |\V/IO Access
o Consider large bore IV catheter whenever possible
1 If hypotensive or with clinical signs of dehydration or poor perfusion, admiriistéd Bolus: 1V/IO
T ConsidetwWaveform Capnography
E 1  Suspected opioid intoxicatioANDpatient has respiratory depression and IV has been established, consider:
g o Naloxone
A Adult or Pediatrick v n 1 3Y
1 IM: 0.5 mg; mayepeat every 5 minutes as needed
1 IV/10: 0.4 mgg 0.5 mg; may repeat every 2 minutes as needed
A Pediatric < 20 kg:
1 IM/IV/IO: 0.1 mg/kg; may repeat every 2 minutes as needed; maximum single dose 2 mg
1 For persistent hypotension or signs of shock not responding to initial flesdscitation, seélypotensionor Shock
|_
<

Aurora South  WI EMS Pre-Hospital Patient Care Guidelines Page 90 of 331



@2 Aurora Health Care’ = rons

f v§s ADVOCATEHEALT

TABLE OF CONTENTS

1 Acute Dystonic ReactiorBustained muscle contractions, frequently causing twisting, repetitive movements, or abnormal

postures.Most relatedto antipsychotic or antiemetic use

< o Diphenhydramine
o A Adult:
E 1 PO/IM/IVIO: 50 mg
A Pediatric (> 1 month):
1 PO/IM/IIV/IO: 1mg/kg; maximum single dose 50 mg
BetaBlockers Calcium Channel Blockers
Bradycardia, heart blocks, hypotension Bradycardia, heart blocks, hypotension
 Bradycardiac Adult (8 Yeas & Older)  Bradycardiac Adult (8 Yeas & Older)
9 BradycardiaPediatric 9 BradycardiaPediatric
1 Hypotensionor Shock 1 Hypotensionor Shock
1 Initiate vasopressors early 9 Initiate vasopressors early
1 Consideyif no response tdpinephrine Push Dose 1 Consideyif no response tdpinephrine Push Dose
0 Calcium Chloride 0 Calcium Chloride
A Adult (Agesk12 years):1 gram IV/IGslowly over 5 A Adult (Agesk12 years):1 gram IV/IGslowly over 5
minutes minutes
A Pediatric(Ages < 12 years20 mg/kg IV/IO slowly A Pediatric(Ages < 12 years20 mg/kg IV/IO slowly over
over 10 minute©OR 10 minutesOR
0 Calcium Gluconate 0 Calcium Gluconate
A Adult (Agesk12 years):3 grams [V/IOslowly over 5 A Adult (Agesk12 years):3 grams IV/IOslowly over 5
minutes minutes
A Pediatric(Ages < 12 yearsg0 mg/kg IV/IO slowly A Pediatric(Ages < 12 years0 mg/kg IV/IO slowly oves
over5 minutes minutes
& Benzodiazepines TricyclicAntidepressant (TCA
|5 Respiratory depression, altered mental status, slurred speg  Decreased LOC, hypotension, wide QRS, arrhythmias, seizy
= T Airway Management 1 If QRS > 0.12 sec, consider for all ages:
9 Bradycardiac Adult (8 Yeas & Older) 0 Sodium Bicarbonatd mEg/kg IV/IO over 5 minutes;
9 BradycardiaPediatric maximum single dose 50 mEq
1 Hypotensionor Shock 9 Seizure
1 Initiate vasopressors early 9 Hypotensionor Shock
Stimulants Organophosphates
Agitated, violent or uncooperative behavior, hyperthermia| DUMBBELS&diarrhea, urination, miosis (constricted pupils),
tachycardia, hypertension bronchospasm, bradycardia, excitation of muscles, lacrimatig
(tearing), salivation, sweating
9 Behavioral or Psychiatric Emergencies
9 Restraintsc Physical 9 Bradycardiac Adult (8 Yeas & Older)
1 Restraintsc Chemical 9 BradycardiaPediatric
0 Benzodiazepines are ¢ferred 9 Hypotensionor Shock
9 Tachycardia o Atropine:
A Adult: 2 mglV/IO, repeat every 3 minutes until S&S
resolve

A Pediatric:0.05 mg/kg IV/I0, max dose 2 mg; repeat evg
3 minutes until S&S resolve

Initiated: 2/26/2024

Last Review/Revision Date:

| Next Review Date: 6/1/2025

Effective Date: 6/1/2024

Approved by: Steven Andrews, MD, ERITFAEMS
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PAIN MANAGEMENT

INCLUSION CriteriRatients who are experiencing pain
EXCLUSION CriterRain related taactive labor or pregnancychildbirth)
OTHERGUIDELINES TO CONSIDBBROw appropriate medical protocol first

1  Universal Care
T Assess pain based on a standard pain 0-10 NUMERIC PAIN RATING SCALE
scale
0 Adult: use a 610 pain scale 0 1 2 3 a 5 6 7 8 ° 10
A Zero = no pain and } | } | I | | | | | |
10 = worst possible
. . paln . NONE MILD MODERATE SEVERE
0 Pediatric:use a FACES pain
scale — .
o 1 Identify and treat sources of pain Wong-Baker FACES® Pain Rating Scale
= whenever feasible. This may involve: i -~ —~ = o S "
L o Offering verbal reassurance and @ Q@ e oo /@@ /n@*@?:
maintaining a calm, =4 i = i /N
compassionate demeanor 0 2 4 6 8 10
o Positioning the patient for
optimal comfort HNU(I)'t Li':tllj: ;it Lit::: rI\:lsore Ev:Ir:l rI\tllsore W:c:‘I: T_ot \'I-Ivl;:tsst
o Application of ice/cold packs to
injured or affected area
o hFFSENAYI RAGGNI OiGAZ2ya (G2 RAGSNIsGKS LI GASYyGQa |
1 For musculoskeletal injuries considenlinting
1 Reassess and document pain after all interventions
1 If nonpharmacologic interventions fail to alleviate pain, and pain remains mild to moderate, coos#lef the following
options if without contraindications:
0 Acetaminophen
A Adult:
1 PO:500-650 mg every 4 hours as needed
OR
E ) 1 PO:1 gm every 6 hours as needed; max dose 4000 mg/24 hours
] A Pediatric:
1 PO:15 mg/kg every 4 hours as needed (max single dose 1000 mg)
o |buprofen
A Adult
P0:600 mg; maximum dose 3.2 g/24 hours
A Pediatric> 6 months old
Y PO:10mg/kg; maximum initial dose 600 mg
1 Considetl\V/IO Access
ConsiderFluid Bolug IV/IO
1 If patient has not already received similar medication wittne past 4 hours and PO administratismot appropriate,
considerone of the following options if available and without contraindications:
o Ketorolac(Preferred IV medication for patients experiencing pain associated with known or suspected kidne|
stones)
= A Adult (k17 year$:
E 1 IV/I0: 0.5 mg/kg (maximum5 mgone doseonly)
< T IM/PO: 1.0 mg/kg (maximun30 mg onedoseonly)
A Pediatric 6 monthsc 17 yearsof age):
1 PO/IM/IIV/IO: 0.5 mg/kg (15 mg maximum initial dose)
o Nitrous Oxide
A Al ages:
1  Selfadministered inhalation; 50% nitrous oxide and 50% oxygen
1 If patient has known Sickle Cell disease, Sie&leCellPainguideline
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9 If signs and symptoms of hypovolemia are present, ensure a 500 mL fluid bolus has been administeredgmdnisration
of narcotic analgesics
1 Moderateacute pain Consider the followingif available and without contraindications:
0 Morphine
A All ages< 65 years of age
1 IV/IO/IM: 0.05 mg/kg; maximum initial dose 5 mg; may repeat every 10 minutes as needg
pain control.
A Elderlyx65 years of ager any age chemically or otherwise impaired
1 IV/I0/IM: 0.025 mg/kg; maximum initial dose 2.5 mg; may repeat every 10 minutes asde
for pain control
1 Moderateor severe pain Consider the followingif available and without contraindications:
o Fentanyl
A Adult (age > 14 years)
1 IN:100 mcg; may repeat every 10 minutes as needed for pain control
1 Nebulized:300 mcg; may repeat every 15 minutes as needed for pain control
1 IM: 50 mcg; may repeat every 10 minutes as needed for pain control
1 IV/I0: 50 mcg; may repeat every 5 minutes as needed for pain control
A Pediatric
E 1 IN:may repeat every 10 minutes as needed for pain control
- 0 2 mcg/kg (Age <2 years)
0 50 mcg (Age 2 year8 yeas)
0o 100 mcg¥ 3 D yesqrs)
1 Nebulized:4 mcg/kg; maximum single dose 300 mcg; may repeat every 15 minutes as ne
for pain control
1 IM: 1 mcg/kg; maximum single dose 50 mcg; may repeat every 10 minutes as needed for
control.
1 IV/I0: 1 mcg/kg; maximum single dose 50 mcg; may repeat every 5 minutes as needed fg
control
1  Severe pain Gonsider the followingif available and withat contraindications:
0 Morphine
A All ages < 65 years of age
1 IV/IO/IM: 0.1 mg/kg; maximum initial dose 10 mg; may repeat every 10 minutes as needg
pain control.
A Elderlyx65 yearsof age or any age chemicalty otherwise impaired
T IV/IO/IM: 0.05mg/kg; maximum initial dos& mg; may repeat every 10 minutes as needed
pain control
1 ContinuousCardiac Monitoring Pulse Oximetry andWaveform Capnographyequired for any patient receivingarcotic
analgesics
1 Moderate acute pain Consider the following if available and without contraindications:
o Hydromorphone
A Adult (age > 14 years)
1 IV/IO: 0.5mg; may repeat every 15 minutes as needed for pain control
A Pediatric(< 14 yeark
1 1V/10:0.0075 mg/kg; maximum dose 0.5 mg; may repeat every 15 minutes as needed for
< control
o 1  Severe pain Consider the following if available and without contraindications:
< 0 Hydromorphone
o
A Adult (14¢ 64 years:
1 IV/IO: 1 mg; may repeat every 15 minutes as needed for pain control
A Pediatric(< 14 yeark
1 IV/10:0.015 mg/kg; maximum single dose 1 mg: may repeat every 15 minutes as needed
pain control
A Elderly(65 yearsor older) ORany age chemically or otherwise impairdi¥/IO: 0.5 mg; may repeat eve
15 minutes as needed for pain control
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1 Insituations involving allergies or contraindications to administration of narcotic analgesics, consider

0 Ketamine
A Adult (x16 years):
1 IN/IM: 40 mg; may repeat every 15 minutes as needed for pain control
1 IV/IO: 10 mg; may repeat every 5 minutes as needed for pain control
A Pediatric 3 months¢ 15 years)
1 IN/IM: 1 mg/kg (maximum dose 40 mg); may repeat every 15 minutes as needed for pain
control
1 IV/I0: 0.2 mg/kg (maximum dose 10 mg); may repeat every 5 minutes as needed for paif
control
1 ContinuousCardiac Monitoring Pulse Oximetry andWaveform Capnographyequired for any patient receiving narcotic
analgesics or ketamine
1 ConsideiSedation in addition to pain medications if pain is not responding to 3 or 4 doses of narcotic pain medicatior
o Continuously monitor patient for signs of respiratory depressioniaadequate respirations
1 Headache or Migrainefor treatment of headache or migraine with a normal neurological examsiderone of the
following options if available and without contraindications:

0 Metoclopramide
A Adult (ages > 1464 years):

1 PO:10 mg;may repeat once in 60 minutes if needed

1 IM: 10 mg;may repeat once in 15 minutes if needed

1 IV/IO: 10mgslowly over 12 minutes; may repeat once in 5 minutes if needed
A Elderly(age65 yearsand older):

< 1 IV/I0: 5 mgslowly over 12 minutes; may repeat once in 5 minutes if needed
E(: A Pediatrico X H ¢ B4SéalyB
o 1 PO:0.1 mg/kg; maximum initial dose 10 mg; may repeat once in 60 minutes if needed
1 IM: 0.1 mg/kg; maximum initial dose 10 mg; may repeat once in 15 minutes if needed
1 IV/10: 0.1 mg/kgslowly over 1-2 minutes; maximum initial dose 10 mg; may repeat once in
minutes if needed
0 Prochlorperazine
A Adult (age 1864 years)
1 PO/IM/IV/IO: 10 mg;administer 1V/IGslowly over a minimum of 2 minutes
A Elderly(age65 yearsand older):
1 PO/IM/IV/IO: 5 mg; for IV/IO, administesiowly over a minimum of 2 minutes
A Pediatrico x H &@SINA FYR x ¢ 130V
1 PO/IM/IV/IO: 0.1 mg/kg max single dose 10 nagiminister 1V/ICslowly over a minimum of 2
minutes
0 Promethazine
A Adult (ages > 1464 years):
1 PO/IM:25 mg
T IV/NI0: 12.5 mgadminister IV/ICslowly over a minimum of 2 minutes
A Elderly(age65 yearsand older):
1 PO/IM: 12.5 mg; administer IV/IGlowly over a minimum of 2 minutes
1 IV/IO: 6.25mg; administer I\V/IGslowly over a minimum of 2 minutes
A Pediatricd x H ¢ 84SéalgE
1 POI/IM: 0.25 mg/kgmaximum single dose 25 mg
1 IV/NI0: 0.25 mg/kg administerslowly over a minimum of 2 minutesnaximum single dose 12,
mg
1 If pain management measures are unsuccesSfANTACT ONLINE MEDICAL CONfoRrfotther guidance and interventio
1 EMSproviders should exercise discretion when treating patients with chronic pain issues. It's important to note that a
ﬁ of chronic pain does not exclude the patient from receiving treatment for acutengdéted conditions
= 1 Patientspresenting withSickleCellPaincrisis are at a heightened risk of Hfereatening conditions, particularly at a young
% age. These ay include acute chest syndrome, meningitis, stroke, septic arthritis, and splenic sequestration syndromg
aware that they may have a high tolerance for opioid pain medications.
Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
Effective Date: 6/1/2024 Approved by: Steven Andrews, MD, ERITFAEMS

Aurora South  WI EMS Pre-Hospital Patient Care Guidelines Page 94 of 331



@2 Aurora Health Care: | wow partof 4 Apvocatereai
RESTRAINEECHEMICAL

INDICATION®Ratients of all ages exhibiting agitatedviolentbehavior, or who are a danger to themselves or others

CONTRAINDICATIONPatients demonstrating agitated or violent behavior attributed to medical conditions including, but not limited to, head
trauma, hypoxia, and metabolic disorders (e.g. hypoglycemia)

OTHER GUIDELINE TO CONSIERY ManagementAltered Mental StatusOverdose or Toxic Exposur&raumatic Injuries

1 Universal Care
1  Ensure scene safety

o Protect yourself and others

0 Await Law Enforcement
Approach patient in a calm, neghreatening manner, both physically and in your conversation
Minimize externaktimulation
Utilize deescalation techniques when needed
If patient is refusing care, sé&atient Refusal of Care or Transport
Consider requesting ALS or paramedic unit gapwtient not tolerating physical restraints or is not able to safely be restrg
If safe to do so:

0 ObtainBlood Glucose

o ConsidefPulse Oximetry

A If pulse oximetry is less than 93%, titrabeygento lowest level to maintain pulse oximetry at®@3or
greater
o ConsiderCardiac Monitoring
o ConsidetWaveform Capnography

EMR

=A|=a =4 =a =8 =4

EMT

AEMT

INT

T NEVERdminister chemical sedation at the direction of Law Enforcement. Always perform your own assessment of the
LI G§ASyGQa O2yRAGAZY
1 Before proceeding with chemical sedation, identify and treat any potential medical causes
T ContinuousCardiac Monitoring Pulse Oximetry andWaveform Capnographyequired for any paent receiving sedation
0 Monitor closely for development of:
A Hypoventilation
A Oversedation
A Cardiac dysrhythmias
1 Reposition BEFORE you administer sedatives! NEVER administer sedatives to a patient in the prone position.
0 Reposition the patient to ensurtheir airway and breathing are not restricted before proceeding

PARA
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1 If chemical restraint is needed, considere of the following sedative medications, in order of preference below, if availab
and without contraindications:
0 Ketamine
A Agesx3 months:

1 IM: 5 mg/kg; maximum single dose 500 mg; may administer 250 mg IM initially; if initial dog
ineffective after 2 minutes, give remaining dose in another muscle; if sedation inadequate,
repeat onehalf (1/2) initial dose in 10 minutes

1 IV/IO: 2 mg/kg; maximum single dose 200 mg; may repeat every 5 minutes as needed

0 Midazolam
A Adult (ages 12 years 64 years):
1 IM/IN: 10 mg; may repeat every 10 minutes until desired effect
1 IV/I0: 5mg; may repeat every 3 minutes until desired effect
A Pediatric (age < 12 years):
T IM/IN: 0.2 mg/kg; maximum single dose 10 mg; may repeat in 10 minutes
1 IV/10: 0.1 mg/kg; maximum single dose 10 mg; may repeat in 3 minutes
A Elderly (ages 65 years and older):
1 IM/IN: 5 mg; repeat every 10 minutes until desired effect
1 IV/I0: 2 mg; repeat every 3 minutes until desired effect
< o Lorazepam
0 A Adult (agex12 years)
E 1 IM: 2 mg; may repeat every 20 minutastil desired effect
1 IV/IO: 2 mg; may repeat every 5 minutestil desired effect
A Pediatric(<12 yeark
1 IM: 0.1 mg/kg; max single dose 2 mg; may repeat every 20 minuitisdesired effect
1 IV/10: 0.1 mg/kg; max single dose 2 mg; may repeat every 5 minurttidesired effect
o Droperidol
A Adult (age >14years:

1 IM:5mg; may repeat in 15 minutesitil desired effect maximum cumulative dose 20 mg

1 IV/NIO: 2.5 mg slow IV push over 2 minutes; may repeat in 5 minut¢isdesired effect
maximum cumulative dose of 20 mg

A Pediatric (714 years):
1 <B4Kkg:
o IV/IO/IM: 0.625 mg
1 34to57Kkg:
o IV/NIO/IM: 1.25 mg
1 >571t068kg:
o IV/IO/IM: 1.875 mg
1 >68Kkg:
o IV/NIO/IM: 2.5 mg
1  Only proceed with chemical restraint if the patient is an ACTIVE threat to themselves or others
& f 5d2NAy3 aSRFEGA2yY GKS LI NI YSRAO Ydzaad 0SS F20dzaSR 2y 02
= 1 Obese patiets are at increased risk of apnea
% 1 Alcohol and sedative drugs combined create a heightened risk of apnea
Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
Effective Date: 6/1/2024 Approved by: Steven Andrews, MEMTP, FAEMS
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SEDATION

INCLUSION CriteriBatients who require anxiolytic and sedation medicatiomdudingamidate (Eomidate), diazepam (&lium), ketamine,
lorazepam Ativar), and midazolam @fsed

EXCLUSION CriterReversible causes afixiety such as hypoglycemia, hypoxia, shock, and tension pneumothorax

OTHERSUIDELINES TO CONSIBBROw appropriate medical protocol first

x 1 Universal Care
E 1  Approach patient in a calm, nethreatening manner, both physically and in your conversation
1 Minimize external stimulation
E 1 Utilizede-escalation techniques when needed
Ll 1 Request ALS
= 1 ConsidenV/IO Accesif procedure does not increase anxiety
E 1  Consider the following options if available and without contraindications:
< o Nitrous Oxide
A All ages:
1  Selfadministered inhalation; 50% nitrous oxide and 50% oxygen
1  ContinuousCardiac Monitoring Pulse OximetryandWaveform Capnographyequired for any patient receiving sedation
1  Procedural:Cardioversiorg conscious procedural sedation
E o Fentanyl
- A Adult:
1 IV/10:100 mcg
A Pediatric:
1 IV/I0: 1 mcg/kg; maximum single dose 100 mcg
1 Anxiety- For moderate to severanxietyconsiderone of the followingoptions if available and without contraindications:
0 Midazolam
A Adult (ages 12 years 64 years):
1 IM/IN: 5 mg; may repeat every 10 minutes until desired effect
1 IV/IO: 2mg; may repeat every 3 minutes until desired effect
A Pediatric (age < 12 years):
1 IM/IN: 0.2 mg/kg; maximum single dose 10 mg; may repeat every 10 minutes until desired
1 IV/IO: 0.1 mg/kg; maximum single dose 10 mg; may repeat every 3 minutes until desired €
A Elderly (ages 65 years and oldef)nore prone to adverse reactions)
1 IM/IN: 2 mg; repeat every 10 minutes until desired effect
1 IV/IO: 1 mg; repeat every 3 minutes until desired effect
0 Lorazepam
< A Adult (12-64years:
EE 1 IM: 0.5 mg; may repeat every 20 minutes as needed for anxiolytic effect
o 1 IV/I0: 0.5 mg; may repeat every 10 minutes as needed for anxiolytic effect
A Pediatric (<12 years):
1 IM: 0.1 mg/kg; max single dose 1 mg; may repeat in 20 miragaseeded
1 1V/10:0.1 mg/kg; max single dose 1 mg; may repeat every 5 minutes as needed
A Elderly(65 yearsand olde:
1 IM: 0.25 mg; may repeat in 20 minutes as needed for anxiolytic effect
1 1V/10:0.25 mg; may repeat in 10 minutes as needed for anxiolytic effect
o Diazepam
A Adult (ages 1564 years):
1 IV/IO: 5 mg IV/IO may repeat every 3 minutes as needed.
A Pediatric (<12 years):
1 IV/I0: 0.1 mg/kg max single dose 10 mg; may repeat every 3 minutes asdaeede
A Elderly (65 years and oldgr
T IV/IO: 2.5 mg IV/IO may repeat every 3 minutes as needed.
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1  Procedural:.Cardioversiorg conscious procedural sedation
o Etomidate
A All ages
1 IV/10: 0.1 mg/kg; max single dose 10mg; may repeat once
o  Midazolam (if MAP > 65 mmHg or aga@ppropriate)
A Adult (agesl? yearsand olden:
1 IV/IO: 5mg may repeat every 3 minutes until desired effect
A Pediatric (< 12 years):
1 IV/NI0: 0.1 mg/kg; maximum single dose 10 meay repeat every 3 minutes until desired effeq
1 Airway Management If after successful airway placement patient demonstrates any signs of discomfort (incrielasidg
pressure, increasing heart rate, tearing, coughing, or gagging on invasive airway device, clinical signs of agitatio AN
65 mmHg (adult) or age appropriate (pediatric), administer one or more of the followir®eftation
o0 Ketamine
A Agesx3 months:
1 IV/I0: 2 mg/kg; maximum single dose 200 mg
A If after 2 minutes, patient not adequately sedated and MAP > 65 mmHg or age appropriate administ
0 Midazolam
A Adult (ages 12 years 64 years):
é ) 1 IV/IO:5mg; may repeat every 3 minutes until desired effect
< A Pediatric (age < 12 years):
o 1 IV/10: 0.1 mg/kg; maximum single dose 10 mg; may repeat every 3 minutes until desired e
A Elderly (ages 65 years and older):
1 IV/I0: 2 mg; repeat every 3 minutes until desired effect
A If patient not adequately sedated after subsequent doses and MAP > 65 mmHg or age appropriate
administration of one of the following narcotic medications:
o FEentanyl
A All ages:
1 IV/IO: 1 mcg/kg max single dose 200 mcg; repeat every 5 minutes until desired effect
0 Morphine
A All ages< 65 years
1 IV/10:0.1mg/kg maxsingle doseél0 mg repeat everylO minutes until desired effect
A Elderly (age 65 years and older) OR otherwise impaired
1 IV/10:0.05 mg/kg; maximum initial dose 5 mg; may repeat every 10 minutes as needed for
control
0 Hydromorphone
A All ages:
1 IV/I0: 0.015 mg/kg max single dose 1 mg; repeat every 10 minutes until desired effect
1 If sedation management measures are unsuccesSIUNTACT ONLINE MEDICAL CONBRfDLther guidance and
intervention
n 1  All patients receiving sedation should tlesely monitored for hypotension, respiratory depression, and signs of clinical
Ll deterioration
'5 1 Blood pressure, heart rate, and continuous monitoring of SpO2, ETCO2, and ECG should be documented before adm
P within 5 minutes of administration anthroughout patient care
Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
Effective Date: 6/1/2024 Approved by: Steven Andrews, MD, ERITFAEMS
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SEIZURE

INCLUSION CriteriRatients with suspected seizure witnessed seizure activity
EXCLUSION Criteria20 weeks pregnant or up to 6 weeks pdsiivery (seeChildbirth ¢ Complication3

OTHERGUIDELINES TO CONSIRERominal PainAirway ManagemenjBrief Resolved Unexplained Event (BRIUEArdiac ArrestChest
Pain/Acute CoronanByndrome (ACSChildbirth ¢ Complications Hypoglycemizor HyperglycemiaPainManagement, Suspected Stroke
Traumatic Injuries

1  Universal Care
1 Protect the patient from harming themselves
o Clear potential hazards away from patient
o0 Pace a pillow or padding under the head
o Consider placing patient in recovery position, unless contraindicated
o Do not restrain patient
o 52 y2i LXIFOS lyeadkAayd Ay (KS LI GASyGQa Y2dziK
ConsiderAdvanced Life Support (ALS) Resporsely for patients who are actively seiziogif patient is pregnant
1  ConsidefPulse Oximetry
o If pulse oximetry is less than 93%, titrabeygento lowest level to maintaiffulse Oximetryat 93% or greater
o Do not withhold oxygen if patient is having difficulty breathing or if unable to assess an oxygen saturation
o If respirations ineffective, support ventilation withag VValve Mask (BVM) Ventilation
 ObtainBlood Glucose
0 Seizure should be treated before treating hypoglycemia
o If blood glucose < 60, sé&/poglycemisor Hyperglycemiaguideline

EMR
==

 ConsiderCardiac Monitoring

ConsidenVV/IO Access
1  If hypotensiveor with clinical signs of poor perfusion, adminisiguid Bolus IV/IO

AEMT | EMT
=a

T UnderWisconsin Scope of Practiclntermediate services may choose only ONE seizure medi¢agozodiazepine)
Midazolam(Versed) is preferred.
1 If patient is actively seizing (generalized tedlianic, partial, absence, febrile) for more than 2 minutes or patient has recu
seizures, considaine of the followingbenzaliazepinesf available and without contraindications:
o Midazolam(IM administration preferred if IV access not established)

A Adult (ages 12 years and oljle
1 IM: 10 mg; may repeat evefyminutes until seizure stops
1 IV/IO: 5mg; may repeat ever§ minutes until seizure stops

A Pediatric(age < 12 yea)s
1 IM: <13 kg0.2 mg/kg; may repeat every 5 minutes until seizure stops
1 IM: 1340 kg:5 mg; may repeat every 5inutes until seizure stops
1 IM:> 40 kg10 mg; may repeat every 5 minutes until seizure stops
1 1V/10:0.1 mg/kg; maximum initial dose 5 mg; may repeat ex&myinutes until seizure stops

o Lorazepam

A Adult (Age 12years:
1 IM: 4 mg; may repeat every 20 minutes until seizure stops
1 IV/I0: 2 mg; may repeat every 5 minutastil seizure stops

A Pedidric (<12 years):
1 IM: 0.1 mg/kg; max single dose 2 mg; may repeat every 20 minutes until seizure stops
1 IV/10:0.1 mg/kg; max single dose 2 mg; may repeat every 5 minurttisseizure stops

INT

o Diazepam
A Adult (age > 12 years):
1 IV/NIO: 5 mg; may repeat every 5 minutestil seizure stops
A Pediatric (<12 years):
1 IV/I0: 0.1 mg/kg max single dose 10 nmgay repeat every 5 minutamtil seizure stops
1 ContinuousCardiac Monitoring Pulse OximetryandWaveform Capnographyequired for any patient receiving
benzodiazepines
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9 If benzodiazepines are unavailable gratient is still seizingconsider:
0 Ketamine
é A Agesx3 months:
< A IM: 5 mg/kg; maximum single dose 500 mg
o A IV/I0: 1.5 mg/kg; maximum single dose 200 mg; mepyeat0.5 mg/kg every 5 minutes until seizurg
stops
1  All patients receivinpenzodiazepineshould be closely monitored for hypotension, respiratory depression, and signs of
deterioration
1 Blood pressure, heart rate, and continuous monitoring of SpO2, ETCO2, and ECG should be documented before adm
within 5 minutes of adminisation and throughout patient care
1  Seizures typically last3 minutes and may involve a loss of consciousness, abnormal behaviors or movemeatsjuisions
1  Subtle indications of a seizumclude
o Persistent gaze deviation
o Jaw clenching
0o Rhythmic eye o facial movements
o Focal stiffening
o Rhythmic twitching of an extremity
1 Following a generalized seizure, individuals enter a postictal phase characterized by confusion, and in some cases, th
ﬁ exhibit aggression or combativeness
= 1 Do not delay IMnediationadministration to obtain IV access in an actively seizing patient
2 1  Forsuspected febrile seizuregraduallyremove layers of clothingnd consider applyingold packs Administer antipyretic
treatmentonly after the seizure hasapped (seeFever or Suspected Sepguaideling. Antipyretic medicationgroviderelief
from fever symptoms but do naitopthe seizure
1  Make sure to document medication amounts/routes/times given by bystanders
1  Note and report the following:
0 Any apparent cause of seizure
0 History of seizure
0 Seizure medications: amount and time oftldose
0 Seizure origin: whole body or one limb
o0 Presence of eye deviation prior to or during seizure
o Trauma to oral cavity
o Incontinence
o tFGASYyiGQa aSyaz2Nhdzy FyR FANBFE adliddza Rdz2NAy3I GKS
Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
Effective Date: 6/1/2024 Approved by: Steven Andrews, MD, ERITFAEMS
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SICKE CELL PAIN

INCLUSION Criterigatient with known sickle cell disease
EXCLUSION CriterRain due to acute traumatic injury; abdominal pain due to or related to pregnancy; sickle cell trait
OTHER PROTOCOLS TO CONSIDER:

1 Universal Care
1 ConsidePulse OximetryOxygen provide assistedentilations as needed. If pulse ox is <93% titrate oxygen to lowest le
o to maintain pulse ox 93% or greater. Do not withhold oxygen if patient is having difficulty breathifinmalbleto assess an
E oxygen saturation
1  Assess for other serious comgaltions of sickle cell disease
1 Keep patient warm and dry
If patient has chest paimcquirel2 Lead ECG
= 1 TransmitECGo hospital
= . . .
w 9 Provide analgesia per Pain protocol
9 Transport in position ofomfort unlessa different clinical condition requires otherwise.
-  Ifindicated, establishv/IO Access
p= o  Fluid Bolus; IV/IO
2 A Give 10 mi/kg fluid bolus up to 1000 mL
9 If hypotensive or with clinical signs of poor perfusiseeHypotensionor Shock
|_
<
<
o
<
o
9  Assess for potentially serious complications other than pain crisis which may include:
0 Acute chest syndromeChest painhypoxia, fever
0 Stroke
0 Meningitis Headachegltered mental statusfever
0 Septic arthritis Severe pain in a single joifiever
ﬂ 0 Splenic sequestration crisis (usually young pediatric patieAtgominal pain, LUG@plenic enlargement (examine
= with care);hypotension, tachycardia
% 0 Severe anemia/aplastic anemiallor,fatigue,dyspnea or dyspnea on exertioshock
o Infections ex.Pneumonia (cough, fever, sputum shortness of breath)
o Priapism Painful, prolonged erection in the absence of sexual activity
o Venous thromboembolispCalf pain, tenderness, swelling, chest/back pain especially with inspiration, shortne
breath
Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
Effective Date: 6/1/2024 Approved by: Steven Andrews, MD, ERITFAEMS
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SUSPECTED STROKE

INCLUSION CriteriRatient has signs or symptoms consistent vpitissible stroke or a Transient Ischemic Attack (TIA)

EXCLUSION CriterRatients with symptoms that are readily resolved with treatment of hypoglycemia; patients with symptoms secondary to

traumatic injury

OTHERGUIDELINES TO CONSIR&ERay ManagemeniChest Pain/Acute Coronary Syndrome (Ad3zziness or Vertigddypoglycemiaor
HyperglycemiaSyncope Traumatic Injuries

(¢}

0
(¢}

(o]

(0]

EMR

(0]

(¢}
(¢}
(0]

1  Universal Care

1 If patient has impaired protective reflexes: T
Initiate Suctioning if indicated B E F A S

1 Position patient with:

1  Protect paralyzed limbs from injury
1  CompleteStrokeScaleusing BEFAST stroke
screening tool

T CheckBlood Glucose

1 ConsidePulse Oximetry

Neck midline in neutral position TERRIBLE
BALANCE EYES FACE SPEECH
Head of bead elevated 3&f SBP > 90 HERDACHE
s o
mmHg ¥

If at least one BIEAST criterissi

positive and last known well time is < Sudden loss = Loss of Facelooks Armorleg  Speech Thunder clap
of balance?  vision in uneven? weak/ slurred? headache?
24 hqurs or unknown one or both hanging ety T
A Perform SNOw exam for eyes? down? speaking | headache of
large vessel occlusion (LVO) or seem your life?
stroke confused?

1 Speechunable to speak/expressive aphasia
1 Neglect:ilack of awareness to one side of body; patient neglects one side of their body or
surroundings
1 Ocular deviationieye gaze deviates to one side only and patient cannot look past midline td
other side
If BEFAST criteria negative document:
Results of BEAS stroke screen
Last known well time
Time of symptom identification
History of anticoagulants

> > > >

LvO

Large Vessel Occlusion Screening Criteria

ASSESSEMENT Positive if ANY:
S Mute
1) Ask patient to repeatthe phrase: Speaking gibberish
Speech "You can't teach an old dog new tricks" Trouble speaking orunderstanding
Changes Trouble following commands
With patient's eyes closed:
N 1) Touch patient's RIGHT hand
2) Touch patient's LEFT hand Patient can only feel touch on ONE side

Neglect |3) Touch patient's R &L hand at the same time

Obvious difficulty looking in one direction
Both eyes deviate to one side &do notpass
midline

0 1) Ask patient to look to the right
Ocular 2) Ask patient to look to the left
Devigtion

If blood glucose < 60, sé&/poglycemisor Hyperglycemiaguideline

If pulse oximetry is less than 93%, titraderygento lowest level to maintain pulse oximetry at 93% or greater
Do not withhold oxygen if patient is having difficulty breathing amiébleto assess an ggen saturation
If respirations ineffective, support ventilation withag Valve Mask (BVM) Ventilation
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1 If BEFAST or SNOw criteria negative:
o Transport to closest appropriate hospital
o Notify hospital of neuro/stroke alert as soon as possible
1 If atleast one SNOw criteria is positive and last known well time ishe@4 or unknown:
o Consider transport to the closest interventional stroke facility
(= o Notify hospital of neuro/stroke alert and potential LVO stroke as soon as possible
= o Document:
L A Results of BEAST & SNOw stroke screen
A Last known well time
A Time of symptom idetification
A History of anticoagulants
1  If stroke suspected)O NOT give medications to lower blood pressure unless directed by medical control
o If SBP 220 mg Hgr DBP 320mmHg CONTACDNLINE MEDICAL CONTROL
i ConsideldV/IO Access
= o Do not delay transpa to obtain 1V access
E 1 ConsidetWaveform Capnography
< 1 ConsiderCardiac Monitoring
1  If hypotensiveor with clinical signs of dehydration or poor perfusion, adminigterid Bolusc 1V/IO
|_
<
<
©
<
o
1 Bradycardia may be present in patients experiencing a stroke. Atropine is NOT to be given if the blood pressure is elé
1  Presume a stroke until proven otherwise. Explore alternative conditions that mimic stroke:
0 Alcohol intoxication
wn o Drug overdos
||-|_J 0 Hypoglycemia
@) 0o Hypoxia
pd o Infection
0 Seizure
0 Migraine
0 bSdNRLI GKASE 6. StftQa tlfaeo
Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
Effective Date: 6/1/2024 Approved by: Steven Andrews, MD, ERITFAEMS
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Interventional Stroke Hospitals

MILWAUKEE
Ascension St. Mary's
Froedtert
Aurora 5t. Luke's

MADISON
UW Madison

WAUKESHA
ProHealth Waukesha Memaorial

ILLINOIS
Javon Bea -Riverside

Suspected Stroke — All Levels

Initial medical care
Check blood glucose and treat hypoglycemia per protocol
DO NOT give meds to lower BP unless directed by medical control
® Contact Medical Control if SBP » 220 mmHg or DBP > 120 mmHg
Keep NPO
Pasition patient with:
= Neck midline in neutral position
® Head of bed elevated 30° if SBP>90 mmHg

h 4

TABLE OF CONTENTS

—

Perform Neuro Exam Using BE FAST

Balance: Sudden loss of balance, sudden trouble walking, loss of coordination, vertigo

Eyes: Sudden trouble seeing or loss of vision in one or both eyes
Face weakness; have patient smile and look for unevenness of droop

Arm or leg weakness that is sudden (have patient hold both arms out in front of them with eyes closed

and look for drift)

Speech: unable to speak, slurred or confused speech that is sudden (have patient say, “You can't teach

an old dog new tricks.”)
Time: Last known well time
Terrible headache: sudden, worst

Last known well time
is < 24 hours or
unknown

YES

At least one BE FAST
criteria is positive

NO

NO

v

* Document:

YES

v

Perform SNOw Exam for Large Vessel Occlusion (LVO) Stroke

* Speech: Unable to speak/expressive aphasia

* Neglect: lack of awareness; patient neglects one side of their
body or one side of their surroundings

¢ Ocular deviation: eye gaze deviates to one side only and patient
cannot look past midline to the other side

At least one SNOw
criteria is positive

* Transport to closest appropriate hospital

Results of BE FAST stroke screen
Last known well time

Time of symptom identification
History of anticoagulants

NO

* Transport; consider closest interventional stroke facility

* Notify hospital of neuro/stroke alert and potential LvO
stroke as soon as possible

¢ Transport to closest appropriate hospital

* Notify hospital of neuro/stroke alert as soon as possible

e Document:

Aurora South  WI EMS
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" Results of BE FAST & SNOw stroke screen
Last known well time

*  Time of symptom identification

" History of anticoagulants

Pre-Hospital Patient Care Guidelines
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SYNCOPE

INCLUSION CriteriRatients with an episode of abrupt loss of consciousness with loss of postural tone with or without convulsions; unlike
seizures, patient regains consciousness quickly and without postictal confusion

EXCLUSION CriterRatients with akered mental status or who do not quickly return to mental baseline or who have a loss of consciousness
from other causes, such as trauma to the head

OTHERSUIDELINES TO CONSIBERIycardiac Adult (8 Yeas & Older) Bradycardiac Pediatric (<8 Years OldChest Pain/Aate Coronary
Syndrome (ACSDizziness or VertigdHypoglycemiaor HyperglycemiaHypotensionor Shock Seizure Suspected Strokelachycardia
Overdose or Toxic Exposuréraumatic Injuries

1 Universal Care
1 Assist patient to position of comfort
1 Perform baseline neurological exam
1 ConsiderlSuspected Strokas an etiology of presenting symptoms
0o CompleteStroke Scaleusing BEFAST stroke screening tool
CheckBlood Glucose
o If blood glucose < 60, sé&/poglycemieor Hyperglycemiaguideline
1 ConsidePulse Oximetry
o If pulse oximetry is less than 93%, titradeygento lowest lesel to maintain pulse oximetry at 93% or greater
Dz: o Do not withhold oxygen if patient is having difficulty breathing emiébleto assess an oxygen saturation
LU o If respirations ineffective, support ventilation witag Valve Mask (BVM) Ventilation
1 Consider obtaining orthostatic vital signs
1 Anticipate and searcfor other medical or traumatic etiology, see appropriate guideline
0 Metabolic:Hypoglycemieor HyperglycemiaOverdose or Toxic Exposure
o CardiacTachycardieor Bradycardia cardiac dysrhythmias
0  HypovolemiaHypotensionor Shock
0 CNS DisorderSuspected Strokentracranial hemorrhage
0 SepsisFever or Suspected Sepsis
0 Vascular: aortic dissection, aortic aneurysm, pulmonary embolism
o Obstetrical: ruptured ectopic pregnancy
— Y ConsiderCardiac Monitoring
S  IF AUTHORIZEEonsiderl2 Lead ECG
w 1 Transmit ECG to hospital
— 1 ConsidedV/IO Access
> 1 If hypotensiveor with clinical signs of dehydration or poor perfusion, adminigternd Bolusc IV/IO
g 1 If patient isexperiencingnausea or vomiting, consider:
0 Ondansetron
A I'RdA G % mHn &SINRY
[ 1 ODT/PO/IV/IO:8 mg; one time only
p 1 IM: 8 mg one time only; use thigh or gluteal site only
A Pediatric < 12 years of age:
1 PO/IV/10:0.2 mg/kg; max initial dose 8 nogne time dose
1 IM: 0.2 mg/kg; maximunmitial dose 8 mg one time dose; use thigh or gluteal site only
< ODT:Weight based dosing:
5(: 0 8-15kg: 2 mgpne time only
o 0 15.1 kg to 30 kg: 4 mgne time only
0o > 30Kkg: 8 mg; one time only
T Syncope is defined as a losofisciousness. There are many causes, but the etiology is always due to a lack of oxyge
ﬂ glucose in the brain from either a deficiency within the blood or the lack of sufficient blood flow to the brain
'5 9  Orthostatic hypotension is characterized by a @ase in systolic blood pressure of @Hgor more and/or an increase in
= pulse rate by 20 beats per minute or more
9 Checking orthostatic vital signs is contraindicated in patients that are already noted to be hypotensive
Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
Effective Date: 6/1/2024 Approved by: Steven Andrews, MD, ERITFAEMS
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OB/NEONATAL

Childbirth

Childbirth - Complications

NeonatalResuscitation

OB- Complications
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[ vascorcomens
CHILDBIRTH

INCLUSION CriteriRregnant patients with suspected imminent delivery or visible crowning, or who are immediately postpartum

EXCLUSION CriterRatients who are not pregnant or with evidence of immindativery
OTHER PROTOCOLS TO CONSIbiERirth ¢ Complications NeonatalResuscitation

1 Universal Care
DE: 1 If suspected imminent birth check for presentation by visualizing the perineum
o If nocrowning or bulging of perineum:
= A Recommend immediate transport in position APGAR
comfort, preferably on patients left sid& Test Scoring Sowed pos Jona
~ LI G§ASyGQa NBIjdzSaidsSR
E conditions allow or the nearest appropriate E @, @)
A Monitor for progression to imminent delivery JJQ}
1 If evidence of imminent deliveryprepare OB kit and area for AF‘PE-"’”‘“':“ A\
delivery glue all over Blue only at No blue
E o Apply PPE and do not initiate or continue transport R
L o If evidence of complication, séghildbirth ¢
< Complications P;||5.;; No pulse <100 beats/min. | >100 beats/min
o Inthe absence of complicatioplacein supine position
with knees flexed and legs apart = = >Z =2
o Do not attempt to prevent or delay delivery = = 3 ’]
o Control rate of delivery dfieadby using the palm of you G, mace =
hand, applying gentle pressure to protect the perineun No tesponse to fegﬂﬁffﬁf’;}“ ?35;&'@%’,
[ o When head is delivered, check to see if cord is wrappe e | " okting | JOUSO,
Z I NRPdzyR ol o&dQa ySO|
A LT a2z 3Sydte GaGaSyL ) 3
~ head if loose enough Js(‘\ 6% \E)Qf
A If unable to remove, se€hildbirth¢ Activity m (2 W}
Complicationgguideline andZONTACT ONLIN i % o s
MEDICAL CONTROL movement movement movement
0 After delivery of the headhedo 6 8 Q&4 02 R@&
own so that the shoulders are in amteroposterior Resoiration Nobreathing :’,ﬂ“,‘e;'f,; Strong cry
< position breathing
SE o First, apply gntle downwardpressureon the heado deliver the anterioishoulder under the syphysis.
o 0 Next,apply gentle upwargressure on the heatb deliverthe bottom shoulder, followed by the lower body
0 As baby delivers, maintain good grasp on body and he&alag will be slipperyConsider use of a towel
o Clamp and cut umbilical cord (minimum 6 inches from the neonate) unless already done. Consider waiting at
minute postdeliveryunlessinfantis unstable
Postpartum Care of Mother: Postpartum Care of Neonate:
1 Assess for maternal bleeding and other signs of placer ~ f  If baby is term gestation (>36 weeks), has good ton
separation, such dengtheningof cord and pelvic and is breathing/crying
cramping o Provide warm environment, place infant on
o Placenta should deliver in ~BD minutes Y2iKSNna OK3Sha orud
o Once delivered, place in plastic bag and brinc nose with atowel, dry, cover and wrap in a
wn to hospital clean blanket. Routine suctioning is no
'|-'_J o Do not pull cord and do not delay traport longer recommended
@) awaiting delivery of placenta o Continue to observe breathing, activity and
P 1 If evidence of perineal teawith bleeding, apply direct color
pressure with gauze 1 Calculate APGAR at 1, 5, and 10 minutes
1 If evidence of continued vaginal bleeding, perform 1 If baby is preterm (<36 weeks), has abnormal tone,
fundalmassagefeeling for increased uterine tone or not breathing/cryingor APGAR is <7:
decreased bleeding. If no improvemeseeChildbirth - 0 SeeNeonatal Resuscitation
Complications
Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
Effective Date: 6/1/2024 Approved by: Steven Andrews, MD, ERITFAEMS
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CHILDBIRTHCOMPLICATIONS

INCLUSION CriteriRregnant patients with evidence of complications found during childbirth or immediately postpartum
EXCLUSION CriterRatients who areot pregnant or immediately postpartum
OTHERSUIDELINEBO CONSIDERirway ManagementCardiac ArrestChildbirth, Hypotensionor Shock NeonatalResuscitationSeizure

9aw | 9actc | l 9at | Lbe¢ | t ! w!

twh[!'t{95 !'a.L[[L/!] {1 h!'[59w 5, {¢h/L!

/ 2NR LINSOSRSA o0loe (GKNRdAK GKI SFR LINBaASylaz GKSYy 6A0GKRNI ga
1 5A402dz2N}F 3S Y2GKSNJ FNBY Llzaf 9§ 5A&02 dzNJ zlé Y2GKSNJ] FNBY Lldza K
T t28A02Yy Y2OKSHIAZN] KS59K ¢NH  {dzLI2 NI o6l 06ASa BEF RhATtRETA
f / KSO1 T2NJ Lz &8 7\)/ GKS O2NF 1 wSLJzéAazy iz KELSNbSE (KS Y
o L&V i M} yaLR2NI - 6aOw2o0SNIa Lkar -~ "~

Y2YAG2NT 1SS f 1&aAy3a I bldaz 3 A\ (] I Ly
FYR Y2rald 3 dzLNI L3z A O LINB: o3 }‘A’ 8
o LT £ wmnanaLywas$» adSrRrRe R2goy sl NI U7 o 2 dj
a0SNRt Sz 3t 2 2 Fo20S GKS &aevyLl Y Y, g
GKS @I 3IAylrT G266 NR&a GKS &Al N a
LNBaSyesay3d LI i THOAYy3 G2 FIFOAt — 58

2N YFEAYyGEAY .=

.w99/ 1 59[L*9w, b!/11'[ [/ hws

t NBaSyesy3a LI NI A& (GKS 06dzy2014 ! YOAfAOFE O2NR Aa f22LISR I NRdz
T 5Aa02dz2N>F 3S Y2GKSNJ FNRY LJdza K
TYPES OF BREECH PRESENTATIONS 1] { dZLJlJZ ﬁLK é K é I ﬁ | y- ﬁ | g S Y- L\]l] l:l 2
T LT O2NR A& (22 o3IK(G (2 RAAC
O2NR Ay Gg2 LI OSa | yR Odz

NI LILISR Y2NB GKIy 2yO0S

FRANK BREECH COMPLETE BREECH FOOTLING BREECH
Nuchal cord reduction

T 5A48402dz2N} 3S Y23GKSNJ FNRBY Lldza f pedicligticiiichl cod
9 LF aAy3atsS ftAYO0 2NJ 20KSNJ I oy
l1¢¢9at ¢ USIRARSENOISHE KSNI A\
¢CNBYRSt SYyodz2NHT SELISRAs 2dza |
T LF 2yfe 6dz§201é 2NJ f 25SNJ SE
o5h bhe¢ t}[[ hb tw9{9be¢LbD
o {iGl & zyhgftssyéy NS o 2 § Sk YA
2F¥ (KS KSIR
0 LT GKSSEHKSyRiI RRSt AGSNI 6AlK
AGSNE LRaAs2z2y (GKS TFSil
FydiQa Tl 0SS Ayid2 GKS LIS

Loop of umbilical
cord wrapped
around neck
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NEONATAL RESCITATION

INCLUSION Criteridtewborns> 22 weeks or unknown gestational agigh an APGAR <6f who demonstrate ineffective or absent
oxygenation, ventilation, or circulation following birth

EXCLUSION CriterRretermnewborns < 22 weeks gestational age (<10 inches long or < 300 grams) that are pulseless and/or apneic; infants >
48 hours old

OTHER PROTOCOLS TO CONSHRy Management Childbirth, Childbirth - Complcations

wSYSYo SNY + Sy UAf | A 2MOSHporiark &hd éffectiveé e dufirdpyledriatal keduscitakich
 Universal Care
1 Perform initial steps of newborn care:
o Warm, dry, and stimulate the baby by rubbing the back and flicking the soles of the feet
o Position the head and neck to open the airway
0 Wipe mouth and nose; consid&uctioningwith a bulb syringe if evidence of obstruction
1 Perform a rapid evaluation of the baby:
o Does the baby havyeoor muscle tonegome flexion or limy?
o Isthe baby apneic or in respiratory distress? (weak cry, grunting)

DE: o0 Isthe apical puls¥KL00?(use astethoscope; count number of beats in 6 seconds and multiply by 10)
w A I NOto ALLof the above allow the baby to remain with the mother and continue newborn care on the
Y2iKSNnRa OKSad 2N I oR2YSy
T Assess-hminute APGAR
o IfHR >100:
A Clamp/cut cord
A Continue tokeep baby warm and monitor
A Assess#ninute APGAR
A If YESo ANYof the above, perform the following:
1 Clamp or cut the cord
1 BeginBag Valve Mask (BVM) Ventilatipeven if the baby is breathing; use neonatal BVM an
ventilate 4660 breaths/minute withBVM on room airreassess in 30 seconds
1  Pulse Oximetryplace on right palm
M If authorized, initiateCardiac Monitoring
 Assess¥Aydzi$S !t D! w | yRBagVab/@\pik (NGEERIgansS i 2
o If HRK100 bpm = ventilation has been successful
A Continue ventilating at a rate of 480 breaths/minute
A az2yri2NI oloeQa OKS&ald Y20SYSyisz K
seconds
A BVMventilations can be discontinued when:
1 HRis continuously > 100 bpm with sustained spontaneous brez
o If HR remains < 100 bpm (#BO bpm, but < 100 bpm)
A ContinueBag Valve Mask (BVM) Ventilatipeven if the baby is breathing
— 1 Apply 100%xygen10 LPM; reassess in 30 seconds
E VENTILATION CORRECTIVE STERSOPA 1 Perform ventilation corrective stegMR. SOPA)

When one of the following steps results in chest movement, sequentially until you achieve chest movement witlsiated
ventilate the infant for 30 seconds antkassess heart rate breaths

Mask: Reapply the mask on face & lift the jaw forward; consider t@@d hold to achieve a
good seal

Reposition:Reposition the head to open the airway; ear to sternal notch
Give 5 breaths & assess chest movement. Ithest movement, do next steps.

Suction:Use bulb syringe teuction mouth, then nose

Open: Use a finger to gnetly open mouth

Give 5 breaths & assess chest movement. If no chest movement, do next steps.

PressureGradually increaspressure (not rate) every few breaths until visible chest rise is not|

Give 5 breaths & assess chest movement. If no chest movement, do next steps.

Advanced Airwayi-gel first; if not effective, consider ETT
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T IfHR <60 bpm
0 Begin CPR
A Chest compressions are indicated when the HR remains < 60 bpm despite at least 30 seconds of B
ventilations that inflate the lungs (chest rise/fall)
o A Newborn CPR 3({tompressions:ventilations)
S A Place your thumbs in the center of the sternum, just below the nipple line
T} A Encircle the torso with both hands
A Support the back with your fingers (fingers do not need to touch each other)
A Use enough downward pressure to deprelss sternum 1/3 of the anterieposterior diameter of the cheg
1 Optimize oxyggngtiorﬂeg Target Oxygenation Saturation Taple
o BVMis flrst_chqce airway _ . _ 1 min 60%.- 65%
o If BVM ventilations ineffective, if authorized, consider advanced airway- -
(i-gel® or Endotracheal Intubatio 2 min 65%- 70%
A i-gel® should be a first back up if appropriate size is available 3 min 70%- 75%
A Intubation should be a last resort; the time taken to intubate 4 min 75%- 80%
- the baby successfully is time taken away from providing good 5 min 80%- 85%
s ventilations 10 min 85%- 95%
w T  Assess8ninute APGAR
o If per§istent br.adycardia-(R < 60 bm): X op #S8 21% oxygen
A Continue CPR X op 659 21%30% oxygen
A CheckBlood Glucose
1 If Blood Glucosek30 mg/dt
0 Dextrosel0% 2 mL/kg over-85 minutes
1  Evaluate for tension pneumothorax
E 1 Evaluate for hypovolemia
LU 1 Initiate [\V/IO Access
< | ¢ Considefluid Bolug IV/IO:
o Normal Salinel0 mL/kg slow, steady infusion oveslB minutes; use caution in preterm newborns < 32 weeks
gestation
— 1 If HR remains < 60 bpm after 30 seconds of BVM ventilation that inflate the lungs as evidenced by chest ménhent,
Z another 60 seconds of chest compressions coordinated with BVM ventilations using 100% oxygen, consider:
o Epirephrine (1:10,000)
é A IV/I0:0.01 mg/kg followed by a-B1L flush; may repeat every 3 minutes; maximum 4 doses
<
o
(2]
LLl
|_
@]
2
Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date8/1/2025
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. e AURORA SOUTH WI EMS

{pack b eelaps) NEONATAL RESUSCITATION
. pestion Alnay DECISION TREE

Wipe mouth & nose
(Consider suction with bulb syringe if
obstruction (mouth, then nase)

Poor tane?

Apnea frespiratory distress? Infant stays with mother
ical pulse <100/min?
b=l 4 Noto ALL
Yes to ANY
Clamp/cut cord
Begin BVM Ventilation on Room Air
SIGN
5 Blue extremities,
Pulse chirmtry Appearance All Pink ok om0 Blue
{Palm of right hand} FoRE =100 <100 Aociat
Grimace Strang Some facial grimace Absent
Cardiac Monitoring Activity Good Flexion Seme flexion Limp
Respiratory Rate G 5T80 Weak cry Absent
b

Assess 1 minute APGAR

Clamp/cut cord
(After 2 minutes of life)

HR remains <100/min l
after 1 mihute? NO

Keep warm and monitor

>
>
Assess 5 minute APGAR
Apply 100% 02 at 10 LPM viaBVM
Assess ventilation quality
Chest rise/fall? Good seal ?
Begin CPR
\ewborn CPR (3:1 ool ationl

Optimize axygenation (BVM first choice airway)
Assess5 minute APGAR

Persistent

bradycardia?

Continue CPR

Evaluate for tension pneumothorax
Evaluate for hypovolemia
Check Blood Glucase

Inititate IV/10 Access
A If BGL <30 mg/fdL:
Dextrose 10% 2mL/kg over 5-15 min

Epinephrine {1:10,000)
I\fp 0.1 mg/kg IV

Repeat every 3-5 min, max 4 doses
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OB COMPLICATIONS

INCLUSION Criteri;: NB Ay I yi LI G§ASyda x wn 6881a 354 | Histoy ¢f hypeddnsizieldisorzlerin - &
pregnancywith SBP > 14mHgor DBP > 9éhmHg or severe preeclampsia with SBP > ar6Hgor DBP > 11hmHgwith additional signs or
symptoms that include, but are not limited to, headache, visual disturbances, or altered mental status.

EXCLUSION Criteridone
OTHERGUIDELINEBO CONSIDERNildbirth, Childbirth - Complications Seizure

1  Universal Care
1 Place in positio of comfort
DE: o If patient is hypotensive, place in left lateral recumbent position
L 1 Maintain an open airway, use airway adjuncts as needed
1 If Altered Mental Statusor Seizure checkBlood Glucose
T Reques®ALS
1 Initiate Cardiac Monitoringo identify rhythm
= 1 IF AUTHORIZE&cquirel2 Lead ECwhen mndition permits
E o Transmit ECG to hospital
1 ConsideiwWaveform Capnography
E 1 EstablishHV/IO Access
LLl
<
1 Seizure:If patient is actively seizing, administer:
0 Midazolam
— A IM: 10 mg; may repeat evefyminutes until seizure stops
Z A IV/IO: 5 mg; may repeat every minutes until seizure stops
o If midazolam unavailable, administer an alternate benzodiazepin&pegmureguideline
9 Sustained hypertensiomithout seizure:SBP > 160 or DBP > 110 over 2 consecutive reatbngénutes apart with:
0 Associated symptoms: Altered mental status, visual disturbances, and/or headache, administer:
A Magnesium Sulfate
1 IV/IO: 4 grams irR0 mL NS/D5VElowly over 10 minutes
A If following magnesium administration, SBP > 160 and/or DBP > 110 over 2 consecutive readings 1
apart, administer:
1 Labetalol
o IV/10:20 mgslowly over 2 minutes
o0 NO associated symptoms, administer:
A Labetalol
1 1V/10:20 mgslowly over 2 minutes
1 ActivelySekzing
é o If not already given, administer:
< A Midazolam
o f IM:10 mg
T IV/NO:5mg
A Magnesium Sulfate
1 IV/IO: 4 grams irR0 mL NS/D5VElowly over4 minutes
o Ifseizure is unresolved or reoccurspeat benzodiazepines p&eizureGuideline
1 Post izure, includiry postictal state:
o If not already given, administer:
A Magnesium Sulfate
1 IV/IO: 4 grams irR0 mL NS/D5VElowly over 10 minutes
A If BP remains higi§BP > 160 or DBP > 110 over 2 consecutive reainginutes apartadminister:
1 Labetalol
o IV/10:20 mgslowly over 2 minutes
A If seizure is unresolved or reoccurspeat benzodiazepines p&eizureGuideline
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1 Definitions:
o Preeclampsias a hypertensive disorder in pregnancy. The initial parameters for diagnosis are defined as a Sk
mmHgand/or DBP > 90 on 2 occasions at least 4 hours af&igns and symptoms of preeclampsia include:

A Persistent and/or severe headache
A Visual abnamalities such as blurred vision or photophobia
A Upper abdominal pain
A Altered mental status, including confusion or agitated behavior
A New shortness of breath
A Nausea or vomiting
& A Sudden weight gain or edema, especially in the face and hands
= 0 Severepreeclampsids defined as SBP>160 and/or DBP >110 over 2 consecutive readings 15 minutes apart
% associated symptomsuch as aéred mental status, visual disturbances, and/or headache
o Eclampsias defined as the new onset of generalized teciinic ®izures in a woman with preeclampsia
1 If patient isactively seizingiequest a paramedic unit, and if not available, do not delay transport
o If availabledo not delaylM benzodiazepine administratiomhile attempting to start an IV
1 Nitroglycerinhas nothad anylarge studiesn preeclampsiand isnot recommendedas afirst- or secondline agent to treat
hypertensionassociated with preeclampsia or eclampsia
Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
Effective Date: 6/1/2024 Approved by: Steven Andrews, MD, ERITFAEMS
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PEDIATRIC

Bradycardiac Pediatric (<8 Years Old)

Brief Resolved UnexplainedvEnt (BRUE)
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BRADYCARDIAPEDIATRIC (<8 YEARS OLD)

INCLUSION Criteri€hildren < 8 years oltigart rate less than agappropriate lower limit of normaANDSBP less than ag@propriate lower

limit of normalWITHclinical sigs of poor perfusion (altered mental status, lethargy, weakness, lightheadedness, fatigue, complaints of chest

pain, difficulty breathing, hypoxia, pallor, and diaphorgsis
EXCLUSION Criteriahildrerx8 years old; Neonates

OTHERGUIDELINES T@WDNSIDERIrway ManagemeniChest Pain/Acute Coronary Syndrome (AGSardiac ArrestDifficulty Breathing
Dizziness or VertigdHypotensionor Shock NeonatalResuscitationOverdose or Toxic Exposur8yncope

1 Universal Care
 Request ALS response
1 Assess appropriateness for clinical condition
o0 HR typically < 60 ifradyarrhythmia; is the bradycardia causing:
A Hypotension
A AcutelyAltered Mental Status
A Signs of shock
x 1  If patient unconscious and unresponsive to pain eespirations ineffectivesupport ventilation wittBag Valve Mask (BVM)
= Ventilation
t 1 Initiate Pulse Oximetry
o If pulse oximetry is less than 93%, titrabeygento lowest level to maintain pulse oximetry at 93% or greater
o Do not withhold oxygen if patient is having difficulty breathing or if you tdoave the ability to assess an oxygen
saturation
1 ConsiderAirway Management
1 If heart rate < 6Qvith signs of poor perfusiodespite oxygenation and ventilatiafter 30-60 secondsbegin CPR
0 SeeCardiac Arrest
— 1 Initiate Cardiac Monitoringto identify rhythm
S 1 IF AUTHORIZE&ecquirel2 Lead EC®hen condition permits
L o Transmit ECG teospital
1 If bradycardia persists and HR < é@ntinue CPR and reassess every 2 minutes
 EstablisHV/IO Access
1 If hypotensiveor with clinical signs of dehydraticor poor perfusion, administeFluid Bolus: IV/IO
= 0 20 mL/kg over 10 minutes
E 0 May repeat as needed to maximum of 60 mL/kg
<C Y Identify and treatpossibleunderlying causes
0 Hypothermia
o Hypoxia
0 Medicationor toxineffect
1 If bradycardia persistand child ihypotensiveor with clinical signs of dehydratiaor poor perfusionconsider:
o Epinephrine 1:10,00®Rush Dose
A Pediatric< 50 kg
1 1V/10:0.001 mg/kg;maximuminitial dose0.05mg; may repeat every -5 minutes for a maximuri
of 4 doses
1 If bradycardia persists and HR < é@htinue CPR and reassess every 2 minusegeCardiac Arrest
o Epinephrine 1:10,000
— A Pediatric:
Z 1 1V/10:0.01 mg/kgevery 35 minutes as needednaximum initial dose 1 mg; maximum of 4 do
1 If bradycardia persists with suspected primary-#dck or increased vagal tone, consider:
o Atropine
A Pediatric:
1 IV/10:0.02 mg/kg; minimum dose 0.1 mg; maximum single do8eng; may repeat one
additional dose
1 For unstable ptients with a pulse who are not responding to previous interventions, consider:
o0 Transcutaneous Cardiac Pacing (TCP)
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1 For knownor suspected calcium channel blocker or beta blocker overdose not responding to Epinephrine, administer:
0 Calcium Chlorid€10%):
A Pediatric(< Age8 year9
< 1  IV/10: 20 mg/kgslowly over 10 minutesmaximum single dose 1 gramay repeat initial dose
04 once in 15 minutes Bymptoms persist
E o Calcium Gluconate
A Pediatric(<Age8years
1 IV/10: 60 mg/kgslowly over5 minutes; may repeat initial dose once in 15 minutesyihptoms
persist;maximumsingle dose3000 mg; may repeat for a total of three (3) doses
MEDICATIONS THAT CAUSE BRADYCARDIA:
9 Bradycardidn children is most often caused by hypoxia, therefore, optimizing oxygenation and ventilation is critical
 MEDICATIONS THAT CAUSE BRADYCARDIA:
o Betablockers
o (metoprolol, atenolol, labetalol, sotalgbropranolol, carvedilol, pindolol, nadolol)
0 Calcium channel blockers
o (amlodipine, diltiazem, felodipine, isradipine, nicardipine, nifedipine, verapamil)
o Digitalis
o (Digoxin, Lanoxin, Digitek, Lanoxicaps)
N PEDIATRIC VITAL SIGNS
w Lowest
= .
@) Age Pulse Respiratory Rate Lo?vfgf::lcolrgr:al Normal
z MAP
Newborn 120-160
(OJoRleMAVEl  100-140 30-60 70 42
1-3 years 100-140 20-40 76 45
4-6 years 80-120 20-30 80 48
7-9 years 80-120 16-24 84 52
10-12 years 80-120 16-20 90 55
13-14 years 60-100 16-20 90 60
Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
Effective Date: 6/1/2024 Approved by: Steven Andrews, MD, ERITFAEMS
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BRIEF RESOLVED UNEXPLAINED EVENT (BRUE

INCLUSION Criteri&n event in annfant <1 year of agaeported by bystander that meets BRUE criteria below

EXCLUSION Criterian infant with any of the following present: Ill appearing, abnormal vital signs, vomiting, signs of trauma, noisy breathing,

respiratory distressor color change involving only redss or isolated periordland/feet cyanosis

OTHERGUIDELINEBO CONSIDERirway ManagementAltered Mental Status Difficulty Breathing Traumatic Injuries

il
f

EMR

= =4 =

Universal Care
The term BRUE iefinedas an event occurring in an infant <1 year of age, when an observer reports a suddeaiorigbw
completely resolved episod®ecognize most infants wilbpear to be in no apparent distress or have any abnormal findin
on EMS assessmert BRUcludesone or more of the following:

o Color change (central cyanosis or pallor)

0 Absent, decreased, or irregular breathing

o Marked change in muscle tone

0 Altered levé of responsiveness
If the parent/guardiaris refusing EMS transpoendthey will not take the patient to the hospitgl CONTACT ONLINE MEDI
CONTROfor physician counselingefore completingthe refusal
ContinuousPulse Oximetryif available
Consi@r Oxygen provide assistedentilations as needed
If pulse ox <93% titrate oxygen to lowest level to maintain pulse ox 93% or gr&aarot withhold oxygen if patient is havi
difficulty breathing or if unable to assess an oxygen saturation
IF AUTHORIZE®Bbtain Blood Glucosaneasurement

= =4 =4 —a |9

EMT

Suction excessive secretions from the nose and/or mouth
Acquirel2 Lead ECG
TransmitECGo hospital
PEf AYyFlryda 6A0GK . w! 9 aK2dAZ R 6S (NI yaLR2NISR (2 | ynfas
has high risk criteria:
0 Lessthan 2 months of age
o0 History ofprematurity (less than 32 weeks gestation)
o More than one BRUE, now or in the past
o Event duration greater than 1 minute
o0 CPR or resuscitation by caregivers or trained rescuers

INT | AEMT

PARA

If hypotensiveor with clinical signs of poor perfusipastablishV/IO Accesandadminister Fluid Bolusc IV/IO

NOTES
== ==

= =4 =

BRUE is a group of symptoms, not a disease process

If an infant is not completely well upon assessment, this excludes possible BRUE event. Treat and transport accordin
guidelines.

Avoid using acronyms (BRUE, ALTE, SIDS) with parent/guardian.

EMS play a unique and important role in obtaining an accurate history after the event and observing, documenting, an
reporting environmental, scene, and social indicators that may point to an alternate diagnosis.

Highrisk patients with a possible BRUE have warstcomes and may require emergency department (ED) or inpatient
testing, intervention, and/or followup

The determination of a BRUE is made only after hospital evaluation.

All patients should be transported to an ED.

Contact medical direction if parent/guardian is refusing medical care and/or transport, especiallyriskigtiteriaare
present.

Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025

Effective Date: 6/1/2024 Approved by:Steven Andrews, MD, EMA; FAEMS
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TRAUMA

Universal Carg Trauma Management

Burns

Hemorrhage Control

Traumatic Injuries
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UNIVERSAL CERTRAUMA MANAGEMENT

PURPOSH 0 provide EMS providers with a standardized framework for efficiently assessing and manatinegliéming injuries while also
facilitating the safe transportation of patients witlraumatic Injuries

INCLUSION Criteriall patiens with Traumatic Injurieghat require assessment and care delivery by EMS personnel
EXCLUSION Criteridone

Patient Management: Assessment
1  Universal Care
1  Assess scene safety and evaluate for hazards to EMS personnel, patient, bystanders
DE: o Determine mmber of patients
LU o Determine mechanism of injury or nature of illness
0 Request additional resources if needed
o Consider declaration dflass Casualtyincident if needed
1  Use appropriatgpersonal protective equipment
1 Perform Primary SurveyRapid evaluation of Circulation, Airway, Breathing to identify hemorrhage and other immediats
threats. This process allows for prioritization of-Bfving interventions prior to moving the patient or transporting from th
scene.
E Circulation:
Ll 0 Assess pulse
A If pulse absentresuscitative efforts should be withheld for any patient in traumatic cardiac arrest if, d
arrival of first EMS unit, the patient has one or more of the following:
o Pulseless, apneic, and without other signs of(lifiepillary reflexes, spontaneous
movement, response to pain)
0 Asystole on ECG
— A If above criteria are not met, or if mechanism of injury suggests possibkraomatic cause of arrest,
= initiate resuscitation according t6ardiac Arresguideline
g A Termination or Withholding Resuscitative #fts
1 Resuscitative efforts should be withheld for a patient of any age who is pulseless and apneg
one or more of the following criteria is present:
o Decapitation
0 Hemicorporectomy (trantumbar amputation)
0 Incineration
o Decomposition of body tissue
E 0 Rigor mortis and/or dependent lividity
— o Cold death
A Body frozen preventing chest from being compressed
A Icein the airway
A Signs of predation
A Head underwater fomore than 60 minutes in an adult or 90 minutes in a
child
o Controlany major bleeding or lifthreatening hemorrhage
A Hemorrhage Control
< A Tourniguetc Intentional
E(: A Tourniquetc Junctional
o A Hemostatic Agents
A Wound Packing
A Pelvic Binder
A Splinting
A IF AUTHORIZED AND AVAILAGitRout contraindications, considéfranexamic Acid (TXA)
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1 Airway: Assess for patency and open the airway as indicated
o ConsiderSpinalMotion Restriction
o If patient is unable to maintain airway patency, consider:
DE: A Opening airway using jaw thrust
w A Airway Obstruction
A Airway Management
A Basic Airway Adjunct OPA BasicAirway Adjunctc NPA
A Suctioning
A igel®
A Endotracheal Intubation
A Cricothyrotomyc¢ Surgical
— 1 Breathing:Evaluate rate, effort, breath sounds, accessory muscle use, retractions, patient positioning
> 0 Pulse Oximetry
w A If pulse oximetry is less than 93%, titradeygento lowest level to maintain pulse oximetry at 93% or
greater
A Do not withhold oxygen if patient is having difficulty breathing or if unable to assess an oxygen satu
A If respirations ineffective, support ventilation wifteg Valve Mask (BVM) Ventilation
o PerformNeedleDecompressioron affected side if chest trauma present and tension pneumothorax suspected
o Cover open chest wounds with agclusive dressing and secure on three sides
= o Stabilize flail chest
E o ConsidetWaveform Capnography
< o)
1 Disability: Evaluatebaselineneurological function
o Evaluate patient responsiveness: Glasgow Coma ,S&dRU
1 Expose:Expose the patient
0 Keep patient warm; prevent hypothermia
0 Assess the back
o Splint fractures if lifehreats have been corrected
= e .
= o Stabilizémpaled objects
- 1  Consider ALS early if patient has any of the following:
0 Hemodynamic instability
o Inability to control hemorrhage
o Inability to maintain and secure an airway
o Need for medications or advanced procedures
1 Perform a Rapid Trauma Survey
1  Maintain Perfusion
o Obtain Baseline Vital Signs
A Aninitial full set of vital signs is required for all patient contacts:
1 Blood pressure, heart rate, respiratory rate, SpO2, neurologic status assessment
o0 EstablishV/IO Access If major trauma, stablish 2 largédore IVs.
A Do NOT delay transport to start IV
A If SBP < 9MmHg(adult) administetFluid Bolusc IV/IO 20 mL/kg
é 1 Head Injury oruspected TBI
E o Disapility: Evaluatebaselineneurological function
A Evaluate patient responsiveness: Glasgow Coma ,SedRU
A Evaluate gross motor and sensory function in all extremities
A EvaluateBlood Glucosén patients withAltered Mental Statusavoid hypoglycemia
A If Suspected StrokecompleteStroke Scale
0 Manage head wounds/injuries
0 Adult (age 15 years and oldgr
A Maintain SBP at1D mmHg
A May repeat initial fluid bolus to maintain SBP 40mmHg
0 Pediatric age<15 years:
A May repeat fluid bolus up to 60 mL/kg to maintaigeappropriateminimum SBP
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Treatment And Interventions

Patient Safety Considerations

Destination Determinationshould be based on whether patient meets the trauma field triage guidelines. Scene time sh

be minimized to < 10 minutesvhenever possible
o Trauma field triage guidelines

A Patients meeting angne of the IistecﬁE criteria should be transported to the highelvel trauma centg
(Level 1) available within the geographic constraints of the regional trauma system.

A Patients meeting any one of théELLOVEZRITERIA WHO DO NOT NgIEll CRITERIghould be
preferentially transported to a trauma center (Level | or Level ), as available within the geographica
constraints of the regional trauma system. (need not be the higheg! trauma center)

A If over 30 minutes by ground to a Level | or Lélvelny of the following are acceptable:

1  Helicopter transport to Level | or Level Il, criteria only
1  Transport by ground to Level | or LevéDR
1  Transport by ground to the highelvel trauma center within a 3fhinute transport time

ProvideOxygensupplementation as needed to reach target SpO2 of greater than 93%
o If patient has underlying lung diseasgxygenshould be titrated © achieve SpO2 8&%
Appropriate monitoring equipment as dictated by patient assessment. These may include:
0 ContinuousPulse Oximetry
o ContinuousCardiac Monitoring
0o 12Llead ECG
o Waveform Capnography
Critical patients should undergo continuous monitoring anduinentation of pertinent vital signs, with readings recorded
every 5 minutes or more frequently as the patient's condition dictates
ProvidePainManagement, monitor and document pain scale in response to interventions
Reassess patient after every intervention
Forwitnessedtraumatic arrest, start resuscitation on scene if patient cannot be transported to an emergencyahegiin
15 minutes of initial assessment or arrest onset. Resuscitation may be terminated when:
o Pulses and other signs of life are absent following 15 minutes of resuscitation
o Patient develops asystole or a pulseless, wide complex rhythm less thaa@0gdes minute

Routine use of lights and siren is not warranted
CONTACT ONLINE MEDICAL CONWRepLIndicated in the guidelines or as needed for specific consultation
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GLASGOW COMA SCALE

CHILD

Spontaneous Spontaneous Spontaneous
. To speech To speech To speech 3
Eye Opening
To pain To pain To pain 2
None None 1
Oriented, appropriate Coos and babbles 5
Confused Irritable, cries 4
Best Verbal Inappropriate words Inappropriate words Cries in response to pain 3
Hespo=s . Incomprehensible words or nonspecific . .
Incomprehensible sounds Meoans in response to pain 2
sounds
None None 1
Obeys commands Moves spontaneouslyand purposely 6
Localizes Localizes painful stimulus Withdraws in response to touch 5
[Withdraws Withdraws in response topain Withdraws in response to pain 4
i .. . Decorticate posturing (abnormal flexion) in
[Abnormal flexion Flexion in response to pain . 3
response to pain
L. . Decerebrate posturing (abnormal
Extensor response Extension inresponse to pain B N R 2
extension) in response to pain
None None Nene

TOTAL SCORE:

1 Pediatrics: Use a weighbased assessment tool such as a lerggised tape, to estimate patient's weight and guide
medication therapy and properly sized equipment.

0
L
|_
% RTS coded values Respiratory Rate Systolic Blood Pressure Glasgow Coma Scale score
4 10-29 ("normal") >89 ("good radial pulse") 13-15
3 >29 ("fast”) 7689 ("weak radial pulse") 9-12
2 6-9 ("slow") 50-75 ("femoral pulse") 6-8
| 1-5 ("gasp™) 1-49 ("only carotid pulse") 4-5
0 0 ("no respiration") 0 ("no carotid pulse") 3
PEDIATRIC VITAL SIGNS
) Lowest
Age Pulse Respiratory Rate SRR Normal
Lowest Normal
MAP
Newborn 120-160
OIRGRATEE  100-140 30-60 70 42
1-3 years 100-140 20-40 76 45
4-6 years 80-120 20-30 80 48
7-9 years 80-120 16-24 84 52
10-12 years 80-120 16-20 90 55
13-14 years 60-100 16-20 90 60
Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date8/1/2025
Effective Date: 6/1/2024 Approved by: Steven Andrews, MD, ERITFAEMS
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Primary Assessment

X-Severe External Bleeding

Assess and treat major bleeding

Level of Consciousness

State findings - AVPU

Airway

Is airway patent?
Identify airway compromise or potential
for this to develop

Breathing

Is the patient breathing?
Is breathing adequate?

Report rate, depth, work of breathing

Circulation

Is there a pulse?
Assess central vs radial pulse
Identify hypoperfusion

Report skin color, condition,
temperature

Priority of Transport

State high or low priority patient

Rapid Trauma Assessment

Inspect Head

LOOK - Major Facial injuries, bruising,
swelling, penetrations, pupils

FEEL - Sub Q emphysema

Inspect Neck

LOOK - Neck veins-flat or JVD?

LOOK - Trachea- Midline or Deviation?

Inspect Chest LOOK - Asymmetry, contusions, FEEL: Crepitation, Instability
penetrations, paradoxical motion
LISTEN - Breath sounds Present? Equal? Abnormal?
Inspect Abdomen LOOK - Bruising, Evisceration, FEEL - tenderness, rigidity
Distention
Inspect Pelvis FEEL - Tenderness, instability,
crepitation

Lower/Upper extremities

LOOK - Swelling, deformity

FEEL —Instability, Pulse, motor and
sensory

Posterior

LOOK - Penetrations, deformity,
presacral edema

EXAMINATION BY ASSESSING BODY SYSTEMS (CONSIDER DIFFERENTIAL DIAGNOSIS)

Cardiovascular Cardiac tamponade, cardiac contusion

Pulmonary Pneumothorax, tension pneumothorax, hemothorax

Neurological Traumatic brain injury, increased intracranial pressure, head bleed, spinal cord injury
Musculoskeletal Pelvic fracture, femur fracture, extremity fractures

Integumentary DCAP BTLS

GI/GU Ruptured spleen, ruptured liver, intraabdominal bleeding

Reproductive Priapism, ruptured uterus, fetal distress

Poychological/Social ]S)ue;gz;iiitzlt; ?il(;)ltl): ﬁl;?rﬁ%fs;ldigfei:llilgzsconcentrating, anxiety, irritability, sleep disturbances, fatigue,

Aurora South  WI EMS
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BURNS

INCLUSION CriteriRatiens of all ages who suffer from thermal, electrical, or chemical burns
EXCLUSION Criteridone
OTHER PROTOCOLS TO CONSIDER: Management Difficulty Breathing Hypotensionor Shock Overdose or Toxic ExposurByncope

Thermal Burns
1 Universal Care TraumaManagement
1 Remove patient from heat source
1 Removewet or restrictivenon-adherentclothingand jewelryas able
0 Minimize burn area contaminatioloy applyingclean, dry burn dressing mon-adherent dressing

1 Keep patient warm and prevent heat loss
1 Assess depth of burn:
o Superficial Not usedwhen calculatingtotal body surface area (TBSA)
A Involves the epidermis only
A Pinkto-red in color, without blistering
A Dry and moderatelypainful
0 Partial thickness
A Involves thesuperficial layer of the dermis
A Blisters are commomnd may be intact or open
A Blanch with pressure
A Moderate to severe pain
o Full thickness
A Involves tle epidermis and dermis skin layers and can extend intstheutaneous tissue
A Typically appeacharred,leathery, stiff, and dry in appearance
A Affected area does not blanch under pressure
o X A _ Little to no pain is felt in this area X X
S T 'aasaa SEUSyu 2F 0dzNYy dza whoR handas 1Swof Bollyslfacy 8ea (BBANJ dza A y 3 LJ
LU 0 Only calculatgartial and full thickness burns

1 For suspected airway involvemenéquest ALS
0 AdministerOxygen10-15 L/NRBor:
A Difficult or painful breathing
A Stridor, wheezing, hoarse voice
A Carbonaceous sputum
A Singed nasal hair
ConsiderAirway Management
Initiate Pulse Oximetry
o If pulseoximetryisless tharB3%,titrate Oxygento lowest level to maintain pulseximetry at93% or greater
o Do not withhold oxygen if patient is having difficulty breathingfemableto assess an oxygen saturation
If respirations ineffective, support ventilation withag Valve Mask (BVM) Ventilation
1 If burn occurred within thdast 15 minutesand BSA < 5%o0l superficial and partial thickness burns with room temperatur
water/salinefor up to 5 minutesdo not open blistes
o Do not delay transport to cool burns
1 IfBSA < 10%nay usewith sterilesaline soaked dressing or dry dressing
1 If BSA> 10%usedry steile dressing
o If BSA > 20%]ace sterile burn sheet on stretcher before placing patient on cot for transport
o Cover patient with dry, sterile sheets and blanket to maintain body warmth
 If available, obtain carbon monoxide level

= =

=
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Chemical Burns
1 Brush off as much of the offending agent as possible
1 Unless contraindicated, irrigate with copious water or saline; no water should be used with:
o0  Sulfuric acid
0 Sodium metals
o Dry chemicals
1 If available, obtain a Material Safety Data Sheet (MSDSjransport with patient
Electrical/Lightening Burns
1  Ensure scene safety; shut off or remove electrical source if safe to do so
1 ConsiderSpinalMotion Restrictionif patient suffered a fall or loss of consciousness
1  Assess patient for both entrance and exit wounds
QE: 0 Apply dry, sterile dressing to wounds; no cooling is necessary
w M Assess circulation, motdunction, and sensation of all extremities
0 Suspect fractures or other extremity trauma either from significant muscle contraction and/or falls
1 If patient is pulseless and not breathing, sesrdiac Arrest
Consider transport directly to a Burn Center for any of the following:
M  Partial thickness burns > 10% TBSA
1 Burns that involve the facéands, feet, genitalia, perineum, or major joints
1 Full thickness burns in any age group
1  Major electrical burns, including lightening injury
1 Major chemical burns
1 Inhalation injury, if stable for transport
1 Burninjury in patients with preexisting medicalatiders that could complicate management, prolong recovery, or affect
mortality
{ ConsideiCardiac Monitoringfor electrical burns
—  Considetwaveform Capnography
S I IF AUTHORIZE&cquirel2 Lead ECG
w A Electrical burns can cause cardiac arrhythmias
A Anticipate cardiaproblems
A Transmit ECG to hospital
9 EstablisHV/IO Accesd actated Ringers is the fluid of choice, if available
A A large bore IV catheter should be inserted in a reliable peripheral vein
A Ina severely burned critical patierthe IV may be placed in a mainderlying burned skin if necessary
= A Establishntraosseous10) Accessf IV access is not immediately availahted cannot be established
E 1 For burns greater than 20% B@&ministerlV/IO fluid infusiorper hour:
< A Age >14 years500 mL Lactated Ringers/hr
A 613 years old250 mL Lactated Ringers/hr
A AgeXb years old:125mL Lactated Ringers/hr
9 Forsuspected airway involvement or inhalation burns, airway management may be critical
A Endotracheal Intubatioris preferredovernon-visualized airways
W These airways may lbfficult and if patient condition permits, management is best performed in the
— hospital setting
Z I ConsidePainManagement

Aurora South  WI EMS Pre-Hospital Patient Care Guidelines Page 125 of 331



6@ Aurora Health Care’ | Now part of ¥ ADVOCATEHEALTH TABLE OF CONTENTS

9 If airway is compromised or at risk ofrinment lossJF AUTHORIZEEBonsiderMedication Assisted Airway Management
(MAAM)

<
(0
<
o

9 Airway compromiseuch as stridor, change in voice, grainful swallowing may occur rapidly

1 Considertansporingpatients < 18 yearsoldid KS f 2 Ol t OKAf RNByQa Kz2alLAdGl ¢

The Rule of Nines
45%
ﬂ 9%~ 9%
|_
©)]
Z
18%
9°/°
Back 18%
14% 14%
Front Back Front Back Note: Each arm totals 9%

Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
Effective Date: 6/1/2024 Approved by:Steven Andrews, MD, EMA, FAEMS
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HEMORRHAGE CONTROL

INCLUSION CriteriRatients withexternal or suspected serious internal hemorrhage
EXCLUSION CriterRostpartum hemorrhage(se€hildbirth ¢ Complication$
OTHERSUIDELINES TO CONSIDERIbirth ¢ Complications Epistaxis Hypotensionor Shock Traumatic Injuries

1 Universal Care Trauma Management
1 Control external hemorrhage by applying direct pressure
1 ExtremityWound: evidence of severe, exsanguinating wound, and bleeding uncontrolled with direct pressure, apply
Tourniguet¢ Intentional
o If bleeding uncontrolled with single tourniquet, apply a second tourniquet just proximal to the first tourniquet v
x possible
= 1 Inguinal or Axillarywound: evidence of severe, exsanguinating wound involving the axillary or inguinal area, adihple
- uncontrolled with direct pressure, applourniquetc Junctional
1 Consider use dfiemostatic Agentand/or Wound Packindf unable to control hemorrage with direct pressure
1 ConsiderSplintingif indicated
1 Internal BleedingFor suspicion of internal bleeding in the pelvis evidenced by hypotension/shock, consider appiging a
Binder
1 Epistaxis For active bleeding from nose, sEgistaxisgguideline
[  ConsiderCardiac Monitoring
=
L
1 ConsidefV/IO Access
[ 1 If hypotensive or with clinical signs of poor perfusion, administerd Bolus IV/IO
= 1 Consideiwaveform Capnography
E  ConsiderCardiac Monitoring
o Pediatric:monitor heart rate for changes; bradycardia signals deterioration
— 1  For persistent hypotension or signs of shock not responsive to fluid resuscjtsgiedypotensionor Shock
Z
1 Traumatic hemorrhage; in patients > 18 years old with significant hemorrhage, consider, if available:
0 Tranexamic Acid (TXA)
é A Adult: > 18 years old with major trauma and clinical evidence of marked blood loss, internal or exter
< ANDinjury occurred < 3 hours prigkNDHR> 110 or SBP < ®inHg
o 1 IV/10: 20 mg/kg mixed in 100 cc NS/LR/D5W and infused sleevly over 10 minutes; maximun
initial dose 1 gramNEVER administer as an IV bolus
1 Hemorrhagic shock
0 o Every effort should be made to control blood loss. Blood products are the optimal resuscitation fluid. Since |
Ll products are not available prehospital, the goal isrtaintain adequate perfusion with IV fluids and vasopressors
'6 provide rapid transport.
2 o Norepinephrine is the preferred vasopressor in suspected hemorrhagic shock refractory to fluid resuscitation
Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
Effective Date: 6/1/2024 Approved by: Steven Andrews, MD, ERITFAEMS
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TRAUMATIC INJURIES

INCLUSION CriteriRatients with suspected traumatic injuries
EXCLUSION CriterRatients in traumati€ardiac Arrest

OTHERGUIDELINES TO CONSIR&ERay ManagemeniAltered Mental Status Cardiac ArrestDifficulty Breathing Hemorrhage Contrgl
Hypotensionor Shock PainManagement

1 Universal Care Trauma Management
1  Perform Primary Survey
o Circulation:
A Control external hemorrhage
1 Hemorrhage Control
1  SeeHypotensionor Shock
o Airway:
A Assess for patency and open the airway as indicated
A ConsiderSpinalMotion Restriction
A Airway Management
o Breathing:
A Titrate Oxygento lowest level to maintaiPulse Oximetryat 93% or greater
A If respirations ineffective, support ventilation wiag Valve Mask (BVM) Ventilation
o A Cover open chestounds with occlusive dressing and secure on 3 sides
= o Disabilty:
A Evaluate baseline neurological functjability to follow commands
A Evaluate patient responsiveness: Glasgow Coma Scale, AVPU
o Expose:
A Rapid Trauma Survey and evaluation of entire body, including the back
A Keep patient warm; prevent hypothermia
1 Perform Secondary Survey
o Splintingof extremity injuries as indicated
o Follow specific injury management guidelines as detailed in diagram
1 TasercConducted Electrical Weapon (CEW)
o Consider removal of th€EW at the request of Law Enforcement, provided removal from location of dart punct
zone is not contraindicated, s@esercConducted Electrical Weapon (CEW)
1 ConsideDestination Determinationfor trauma
=  ConsiderCardiac Monitoring
E 1 ConsideiwWaveform Capnography
Y ConsidelVV/IO Access
E 0 2 large bore sites preferreilmajor trauma
L T AdministerFluid Bolusc IV/IO in cases of trauma with suspected significant hemorrhage and a systolic blood pressure (
< less tharO0 mmHg (or below the agappropriate lower limit of normal), or when signs or symptoms of shock are presen
Hypotensionor Shock
- 1 For persistent hypotension or signs of shock not responding to fluid resuscitatiohlygegéensionor Shock
<
1  Traumatic hemorrhage; in patients > 18 years old withajor trauma and clinical evidence of marked blood loss, internal
é external, ANDinjury occurred < 3 hours pri&kNDHR > 110 or SBP <®@@Hgconsider, if available[ranexamic Acid (TXA)
<
o
n
L
|_
©)]
=2
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1 Chemical Splash/Burn
o Thoroughly and continuously irrigate affected
eye(s) using copious amounts of saline
instilled through IV tubing or any other mean
HEAD & NECK INJURIES o Start irrigation as soon as possible & continu
1 SpinalMotion Restrictionas indicated during transport
f Prevent further neurologic injury - o ConsideNitrous Oxidefor pain control if no
0 support. oxygenatlon &entilation evidence of penetrating injury
A Avoid Hypgxemla . o ConsidefTetracainel-2 drops in each affecteq
T Mamtam SpQZ _93%98& eyefor paincontrol if not an open globe injury
A Avoid hypgrventllatlon 1 Penetrating Injury/Ruptured Globe
I Mamtam EtCO2 3_,5 4_5 mmHg ) o Observe for signs of penetration: peaked
o Nasal airways are contraindicated in patient pupil, excessive edema of conjunctiva
with significant facial trauma subconjunctival hemorrhage, blood in anteriq
o Ifunable to follow commands revent chamber (hyphemia) or foreign body/impaleg
hypotension |V/IO Fluid Bolu20 mL/kg (all object
ages) to maintain SBP at: DoNOT remove impaled objects
A Agex15 years: 110 mmHg _ Do NOT irrigate eye
A_Age < 15 years: Age appropriate Avoid all pressure on injured eye
o Elevate head of bed 3¢head injury) while May patch injured eye or both eyes based of
maintaining alignment of neck/torso unless patient tolerance
hypotensive o Elevate head of bed 45
f Ifg intracranial pressure (SBP > 200 mmHg, 1 Administer antiemetic medications peKausea
bradycardia, abnormal respiratory pattern, or Vomiting guideline, even if not nausézd
unresponsive, and/or pupillary changes) CHESINJURIES

o Provide BVM Ventilations bilize i led foreian bodi
A Avoid hyperventilation Stal ilize impaled foreign bodies
1 If evidence of open OR sucking chest wound,

Maintain EtCO2 385 mmHg ) !
ConsideiPainManagement apply occlusive dressing or chest seal
1 Initiate Cardiac Monitoring

ConsiderSedationor PainManagement
If unable to maintain SpO2 > 90% with 1 If evidence of tension pneumothorag (breath
supplemental O2 and BVM Ventilations, sounds (unilateral) hypotension, tachycardia,
considerMedication Assisted Airway hypoxia, respiratory distress, JVD, tracheal
_Management (MAAM) deviation) performNeedleDecompression
T ! G2 AR -0XKYS0 &él 2 F BrairN\uhjudy Y | EXTREMITY INJURIES
0 Hypoxia . Control bleeding peHemorrhage Contrglor
0 Hypotensmn_ TourniquetIntentional if severe, uncontrolled
0 Hypoglyce_mlg bleeding
T ;as:;la){rpglr(ﬁnlglzz?unre 1 Splintingas indicated with consideration for
- o . realigning angulated fractures when appropriatg
0 Monitor for periorbital ecchymosis (Racoon and repeat assessment of distal neurovascular
exam after splinting

Eyes), bruising over the mastoid process
(Battle Sign) and/or bloody or clear (CSF) 1 Apply sterile dressing over open fractures
9 Partial Amputation

drainage from nose and/or ears

A If CSHrainage present from nose or ear . . . .
o Splint partial amputated parts in anatomic

position, if possible

apply a 4X4 to collect drainage. Do Nof
o Apply moist sterile dressing over injury

O o0 oo

O o|o|o

attempt to stop drainage and do NOT
place anything into nose or ear.

1 Complete Amputation
BOMINAL/ELW INJURIES ‘ o Cover stump with moist sterile dressing
{ Stabilize impaled foreign bodies o Cover amputated part with moist, sterile
1 Evisceratiorg cover with saline moistened gauze dressing and store in sealed, plastic bag on

1 Pelvic Bindemas indicated for unstable pelvis ang
Hypotensionor Shock

PROLONGED CRUSH INJURIES

1 Do NOT tourniquet extremity to prevent release of toxins

1 Support airway and breathing; crush injuries to the chest are a significant source of respiratory failure and death
1 Support oxygenation & ventilation

0 Oxygento maintain SpO®3%- 98%

o BVM Ventilations as neededo maintain EtCO2 3645 mmHg

o ConsideAirway Management

Initiate Cardiac Monitoring

Initiate IV/I0 Accessvhenever possible prior to extrication

I\V/IO Fluid Bolu9.9% NS at 1000 mL/hour foh®urs; start during extrication or as soon as possible after extrication
Upon release of trapped extremity:

0 Monitor ECG for signs of hyperkalemia (peakeudales, widened QRS)

o If evidence of hyperkalemia, séf/perkalemiaguideline

=

Transport amputated part with patient

=A(=a = =2
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AIRWAY

Airway Obstruction

Bag Valve Mask (BVM) Ventilation

Basic Airway Adjunct OPA

BasicAirway Adjunctc NPA

Capnography (EtC0O?2)

CPAR; Non-Invasive Positive Pressure Vemtiion

Cricothyrotomyc Surgical

Endotracheal Introducer (Bougie)

Endotracheal Intubation

Endotracheal Intubation During Cardiac Arrest

i-gel ®

Orogastric (OG) Tubksertion

Suctioning

Ventilator Management
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AIRWAY OBSTRUCTION

INDICATION%vidence of acute airway obstruction in any aged patient; sudden onset of respiratory distress often without cpughing
wheezing gagging, or strider due foreignbody obstruction of the upper airway

CONTRAINDICATIONM®Ne
OTHER GUIDELINE TO CONSIDERthyrotomyc Surgical

Pediatric<8 Years OldResponsive
1 Determine responsiveness and ability to speak and/or cry
o If unconscious:
A Head tilt/chin lift
0 Suspected €spine injury:
0 Modified jaw thrust
1 Assess degree of airway impairment. Attempt to open mouth and visualize foreign body obstruction, anex@&dit Yf
directly visible.
1 If conscious and able to speak and/or cry:
o 52 y20 AYUGSNFSNB 4AGK LI GASYydQa 2¢y FGGSYLIWGA (2
resumes effective breathing, place patient in recovery position.
o Infantcrying should be strong and effective.
If conscious and unable to speak and/or cry:
0 Infants under 1 year:
A Perform five back blows followed by five chest thrusts.
A REPEAT IF NO DESIRED RESPONSE.
o Children over 1 year:
A Perform five abdominal thrusts with patient standing.
A REPEAT IF NO DESIRED RESPONSE.
Continue with above steps until foreign body becomes expelled, or patient becomes unresponsive (see below).
Monitor for cardiac dysrhythmias and/or respiratory ©ardiac Arrest

EMR

EMT
==

AEMT
= ==

Adult and > 8 Year OldResponsive

1 Determine responsiveness and ability to speak and/or cry
o Ifunconscious:
A Head tilt/chin lift
0 Suspected spine injury:
A Modified jaw thrust
Assess degree of airway impairment. Attempt to open mouth and visualize foreign body obstruction, and ONLY extrad
directly visible.
1 If conscious and able to speak and/oryc
o 52 y20 AYUSNFSNBE 6AGK LI GASYydQa 26y FGGSYLIWGA (2
resumes effective breathing, place patient in the recovery position.
9 If conscious and unable to speak and/or cry:
o Perform five abdominal tlusts with patient standing.
0 REPEAT IF NO DESIRED RESPONSE.
M If visually pregnant or morbidly obese
o Perform five chest thrusts.
0 REPEAT IF NO DESIRED RESPONSE.
Continue with above steps until foreign body becomes expelled, or patient becomesponsive (see below).
Monitor for cardiac dysrhythmias and/or respiratory ©ardiac Arrest

INT
]

PARA

= =
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Pediatric<8 Years OldJnresponsive
1 Start CPR
o 1 Perform tonguegaw lift and attempt to ventilate.
s 1 Visualize airway with laryngoscope and attempt to clear obstruction using forceps and/or suction.
L 1 Open airway and attempt tagentilate.
o If airway remains obstructed, reposition head and attempt ventilation
0 CONTINUED OBSTRUCTION
A Attempt forced ventilation with pediatriBag Valve Mask (BVM) Ventilation
0 CONTINUED OBSTRUCTION
A PARAMEDICEVEIOR HIGHEmtubate and push foreign body into right mainstem bronchus, pull bad
ETT and ventilate left lung.
= 0 CONTINUED OBSTRUCTION
E A PARAMEDICEVEL OR HIGHPRrformCricothyrotomyc Surgical see guideline.
Adult and >8 Years OldJnresponsive
1 Performtonguejaw lift and attempt to ventilate.
1 Visualize airway with laryngoscope and attempt to clear obstruction using forceps and/or suction.
1 Open airway and attempt to ventilate.
— o If airway remains obstructed, reposition head and attempt ventilation.
> 0o CONTINBD OBSTRUCTION:
g A Start CPR
0 CONTINUED OBSTRUCTION:
A Attempt forced ventilation with BVM
0 CONTINUED OBSTRUCTION:
A PARAMEDICEVEL OR HIGHH#Rubate and push foreign body into right mainstem bronchus, pull bag
ETT and ventilate left luny
0 CONTINUED OBSTRUGON:
— A PARAMEDICEVEL OR HIGHPRrformCricothyrotomyc Surgical see guideline.
Z 1 Rapid transport to closest, appropriate facility.
<
o
<
o
n
L
|_
@]
=2
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BAG VALVE MASBRVM)VENTILATION

INDICATION$nadequateventilation, respiratory insufficiency or failure, hypercarbia, or hypoxia unresolved by passive oxygenation (non
rebreather, CPAP)

CONTRAINDICATIONsbility to adequately obtain a seal with mask

OTHER GUIDELINES TO CONSMbERY ManagementDifficulty Breathing Basic Airway Adjunct OPA BasicAirway Adjunctc NPA
Suctioning

1  Gather appropriately sized Bag Valve Mask (BaétMmask
1 Attach BVM to higtilow supplementaOxygen
o 1 If possible, elevate head of bed and place patient in sniffing position utilizing paddiegded
s o Position ear idine with sternal notch
L o Patients face should be parallel to ceiling
A Pediatric(Infants):Head shape and size may necessitate additional padding under shoulders
1 UtilizeBasic Airway Adjunct OPA BasicAirway Adjunctc NPA asclinically indicated
1 Achieve and maintain adequate faoeask seal
0 1Person
= A E/C technique
S 0 2 Person:
L A Bilateral E/C or Thenar techniqueseferred
o Ensureface is pulled into masknd pevent pressing maskto patients face
A If facial hair pevents adequate seakonsider a bead of lubricardround mask
1  Ventilateuntil chest rise iseen (approximately-6mL/kgidealbody weight (BW))
- 1 Average adult tidal volume is 35DOmL
E 1 Consider using a smaller volume BVM to reduce rigkoéssiveidal volume
< 1 Ensure patient is properly suctioned priortentilating
Ventilation Rates
Adult Pediatrics Neonates
Cardiac Arrest6-8 breaths per minute | Cardiac Arrest12-20 breaths per minute | Cardiac Arrest 3:1 compression to ventilation
rate. 120 events/min (90 compressions
[ Perfusion: Titrate to maintain SpO2 >| Perfusion: Titrate t93% as appropriate | interspersed witt80 ventilations)
= o Metabolic Acidosis (or DKA): Increase Bradycardis cardiaf1060 breaths per minutes when
Metabolic Acidosis (or DKA): Increasq ventilation rate to match previous performed without compressions
ventilation rate to matctprevious spontaneous rate and/or previous EtCOZ Begin BVM ventilations within 60 seconds of bif
spontaneous rate and/or previous when, after the initial steps of newborn care, th
EtCO2 baby is still apneic, gasping, or has a heart ratd
< lessthan 100 bpm.
(0
<
o
1 When placedn patients face, a properly sized mask will completely comees and mouth without gaps between mask an
Tl OSd ¢ KS abvérbides & Rk aR yia) dscape during ventilation.
I Toobtain an effectivenask seal, lift jaw into mask. Do not push mimé& patients facePushing the mask into the face will
causetongue fall back into the oropharynx.
& 9 Basic Airway Adjunctshould be utilizedvhen clinically indicated to assist tongue fall back during ventilation.
|C_) 9 Avoid hypeventilation and hypoventilatiomnd utilizeabove ventilation ratesMonitor resgratory effort and enhance
zZ inspiratory efforts with ventilation
A if patient hasncreased respiratory drive withoor quality, attempt to matclpatientQ @spiratory rate when
possible
9  Only ventilate until chest rise is noted.
I BVMuventilation should be a twaescuer skill, wheavailable.
Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
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BASIC AIRWAY ADJUNCIPA

INDICATIONSIinresponsive patients who are unable to maintain their own ainABi{phaveno presentgag reflex.
CONTRAINDICATION&tients with an intact gag reflex a foreign body airway obstruction (AB)

OTHER GUIDELINES TO CONSHDERyY ManagementAltered Mental StatusBag Valve Mask (BVM) Ventilatio€ardiac Arrest
Suctioning

1 If possible, elevate head of bed and place patient in sniffing position utilizing padding, if needed
o Position ear idine with sternal notch
o Patients face should be parallel to ceiling

% A Pediatric(Infants):Head shape and size magcessitate additional padding under shoulders
w 1 Selectan Oropharyngeal Airway (OPA) and measure from the corner of the mouth to tkeafrigw

M Open patients mouth by use of crestfinger/scissor technique

1 Insert OPA upside dowand whenat the back of routh, rotate 180 while advancing until the flange is resting on patients

front teeth

1 Additionally, OPA can be inserted sideways and rotateéda9@dvanced to the back of the oropharynx.

1 RemoveOPA if patient develops gag reflex or additional airwayrimetionsare performed
|_
=
L
|_
>
L
<
|_
<
<
o
<
o
& T In addition to proper airway alignment, a he&iti-chintlift or jaw-thrust mareuver must be maintained while OR*placed
|_
O
Z
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BASIC AIRWAY ADJUNGIPA

INDICATION® 0onscious, semiconscious, or unconscious patients with a compromised airyaigots at risk for developing a compromised
airway

CONTRAINDICATION&tients with a known or suspectdasilar skull fractureor disruption of the midface, nasopharynx, mof of mouth
OTHER GUIDELINES TO CONStDERy ManagementAltered Mental Status Cardiac ArrestSuctioning

1 If possible, elevate head of bed and place patient in sniffing position utilizing padding, if needed
o Position ear idine with sternal notch
o Patients face should be parallel to ceiling
% A Pediatric(Infants):Head shape and size may necessitadditional padding under shoulders
w 1  Select dNasopharyngeahirway (NPA) and measure from the of the nose to the tip of the earlobe
LubricateNPAwith water-soluble lubricant
1 Insert NPA bevel towards septum, advancing posteriorly until flange is restifigre of nostril
o Ifresistance is met, rotate NPide to side and continue advancement
A If unable to advance, remove NPA and attemgsinsertion on other nostril
|_
=
L
|_
>
L
<
|_
<
<
©
<
o
& T In addition to proper airway alignment,teeadtilt -chinlift or jaw-thrust maneuver must be maintained while NPA is placec
|_
O
Z
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CAPNOGRAPHY (EtCO2)

INDICATION®Respiratory distress or difficulty breathing, decreased level of consciousness, advanced airway use, determination @& adequat
CPR/ROSC, monitoring during sedative/benzodiazepine/narcotic administration, need to monitiatme status, or sepsis evaluation.

CONTRAINDICATIONN®Ne
OTHER GUIDELISIED CONSIDER:

Nasal EtCO2:
M Connect capnography tubing to cardiac monitor
x . .
S 1 Place EtCO2 nasal cannula monitor on patient
LU 1 Document initial reading and captureaveform image (when applicable)
1 Monitor patient for changes
Advanced Airway EtCO2:
1  Connect capnography tubing to cardiac monitor and advanced airway or BVM with inline connector
= 1 Document initial reading and waveform:
E o Before placement cadvanced airway, whenever possible
0 After placement of advanced airway
0 After patient transfer or movement (i.e., floor to stretcher, stretcher to ambulance, stretcher to bed)
0 After a change in patient clinical condition
1 If EtCO2 level is zero (0) or absafier placement of an advanced airway, immediately reassess for evidence of airway
displacement.
o If confirmed, remove the airway, ventilate patient, and restart advanced airway proceswiy Managemenis
= critical
E Capnography Waveform:
< 1 Identify appropriate waveform to verify placement of advanced airway and monitor ventilatonysstditpatient
B e
Cag:g;aalphy E* { \ { \ r \ f CPR Assessment 4’5-|
ot — L/ — -Maintain >10 mmHg 0L VW s W B
?:;ig:iia‘ ;; JVL/\/\' ) Sudden increase in EtCO;
E 8. — S“d_deE”T'gg:ase Return of ROSC
= in
-Return of ROSC 45
Decreasing ETCO2 0
-a Perfusion, shock ﬂ
'H_yéﬂ‘/:;?::ﬁn § . W Sudden Loss of Waveform .
T
-ETT disconnected, kinked, dislodgf E
Increasing ETCO2 . or obstructed 8
-Hypoventilation £ -Loss of perfusion u
-& quality of breathing 93 -Cardiac arrest T
< g
D: o
< Loss of Alveolar Plateau Elevating Baseline £
o "Shark Fin" £ _— -Incomplete exhalation é
-Bronchospasm 54 -May indicate asthma, COPD g
-Asthma & — i
-COPD Time
ﬂ 1 Normal EtCO2 range is-35 mmHg
[ T LT daAy3a I %h[[ OFNRALFO Y2yAiG2NE &aStSOG aAyAGALIE AT Sé
% 1 Emesis and secretions can alter the reliability ofshepling line, potentially clogging the cardiac monitor
1 Loss of EtCO2 detection or waveform indicates a potential airway problem and should be immediately investigated
Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
Effective Date: 6/1/2024 Approved by:Steven Andrews, MD, EMA, FAEMS

Aurora South  WI EMS Pre-Hospital Patient Care Guidelines Page 137 of 331



€2 Aurora Health Care' 1. oot 4 aovocatesen
CPAR; NONINVASIVE POSITIVE PRESSURE VENTILA

INDICATION®linical signs of moderate to severe respiratory distress not relived by other interverifioriical respiratory distress, may
initiate CPAP at same time as other interventidPatient must be able to maintain open airway, mask must correctly fitsmeure, and MAP >
65mmHg.

CONTRAINDICATIONR&spiratory arrgt, pneumothorax, tracheostomy, uncontrolled vomiting or excessive secretions, facial
deformity/trauma or problem preventing tigHitting mask.

OTHER GUIDELINES TO CONStbERY ManagemeniDifficulty Breathing

9 Explain procedure to patient
9 Assemble device per manufacturers specificati@snsider
addition of a viral filter.
- 0 Attachsupplemental oxygen per manufacturers
S guidelines.
L o Place capnography via cannula; consider adding
small bead of lube around the mask to create a seal. i
9 Instruct patient on use of device
o Patient must be able to follow commands in ordgy =
to be effective
9 PlaceYl a1 2@SNJ LI G6ASyi(iQa Y2dz
o Instruct patient to slowly inhale through the nose
and exhale through the mouth
E 9 If patient is able to tolerate, secure the mask tightly in place
LU with the head strap
< 1 az2yAld2NI LI GASY(Qa NBaLBYaAaSSAFZRYBAN) 6 56VEa08 ORF & MY NA 6 2
o Titrate 510cm PEEP to achieve desired effect
o If patient is <16 years of age, use 7.5cm PEEP
9 Blood pressure, heart rate, and continuous monitoring of SpO2 and EtCO2 should be documented before administratil
5 minutes of administration, and throughout patient care
9 If respiratory status worsens after initiating treatment:
E o Evaluate patient compliance and, if appropriate, offer verbal coaching and reassurance
— 9  If patient unable to tolerate or if signs of clinickterioration:
o Remove mask and stop procedure
< 1 If CPAP is indicated, but patiemtxiety is limiting CPAP use or patienhot able to tolerate, considéreating anxietyas
o outlined inSedationguidelineto enhance tolerance of the therapy. Sedatives may decrease respiratory drive and preci|
& worsening failve or arrest requiring prompt intubation. Sedatives, when needed, should be administered in small dose
individualized basis
1 CPAP offers the ability to reduce patient work of breathing and improve respiratory gas exchangeyuiileg the risks and
) complications related to the placement of an ETT for acute exacerbations of asthma, COPD, CHF, and pneumonia.
L|'_J 1 Use caution in patients with a poor respiratory drive. If patient is not breathing adequately, begin positive pressilaéores]
@) with a BVM.
< 1  Afilter can be placed between the mask and PEEP valve without the use of a nebulizer as shown in the picture above
with a nebulizer, the medication will be filtered out.
Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
Effective Date: 6/1/2024 Approved by: Steven Andrews, MD, ERITFAEMS

Aurora South  WI EMS Pre-Hospital Patient Care Guidelines Page 138 of 331



€2 Aurora Health Care' 1. oot 4 aovocatesen
CRICOTHYROTOMSURGICAL

INDICATION&ailed airway management when standard airway procedures cannpeiffermed orhave failed in a patient that requires
airway management, has an upper airway obstruction, or unable to adequately oxygenate and ventilate using less invasige( caetiat
intubate, cannot ventilate) If available, Needle cii¢thyrotomy preferred over surgical from 0 to M@ars old.

CONTRAINDICATIONEtients <1 years old, ability to oxygenate and ventilate using less invasive methods, inability to find anatomical
landmalks, or suspected tracheal transection.

OTHER GUIDELINE TO CONSIMaRy Management

1 Place patient supinén the sniffing position and extend the neck slightly
1  Position yourself on the same side of the patient as your dominant hand
1 Using your nordominant hand, identify the cricothyroid membrane with your index finger while stabilizing the larynx be
the thumb and middle finger.
o Do not release the nedominant hand from the neck until procedure is complete
o Cricothyroid membrane is below the thyroid cartilage and above the cricoid cartilage
1 Clean area with alcohol prep -
1 Using a scalpel, make a L, inch incision in the Cricothyrotomy
midline of the neck, extending from the lower edge of Landmarks
the thyroid cartilage to the middle of the cricoid
cartilage
0 Make the depth of the incision sufficient to
extend through the skin and fatty tissue
underneath to expose the cricoicdilage
1  Using the same scalpel, make a horizontal, plunging ¢
through the cricothyroid membrane, into the trachea
< o Cut laterally in one direction
EE o Turn blade 189and cut in the opposite
o direction
1 If needed, remove scalpel and use forefinger to
perform blnt dissection to expand the incision
1 Insert an appropriately sizeédndotracheal Introducer
(Bougie)for the age of the patient and size of the
endotracheal tube through the incision, guiding it inferiorly into the trachea until resistance is met
1  Advance cuffed ETT over thedotracheal Introducer (Bougiaintil the balloon is no longerisible andnflate cuff.
0  Adult: 6.0 mm or smaller
o Pediatric use an appropriate size tube fbole in cricothyroid membrane
1 RemoveEndotracheal Introducer (Bougi@nd attach BVM to ETT
1 Begin gentle BVM ventilations, and confirm placement withveform Capnography
1 Visually inspect chest rise and confirm bilateral breath sounds and absent gastric sounds
1  Monitor patient for bilateral symmetric chest rise and no visible neck ortigsftie distortionis naed
1 Secure ETT in place
1 Continuously monitor for changes in respiratory status during transport and after any patient movement or transfers
1 Monitor for complications (i.e., hemorrhage, dislodgementpanding hematoma to neck). Subcutaneous emphysema mg
occur with inadequate seal
1 In pediatris, the thyroid and cricoid cartilages are higher in the neck and there is less room between the thyroid aid cr
n cartilage The cricothyroid membrane is smaller proportion to an adultf all equipment for a needle cricothyroidotomy is
L availableit is preferred over surgical crithyrotomy up to ages10-12.
'6 1 Needle criothyrotomyis the only option ik 1 year old
pd 1 In pediatrics, the hyoid bone is often theost prominent palpable structure in the neck. The hyoidigher than the thyroid
cartilage Once you palpate the hyoid boreartilageand cricoidcartilage if you are unable to identify the structureand
surgical cricothyroidotomgannotbe performed
Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
Effective Date: 6/1/2024 Approved by: Steven Andrews, MD, ERITFAEMS
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ENDOTRACHEAL INTRODUCER (BOUGIE)

INDICATIONacilitates routine endotracheal intubation as a firpass device, patients where visualization of the gtadipenings difficult or
inadequate despite external laryngeal manipulation and optimal positioning, glottis anterior and difficult to reach eglettiaor other
potential obstruction which prohibits the ETT passing through the vocal cords; any difficult airway (spinal immobilizsgiaced larynx,
distorted airway; adjunct for Cricothyrotomyc Surgical

CONTRAINDICATIONBEe caution when inserting in any patient with knoamnsuspected airway trauma

OTHER GUIDELIBIED CONSIDERirway Obstruction Airway Managemenj Cricothyrotomyc Surgical Endotracheal Intubation
Medication Assisted Airway Management (MAAM)

Standard TwePerson Technique:

1 Identify the epiglottis. To optimize view of vocal cords, bimanual laryngoscopy should be used in place of cricoid presy
BURP.

1 Once an optimal view of the vocal cords is obtginpass the
bougie through the cords

0 Advance the bougie into the trachea wiilp pointing
anteriorly and under the epiglottis.

0 While advancing bougide sure to maintairthe tip in
the midline with an anterior orientation (do not allow
rotation to either side)

o Tracheal ringsnaybe felt when coude tip remains
pointed upright

1  Advance bougie slowly until it lodges in the proximal bronchi.
Use caution not to advance with too much force, as
tracheobronchial trauma can occur

1 Confirm placement of the ETitroducer. Two tactile sensations
suggest correct placement in the trachea:

o0 *A0NI A2y areRINds thelip af D buigé
is advanced over the tracheal rings. The angled tip of
the bougie MUST be oriented anteriorly fmontact
with rings

0 Resstanceto further insertion (hard stop)is
experienced as the bougie advances to between 24
and 40cm from the teeth. The distal tip becomes
lodged in smaller airways and cannot advance

1 If the bougie does not stop advancing, or has been inserted
past 40cmthis suggests esophageal placement

1  Once the bougie is in theacheg advancehe distal end of the
lubricated ETT over the free end of the bougie and into the
trachea, while maintaining placement of laryngoscope

0 Advance the ETT using a SeldiAger technique

A This generally requires an assistant to place the ETT on the proximal end of the introducer. Advanc
over the introducer and into the trachea while maintaining placement of laryngoscope
A If the tube cannot be advanced through the cords, retBT T 90counterclockwise

1  Visualize the tube passing through the cords

o Ifresistance is felt rotatéhe tube 90° clockwise (180° clockwise if tube was rotated counterclockwise to pass t
vocal cords).

0 Stop advancing once the cuff is past the cords

1 Hold the tube firmlyand withdraw the bougie

CGonfirm placement and then remove the laryngoscope

1 Attach EtCO2 and ventilate with a BVI@onfirm tube placement witti/aveform CapnographyAdditionallyconfim by
assessing for bilaterahest riseandbilateral lung sounds.

INT

PARA

=
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CURVED HOLD

One-PersonTechnique

M Preload the ETT with the bougie
0 Curved Hold:

A Preload the lubricated endotracheal tube over the bougie so
that the bougie projects approximately 10 cm from the distal
end of the endotracheal tube

A Form a loop with the endotracheal tube and proximal bougie
and grasp it with the right hand

o0 Straight Hodl:

A Preload the lubricated endotracheal tube on the bougie so tha
the bougie projects approximately 6 to 10 cm from the distal
end of the endotracheal tube and grasp it with the right hand

Insert the laryngoscope into the patient's mouth and attempt to viegathe glottis
Grasp the bougie loaded with the endotracheal tube in the right hand

Insert the distal end of the bougie through the vocal cords and into the trachea
Remove the laryngoscope

Advance the endotracheal tube over the bougie and into the trache

Securely hold the endotracheal tube and withdraw the bougie

Confirm tube placement as noted above

Secure the endotracheal tube

Begin ventilation of the patient

INT

STRAIGHT
HOLD

=a =4 =4 -8 -8 oa e oo

Bougie AidedCricothyrotomyc Surgical
1  After the cricothyroid membrane is incised, advance the bougie caudain
trachea
T / 2YFANY (NI OKSIF LI FOSYSyld gAGK LdhatdLJl
stop
1 Advance a lubricated ETT over the bougie and advance slowly into trachea

PARA

1 Thebougie is &0-to 70-cmflexiblestylet with the distal tibent at a 36degree angle The bend allows thperson intubating
to direct the tip anteriorly under the epiglottis and through the vocal cords, which may not be visible.
1  Endotracheal Introducer (Bougisjzes:
0 Adult: 15 French (external diameter 5 mm)
A ETTsizexk c ®n
o Pediatric:10 French (external diameter approximately 3.3 mm)
A ETTsizek non yR OFy 002YY2RIGS +y 9¢¢ | a avlt
o Neonatal:5 French (external diameter approximately 1.7 mm)
A 9¢¢ w5aArl Sy
1 Lubricant may be applied to the bgie if the ETT is a tight fit. Lubrication allows the ETT to pass over the bougie more ¢
the fit is not tight, lubricant is not recommended, as it can make the bougie difficult to grasp and control.
1  The bougie is difficult to use withyperangulded video laryngoscope blades because the bend required for the introduce
reach the larynx inhibits its advancement into the trachea.
1 Complications from bougie usehile rare, involve mechanical trauma to airway structures. Excessive force while advan
the bougie or the ETT might damage the larynx, trachea, or branches of the airway.

NOTES

Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date8/1/2025
Effective Date: 6/1/2024 Approved by:Steven Andrews, MD, EMA, FAEMS
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ENDOTRACHEAL INTUBATION

INDICATIONSinresponsive patients who are unable to maintain their own airway and have no gag reflex, foreign bodyb#tuagtion
with inability to ventilate by other meansy patients with an intact gag reflex with respiratory failure or inadequate oxygenation or ventilation
not correctable by other intervention®/ledication Assisted Airway Management (MAAM)

CONTRAINDICATIONS®Ipraglottic airwagecured with adequate ventilation and oxygenation
OTHERGUIDELINETO CONSIDERirway Obstruction Medication Assisted Airway Management (MAAM)

ResuscitateBefore You Intubate!

Preintubation Goals:

HR<sSBP
Sp02-> 93% whenevers possibledollowing-preerpatjon for 3rminutes
Plan:
T 1adasaa GKS LI GASY.liQa FANBIE oKSYSOSNI FSIHaAoftsSz t221A
o Is the patent hemodynamically stable, or is there a high risk for post intubation arrest?

INT

Position:

1 Position the patient with their external auditory meatus (ear) on the same horizontal plane as their sternal notch
o Face should be parallel to ceilifmse ofneck should be slightly flexecamp or pad under the upper back
shoulders as needed to achieve proper airway alignment

8 yo in Sniffing Position

Glabefla - Chin Plane

External Auditory Mestus
Suprasternat Notch Plane

Preoxygenate:

1 Preoxygenate the patient to increase oxygen reseatiration >93%vhen possiblefo decreasechance ofdesaturation
1  Administer apneic oxygenation throughoemtire procedurevia nasal cannula at 15 LPM.

Prepare:

PARA

1 Have appropriateequipmentprepared at the patienside
1 Use video laryngoscopif available
1 IF AUTHORIZEDonsidemedication Assisted Airway Management (MAANf)appropriate for patient condition
M If using a stylet:

0 Lubricate stylet with water soluble lubricant

0 Insert styletinto ETT

Bend the tube/stylet to desired shape
A Optimal shape for intubation with dire¢aryngoscopyh & & &tG-iN&-O\dFFKFIE  hackearkl AlO 16¢
the cuff no more than 35
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Prepare (cont.):

1 Mnemonic for tracheal intubation preparatio&TOP MAID
0 S:Suctiong SALAD technique
T:Tools for intubatiorg, (laryngoscopdlades, handledyougie or stylet, and othgureferred devices)
0O: Oxygen source for preoxygenation and ongoing ventilation
P:Positioningg NI YLI GKS LI GASyd G2 I Oted & Hhélevel bfind sterndlyiatch 2 T

o O O

M: Monitors (ECG, SpO2, NIBP, EtCO2

A: Airway(BVM,airwaydeviceJ OPAj-gel, ETTs, syringes, stylets))
I: Intravenous olntraosseoug10) Access

D:Drugs

O O o o

Procedure:

INT
=

Open the mouthusing scissor techniquiopening one handed
{dzOl A2y G(KS LI GASYGHQa FANBIl @& dza Dgcantamidziiai$A2 ADlethaigud & G S R
1 Following oral decontamination, insert the laryngoscope blsidevly until the epiglottis is visualized
0 Curved blade (Mac):
A Advance blade into theallecula
o Straight blade (Miller):
A Advance the blade just under the epiglottis
0 Hyperangulated blade
A Insert midline; view the cordsy placing the blade tip at the base of the tongue in or near the valleculg
Apply forward pressure on the hyoepiglottigdment to expose larynx
1 Maintain suction during insertion of the blade, keeping suction catheter tip in front of laryngoscope blade
Apply gente lifting force,forward and upward, without rotating blade backwaldinimizecontact with teeth
1 To optimize cord view, bimanual laryngoscopy should be used in place of cricoid pressure or BURP

£

=

PARA

g ‘\
s ’ \ “\‘\\ A\

.= Cricoid cartilage

Hyoid bone \ \ . - : w &

Hyoepiglottic
ligament

Tongue

Thyroid cartilage

Az
o s
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1
1

INT

PARA
= == = —a —a -a —a

=

Procedure (cont.):

ETT is inserted from the right side of patients mouth to maximize view and proerdml of the position of the tip of the ET
Place the tracheal tube or bougie through the vocal cords
o Ifusing ETT with stylet:
A Once an optimal view is obtained, pass tube through the right, and below theflisight to the cords
If resistance is felt at glottic opening, rotate tube?@@unterclockwise
The tube must be visualized passing through the cords. Advance tube until the cuff is seen passing
through cords
A If resistance is felfter passing through the corgdeotate the tube90° clockwise
A Once the tube is in place, hold tube fignsindremove stylet
o If using anEndotracheal Introducer (Bougie)
A Once an optimal view is obtained, pass the beubrough the cords.
A Advance the bougiglowly until it lodges in the proximal bronchif bougie does not stop advancing, this
suggestive of esophageal placement
A Advance the lubricated ETT over the bougie without removindahagoscope.
1 If the tube cannot advance through the cords, rotate 86unterclockwise
Visualize the ETT passing through the cords
1 Ifresistance is felt, rotate ETT°3fdockwise (189clockwise if tube was rotated counterclockwi
to pass through vocalords).
A Stop advancing once cuff is through cords
A Hold the ETT firmlgnd removethe bougie.
A Confirm placement, then remove laryngoscope
Note depth of ETT at teeth:
o0 Typical depth: ETT size x 3 (i.e., 7.0mm ETT should have a total depth of 21mm at teeth)
Inflate the ETT with-A0mL of air
Attach\Waveform CapnographandperformBag Valve Mask (BVM) Ventilation
Confirm ETT placement with EtCO2 and bilateral lung sounds with equal chest rise and fall
If airway was contaminated prior to or during intubation, perfoBmctioningas needed
Secure tube with a commercial securirgyite
ConsiderOrogastric (OG) Tubmsertionwith 14 Fr or 16 FOGtube
After two unsuccessfiitndotracheal Intubatiorattempts, insert-gel® (or other supraglottic airwayor beginBag Valve Mas
(BVM) Ventilation
Ensure patient is reoxygenated and vital signs reevalubétdeenattempts
Consider modifying appeech with each subsequent attempt
o Position
o New provider
o Equipment

A
A

>

1

il

NOTES

Bimanual Laryngoscopy:

5dzNAYy3 Ayiddzml a2y +ty aaradaglyd
cartilage
The person intubating guides the assistartand with their right hand to
achieve the bestaryngealview. Have the assistant maintain pressure and
direction once view is achieved -
0 The assistant maintains pressure on the thyroid cartilage in the =
same direction and with same force as guidedt®/person
intubating
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4 Pre-Oxygenate Patient
Nasal cannula on High Flow PLUS one ofdl@wing:
1 Nonrebreather (max flow)
1 CPAP

N 1 BVM Assistedentilations

ASSIGN ROLES
PREPARE YOUR PATIENT

v v

Airway Equipment AIRWAY Patient Preparation
EMRor Higher Paramedic AEMTor Higher

!
/ 1 Primary airway\ /

\_ J I

~

[ ; \ 1 Securement T IVAO access
1 SpO2 monitor i 1 4-lead ECG
9 Continuous BP dewcg ) 1 EtCO2 monitor
1 Suction 1 Bougie/Stylet (if 1 Proper
1 BVM ngeded) , positioning
1 Preoxygenation T Video or direct \ /
\ ] intubation
equipment
1 Medication
preparation, if
\ authorized /
v l v
TIME OUT
RUN CHECKLIST AS TEAM
Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
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INDICATIONE ardiac Arresfrom any cause; respiratory arrest; unconscious patient with inadequate respirations and no gag reflex
CONTRAINDICATIONERg reflex, trismus, limited mouth opening, obstructing ainabgcess or mass
OTHER GUIDELINES TO CONSHD®ERy ManagementAltered Mental StatusBasicAirway Adjuncts Cardiac ArrestSuctioning

9 Select the appropriate sizegel® based on patient weight/size:
i-gel Size Chart
=
i-gel \[€ : . Pt Weight Pt. Weight
L S?ze Suction Size RISl Kilosg Poundgs Sl
Neonate 2-5 kg 4-11 lbs
10 Fr. Infant 5-12 kg 11-25 Ibs PINK RED PURPLE
10 Fr. Small Child 10-25 kg 22-55 lbs YELLOW| WHITE [B=INV]=
10 Fr. Large Child 25-35 kg 55-77 Ibs ORANGE
— 12 Fr. Small Adult 30-60 kg 65-130 Ibs GREEN
S 12 Fr. Medium Adult 50-90 kg 110-200 Ibs
w 12 Fr. Large Adult 90+ kg 200+ Ibs
9 Place head in sniffing position unless head/neck movement is contraindicated
I Remove dentures or removable plates from the mouth before attempting insertion
9 Suction the airway prior to insertion
1 Remove the-gel®from the protective cradle or pack
9 Lubricate the back, sides, and front of the cuff with a thin layer of whaéesed lubricant. Do not obstruct distal opening
- 9  Open the mouth; press down on the chin or perform a jaw thrust
E 9 Insert the devicelownwards and backwards along the hard palate with
< a continuous but gentle push until definitive resistance is felt; the
incisors should be resting on the integral bite block
9 Attach ETCO?2 (if available) tgdl®
1 Attach BVM to-gel®
1 Attempt to ventilate mtient and CONFIRM placement -gfal®:
A Auscultation of bilateral breath sounds
A ETCO?2 verified By/aveform Capnography
E A Little gastric air channel leak; excessive leak means device
= incompletely inserted
9 Ventilate the patient at the appropriate rate for patient size and/or
condition
Connect supplementdbxygenand titrate delivery to lowest level to
maintain pulse oximetry greater than 93%
9  Secure the-gel® with head strap.
A If no head strap available, theget® should be taped from mazilto maxilla. Ensure there is sufficient tension
é hold thei-gel® in place.
E 1 If required, an adequately lubricated and appropriately sized suction catheter may be passed down the gastric chal
not insert suction catheter through gastric channel if
A An excessive air leak through the gastric channel
A Esophageal varices
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If teeth are not properly aligned remove thgél® and reinsert with one size smaller

Be mindful that the seal can take up to 90 seconds tseal; the cuff needs to warm up in order to seal to be effective.
LyAdGArtte + WisSFE1{Q YIFe 6S LINBaSyio I 2yliAydsS (G2 @Syi
9 No gastric channel is present cgel® size 1.0 If Suctioningis needed, suction the oropharynx using a hard or-ipfsuction
catheter along the side of thiegel®.

E ]

Location of bite block

ﬂ Tracheal opening
|_
®)
2
Oesophageal opening
Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
Effective Date: 6/1/2024 Approved by: Steven Andrews, MD, ERITFAEMS
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OROGASTRIC (OG) TUBEERTION

INDICATION®atients with an advanced airway in place (endotracheal tubel,ietc.).
CONTRAINDICATION&tients without an advanced airway in place, known esophageal varices, ingestion of caustic substances
OTHER GUIDELINES TO CONStDERyY Managementi-gel®

9 Determine maximum insertion depth
A Measure the length of the orogastric (OG) tube frta tip of the nose to the earlobe to the midpoint betwee
the xiphoid process and the umbilicus
o A Use tape to mark the insertion depth on the tube
E 9 Lubricate OG tube with watesased lubricant prior to insertion
T Insertion using-gel
A Insertlubricated tube through the gastric port of thegel
A Continue to advance OG tube gently until the appropriate distance (max insertion depth) is reached
|_
=
L
i-gel Size Chart
Suctil:l:u:5 Size Patient Size a I<‘|'\‘rilf::sg|.lt Pti‘,owuz:iht
Neonate 4-11 Ibs
= Infant 11-25 Ibs
E Small Child 22-55 lbs
< Large Child 55-77 lbs
Small Adult 65-130 Ibs
Medium Adult 110-200 lbs
12 Fr. Large Adult 90+ kg 200+ lbs
T Insertion with endotracheal tube
A Passalubricated14 Fr. or 16 Fr. orogastriabe lateral to the endotracheal tube
= A Direct the advancement of the OG through the esophagus
= A Advance the tube until one of the following occurs:
0 The maximum insertion depth has been reached
0 Gastric contents appear in tlgastric tube
0 Relief of gastric distention is obvious
< 9 Confirm placement of the OG by injecting 20 mL of air and auscultating for gurgling/bubbling of air over the stomag
EE A If confirmation is doubtful, remove the tube and repeat the insertion
a I Secure the OQube
9 Connect the OG to low continuous suction{BID mmHg) or if available, low intermittent suction
Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
Effective Date: 6/1/2024 Approved by: Steven Andrews, MEM TP, FAEMS
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SUCTIONING

INDICATIONSny patient who cannot properly protect their airway, or is unable to control their secretions
CONTRAINDICATICNM®NEe

OTHER GUIDELBIEROCEDURES CONSIDERirway ManagementCardiac ArrestMedication Assisted Airway Management (MAAM)
Endotracheal IntubationNausea olomiting, NeonatalResuscitationOverdose or Toxic Exposure

T 9tS@rasS GKS Lilpossifey § Q&8 G2NE2 onc
1  Select appropriate suction device
M Set mechanical suction device to appropriate pressure setting:

o0 Neonates:60-80 mmHg

0 Infants:80-100mmHg

o Children:100-120mmHg

0 Adults:120-150mmHg

1 Preoxygenate the patient
1 Explain the procedure to theatient if they are conscious
1  Suction the patient for brief periods {8 seconds depending on age) while monitofimgathing and oxygenation
o Oropharynx:
A Insert the catheter through the mouth, along the side of the mouth toward the trachea withoufiiger
hole covered (no suction applied)
A Advance the catheter 3 to 4 inches to reach the pharynx
A Once inserted, cover the finger hole with a gloved finger to remove any secretions, blood, or other
substances
A Suction should be applied as catheter is beiripgvrawn
o Nasopharynx:
A Insert the catheter througlone of the naresalong the floor of the asal cavitgyoward the trachea.
A Roll the catheter between your fingers to help advance it. Advance the catheter approximately 5 to
inches to reach the pharynx.
A Orce inserted, cover the finger hole with a gloved finger to remove any secretions, blood, or other
substances
x A Suction should be applied as catheter is being withdrawn
= A Provide supplemental oxygen during intervals between suctioning.
= 1 Do not insert catheter &yond the point of feeling resistance.
1 Maximum suction time unless longeéme is required to achieve airway patency:

0 Adults: 15 seconds
o Pediatrics:10 seconds
o Infants:5 seconds

1  Once airway is clear, considesertionof Basic Airway Adjunctsand provideDxygenwith a rate and device appropriate for
the patient condition

1 If patient is unconscious and/or not breathing, anavithout a gag reflex, perforrdeep oral suctioning using a rigid suction
catheter and a laryngoscope or tongue depressorSoction Assisted Laryngoscopy and Airway Decontamination (SALA
Suction until the airway is patent

1 Reassess airway and maintain airway positioning
o 30°torso elevationvith ear to sternal notch alignment
o If supine, &ce parallel to ceilingith ear to sternal notch alignment
1  Continuously monitor vital signs aftlise Oximetryobserving for improvement or decompensation
CmsiderSuctioningpatient frequently as needetb minimizepotential foraspiration
1  SALAD techniqughould be performedor anyunresponsive patients without a gag reflex prior to intubation.
o Rigid Tip:
A Place the suction catheter the mouth and hypopharynx to decontaminate the airway before insertior|
the laryngoscope
A Place laryngoscopato the airwaywhile suction catheter is deliberately advanced into the opening of t
esophagus to provide continuoaecontamination
A Suction catheter isnaneuvered behind the laryngoscope handle and lodged into the left corner of the
mouth to allow traditional ETplacement from the right corner of the mouth

=
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Suctioning Endotracheal Tube and Stoma

1  Preoxygenatgatient

1 Measure appropriatsuction cathetemusing the distance from the point of entry (ETTStoma) to the suprasternal notch

1 Anticipate coughing: €ep suctioningften causegatients to cough forcefully

1 Insert suction catheter to appropriate depth
— o Paceglovedfinger on thumb porto apply suctionand withdrawslowly
E o Provide discretion must be used regarding depth of suctioning

9  Utilize supplemental oxygen and/or ventilations betwemrctioning attempts

1 Reassess airwand patient response. Continuously monitor vital signs and SpO2 observing for improvement or

decompensation.
Endotracheal tube
N ‘Vocal cords
- - =
=
L
<
o

- 1  If unable to obtain airwapatency despite prolonged suctioning, consider:
= o Endotracheal Intubation
< 1 If unable toobtain airway patency despite suctioniagd endotracheal intubation attempt unsuccessftibnsider:
EE o Cricothyrotomyc Surgical
o
o 1 Infants are typically obligate nasal breathers until about two to six months of age, suctioning of nasal secretions to ren
'6 airway obstruction in these patients caapidly improve respiratory status.
=2
Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
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VENTILATOR MANAGEMENT
. BYOFFICEOFMEDICALDIRECTION |

BYOFFICE OF MEDICAL DIRECTION

INDICATIONSransportation of a patient who requires chronic mechanical ventilation with a patent endotracheal tube or tracheostomy tube
who has a ventilator that is not portable and requires mechanicafilation throughout interfacility transport; patients who fail to adequately
ventilate spontaneously after successful placement of an endotracheal tube by EMS

CONTRAINDICATION®nsion pneumothoraxCardiac Arrest
OTHER GUIDELINES TO CONS#tDERy Management

Abbreviations commonlwsed in this guideline include:
PIP  Peak Inspiratory Pressure cmH20

MAP Mean Airway Pressure cmH20

PEEP Positive End Expiratory Pressure cmH20
pPlat Plateau Pressure

Vte  Exhaled Tidal Volume Milliliters

VE  Minute Volume

Vit Tidal Volume

PATIENT ISLREADY ON A VENTILATOR
1 Verify the following information prior to transport:
o tFGASYyGQa OdaNNByd YSOKFIYyAOFt @GSyGAtl 2N aSdday3aa
A Mode
Tidal volume (Vt)
Rate
Fl02
PEEP
I/E ratio, plateau pressure, and Peak Inspiratory Pressure (PIP)
o Current oxyga saturation
0 Current ETCO2 level
o If ETCO2 not monitored, initiai&aveform Capnography
Document the following information prior to transport:
o Patient's history and current medicatie
0 Baseline breath sounds
o ET tube size, location, depth; trach size
o Current vital sign trends (BP, HR, SpO2, ETCOZ2); recent suctioning; suctioning needs
o ETCO2 waveform
1 Review the current ventilator settings available on the transport ventilator with the Physician and/or Respiratory
Therapist/Nurse
1 Reproduce the ventilator settings on the transport ventilator as best as possible. Review this information prior to getime|
patient's ventilator and replacing with the transport ventilator
1  All monitoring equipment should by placed on the patient by EMS PRIOR to switching patient to the transport ventilatdg
1  Ensure you have enough oxygen to transport to the destination
1 After obtaining all baseline vital signs, transition the patient to the transport ventilator. It may take the patient a fetesir
to adjust to the new ventilator. If needed, provifag Valve Mask (BVM) Ventilatifam several minutes.
1  Once the patient hasuccessfully transitioned to the transport ventilator and is tolerating it well, proceed to transfer the
patient to the EMS stretcher for transportation.
1 Position patient with HOB elevated-3® degrees unless contraindicated
1 Following the transfer of thpatient to the stretcher, conduct a thorough assessment of oxygenation, ventilation, and thg
overall comfort of the patient. Evaluate the adequacy of oxygen levels, the effectiveness of mechanical ventilation, n
that the patient is comfortable ahstable before proceeding with transport

> > > > > >

PARA
]

Paramedics may only adjust FIO2, rate, and volume in Assist Control (AC) mode per state scope of practice
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ADVANCED AIRWAENDOTRACHEAL TUBEgai®) PLACED BY EMS, NOT NORMALLY\EWAILATQR
1  Set ventilator to:

0 Mode:
A Assist Control (AC) Tidal Volume Vt
o Tidal Volume (Vt):
A 6-8 ml/kgbased on ideal body Height | 5 v |52 |54 |56 |58 s 60 |e2 |¢a
weight (IBW
ght ( ) mikg | 57 205 330 360 385 415 a40 470 490
0 Rate: Female
A 12-16/min to attain desired onirs | s | o | w0 | s | es | w0 | w0 | w0 | so
ventilation
A May adjust rateo maintainETC® :::;:: 319 351 383 a15 a7 480 512 544 576
between35-45 mmHg v
O FlQ Male 350 382 414 447 479 511 543 575 608
A Start at 100% i;";g : 364 401 438 a74 511 548 585 622 658
A Mayadjust to maintain SpO2 > 9%
A Goal FiQless than or equal t60% T | w0 ww | e s | ose | s oem | e | 6w

o PEEP:
A Start at5 cm HO
A May adjustto maintain SpO2 > 86 and Fi@less than or equal t60%
0 Plateau Pressure goal less than 35 cihi H
GENERAL VENTILATOR MANAGEMENT

1  All patients requie continuous monitoring of the following throughout transport:

o ECG
o Spo2
o ETCO2

1 Reassesses ventilator settings, patient vital signs, and respiratory compliance every 5 minutes. Reassessment will be
documented on patient care report
1 If alarm onventilator sounds, immediately check the patient. Reasons for alarms include:
o Low battery or insufficient power source:
A Alarm indicates when the ventilator's electrical supply is inadequate
A This issue can be resolved by restoringapgropriate power supply
0 Lowopressure alarm:
A Leak or disconnection
1 Reconnect or tighten connections
A Check cuffed tube for leaks
A Check Oxygen supply
o High pressure alarm:

PARA

A Ventilator uses too much pressure to deliver the tidal volutne to:
A Breathing asychronously or bucking the ventilatar ) )
. . ep . Spontaneous respiratory efforts during
considerSedationBronchospasmsseeDifficulty Breathing  mechanical ventilation:
A Coughing
A Gagging ©
A Biting on ET tube -
9 Consider bite block
 ConsiderSedation ’ TIME
A Secretions in airway that increase the resistance/pressure in
airway- considerSuctioning
A Kinks in ET tube or in the circuit (unkink tube)
A Water inventilator tubing (disconnect the tubing, empty water, reconnect tubing)
A Improper ventilation settings

1  High or low tidal volumes

1 Excessive rate causing breath stacking and auto PEEP
A Alveolar over distention

91 Disconnect the ventilator and allow for a pralged exhalatia

1 Provide BVM ventilations or reconnect the patient to the ventilator as necessary
A Pneumothorax
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f LT dzytrotS G2 ARSydlGATe (GKS OFrdzasS 2F GKS @Sy iGAfl G2Nladrt
and assist respirations withag Valve Mask (BVM) Ventilation
o ConsiderSedationif patient has continued anxiety
o If unable to provide adequate oxygenation/ventilation utilizing ventilator, remove the patient from the ventilatg
beginBVM Ventilation
o If during transport an equipment malfunction occurs, and/or the ventilator is not maintaining adequate respird
compliance, the ventilator will be disconnected from the patient and the Hdimedic will attach a BVM with
supplemental O2 and begi®ag Valve Mask (BVM) Ventilation
1 If acute respiratoy deterioration occurs and obvious cause is not immediately determined, disconnect the patient from
ventilator and begin BVM Ventilations with a siefflating resuscitation bag attached to 100% oxygen.
f tSNF2NY | NF}ILAR LK&&HhxOKtE SEFY FyR OKSO1l T2NJ a5
Displacement of the airway (confirm tube placement with ETCO2)
0 Obstruction of the airway or circuit (try to suction the airway)
0 Assess lung sounds and proviglectioningas needed
o Pneumothorax (monitor for stacked breaths and aptep)
o Equipment or O2 supply malfunction (attach a BVM and eliminate ventilator failure)
1  If ventilation does not improve; ONTACT ONLINE MEDICAL CONfoRfDtther recommendations

PARA
o

Paramedics may only adjust FIO2, rate, and volume in Assist Control (AC) mode per state scope of practice

Upon arrival of the patient at the receiving facility the ED staff and /or RT will verify ventilator settings and assist
with transfer of patient from the transport ventilator to the facility ventilator. The name of the RT/staff, ventilator setindgrintou
of the ETCO2 waveform and patient assessment at the time of handoff at the receiving facility will be documeheegaiient care
report
A Anytime the patient is moved:
0 Have someone maintain control of the ETT to avoid displacement
o Verify and document tube depth and placement with ETCO2
o Confirm breath sounds
A Mechanical ventilation can cause tfalowing: Monitor and assess the patient for:
0o Pneumothorax
Barotrauma (high plateau pressures)
Hypoxemia
Hyperventilation
Hypoventilation
Extubation of endotracheal or tracheostomy tube
A Patients with obstructive lung disease such as asthmaC®BD are more prone to:
0 Breath stacking:

O O O O o

@ A t1GiASyld R2SayQi KF@S Syzdak GAYS G2 384G AN
= A Over inflated lungs can develop a pneumothorax or barotrauma
% A ETCO?2 is usually elevated
A Treatment:
1 Disconnect the patientrom the vent circuit and allow the air to escape
1  Reconnect the circuit and consider decreasing the RR
 ConsiderSedation
0 Breath Stackingimage below shows the ETCO2 waveform baseline insiregwith each successive breath as w
as the plateau waveform. Thisdicatesincomplete exhalation.
0 Auto Peep: 2 50
A Occurs from breath stacking and not allowing a & ;‘g """"""""""""""""""""""
) the air to be exhaled gfg
A Plateau pressures will be increased > 30 cm H: * o —
1 Decreaseespiratory rate
1 Consider inline nebulizer treatment
Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
Effective Date: 6/1/2024 Approved by: Steven Andrews, MD, ERITFAEMS
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AURORA SOUTH WI EMS

GENERAL VENTILATOR
MANAGEMENT

High or Low-Pressure Alarm
Always start at the patient and work your way back to the ventilator

HIGH Pressure

LOW Pressure Alarm

Alarm

Low/Unchanged Plateau Pressure High Plateau Pressure >30 cm H20
(Increased insp flow rate & increased airway (Increased TV with decreased pulmonary
resistance) compliance)

Disconnected
Airway displaced
Airway or cuff leak
Circuit malfunction
Sensitivity setting

= 2 Kinked ET tube
Ventilator malfunction

Mucous plugging/secretions Pulmonary edema
Airway compression Right mainstem placement
Bronchospasm Coughing, gagging, talking
Airway adjunct too narrow Overbreathing or breath stac
Barotrauma/pneumothorax
Sensitivity setting
ARDS (decreased TV, increased PEEP)
Abdominal compartment syndrome
Ascites
Pleural effusion, atelectasis
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ASSESSMENT

Blood Glucose Monitoring

MassCasualtyTriagec S.A.L.T.

Pulse Oximetry

Restraints¢ Physical

StrokeScale
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BLOOD GLUCOSE MONITORING

INDICATIONSltered Mental Status history of diabetes
CONTRAINDICATIONM®DNE
OTHER GUIDELINE TO CONSHyBRglycemiaor HyperglycemiaAltered Mental Status

W Prepare glucose monitoring equipment prior to starting procedure:
0 Glucose monitor
Test strip
Alcohol swab
Lancet
Bandage
o0 Sharps container
Prepare site for capillary blood access, ensuring site is warm prjmcture
Disinfect puncture site with an alcohol swab, cleaning the area thoroughly
Insert test strip into glucose monitor, confirming the monitor is ready for a sample analysis
Remove the safety cap from the lancet, keeping fingers away from the needle en
Place lancet flush against the skin, activating the needle
Properly dispose sharps in an approved sharps container
Massage skin surrounding puncture site to produce a drop of blood, if necessary.
o NOTEpatients on blood thinning medication may have nribdeeding after the puncture due to decreased
coagulopathy. Apply slight direct pressure before bandaging
1 Place the well of the test strip directly on top of the blood sample, at-de3ffee angle. The glucose monitor will wick the
blood sampleandalert when an adequate sample has been collected
T /€Sty FTYR o6FyRF3IS LIGASYGQa alAy
1 Document blood glucose level as appropriate. Readings are measured by milligrams per deciliter (mg/dL)

EMR
O O oo

EMT
= = == == = = —a

AEMT

INT

PARA

9 Typical blood glucose levels in adulimges from 70mg/dk, 120mg/dL
T /2y&aARSNI OFNBAy3 3fdz02aS @Il tdzSa ol asSR 2y LI GASyGQa {

NOTES

Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
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MASS CASUALTY TRIAGEA.L.T.

INDICATIONSor any incident where the number and/or severity of patients exceeds the capabilities of immediately available resources.
CONTRAINDICATIONN®Ne
OTHER GUIDELINE TO CONSID&Rnatic InjuriesHemorrhage ContrglHypotensionor Shock Overdose or Toxic ExposyrBurns

Global Sorting:
1 Patients who can walk should be asked to mtiva designated area and should be assigha&Tpriority for individual
x assessment
S 1 Patientswho remain should be asked to wave or be observed for piefubsnovement and should be assign&@ECOND
L priority
1 Patients observed still or with notable life threatisould be assignelRSPriority.
Assess and Life Saving Interventions:
1  Control major hemorrhage usirgeeding control devices or direptessure that can be maintained by other patients or
bystanders
— 1  Open the airway through positioning or useBxfsic Airway Adjunct OPA BasicAirway Adjunctc NPA For apneigediatric
S patients, consider giagrescue breaths
L T INTERMEDIATEEVEDOR HIGHERConsideMNeedleDecompression
o NOTELifesavingnterventions should only be performed within the providers scope of practice and only if the
equipment is immediately available
Treatment and/or Transport:
1 Prioritize patients for treatment and/or transport based on the following categories:
= 0 (minimal):
E A Mild injuries that are selfimited if not treated and can tolerate delay in care without increased mortali
< 0 (delayed):
A Injuries that requirdreatment and evaluation at a hospital, but such care can be delayed while highe
acuity patients are treated
0 (immediate):
A Inability to follow commands, absent peripheral pulses, respiratory distress, or unconthelfedrrhage
0 (expectant):
A Injuries are likely not survivable given current available resources
— 0 (deceased):
Z A Not breathing aftelifesavinginterventions have been attempted
1 Treatment and/or transporshouldbe provided fo patients first, patients seond, patients third, and
patients last
i Efficient transport of patients may require mixing categories of patients and using alternate forms of transportation
<
o
<
o
U||_|_j 1 S.AL.Tg Sort, Assess, Lifesavimgerventions, Treatment and/or Transport
©)]
bz
Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
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AURORA SOUTH WI EMS
SALT MASS CASUALTY TRIAGE

Walk
Assess third

Step 1 Still/Obvious Life Threat
Global Sorting Assess first

Wave/Purposeful Movement
Assess second

Step 2
Individual Assessment

Minimal

z R R CRAP A t
Life Saving Interventions >RESSEn

C - Commands: obeys or makes ALL YES
purpposeful movements? Minor injuries
R - Respiratory distress: distress only?
absent?

A - Arterial hemorrhage: controlled?

P - Peripheral pulses present?

Deceased Delayed

Likely to survive
given current Immediate
resources?

1. Control major hemorrhage

2. Open airway (child, consider 2 Breathing?
rescue breaths)

3. Tension Pneumothorax

4. Auto-inject antidotes

Expectant
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PULSE OXIMETRY

INDICATIONny patient in whiclvital signs are assessed and/or continuous monitoring of respiratory status is required
CONTRAINDICATION®Ne
OTHER GUIDELBIED CONSIDERirway ManagementCapnography

9  Place sensor on the appropriate site fo
data collection. =
0 Adult: Finger, earlobe, toe,
% forehead
LU 9 Place appropriately sized disposable
sensor on the appropriate site for data
collection:
0 Infant: Finger or toe
0 Neonate: Around the foot
0 Newborn: rightpalmor right
wrist o —
E 9 Allowdeviceto register oxygen saturation level ) j
L 9 Verify reliable reading by observing monitor waveform
and/or comparing manual pulse with rate on pulse
oximetry
0 Factors that may reduce the reliability of pulse —
oximetry reading include: \7 “
A Poor peripheral circulation
(hypovolemic, hypotension,
E ~ hypothermia) . .
] A Excessive pulse oximeter sensor motion
< A Fingernail polish (remove with acetone if available)
A Carbon Monoxide: If suspected or known CO exposure, Sp02 should be considered unreliable adm
High flowOxygen
A Irregular heart rhythms (&ib, SVT, etc.)
A Jaundice
A Placement of blood pressure cuff on same extremity as pulse oximetry probe
i Titrate oxygen to maintain an SPO2 0f-98%. A target level of 882% may be sufficient in a patient with an acute
E exacerbation of chronic obstructive pulmonary disease (COPD) who is chronically hypercapnic.
Pulse oximeter waveform
&
/\_\[\\/\__\/ Mormal signal
é —_——— e — Low perfusion
E =
WM.M MNoise artifact
0 L]
I|-I_J Motion artifact
O
Z
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RESTRAINTIFHYSICAL

INDICATION®atients presenting in a manner that presents an immirtergat of harm to themselves or others AND no less invasive option is
available and/or reasonable

CONTRAINDICATION&tients who are not a threat to themselves or others, or who can be managed with less invasive interventions

OTHER GUIDELINE TO CONSWER:d Mental StatusBehavioral or Psychiatric Emergencjé&dverdose or Toxic ExposurBestraintsc
Chemical

Universal Care
Approach patient in a calm, nethreatening manner, both physically and in your conversation
Minimize external stimulation
Utilize deescalation techniques when needed
The least restrictive means of managing the patient should always be employed first
Reposition BEFORE you restrain! NE¥&Rain a patienin the prone position.
o0 Reposition the pent to ensure their airway and breathing are not restricted before proceeding
Ensure that an adequate number of personnel are present to safely restrain the patient
1 Restrain the patient in a lateral or supine position
o No devices such as a spine boardirgpor otherrestrictive objectshould be placed on top of the patient
1  Soft Restraints:Secure extremities in-@oint or 4point restraints
o Apply soft restraints around the ankles and attempt to restrain lower extremities first
0 Next,applysofNBAGNI Ayda I NRdzyR (GKS LI GASyiQa sgNxadGa |y
A Consider restraining one arm at the side and the other arm up near the head
A Never apply a single restraint o#f@ot restraint only
o Always use a quick release knot when using sofragss
0 Restraints should be secured to roroving parts of the cot
o Elevate the head of the cot 30°
Leather RestraintsSecure all 4 extremities unless ordered otherwise, placed in the order above
Assess neurovascular status upon application and evenyidtes thereafter
1 Handcuffs and Zistrips can ONLY be used by Law Enforcement
o Law Enforcement MUST remain with the patient during transport when these types of restraints are in place
1 If patient is resisting the restraints or attempts to restrain theipat are unsuccessful, request a paramedic unit for possil
Restraints¢ Chemical

= E R

EMR

= =4

1  Whilerestrained, he patientmust ALWAY $e under Supine pt. in 4-point

constant observation by EMS personnel, including: otraln o eirelser One arm up Head
one arm down. 30°

EMT

o Direct visualization of the patient
0 ContinuousCardiac Monitoring Pulse Oximetry
andWaveform Capnographywhen indicated

Document the following on every incident involving the
use of restraints:

o Rationale for restraint use

o Type ofrestraint and location of application

o Time restraint was applied

o Neurovascular status of extremities before and

AEMT
=

INT

after application \ , _
0 Any change in restraint application or ; —— This is the proper
neurovascular rechecks paviojestiana

pt. in 4-pt restraints
on a stretcher.

PARA

NOTES

Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
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STROKE SCALE

TABLE OF CONTENTS

INDICATION®Ratient has signs or symptoms consistent with possible stroke or a Transient Ischemi¢A#ack

CONTRAINDICATION&tients with symptoms that are readily resolved with treatment of hypoglycemia; patients with symptoms secondary

to traumatic injury

OTHER GUIDELINE TO CONSIER:d Mental StatusDizziness or Vertigddypoglycemisor HyperglycemiaSuspected StrokeSyncope

1

EMR

EMT

AEMT

INT

PARA

Assess for possible stroke usingBEST stroke screening tool

BEFAST

BALANCE EYES FACE

SPEECH

TERRIBLE
HEADACHE

H—
-~
» ) g

Sudden loss = Loss of Facelooks Armorleg | Speech
of balance? visionin uneven? weak/ slurred?
one or both hangin
eyes? dowgn? ’ Troub!e
speaking
or seem
confused?

LVO

Large Vessel Occlusion Screening Criteria

ASSESSEMENT

<t/

Thunder clap
headache?

Worst
headache of
your life?

Positive if ANY:

S

1) Ask patient to repeat the phrase:

Mute
Speaking gibberish

Speech  |"You can't teach an old dog new tricks" Trouble speaking or understanding
Changes Trouble following commands
With patient's eyes closed:
N 1) Touch patient's RIGHT hand
2) Touch patient's LEFT hand Patient can only feel touch on ONE side
Neglect |3) Touch patient's R & L hand at the same time
Obvi difficulty looking i directi
0 1) Ask patient to look to the right vious di |c‘u tylooking |‘n one direction
) Both eyes deviate to one side & do not pass
Ocular 2) Ask patient to look to the left .
midline
Deviation
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NOTES

How to perform a stroke exam:

BalanceDid the patient suddenly lose balance or coordinatid&lk patient or have them try to sit up on their own

EyesDoes the patient have sudden blurred or double vision, or loss of vision in one or both dyesikedch eye for sight
Face:Does one side of the face droop?Pave patient smile (face looks uneven suddenly)

IArm: Does one arm drift downward€heck drift and sensation in arms and legs (sudden weakness or numbness)

SpeechAre words slurred? Can the patient repeat a sentence corredth® LJi G2 al & W, 2dz Ol ynatd
trouble speaking or understanding)

Terrible Hea@dche:Does the patient have a headach@®k patient about headache symptoms (sudden onset, worst headache of {

life)

Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025

Effective Date: 6/1/2024 Approved by: SteveAndrews, MD, EMP, FAEMS

Aurora South  WI EMS Pre-Hospital Patient Care Guidelines Page 162 of 331



@2 Aurora Health Care: | wow partof 4 Apvocatereai
CARDIAC

Cardiac Monitoring

12 Lead ECG
Defibrillation

MechanicalCPRDevicec LURS

Synchronized Cardioversion

Transcutaneous Cardiac Pacing (TCP)

Valsalva Maneuver
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CARDIAC MONITORING

INDICATIONS&nyone with signs and/or symptoms of a cardiac or pulmonary complaint, an altered mental atatosmal vital signs, or
routine monitoring at the discretion of the provider

CONTRAINDICATIONN®Ne
OTHER GUIDELINE TO CONSIRDERad ECG

1 Explain procedure tpatient if possible
1 Attach electrodes to monitor leads
- 1 Loosen/remove clothing for electrode placement
s 1 Prepare skin to ensure adhesion of the electrodes and/or pads
w o Clip/shave excess hair
o0 Dry chest if necessary to remove lotion or moisture
1 Attach allavailable leads (8 depending on manufacturer) as RA = Right Arm
follows: LA = Left Arm
RL = Right Leg
o Right arm (RAWhite LL = Left Leg
0 Leftarm (LA)Black
0 Leftleg (LL)Red
0 Right leg (RLEreen R“}' LA
[ 0 Chest (VI)Brown
E A 4hintercostal space, right of sternum
< 1 Ensure ECG cable is not pulling on individual eldes
Turn on cardiac Monitor RL Lt
1 Acquire a six (6) inch copy of the ECG tracing to accompany t
patient to the hospital
1  Document procedure
1 Document interpretation of ECG rhythm
|_
Z
<
©
<
o
it 1 Lead Il is the standard lead used to monitortiit G A Sy 4 Q& 9/ D
'6 1 A3, 4,5 Lead ECG is not sufficient to rule out cardiac ischemia or injuead2CG must be performed
Z
Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
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12LEAD ECG

INDICATION® hestdiscomfortor any other symptoraof potential cardiac origisuch asupper abdominal pain, dyspnea, nausea, diaphoresis,
lightheadednessor syncope bradycardia, tachycardjaand ROS@&roke symptoms

CONTRAINDICATION®Ne

OTHER GUIDELBIED CONSIDERradycardiac Adult (8 Yeas & Older) TachycardiaCardiac ArrestSuspected StrokeDizziness or Vertigo
Chest Pain/Aate Coronary Syndrome (ACS)

12Lead ECG:
Il\llid-clav.icular'line )
9 Position patient in serriecumbent position (preferred) : A"ii!;?;;ﬁfi"ﬁl'ie
9 Prepare cardiac monitor and connect additional leadpdtient cable :l:r::l“’“ / : //A\ :
= 91 Label the EC@rior to obtaining the 123ead to ensure information angle /4
E appears on the acquired tracing b '
T 9ELR &S Sy2dAK 2F (KS LI GASyidQa \ 5
placement Coinge \ T4
0 Shave excess hair /e \
0 Dry skin, removing perspiration with an alcohol prep / 7 comtal \
0 Apply chest leads and extremity leads usingldr@marks margin™
below. Limb leads should be placed distal to the hip and shoulder joints whenever possible
A RA:Right arm, past the shoulder joint
A LA:Left arm, past the shoulder joint
E A RL:Right leg, past the hip joint _—
L A LL:Left leg, past the hip joint TS
< A Vi:4thintercostal space at the right sternal fater C \
A V2:4hintercostal space at the left sternal tuer /}Q“
A V3:Midway between V2 and V4 A\ S5
A v4:5hintercostd space at théeft midclavicular line ‘
A V5:Level with and ridway between V4 and V6 at the N
left anterior axillary line /‘\& 7/ J\/,J‘ \
A V6:Level with M at the left midaxillaryine / \é:/// \Aéd \
9 Instruct patient to remain still and refrain from speaking to minimize For ‘
artifact
E 0 If patientcondition permits, stop ambulance to reduce artifact
= 0O LT LIHGASyd KIra GNBY2NR 2F (KS KIFIyRax LIXIFOS LI GAS
T Acquire 12ead ECG
0 EMT and AEMT should printapyif an ALS unit is responding
i Transmit 12ead ECG tbospital if able and when appropriate to request ECG interpretation
I Repeat procedure as needed to identify trends or changes in condition
RightSided 12L.ead ECQJse for suspected right ventricular infarct
1  Move chest leads (V Leads)right side of chest to mirror standard 12
lead ECG
0 VIR 4t intercostal space at the LEFT sternal border
é 0 V2R 4thintercostalspace at the RIGHT sternalrter ‘
< 0 V3R Midway between VRand VR
o 0 V4R 5hintercostal space at the RIGHT middtalar line
0 VB5R Level with and ridway between VRand V@Rat the
RIGHT anterior axillary line
0 V6R Level with MRat the left midaxillary line
1 Acquire and label righsided 12lead ECG
1 Notify hospital of rightsided12-lead ECG when transmitting
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V4R 12l ead ECGJse for suspected right ventricular infarct
— 1 Move V4 lead to right side of chest to mirror standardlé2d ECG /mf{* - » \\
S 0 V4R Sthintercostal space at the RIGHT midclavicular line AN <))
L 1 Acquire and label righsided V4R 1#ead ECG AL
9 Notify hospital of V4R t2ad ECG when transmitting
|_
=
L
<
Posterior 12L.ead ECQJse for suspected posterior wall infa(@Tdepression V&/2) / \
’ N — ‘
- 1  Move the followingchest leads to the back: / \
Z 0 V4:Left posterior axillary lingevel withV4V6A NowV7 |
o V5:Tip of the left midscapula, in line with VW Now V8
0 V6:Left paraspinal region, in line with V7 & %8NowV9 O®0
. VI1-V3should remain unchanged from tistandard 12ead ECG placement \
1  Acquire and labgbosterior 12lead ECG / \
1 Notify hospital of posterior 1-kead ECG when transmitting / \
- | ‘
o
<
o
T A good baseline is needed to interpret the rhythm. If baseline is poor, repeat the ECG
T t SNF2NXAY3I &SN iddntifyanyBidgesinavawsford Br patienticandition
9 ST Elevation in two or more contiguous leads:
o I, I, aVF = Inferior wall STEMI (likely vessel rightramoartery or left circumflex)
o |,aVL, V5, V6 = Lateral WATEMI (likely vessel left circumflex or left anterior descending branch)
0 V1, V2 = Septal wall STEHMely vessel left anterior descending)
0 V3, V4 = Anterior wall STEMI (likely vessel left anterior descending)
12-Lead ECG Facing Leads:
n
L
= b 85
% A R \;i' /:_ o T ‘ i
LATERAL ' SEPTAL ANTERIOR
i 7 i |
T i ET I L - : A } Vs i d -
INFERIOR LATERAL i SEPTAL LATERAL
i ! i ] i A I ' t
“  INFERIOR “* INFERIOR W ANTERIOR| ¥  |ATERAL
Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
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DEFIBRILLATION

INDICATION®atients in ventricular fibrillation (VF) or pulselesstricular tachycardia (pVT)
CONTRAINDICATION&tient is awake; all other cardiac rhythms
OTHER GUIDELINE TO CONS[DE®Rac Arrest

9 If more than one rescuer is present, rescuer #1 should not stop compressions until the rhythm is analyzed.
1 Remove any medication patches on the chest, wipa¥f residue.
9 If patient is wet and or lying in water, move patient out of standing water and wipe off excess meaipplyedefibrillator pads
per manufacturer recommendations. Use alternate placement when implanted devices occupy preferred pad positions
o
E 9 Turn on the AEDy lifting the lid and/or pressinthe 6lON¢ 6 dzi (i 2 Y @
1 Connect defibrillator cable if necessary.
1  Follow the voice prompts to complete the remaining steps.
0o 9ELRA&S GKS LI GASyidQa OKSaid | yR | LlLiedch pa&as a guide(Antetior
Lateral or AnterioPosterior)
1 Activate AED for analysis of rhythm if notndautomatically
1 When advised by AED, stop compressions and clear the patient for rhythm analysis
0 VerbalizedCLEARand ensure yourself and everyoneoand is not in physical contact with the patiemhile the AED
searches for a shockable rhythm.
1 If 6SHOCK ADVISEBY the AED
0 VerbalizedCLEARand ensure yourself and everyone around is not in physical contact with the patient
o Clearthe oxygenfromthedr G A Sy G Qa FI OS
o Defibrillate by pessngii K SHOCKbutton
o Immediately resume chest compressions and oxygen for 2 minutes until prompted by the AED to allow rhyth
analysis
E o Continue until ALS providers take over or patient improves
w o FollowCardiac Arresguideline
1 LWNOBHOCKADVISEDG & {(GKS ! 95Y
o0 Immediately resume chest compressions for 2 minutes! prompted by the AED to allow rhythm analysis
0 Continue until ALS providers take over or patient improves
o FollowCardiac Arresguideline
ADULT ANTERIOR/LATERAL ADULT ANTERIOR/POSTERIOR PEDIATRIC ANTERIOR/POSTERIOR
=4 ~_—
e @ |8
18 s [ 1}
STERNUM LATERAL BACK FRONT FRONT BACK
|_
=
LLl
< = =
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1 Turn on the defibrillator/monitor.
1 Continue higkguality chest compressions while defibrillator pads are applied.
1 9ELRZAS GKS LI GASYUQa OKAiedorLhtgfaRor AntdtidiPastedioh R4 G2 o+ NB &1
1  Connect the pads to the defibrillator.
1 Verify pulse while compressions are being performed.
E 1  While assessing pulse, pause chest compressions for no longet@hsetonds to check pulse and determine if rhythm is
- shockable.
o If VForpVT is present:
A Resume CPR
A Charge the device to maximum joules while continuing CPR.
1 Pediatric: 2 J/kg initial shockincrease 2 J/kg for each subsequent shock (max of 1®dt@x
energy setting)
A hyOS (i RS&ANBRESR dfySRa 55 yESIINS (eARldANESE F YR S
contact with the patient
T /fSIFEN GKS 2E&3Sy FTNRY G(GKS LI GASyidoa FI0S
A tldz&aS OKSal O2YLINB&a&A2Yy & SHOCRURS FAONRE E I S o8
1  Compressor should hover over the chest and resume compressions and oxygen immediat
shock is delivered
é A Continue until ALS providers take over or patient improves
< A FollowCardiac Arresguideline
a o If anonshockable rhythm is present:
A Immediately resume chest compressions for 2 minutes until prompted for a rhythm analysis
A Continue until ALS providers takeer or patient improves
A FollowCardiac Arresguideline
& 1  The first few minutes ofesuscitation should have manual highality compressions and defibrillation prioritized prior to
= placement of a mechanical CPR device. Placement of the device should be deferred until adequate personnel are av
% avoid compromising highuality @mpressions and early defibrillation.
Initiated: 2/26/2024 Last Review/Revision Date: | Next Review Date: 6/1/2025
Effective Date: 6/1/2024 Approved by:Steven Andrews, MD, EMA, FAEMS
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