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GUIDELINES FOR 

PREHOSPITAL EMERGENCY 

CARE 

IMPORTANT 
These protocols have been developed for the use of EMS services affiliated with St. Anthony’s Medical Center. EMS personnel should 

familiarize themselves with the information that they contain and review it on a regular basis. These protocols were originally written in 

1994 and have been reviewed, modified and updated multiple times since.  The information contained in these protocols has been 

compiled from sources believed to be reliable, and exhaustive efforts have been made to ensure that they are as accurate as possible. Many 

of these protocols contain recommended drug dosages. These dosages are to be used as guidelines. Other references may list 

alternative recommended doses. St. Anthony’s Medical Center has listed specific doses in these protocols to serve as quick and easy 

reminders of information that EMS personnel should have learned elsewhere. This book is not meant to serve as a replacement for 

training, continuing medical education or review of the latest literature. The accuracy and completeness of these protocols cannot 

be guaranteed. Any questions, concerns or comments regarding these protocols should be addressed with the EMS Medical Director. 

EMS personnel may only follow the protocols that are within their scope of practice as dictated by their state licensure. 
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SUBJECT: 

100.01  

OPERATIONS: 

ORIGINAL ISSUE:  1/92 

GENERAL STATEMENT/CLINICAL  

LATEST REVISION:  4/06 

STANDARDS  

APPROVED:__________________ 

__________________________________________________________________ 

1.   Medical and legal responsibilities for operation of the EMS System rest with the Board of Directors of the Medical Center.  The President and Chief Executive Officer has  delegated the authority to direct the EMS System to the EMS Medical Advisor. 

2.   In the absence of the Medical Advisor, the Emergency Department physician     shall be considered as the Alternative Medical Advisor with all of the authority and  responsibility necessary to conduct the daily operations of the EMS System. 

3.   All EMS System personnel must meet the requirements of the EMS Systems as established and be approved by the EMS Medical Advisor. 

4.   Only the EMS Medical Advisor and/or an approved designee, including physicians and Registered Nurses in the Emergency Department, may issue patient care orders to pre- hospital units. 

5.   The Pre-Hospital Treatment Guidelines are to be considered as the standing orders of  the EMS Medical Advisor and are to be adhered to by pre-hospital EMS personnel in the performance of patient care and by Emergency Department personnel in the issuance of radio-telephone patient care orders. 

6.   Affiliated personnel of the St. Anthony’s EMS System may utilize the pre-hospital treatment guidelines when necessary without prior voice contact with Medical Direction as per current Missouri Revised Statutes. 

7.   Protocols are based on current American Heart Association and Basic Trauma Life Support Guidelines. 

8.   All pre-hospital care providers must adhere to the following clinical performance standards to assure each patient receives the highest quality of care, delivered in a consistent and uniform manner: 

a)   Rapid initial assessment to identify and treat life threatening medical or traumatic emergencies through a primary survey. 

b)   Secondary survey to assure that treatments are initiated as indicated and to assess further signs and symptoms. 

c)   Ongoing assessment to determine responses to treatment or changes in patient condition.  
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SUBJECT: 

100.01  

OPERATIONS: 

GENERAL STATEMENT/CLINICAL  

STANDARDS  

__________________________________________________________________ 

d)   Complete documentation on the Patient Care Record as part of the patient’s medical record with accurate and thorough information recorded. 

e)   The correct and necessary equipment in good working order shall be brought to the patient upon arrival so as not to delay treatments that may be necessary. 

f)    Guidelines, as described in this manual, will be followed, without direct communication with the EMS Medical Direction, unless noted on the protocol. 

g)   The patient is delivered to the appropriate facility as directed, in a safe and timely manner. 

h)   Caregivers shall only practice medicine to the level that they have been trained and are actively licensed by the State of Missouri. These protocols may detail skills that lesser-trained providers are not able to perform.  
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SUBJECT: 

100.02  

OPERATIONS: 

ORIGINAL ISSUE:  1/92 

MEDICAL DIRECTION AUTHORITY/ 

LATEST REVISION:  4/06 

ACCESS TO MEDICAL DIRECTION 

APPROVED_____________ 

__________________________________________________________________ 

1.   The EMS Medical Advisor is designated as the final medical authority of the EMS System.  The physician staffing the Emergency Department (the Alternate Medical Advisor) will assume authority in the event that the EMS Medical Advisor is not there.  

2.   Physicians appearing at the scene of an emergency may, after appropriate identification and with the consent of Medical Direction via Radio-telephone communication, assume full medical responsibility for patient care provided that this physician will accompany the patient to the Hospital with the transporting EMS unit.  The physician must also sign the release   form (see Appendix C) accepting ultimate responsibility for total patient care. 

3.   If the physician at the scene will not assume full responsibility for patient care as defined above, the pre-hospital personnel will continue to function and provide care solely under the auspices of the Base Hospital Medical Direction. 

4.   It is strongly recommended that the EMS personnel tactfully decline the services of the physician appearing at the scene, thus avoiding conflicts that could arise in caring for the patient. 

5.   The EMS Medical Advisor and the EMS Coordinator maintain an open door policy to all EMS personnel.   

6.   The continuing education program Medical Director shall review and approve test      instruments within the continuing education program. The continuing education program Medical Director shall review evaluation methods and results of evaluation for the continuing education program. 
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SUBJECT: 

100.03  

ORIGINAL ISSUE  1/92 

OPERATIONS: 

LATEST REVISION   4/06 

REFERRAL PATTERNS 

APPROVED:  ___________   

__________________________________________________________________ 

1.   EMS units in the St. Anthony’s EMS System will honor specific requests for destinations, (Hospitals), from the patient or the patient’s family as allowed by individual EMS agency charters unless the patient’s medical condition dictates otherwise.  Should the responding EMS unit be unable to accomplish the transport, they will stand by until a transport unit selected by the patient is available to the scene and appropriate level personnel of the transporting service have assumed care of the patient. 

2.   Whenever a critical patient presents in the field, Medical Control may order transport of the patient to the Hospital with the shortest estimated time of arrival (ETA from the scene).  The Hospital that the pre-hospital unit is directed to must have the capacity and/or capability of providing the necessary treatment and/or stabilization.  Stabilized patients in need of additional treatment may be transported directly to the tertiary care Hospital on order of Medical Direction.  Destination of the patient shall be determined by transport protocol. 

3.   If a critical patient insists on transport to a hospital other than the closest facility and the patient is determined to be competent (as outlined in section 500.04) to make sound medical decisions, medical control may be contacted for assistance. The patient should be informed that transfer to a more distant hospital might result in death, disability, a delay in treatment or a worsening of the patient’s medical condition.  Should transfer to a more distant hospital be authorized by medical control, careful documentation of the patient’s competency and of the discussion of the risks involved should be included on the EMS report. 
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SUBJECT: 

100.04  

OPERATIONS: DIVERSION  

ORIGINAL ISSUE 

1/92 

LATEST REVISION   4/08 

APPROVED:  _______________ 

__________________________________________________________________ 

This protocol is in accordance with the recommendations of the St. Louis Metropolitan Emergency Transport Oversight Commission’s Community Ambulance Diversion Plan. It will be used at St. Anthony’s Medical Center and has been agreed upon by the other hospitals in the St. Louis Area. 

Diversion of ambulance patients may occur when extenuating circumstances at St. Anthony’s would significantly hinder the delivery of quality medical care.  The essential component(s) of activating ED diversion status relate to capacity and/or capability.  The broad categories that affect capacity and capability include: 

A.   Emergency Department Overload:  High patient census and/or acuity overwhelm ED resources.  This situation may lead to significant delays in patient care and produce an unsafe medical practice environment. 

B.   Specialty Care Limitations:  Mechanical or technical failure of systems essential to care of specific patient populations within the facility.  (This typically applies to lack of X-ray/CT capability and inability to care for trauma patients). 

C.  Disaster Status:  Structural, mechanical or environmental disasters preclude the delivery of patient care. 

The status of St. Anthony’s Emergency Department to receive EMS patients will be given as: 

A. 

OPEN: St. Anthony’s Medical Center is available to receive all EMS patients. 
B. 

DIVERSION: St. Anthony’s Medical Center is experiencing conditions in the  Emergency Department that may significantly hinder patient medical care.  Resources normally utilized for emergency patient care may not be available. Significant delays in providing emergency patient care may occur. 

C. 

CLOSED: The Emergency Department is not available to provide any patient care.  Under no circumstances should patients be brought to St. Anthony’s Medical Center. This condition could occur if, for example, there has been significant structural damage to the Medical Center or there has been a hazardous materials incident. 
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SUBJECT: 

100.04  

OPERATIONS:  DIVERSION __________________________________________________________________ 

Diversion Protocol 
This protocol is in accordance with the recommendations of the St. Louis Metropolitan Emergency Transport Oversight Commission’s Community Ambulance Diversion Plan. It will be used at St. Anthony’s Medical Center and has been agreed upon by the other hospitals in the St. Louis Area. 

•  EMS providers should contact their destination hospital as early as possible to determine  their diversion status. 

•  All St. Louis area hospitals have been assigned a “catchement area” that includes  several nearby hospitals. The catchement area for St. Anthony’s includes: 

SSM St. Joseph’s Hospital of Kirkwood 

Des Peres Hospital 

Jefferson Memorial Hospital (sensitive to EMS department protocol) 

•  All hospitals in St. Louis should be aware of the diversion status of the other hospitals in  their catchement area. 

•  If the destination hospital informs the incoming ambulance crew that it is on diversion, open hospitals in the catchement area will be given. The patient should then be taken instead to the open facility. 

•  If the EMS crew feels that the patient’s condition necessitates a particular hospital they  should speak directly with a physician on duty to discuss the case. 

•  If the second hospital refuses the patient for any reason, the initial hospital contacted  should now accept the patient regardless of their diversion status. This should limit the need to contact multiple hospitals. 

•  If all hospitals in a given catchement area are on diversion, the closest facility should  accept the patient (unless closed). 

•  If a competent patient insists on transfer to a hospital that is on diversion he/she  may be transferred there provided the risks and benefits of such a decision are explained in detail. The patient should be told that the requested hospital is on EMS diversion and is dangerously overloaded with patients. The patient should also be informed that there may be a significant delay in treatment and that resources normally utilized for emergency patient care at the facility may not be available. This should be documented thoroughly on the EMS run report and should be treated as seriously as a refusal of care. 
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OPERATIONS:  DIVERSION 

Points of Emphasis: 

1.   This diversion policy used by St. Anthony’s Medical Center dictates that patients will not 
be diverted due to limited inpatient resources (i.e. ICU or telemetry beds) alone. It is  based on the number of patients currently on campus seeking emergency care, the number  of ambulances en route to the Emergency Department that have already been accepted, the acuity of the patients actively being treated in the Emergency Department, the current wait time, and the available staff. 

2.   When St. Anthony’s is on diversion, EMS personnel with affiliated ambulance services will continue to contact the Medical Center as necessary for pre-hospital orders. 
3.   EMS diversion status closes the ED to new ambulance patients, including patients who request transfer to St. Anthony’s and non-direct admit patients sent to St. Anthony’s at the request of the private physician.  These patients can be initially cared for at other facilities and transferred back to St. Anthony’s when capacity and/or capability issues have been resolved. 
4.   Extremely unstable patients and patients in cardiopulmonary arrest will be managed  on a case-by-case basis following direct phone consultation with a St. Anthony’s ED physician. They will not be automatically accepted solely by the fact that they are critically  ill, however every possible effort will be made to avoid diverting these patients to other facilities.  Only extraordinary circumstances adversely affecting capacity and/or capability at St. Anthony’s will necessitate such diversions. Both the Medical Center and the EMS providers must take the patient’s best interests into account. Diversion status indicates that the ED is currently dangerously overloaded with patients. There will be times that a  seriously ill patient will receive better and faster attention at a more distant facility  that is not on EMS diversion. 

5.   Patients should not be classified as needing the closest medical center based on  chief complaint alone. For example, a stable patient with chest pain may experience a  significant delay in care if brought to a hospital that is on diversion. 

7.   Once an ambulance is on the property of St. Anthony’s Medical Center, Federal Law    (EMTALA) dictates that the ED must now accept the patient (unless the Emergency Department is closed). EMS crews should make every attempt to contact the Medical Center to determine its status prior to arriving at the entrance of the hospital.    

8.   Hospitals should not selectively divert patients while on diversion status. This may occur,  however, for patients with specialized needs beyond that of the hospital’s immediate capability. 
9.   Ambulances may still bring patients to a facility on diversion who have already been  accepted as direct admits, thus bypassing the Emergency Department. 
10. Direct telemetry consultation between the senior ED physician and paramedic is  required when difficult triage and transport decisions arise.  The ED physician may also  need to discuss the situation with the patient and/or guardian.  The goal is to reach a   mutually acceptable transport plan that is in the patient’s best interest. 

** It is the responsibility of the service manager to forward documentation of all patients delivered to a hospital that was on diversion to the physician Medical Advisor to review as part of the ambulance service QI Program. 
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SUBJECT: 

100.05  

OPERATIONS: 

ORIGINAL ISSUE 

1/92 

AIR AMBULANCE UTILIZATION 

LATEST REVISION    4/06 

APPROVED:  _______________ _______________________________________________________________ 

Purpose:  To provide guidelines and protocols for ground ambulance crews to request a scene  response by a helicopter air ambulances. 

1.   The following pre-requisitions must be met prior to requesting helicopter transport assistance: 

a.  Suitable weather conditions exist for the safe operation of the helicopter. 

b.   A Safe landing zone can be prepared. 

2.   The ground ambulance crew may summon helicopter air ambulance when one or more of the following criteria exists:  

a.   Severely injured or acutely ill patients are located in remote or off road areas not readily accessible to ground ambulance. 

b.   Ground resources exhausted (i.e. disaster) 

c.   Prolonged vehicle extrication time is anticipated (20 minutes). 

d.   Special environmental conditions (i.e. extreme cold) are present which affect  potential patient outcome. 

e.   Delayed ground access to hospital (i.e. road, bridge damage, flood, traffic conditions). 

f.    A significant reduction in transport time exists compared to ground transport for seriously injured patient. 
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SUBJECT: 

200.01 

QUALITY IMPROVEMENTS  

ORGINIAL ISSUE 

8/94 

GENERAL STATEMENT 

LATEST REVISION   4/06 

APPROVED:   

Certain cases may be reviewed based on: 

1.   Request of EMS Medical Director. 

2.   Request of EMS crew. 

3.   Request of EMS System Administrator or Supervisor. 

The Medical Director reserves the right to do quarterly QI’s based on certain critiera.  

All surgical crichothyrotomies and failed airways should be reported to the medical director for review. 
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INFECTION CONTROL: 

ORIGINAL ISSUE 

1/92 

INFECTION CONTROL STATEMENT 

LATEST REVISION   4/06 

APPROVED:  _______________ 

3.   Personnel of the St. Anthony’s EMS System must always take precautions with patients  suspected of having a communicable disease.  Those patients with body secretions (blood,  sputum, etc.) who present to EMS personnel warrant using of at least rubber gloves by the EMS personnel and, ideally, gowns, masks, and eye protection.  Disinfectant procedures for ambulance and equipment as per the guidelines of each EMS agency should be strictly followed. Also, communication to the Emergency Department is imperative as early as possible to ensure proper treatment of this patient. 

4.   Patients transported to St. Anthony’s that are diagnosed as having a communicable disease of significant implications will be reported to the EMS Office by the appropriate in-house infection control authority.  The unit or agency that transported the patient will then be contacted by the EMS Office and informed as to the appropriate testing and/or prophylactic procedures that are indicated. 

5.   EMS units affiliated with St. Anthony’s EMS system will be afforded immunizations and medications for prophylaxis against communicable diseases.  The cost for tests and/or treatment will be billed to the EMS personnel’s employer or to the individual.   

6.   Any EMS personnel affiliated with the St. Anthony’s EMS System who are cut or stuck with contaminated needles, IV catheters, etc., will notify the EMS office immediately.  An incident report will be filed and the appropriate testing and/or prophylaxis procedures implemented.  The report form will be kept at the Paramedic Station. (See Appendix H) 
5.  Exposure Hotline:  525-1225 

Each agency develops its own Infection Control Policy as per OSHA regulations. 
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SUBJECT: 

300.02  

INFECTION CONTROL: 

ORIGINAL ISSUE 

1/92 

INFECTION CONTROL PLAN 

LATEST REVISION   4/06 

APPROVED:  _______________ 

I.    Overview 
St. Anthony’s Medical Center Emergency Medical Services written Exposure Control  Plan has been developed to embrace all of OSHA’s Blood-borne Pathogens and  Tuberculosis regulations.  The intent of the plan is to minimize or eliminate the pre- hospital care provider’s exposure to blood-borne pathogens and tuberculosis.  This written Exposure Control Plan will be revised and updated as necessary and shall be reviewed periodically with the EMS Guidelines. 

The Exposure Control Plan includes the following elements: 

1.   An exposure determination statement that states which EMS care providers may  have potential occupational exposure. 

2.   The schedule and method (procedures) to be used to implement all provisions of the  standard. 

3.   The procedure for evaluation of exposure incidents. 

II.   Exposed Job Classifications 
A.  All pre-hospital care providers have potential occupational exposure to blood-borne  pathogens.  The exposure determination has been made without regard to the use of personal protective equipment. 

B.  Occupational exposure means reasonably anticipated skin, eye, mucus membrane or  parenteral contact with blood or other potentially infectious materials that may result from the performance of the prehospital care provider’s duties. 
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300.02  

INFECTION CONTROL: 

INFECTION CONTROL PLAN 

III.  Methods of Compliance 
A.  All Emergency Medical Services should employ safe work practices, followed by  engineering controls, then personal protective equipment (PPE). Engineering controls, in combination with safe work practices that alter the manner in which tasks are performed, are expected to be the primary means of eliminating or minimizing occupational  exposure. PPE is to be used as supplemental protection if there is still a risk of occupational exposure after engineering and work practice controls have been implemented. 
B.  All prehospital care providers are eligible to receive the Hepatitis B vaccine or decline  the vaccine. The availability of this vaccine is further discussed in the Occupational Medicine Services section. 
C.  If a prehospital care provider sustains an occupational exposure, a plan has been  developed to accordingly manage such an exposure. Refer to the Occupational Medicine Services section.  
IV. Standard Precautions 
A.  All prehospital care providers should practice standard precautions.  Standard  precautions apply to all body fluids from all patients.  The intent of standard precautions is to reduce the risk of transmission of microorganisms from both recognized and unrecognized sources of infection. 
V.   Work Practices 
A.  The St. Anthony’s Emergency Medical Services has developed plans and policies that  provide guidelines for prehospital care providers to safely perform their duties. 

B.  Eating, drinking, smoking, applying cosmetics or lip balm, or handling contact lenses is  prohibited in areas where tasks are performed (i.e.: the treatment area of the    ambulance) which place the prehospital care provider at risk of occupational exposure to blood-borne pathogens. 

C.  Additionally, food and drink cannot be stored where blood or other potentially infectious  materials are present (i.e., refrigerator, cabinets, shelves in the ambulance) or in any other areas of possible contamination. 

D.  Procedures should be performed in such a manner to minimize splashing, spraying,  spattering or generating droplets of blood or other potentially infectious materials.  Mouth suctioning is prohibited.
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300.02  

INFECTION CONTROL: 

INFECTION CONTROL PLAN 

VI. Engineering Controls 
A.  The engineering controls can either remove the hazard or isolate the prehospital care  provider from the hazard.  Engineering controls are selected based on information gained from the evaluation of exposure incidents, regulatory agencies, professional organizations and quality assurance activities. 

B.  Types of prehospital engineering controls include: 

1.   Needle boxes, with lids, mounted in the ambulance and portable. 

2.   EPA approved disinfectant. 

3.   Rigid plastic waste containers. 

4.   Dust pan and broom at the ambulance base/firehouse. 

5.   All engineering controls should be examined, maintained, or replaced on a 
regular schedule basis to ensure their effectiveness. 
VII.  Hand Washing 
A.  Prehospital care providers should wash their hands as soon as feasible after removing  gloves or other personal protective equipment and after hand contact with blood or other potentially infectious materials. 

B.  Hands should be washed between all patient contacts; before eating, drinking, smoking,  applying cosmetics and contact lenses and after using the lavatory facilities.  Antiseptic hand cleansers can be used whenever soap and running water is not available,    however, they are not to be used as a substitute for hand washing.  If antiseptic hand cleansers are used, the prehospital care provider should wash their hands with soap and water as soon as feasible. 
VIII. Specimens 
A.  Any specimen that is collected by the prehospital care provider should be kept in a  container with a secure lid that prevents leakage.  Labeling of individual specimen containers with the biohazard label is not necessary during routine collection.  If contamination of the primary container occurs, it must be placed within a secondary leak-proof container (i.e. leak-proof plastic bag).  If a specimen could puncture the primary container, the primary container must be placed within a secondary puncture- proof container.  Secondary containers must be labeled biohazard.
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IX.  Contaminated Needles and Sharps 
A.  Bending, shearing or breaking of needles and other sharps is prohibited.  Used needles  are not to be removed from disposable syringes. 

B.  Recapping of needles is prohibited under typical patient care situations.  In the rare,  unusual situation that recapping of a contaminated needle must be done, it must be accomplished by the use of a mechanical device or the safe, one-handed recapping technique. 

C.  Contaminated disposable sharps must be discarded immediately, or as soon as feasible  in designated containers. 

D.  Sharps disposal containers should be accessible for use both in the ambulance and  portable for use outside the ambulance. 
X.   Personal Protective Equipment 
A.  When possible occupational exposure exists despite engineering and work practice  controls, the EMS Service will furnish the employee, at no cost, the “appropriate personal protective equipment”.  According to OSHA, “appropriate” is defined as: 

“ … it does not permit blood or other potentially infectious materials to pass 

through or reach the employee’s work clothes, street clothes,  

undergarments, skin, eyes, mouth or other mucus membranes under 

normal conditions of use and for the duration of time which the protective 

equipment will be used.” (Federal Register, p. 64177, (3), I) 

B.  Personal protective equipment is to be removed upon completion of the task. 
C.  Personal protective equipment may include, but not necessarily be limited to, the  following listed items: 
1.   Gloves:   Gloves must be worn if there is a reasonable anticipation of hand contact  with mucus membranes, non-intact skin, blood or any body fluid, secretion and excretion, with the exception of sweat, regardless of whether they contain visible blood, when performing vascular assess procedures, and when handling and touching contaminated items or surfaces. 
2.   Disposable gloves are to be changed as soon as practical after contamination, or as  soon as feasible if torn or punctured. 

ST. ANTHONY’S MEDICAL CENTER EMERGENCY MEDICAL SERVICES 

GUIDELINES FOR PREHOSPITAL EMERGENCY CARE 

PAGE 5 OF 17 

SUBJECT: 

300.02  

INFECTION CONTROL: 

INFECTION CONTROL PLAN 

X.   Personal Protective Equipment, cont. 
3.   Hands should be washed as soon as feasible after gloves are removed. 

4.   If Occupational Medicine or the EMS service has certified that a prehospital care 

provider has an allergy to the general gloves provided by the EMS service, the prehospital care provider will be provided with an alternate glove. 

D.  Gowns/Protective Clothing 

1.   The EMS service will provide protective clothing that prevents blood or other  potentially infectious materials from “striking through” and reaching the employee’s skin or personal clothing. 
2.   If the prehospital care provider’s clothing/uniform becomes contaminated, see  Laundry, Page 6. 
E.  Masks/Eye Protection/Face Shields 

1.   Are required if there is a potential for splashing, spraying, or splattering of blood or  other bodily fluids. 
2.   Prescription glasses are acceptable as long as they are equipped with side shields. 

F.   Accessibility 

1.   Appropriate personal protective equipment will be readily accessible to prehospital  providers at no cost to them. The location of PPE shall be known to all prehospital care providers 
G.  Cleaning and Disposal 

1.   Uniforms or clothing contaminated by blood or other potentially infectious materials  are to be removed as soon as feasible. 
2.   All PPE shall be removed as soon as possible after treatment is completed.  Removed disposable PPE must be placed in appropriate designated containers and disposed of appropriately. 
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XI.  Laundry 
A.  All soiled laundry will be considered as potentially contaminated with blood or other  potentially infectious materials.  Prehospital care providers will wear gloves and other appropriate personal protective equipment when handling contaminated laundry.  Contaminated laundry will not be sorted or rinsed in patient care areas, (i.e. ambulance). 

B.  All contaminated uniforms/clothing shall be removed as soon as possible and either  bagged appropriately for later washing or washed immediately. 

C.  Clean linen will be stored separately from contaminated linen. 

XII.  Suggestions for Improvement 
A.  Any prehospital care provider can submit suggestions for additional work practice  controls, engineering controls and personal protective equipment not currently in use or available to their EMS Service manager or St. Anthony’s EMS office.  The EMS Service Manager will consult with Medical Direction to evaluate the suggestion and advise. 
XIII. Communication of Hazards to Prehospital Care Providers 
A.  A fluorescent orange-colored biohazard label should be utilized to distinguish  biohazards, i.e., needleboxes and secondary specimen containers. 
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XIV. Equipment 
A.  Disposable equipment should be used whenever possible or cost effective.  When non- disposable equipment is used and contaminated, it must be decontaminated as soon as feasible with an EPA approved disinfectant. 

B.  Stretchers should be cleaned with an EPA approved disinfectant following transportation  of any infectious or potentially infectious patient. 

C.  Laryngoscope blades must be cleaned to remove patient secretions and then treated  with high-level disinfectant following each patient use. 

D.  Transfer/shipping/servicing of equipment. 

1.   Contaminated reusable equipment must be decontaminated prior to servicing or  shipping unless determined not feasible. 

2.   If not decontaminated, appropriate biohazard labeling and packaging of the portions  of the equipment that are still contaminated must be done prior to servicing or shipping. 
3.   The receiving company will be notified that the equipment is contaminated. 

XV.  Ambulance Cleaning 
A.  Any overtly contaminated surface shall be cleaned as soon as feasible. 
B.  All ambulances and stretchers shall be cleaned on a routine basis, i.e., weekly. 
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XVI. Prehospital Care Provider Education 
A.  Specific information and education about occupational hazards of blood-borne  pathogens, work practices (procedures), engineering controls, required personal protective equipment and prehospital care provider health management will be provided to all prehospital care providers.  This education includes: 
a.   Initial education at the time of employment 

b.   Additional education whenever new or modified tasks or procedures affect the 
prehospital care provider’s occupational exposure  c.   Annual education. 

B.   Education shall be provided by individuals who are knowledgeable in the subject matter,         at no cost to the prehospital care provider, and during regular working hours. A    recommended 15-point educational program includes the following elements: 

1.   Copy of OSHA standard printed in the Federal Register (29 CFR Part 1910.1030,  pages 64175-64182) and an explanation of its contents. 
2.   A general explanation of the epidemiology and symptoms of blood borne diseases. 3.   An explanation of the modes of transmissions of blood-borne diseases. 

4.   An explanation of St. Anthony’s EMS and Emergency Department’s Exposure 
Control Plan and a location of the plan in the Policies and Protocols book.  

5.   An explanation of the appropriate methods for recognizing tasks and other activities 
that may involve exposure to blood or other potential infectious materials.  

6.   An explanation of the use and limitations of methods that will prevent or reduce 
exposure, including appropriate engineering controls, work practices and PPE.  

7.   Information on the types, proper use, location, removal, handling, decontamination, 
and disposal of PPE.  

8.   An explanation of the basis for selecting PPE. 

9.   Information on the Hepatitis B vaccine, including information on its efficacy, safety, 
method of administration, the benefits of being vaccinated, and that the vaccine and vaccination will be offered free of charge. 
10. Information on the appropriate actions to take and the people to contact in an  emergency/exposure involving blood or other potentially infectious materials. 
11. An explanation of the procedure to follow if an exposure incident occurs, including  the method of reporting the incident and the medical follow up which is available. 
12. Information on the Post-Exposure evaluation and follow up that the department is  required to provide to the prehospital care provider following an exposure incident. 
13. An explanation of the signs or labeling symbols used. 

14. An opportunity for interactive questions and answers with the person conducting the 
educational session.  

15. The educator will be knowledgeable about the Exposure Control Plan. 
ST. ANTHONY’S MEDICAL CENTER EMERGENCY MEDICAL SERVICES 

GUIDELINES FOR PREHOSPITAL EMERGENCY CARE 

PAGE 9 OF 17 

SUBJECT: 

300.02  

INFECTION CONTROL: 

INFECTION CONTROL PLAN 

XVII. Education Record keeping 
A.   The EMS Supervisor will maintain all educational records regarding infection control. 

B.   All medical records with regard to the prehospital care provider’s Hepatitis B vaccination status and medical findings will be confidentially maintained by Occupational Medicine. 

XVIII.Responsibility 
A.   It is the responsibility of the EMS Service to ensure that all prehospital care provider’s comply with the Exposure Control Plan. 

XIX. Monitoring 
A.   Monitoring of the prehospital care provider’s compliance and the effectiveness will be conducted by the EMS Service Manager on an ongoing basis.  Methods of monitoring may include: 

1.   OSHA 200 log 

2.   Prehospital care provider exposure reports   3.   Prehospital care provider reports/complaints 4.   Direct observation 

5.   Indirect observation 

6.   Skills validation 

7.   QI reports 

8.   Prehospital care provider evaluations 

B.   Data will be collected and reviewed by the EMS Supervisor and department safety committee (if established) to determine effectiveness. 

C.  Monitoring may identify a need to monitor a procedure, allocate additional supplies or equipment, or provide additional education. 

XX. Non-Compliance 
A.   When monitoring reveals failures of a prehospital care provider to follow the Exposure  Control Plan, the following actions may be taken: 
1.   Remediation and testing. 

2.   Disciplinary actions based on department policy. 
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XXI. Hepatitis B 
A.   Hepatitis B virus (HBV) is potentially life-threatening blood borne pathogen.  The Center for Disease Control estimates that approximately 280,000 individuals are HBV infected each year.  Approximately 8,700 new health care workers contract HBV and about 200 will die as a result.  In addition, those who contract HBV shed  the virus for a period of time ranging from two weeks to three months, while others remain as chronic carriers for an indefinite time.  Individuals who face a significantly higher risk for primary liver cancer which may be fatal, in addition to other forms of liver disease. 

B.   HBV infection is transmitted through exposure to blood and other potentially  infectious body fluids and/or tissues.  Anyone with occupational exposure to blood or body fluids is at risk of contracting the infection. 

C.  The OSHA standard covering blood borne pathogens requires employers to offer the three-injection vaccination series free of charge to all employees who are exposed to blood or other potentially infectious materials as part of their jobs.  EMS providers  may receive vaccinations through Occupational Medicine. 

D.  The Hepatitis vaccination is a noninfectious, recombinantly engineered, yeast-   derived vaccine given in three intramuscular injections in the arm.  Thus, there is no risk of contamination from other blood pathogens or any risk of developing HBV from the vaccine itself.  More than 90% of those vaccinated will develop immunity to the HBV.   To ensure immunity, it is imperative that prehospital care providers receive all three injections at the recommended time intervals.  At this point, it is unclear how long the immunity lasts, so booster shots may be required at some point in the    future.  (Booster shots and antibody screening, if required, will be offered at no cost   to the prehospital care provider.)   The vaccine causes no harm to those who are already immune or those who may be HBV carriers.  Prehospital care providers may opt to have their blood tested for antibodies to determine the need for vaccine; however, this is not required.  Each prehospital care provider will receive counseling from a licensed health care professional in the Unity Occupational Medicine Services Department when the vaccine is offered. 
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XXI. Hepatitis B Cont. 
E.   The HBV should be made available to prehospital care providers at the time of initial employment and within ten working days of patient care responsibilities.  It must be documented if the prehospital care provider has previously received the vaccine series, he/she is immune as evidenced by antibody testing, or the vaccine is  medically contraindicated. 

F.   If the prehospital care provider elects NOT to receive the HBV vaccine upon employment, vaccination remains available upon request at any time. 

G.  Any prehospital care provider who chooses NOT to receive the HBV vaccine must sign a declination statement available through Occupational Medicine. 

XXII. Tuberculosis 
A.   Prehospital care providers may be at risk for exposure to tuberculosis.  Tuberculosis, commonly referred to as TB, is caused by Mycobacterium tuberculosis and is spread through airborne contact.  It commonly affects the lungs, although other areas of the body may be affected.  With proper medication, TB can be effectively treated; untreated TB can lead to debilitating chronic problems and even death.  Therefore, it  is essential for prehospital care providers to recognize those at risk for TB, its clinical presentation, how to protect themselves, and follow up for exposures. 

B.   Risks and Pre-disposing factors for TB: 

1.   Age less than 3 or greater than 65 years of age. 

2.   Chronically ill persons. 

3.   Malnourished persons. 

4.   Immunosuppressed persons (i.e.: AIDS, transplant recipients, chemotherapy). 
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XXII. Tuberculosis Cont. 

C.  Clinical presentation of TB 

1.   Cough, often productive of blood tinged sputum. 

2.   Fever 

3.   Night sweats 

4.   Weight Loss 

5.   Fatigue 

6.   General malaise 

D.  Protective measures with known/suspected patients: 

1.   Standard precautions, in addition to AFB respiratory precautions.  A surgical mask is acceptable for the patient.  When the patient is appropriately  masked, the prehospital care provider is not required to wear any type of mask.  NIOSH-approved N.95 masks must be worn when entering the home of a suspected AFB-infected patient, or if unable to mask patient. 

2.   Consider opening the ambulance windows during transport, weather permitting. 

3.   Notify the receiving hospital for known, confirmed or suspected TB cases. 

E.   Prehospital care providers who suspect they may have transported a TB patient should follow appropriate post exposure procedures as outlined in the Blood-borne Pathogen Post Exposure Follow-up Section XXIV. 
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XXIII.Neisseria Meningitidis Exposure 
Most cases of meningitis are caused by ubiquitous viral and bacterial organisms that cause pathology due to altered host defense mechanisms. As a general rule, these organisms are not highly contagious. The notable exception to this rule is Neisseria Meningitidis. Potential  exposures to this type of meningitis should be reported immediately to the Exposure Hotline at 525-1225. Care providers will be informed of necessary steps to take for evaluation and management.  

A.   Definition of “Significant Exposure”:  A “significant exposure” implies close household or day care contact for non-healthcare providers.  Medical personnel require intimate contact (such as mouth-to-mouth resuscitation, intubation or suctioning of the upper airways).  Being physically present in the patient’s room, without exposure to secretions, does not constitute a significant exposure. 

B.   Post Exposure Procedure:   

1.   Contact the Exposure Hotline (525-1225) and follow immediate instructions. 

2.   Complete and submit the Employee Report of Injury form. 

NOTE:  Post exposure follow-up does not require emergency medical attention.   The minimal incubation period for Neisseria Meningitidis is 48 hours.  Antimicrobial prophylaxis, when indicated, should be given within the first 48 hours. 
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XXIV.  Blood-borne Pathogen Post Exposure Follow Up 
A.   The purpose of the post exposure evaluation is to confidentially evaluate, prophylaxis/treat and immediately follow up all occupational exposures to blood and potentially infectious materials via needle sticks, other sharps injuries, mucus membrane or cutaneous exposures. 

B.   All SAMC affiliated EMS Services will be offered medical follow-up, including immunizations and medications for prophylaxis against communicable diseases.  The cost for testing and/or treatment will be billed to the EMS Service. 

C.  Prehospital care providers who sustain an exposure incident to blood or other potentially infectious materials of another person via “sharps” injury, mucus membrane or cutaneous route must follow the following steps: 

1.   Thoroughly wash the wound or exposed area with soap and water.  If splashed in the eyes, flush with copious amounts of water or saline.  This process will physically remove the contaminant. 

2.   Notify supervisor of occupational exposure according to internal department Policies. 

3.   Complete the Employee Report of Injury Form. This form should be filled out completely with the appropriate descriptive information documented. 

4.   Exposures are considered urgent medical emergencies and the prehospital care provider is urged to follow up as soon as possible preferably within 2 hours.  The CDC recommends this timely follow-up to determine the need for and type of Post-Exposure prophylaxis that may be utilized. 

*During the week between 7:00 a.m. and 5:00 p.m. report to Occupational Medicine Services. 

*Weekends, holidays and after hours, when Occupational Medicine is  closed, the EMS provider should call the Exposure Hotline at 525-1225 as soon as possible.  The prehospital care provider should follow-up with Occupational Medicine Services to ensure the most current recommendations for treatment/prophylaxis are carried out. 
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XXIV.Blood-borne Pathogen Post Exposure Follow Up, cont 
D.  Occupational Medicine Services: 

1.   Will provide counseling prior to testing for HIV or HBV after obtaining written consent from the prehospital care provider. 

2.   Will request that written consent from the source patient for HIV testing be obtained and request subsequent testing for HIV, HBV and HCV be performed. 

3.   After obtaining consent from the source patient, testing will be made available to the exposed prehospital care provider within 48 hours or as soon as possible.  Appropriate treatment/prophylaxis will be provided per    Occupational Medicine Services policies. 

4.   A written opinion from a licensed healthcare worker evaluating the exposure  will be provided to the exposed prehospital care provider within fifteen days after the evaluation is complete.  The content of this evaluation will include the information required per OSHA.  A memo notifying the supervisor of the exposure will also be sent. 
5.   The follow-up investigation form will be started in Occupational Medicine Services and forwarded to the department supervisor for completion. 

6.   All medical records will be kept confidential in the Occupational Medicine Services Department.  This information shall include: name of patient, ARF number, name of prehospital care provider, date and time form was received, whether the patient had a communicable disease, the date of notification of  the prehospital care provider, (if communicable disease present) and other medical facilities/ME office to which the form was transferred. 

7.   Will follow instructions for medical facility as outlined in the Communicable Disease Exposure Report. 
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XXIV. Blood-borne Pathogen Post Exposure Follow Up (Cont.) 

E.   Follow-up for TB exposure 

1.   Follow post exposure follow-up policy, Section XXIV, 2 and 4.  It is not necessary to receive evaluation in the Emergency or Occupational Medicine Departments.  The Employee Report of Injury Form should be forwarded to Occupational Medicine. They will notify Infection Control. 
2.   Infection Control will investigate all TB exposures.  Infection Control will in turn notify Occupational Medicine to contact the prehospital care provider.  Follow-up procedures will be based on the patient’s TB status, ie: known or unknown.  Prehospital care providers will be notified within several weeks dependent on culture results. 

3.   All prehospital care providers should receive a PPD for TB exposure and screening as recommended by the CDC.  A positive PPD will be reported to SAMC Infection Control Department, who in turn will notify the appropriate Public Health Department.  Further treatment/testing will be instituted as deemed necessary. 
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XXV.    References: 
A.   Occupational Safety and Health Administration (Department of Labor).  Occupational Exposure to Blood-borne Pathogens; Final Rule.  Federal Register, 29 CFR Part 1910.1030, December 6, 1991; 56 (235); 64003-64182 

B.   OSHA’s Final Blood-borne Pathogens Standard:  A Special Briefing, AHA, February 1992. 

C.  Missouri Hospital Association’s Blood-borne Pathogens Standards Manual, May 14, 1992. 

D.  Blood-borne Facts, “Hepatitis B Vaccination-Protection for You.”  U.S. Department of Labor, OSHA 

E.   Paramedic Textbook, Sanders 

F.   St. Anthony’s Medical Center Exposure Control Plan 

XXVI.Appendix:  List of Disinfectants 

A.   High level (sporicidal) disinfectants 

1.   Cidex 

2.   Omnicide 

3.   Procide 

4.   These glutaraldehyde products are irritating to eyes, nose and throat; allergic 

dermatitis, asthmas, and epistaxis have been reported.  Work practice and engineering controls such as personal protective equipment, good ventilation and tight fitting lids on containers should be done to prevent these problems.  Additionally, adequate rinsing of the instruments must be done to prevent patient injury. 

B.   Intermediate level disinfectants  

1.    Phenolics, iodophors or chlorine compounds such as Wexide and LpHse. 

ST. ANTHONY’S MEDICAL CENTER EMERGENCY MEDICAL SERVICES 

GUIDELINES FOR PREHOSPITAL EMERGENCY CARE 

TABLE OF CONTENTS 

SECTION  

400 

Support 
400.01 

Medications 

400.02                        Narcotics/Controlled Substances 

400.03  

EMT/Paramedic Clinical Rotations 

400.04  

EMT-B Relicensure Requirements 

400.05  

EMT/Paramedic Relicensure Requirements 

400.06  

Paramedic/R.N. 

400.07  

Paramedic Education Requirements 

ST. ANTHONY’S MEDICAL CENTER EMERGENCY MEDICAL SERVICES 

GUIDELINES FOR PREHOSPITAL EMERGENCY CARE 

PAGE 1 OF 1 

SUBJECT: 

400.01  

SUPPORT: 

ORIGINAL ISSUE 

1/92 

MEDICATIONS 

LATEST REVISION    4/06 

APPROVED:  _______________ 

1.   EMS units of the St. Anthony’s EMS System will check their medication boxes at the beginning of each shift to ascertain that medications are available in the quantities as specified in the St. Anthony’s EMS medication list. 

2.   Expiration dates of medications are to be checked at least once monthly.  

3.   Paramedics are expected to be knowledgeable and familiar with all aspects of the medications carried by their service. For each drug carried, paramedics must know:   

a)   Trade/general name. 

b)   Actions. 

c)   Indications. 

d)   Contraindications. 

e)   Dosage and administration. 

4.   Medications should be stored according to manufacturer’s recommendations. 
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APPROVED:  _______________ 
1.   EMS units of the St. Anthony’s EMS System will keep narcotics and controlled substances in a double locked compartment on the individual units. The key to this compartment will be carried at all times by the paramedic on-duty. 

2.   EMS units of the St. Anthony’s EMS System will check their supply of narcotics and controlled substances at the beginning of each shift. The off-going paramedic and   the on-coming paramedic will check the supply together and both will sign the EMS Controlled Substances Record at that time. The EMS Controlled Substances Record shall be kept on file at the EMS agency for inspection by the appropriate regulatory agency and be available for review by the EMS Medical Advisor. All EMS agencies must perform QI measures on controlled substance and narcotic usage. 

3.   EMS Administrators/Supervisors must submit the EMS Controlled Substances Records to the EMS Medical Director monthly for QI checks. This also includes a copy of the ARF that goes along with each controlled substance or narcotic that was given. 

4.   The paramedic must document the following information on the ARF when narcotics and/or controlled substances are used: 

a)   Name of medication. 

b)   Dosage of medication. 

c)   Patient’s full name. 

d)   Physician ordering the medication, if applicable. 

e)   Name and number of paramedic administering the medication. 

5.   The paramedic must document the complete information on the EMS Controlled Substance Record. This information includes: 

a)   Date. 

b)   Trip ticket number. 

c)   Name of narcotic and/or controlled substance given. 

d)   Dosage given. 

e)   Amount discarded and signature of witness, if applicable. 

f)    Time administered. 

g)   Ordering physician’s signature, if applicable. 

h)   Signatures of both crew members, if no physician’s signature needed. 
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6.   For portions of narcotics/controlled substances not given, the unused portion will be discarded in the presence of both the paramedic and an Emergency Department nurse. Discarded or wasted medication shall be documented on the EMS Controlled Substances Record and signed by both paramedics or a paramedic and an Emergency Department nurse. 

7.   Narcotics and controlled substances used on patient’s transported to St. Anthony’s Medical Center or to any facility by affiliated units of St. Anthony’s EMS System will be re-supplied to the EMS agency by St. Anthony’s Medical Center Pharmacy. The Power of Attorney required to restock narcotics and controlled substances has been delegated to individual members of each EMS agency. 

8.   Each time the controlled substances compartment is opened and/or the tag is removed, documentation should be done on the EMS Controlled Substances Record, even if this causes multiple entries in one day. 

9.   Expiration date of narcotics/controlled substances are to be checked at least once a month. Expired narcotics and controlled substances may be held on the premises of the EMS agency and wasted by either DEA site inspectors, by the inspectors from  the Bureau of EMS, or by an approved off-site contractor. 
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APPROVED:  ____________ 
1.   EMT’s and Paramedics of EMS agencies of the St. Anthony’s EMS System will be afforded clinical rotations in the Emergency Department.  In order to qualify for this opportunity, the EMT or Paramedic must be currently licensed by the State of Missouri and have a copy of the certification on file with the St. Anthony’s EMS Office.  The EMS service shall provide  the EMS office with a copy of the department’s insurance policy, accepting liability for the employee. 

2.   Paramedics shall also be afforded clinical rotations in Surgery/OR.  The paramedic will be provided the opportunity to intubate surgical patients under the direct supervision and at the discretion of anesthesiologist/nurse anesthetist. 

3.   Clinical rotations will be at least four hours in length.  Scheduling for these clinicals is done through the EMS Office.  While performing clinical rotations in the Emergency Department, the EMT or Paramedic will be assigned to a specific nurse-preceptor and will be under that preceptor’s direct supervision. 

4.   The dress code for clinical rotations in the Emergency Department is either the uniform of the EMS agency or the uniform of the paramedic program.  Scrubs will be worn in surgery/Operating Room.  Nametags must be worn at all times. 

5.   The Paramedic is expected to actively participate and assist the staff throughout the shift.  While in the Emergency Department, the Paramedic will be afforded the opportunity to perform or observe the following procedures under the direct supervision of the nurse- preceptor: 

a)   Obtain vital signs and patient history. 

b)  Insert nasogastric tubes. 

c)   Perform suctioning. 

d)  Assist with splinting and immobilization techniques. 

e)   Observe the physician in the insertion of chest tubes, lumbar punctures, cast 
applications, insertion of central lines, pacemakers and other invasive procedures. 
f)   Start intravenous lines; prepare and administer subcutaneous, intradermal,   and/or intramuscular injections; prepare and administer intravenous medications. Perform cardiopulmonary resuscitation, defibrillation and cardioversion on order  of the physician. 
g)  Assist in general procedures and activities within the above guidelines. 
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6.   It is the responsibility of the EMT or Paramedic to obtain documentation of the date and   times of the clinical as well as an evaluation of his/her performance during the clinical  rotation.  The EMT or Paramedic should provide an EMT/Paramedic CEU Evaluation form to the Nurse/preceptor.  The evaluation form will be forwarded to the EMS office and kept on   file for documentation of clinical hours and performance.  (See Appendix E) 

7.   Paramedic clinical rotations are the ultimate responsibility of and fall under the direct authority of the EMS Medical Advisor.  During clinical rotations, EMT’s and Paramedics will adhere to St. Anthony’s policies and conform to the supervision and authority of Emergency Department nursing, physician, and St. Anthony’s supervisory personnel. 
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EMT-B RELICENSURE  

LATEST REVISION   4/06 

REQUIREMENTS 

APPROVED:  ____________ 

•  EMT- Basics need to hold a valid license that meets the State’s core requirements for  EMT - Basic. 
•  EMT - Basics need to follow the State’s re-licensure guidelines.  

•  EMT-Basics are responsible for maintaining all continuing education records. 
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LATEST REVISION  4/06 

EMT/PARAMEDIC RELICENSURE   

APPROVED:  __________ 

REQUIREMENTS 

•  Paramedics need to hold a valid license that meets the State’s core requirements for  Paramedic. 
•  Paramedics need to follow the State’s re-licensure guidelines.  

•  Paramedics are responsible for maintaining all continuing education records. 
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APPROVED:___________ 

NURSES 

Paramedics who have pursued and received their license as registered nurses should be commended for striving to improve their knowledge, skills and quality of patient care.  While an employee of an affiliated ambulance service, the EMT-P/R.N. must function within the following guidelines: 

1.   Paramedics and EMT-B’s will retain current EMT-B/EMT-P state licensure per requirements of the State of Missouri and St. Anthony’s. 

2.   Pre-hospital care providers will meet or exceed the employment criteria of their individual EMS service. 

3.   Pre-hospital care providers who are also licensed as RN’s will limit their pre-hospital practices within the scope of standard, acceptable paramedic education. 

4.   Extended privileges for more aggressive or invasive care will not be extended to those paramedics with additional nursing education. 
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SUPPORT: 

LATEST REVISION  12/06 

PARAMEDIC EDUCATION REQUIREMENTS 

APPROVED:  __________ 

Overview 
It is imperative for the paramedic to rapidly identify and appropriately treat traumatic, cardiac and pediatric emergencies.  Therefore, as an element of quality improvement, paramedics affiliated with St. Anthony’s must meet the following advanced education requirements: 

1.   Current Advanced Cardiac Life Support (ACLS) status. 

2.   Continuing education as required by the state of Missouri and/or approved by Medical Direction.  

3.   Strongly recommended current Basic Trauma Life Support (BTLS) or Pre-hospital Trauma Life Support (PHTLS) and Pediatric Advanced Life support (PALS) status. 

4.   Strongly recommended participation in an invasive skills course/laboratory session. 

5.   Paramedics will be involved in Quality Improvement and actively participate in QI programs and focused studies. 
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LATEST REVISION  4/06 

RADIO COMMUNICATION    

APPROVED:  __________ 

1.   While en route, EMS units should contact the hospital to give a patient report and to request any necessary orders. EMS units do not have to contact St. Anthony’s Medical Center if the patient is being transported to another facility.  If given orders by another facility, the crew should ensure that they follow their approved medical protocols. EMS units should avoid contacting multiple hospitals while en route,  unless they have been diverted.  EMS units should only receive orders from one facility during transport. 

2.   Communication of patient information for all patients will be in the following format: 

a.   Age, sex, weight. 

b.   Chief complaint or mechanism of injury. 

c.   Concise history of present illness. 

d.   Past pertinent medical history. 

e.   Current medications. 

f.    Allergies. 

g.   Vital signs and EKG interpretation. 

h.   Findings of physical examination. 

i.    Treatment rendered/request for orders/response to treatment. 

j.    ETA to Hospital. 

k.   Updates on patient condition as warranted. 

3.   Contact with St. Anthony’s may be made using the following methods: 

a.   Dedicated EMS phone lines:  525-4357 and 842-3114 (Red Phone). 

b.   MED 5 - Primary St. Anthony’s frequency. 

c.   MED 3 - Secondary St. Anthony’s frequency. 

d.   MED 2 - To be used if MED 5 and MED 3 are busy. 

e.   MED 8 - This is an itinerant frequency for any EMS unit. 

f.    HEAR System 
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4.   When treating a patient at a location where telephone contact is available,    telephone communication is preferable to radio communication. 

5.   An EMS Telemetry Log will be kept at the Telemetry Desk to record all EMS calls and a “Run Number” will be assigned on all calls.  The run number should then be recorded in the narrative section of the ambulance report. 

6.   After report is given to the Base Hospital, the R.N. or M.D. will give pre-hospital orders and then assign a Run Number to the call.  This Run Number should be recorded on the “trip ticket” and on the EMS Telemetry Log. 
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MISSOURI AMBULANCE REPORTING 

APPROVED:__________ 

FORM (ARF)   

Overview 
Complete, thorough, accurate and legible information must be documented on all   patients on the Missouri Ambulance Reporting Form (ARF).  In general, all boxes/spaces on the ARF form must be filled in.  Boxes should be circled rather than X’d or v’d.  

Some specific points of importance follow: 

1.   A Revised Trauma Score, RTS, must be completed on ALL patients. 

2.   ALL times must be completed. 

3.   All boxes must be circled. 

4.   The St. Anthony’s Medical Center ALS Run Number should be recorded on the ARF. 

5.   The “narrative” section should be completed on all patients, including refusals of   care.  Criteria in the documentation includes:  age, sex of patient, chief complaint/mechanism of injury, history of the present injury or illness, significant past medical history, medications, allergies, physical examination findings with vital signs, pertinent negatives, EKG interpretation if patient monitored, SaO2  reading if pulse oximeter applied, treatment performed in the field, response to treatment and condition en-route to the hospital. 

Mnemonics such as those listed below may be helpful in many situations: 

P    provokes 

S  

symptoms (associated) 

P    palliates 

A 

allergies 

Q   quality  

M 

medication 

R   region   

P 

past history 

R   radiation 

L 

last oral intake/last menstrual period 

S    severity 

E  

events leading up to  

T    timing 

Either "SOAP" (Subjective, Objective, Assessment, Plan) or "CHART" (Chief Complaint, History, Assessment, Rx - Treatment, Times) formats may be used for documentation in the narrative section.  While no specific format is required, it is highly recommended that the EMT or paramedic choose one format and consistently follow it for thorough documentation. 
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. 

6.   When cardiac monitoring is performed, a ten second EKG should be attached to the 

ARF and an appropriate sample provided to the ED Staff. 

7.   The completed ARF should be presented to the Emergency Department nurse or physician caring for the patient. 

8.   EMS personnel should remember that the ARF is a legal document and a permanent component of the patient’s chart. 

9.   Remember, the most common error in documentation is OMISSION of patient or treatment information. 

IF IT IS NOT DOCUMENTED, IT WAS NOT  DONE. 
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TRAUMA DOCUMENTATION 

LATEST REVISION 4/06 

APPROVED:____________ _____________________________________________________________________ 

1.   The Trauma Service requires a Paramedic Report to the Emergency Department Physician and Trauma Resuscitation Nurse upon arrival of the trauma patient into    the Trauma Resuscitation Room.  Proper documentation of the care and assessment of the trauma patient is essential for the continued care of the patient and necessary for record keeping in the Trauma Registry.  The following information must be included:  
a.   Time and mechanism of injury. 

b.   Position in vehicle 

c.   BLS and ALS care given to the patient at the scene. 
d.   Vital signs obtained by the Paramedic, including initial vital signs and subsequent vital signs. 
e.   GCS 
f.    Sizes and locations of IV lines. 
g.   Amount and type of fluid infused. 
h.   Estimated blood loss. 
i.    Patient’s trauma score. 
j.    Information regarding damage to the vehicle. 
k.   Appearance at the scene and other victims involved. 
l.    Past pertinent medical history, including medications and allergies, if available. 
m.  ARF must be legible. 
n.   Safety elements: lap, belt, shoulder restraint, air bag, helmet, car seat, etc. 
o.   Time of arrest, if known 
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REFUSAL OF TREATMENT  

LATEST REVISION  10/06 

APPROVED:____________ _____________________________________________________________________    Overview 
Competent adults have the right to refuse treatment even if refusing care poses a threat  to their life.  Competent adults are interpreted as:  at least 18 years of age, of sound    mind and capable of making appropriate decisions.  Minors, unconscious patients, mentally impaired persons, suicidal patients, or persons with diminished capacity for any reason may NOT refuse treatment. A Minor is defined as a person less than 18 years of age. Persons under age 18 may make health care decisions for themselves if they are lawfully married or are the parent or legal custodian of a child (regardless of marital status). Parents or legal guardians under age 18 may also make health care decisions   for the children in their legal custody. All patients refusing medical care must be of sound mind and capable of making appropriate decisions as described above, regardless of  their age. 

If the patient is determined to be competent to refuse treatment, the following procedure and documentation should be performed. 

Assess patient and document: 

A.   Mechanism of injury/chief complaint. B.   All complaints examined. 

C.  Physical exam findings. 

D.  Full set of vital signs. 

E.   Pertinent negatives. 

F.   Past history. 

G.  Medications. 

H.  Treatment rendered. 

1.   Explain to the patient and document education statement(s) on ARF (i.e.: need for treatment, benefit of treatment, and risks of refusing treatment). 

2.   Document patient refusal statement(s) in ARF, using patient’s own words whenever possible. 

3.   Assess for comprehension of risks of refusing patient and document these comprehension statement(s) using patient’s own words whenever possible in the ARF. 

4.   Document the patient’s reason for refusal. 

5.   Document the patient’s disposition. 

6.   Have the patient and a witness sign the refusal of care form.  See Appendix D.  

Services may use appropriate alternate forms as approved by their individual agencies. 

7.   Advise the patient to seek treatment on their own at the Emergency Room or follow up with their Primary Care Physician. 
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8.   If there is any doubt as to the competency/capacity of the patient, the patient should be treated and transported to the hospital. Emergency personnel, however, should not jeopardize their own safety. The assistance of Law Enforcement should be requested if the patient is to be treated against his/her will. If police refuse to assist with the transport of an uncooperative and incompetent patient, Medical Control should be contacted and the details of the incident and the names of the officers involved should be well documented. 

9.   Medical Direction may be consulted at any time concerning refusal of treatment.  10. If patient care is initiated (by placing hands on patient), a physical exam should be 

performed, as well as vital signs taken. This information must be documented on the ARF. 

11. In such cases that a medication is given and the patient refuses transport to the ER (i.e.: hypoglycemia-D50 given), Medical Control must be contacted before patient care is terminated and refusal is signed. 

12. Advising a patient that EMS transport is not indicated should be done with caution. Paramedics should always recommend EMS transport if there is any doubt as to the severity of the patient’s condition. 
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Overview  

To standardize the language used in documentation and to avoid confusion over the meaning of certain abbreviations, only the following abbreviations should be used by the EMS crews: 

A 

a 

before 

abd 

abdomen, abdominal 

ALS 

advanced life support 

am 

before noon 

AMA     

against medical advice 

amb 

ambulatory 

amp 

ampule 

AMI 

acute myocardial infarction 

amt 

amount 

approx  

approximately 

A&O     

alert and oriented 

ASA 

aspirin 

ASHD   

arteriosclerotic heart disease 

asys     

asystole 

a-flut     

atrial flutter 

A-fib     

artrial fibrillation 

ausc     

auscultation 

AV  

atrioventricular 

avg 

average 

ax 

axillary 

B  B/B 

backboard 

BBB 

bundle branch block 

bid 

twice a day 

bilat 

bilateral 

Bicarb   

sodium bicarbonate 

BLS 

basic life support 

BM 

bowel movement 

BOW    

bag of water 

BP 

blood pressure 

brachy  

brachial 

brady    

bradycardia, bradycardic 

B/M 

black male 

B/F 

back female
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c 

with 

C 

centigrade 

C-1, etc 

cervical vertebrae 

CA 

cancer 

Ca++    

calcium 

CaCl     

calcium chloride 

CA&O   

conscious, alert, and oriented 

cap 

capsule 

CC 

chief complaint 

cc 

cubic centimeter 

C-collar 

cervical collar 

CHB     

complete heart block 

CHF     

congestive heart failure 

cm 

centimeter 

CNS     

central nervous system 

c/o 

complains of 

CO 

carbon monoxide 

CO2     

carbon dioxide 

cons     

conscious, consciousness 

COPD  

chronic obstructive pulmonary disease 

CPR     

cardiopulmonary resuscitation 

CSF 

cerebrospinal fluid 

CVA     

cerebrovascular accident 

D    D5W 

5% dextrose in water 

DC, Dc’d 

discontinued 

defib     

defibrillated 

disloc    

dislocated 

DM 

diabetes mellitus 

DKA     

diabetic ketoacidosis 

DOA     

dead on arrival 

Dr. 

doctor 

drsg 

dressing 

Dx 

diagnosis 
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ea 

each 

ECC     

external cardiac compression 

ED 

emergency department 

EENT   

eyes, ears, nose and throat 

EKG, ECG 

electrocardiograph 

EMS     

emergency medical service 

EMT-B  

emergency medical technician-basic 

EMT-P  

emergency medical technician-paramedic 

EOA     

esophageal obturator airway 

Epi 

epinephrine 

est 

estimated 

et., +, & 

and 

ER 

Emergency Room 

ET 

endotracheal, endotracheal tube 

ETOH   

alcohol, ethanol, alcoholic beverage 

exp 

expiratory 

ext 

external 

F  F 

Fahrenheit 

FB 

foreign body 

FD 

fire department 

FH 

family history 

FHT 

fetal heart tones 

freq 

frequent 

Fx 

fracture, fractured 

G  g/ga 

gauge 

GI 

gastrointestinal 

Gm or gm 

gram 

gr 

grain 

gtt, gtts 

drop, drops 

GSW    

gun shot wound 

gyn 

gynecologic 
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H     H&P     

history & physical 

HA 

headache 

HB 

heart block 

HEAR   

hospital emergency area radio 

HIV 

human immunodeficiency virus 

HPI 

history of present illness 

h/o  

history of 

HR 

heart rate 

hr/h 

hour 

h.s. 

at bedtime 

HS 

heart sounds 

Hx 

history 

H2O     

water 

I   ICP 

intracranial pressure 

ICU 

intensive care unit 

IM 

intramuscular 

info 

information 

IV 

intravenous 

IVP 

intravenous push 

IVPG    

intravenous piggyback 

J  JVD 

jugular vein distention 

K  K+ 

potassium 

KED     

kendrick extrication device 

kg 

kilogram 

KVO     

keep vein open 
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L  

Ll, etc   

lumbar vertebrae 

LBBB    

left bundle branch block 

LLL 

left lower lobe 

Lt, L 

left 

l 

liter 

lac 

laceration(s) 

lb 

pound 

lg 

large 

LLQ 

lower left quadrant 

l/min     

liters per minute 

LMP     

last menstrual period 

LOC     

loss of consciousness 

loc 

level of consciousness 

LS 

lung sounds 

LSV 

life support vehicle 

LUQ     

left upper quadrant 

M   macro   

macrodrip 

max 

maximum 

mcg/ug 

microgram 

M.D.     

doctor of medicine 

med(s)  

medication 

MEMT  

mobile emergency medical technician 

mEq     

milliequivalent 

mg 

milligram 

MI 

myocardial infarction 

micro    

microdrip 

min 

minute 

ml 

milliliter 

mm 

millimeters 

MS 

morphine sulfate 

MVA     

motor vehicle accident 

MVC     

motor vehicle collision 
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N N/A 

not applicable 

NaCL    

sodium chloride 

NaHCO3 

sodium bicarbonate 

NC 

nanal cannula 

neg 

negative 

neuro    

neurologic, neurological 

NG 

naso-gastric 

NKA     

no known allergies 

NPO     

nothing by mouth 

NRB     

Non-rebreather 

NS 

normal saline 

NSR     

normal sinus rhythm 

NTG/TNG 

nitroglycerin 

N&V,N/V 

nausea and vomiting 

O  O2 

oxygen 

OB 

obstetrics 

OBS     

organic brain syndrome 

OD 

overdose 

oz 

ounce 
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P _  p 

after 

p 

pulse 

PAC     

premature atrial contraction 

palp 

palpation 

PAT 

paroxysmal atrial tachycardia 

PCN     

penicillin 

P.D. 

police department 

Ped 

pediatric 

per 

by, via, authority of 

PERL   

pupils equal and reactive to light 

PERRL 

pupils equal, round and reactive to light 

PE 

physical examination/pulmonary embolism 

PH 

past history 

PID 

pelvic inflammatory disease 

PJC 

premature junctional contraction 

pm 

afternoon 

p.o. 

per os, by mouth, orally 

poss     

possible 

post op 

after operation 

p.r.n.     

as needed 

prev 

previous 

PSVT   

paroxysmal supraventricular tachycardia 

psych   

psychiatric, psychological 

pt/Pt.    

patient 

PTA 

prior to arrival 

PVC     

premature ventricular contraction 

Q  _  q 

every 

q.d. 

every day 

q.h. 

every hour 

q.i.d.     

four times a day 

ST. ANTHONY’S MEDICAL CENTER EMERGENCY MEDICAL SERVICES 

GUIDELINES FOR PREHOSPITAL EMERGENCY CARE 

PAGE 8 OF 10 

SUBJECT: 

500.05  

DOCUMENTATION/COMMUNICATION: 

ARF ABBREVIATIONS 

R R 

respiration 

RR 

respiratory rate 

ROM    

range of motion 

rt 

right 

reg 

regular 

RLQ     

right lower quadrant 

RN 

registered nurse 

R/O 

rule out 

RUQ     

right upper quadrant 

Rx 

Prescriptions, medication, therapy 

S  s 
without 

S1-S4   

first through fourth heart sounds 

SAMC  

St. Anthony’s Medical Center 

s-brady 

sinus bradycardia 

SIDS    

sudden infant death syndrome 

SL 

sublingual 

SJH 

St. Joseph Hospital 

SOB     

short of breath 

spont.   

spontaneous 

s-tach   

sinus tachycardia 

stat 

at once, immediately 

STD 

sexually transmitted disease 

subQ    

subcutaneous 

SVT 

supraventricular tachycardia 

Sx 

symptoms 
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T 

T, temp 

temperature 

T1, etc  

thoracic vertebrae 

tach 

tachycardia 

TB 

tuberculosis 

tbsp 

tablespoon 

telem    

telemetry 

TIA 

transient ischemic attack 

t.i.d. 

three times a day 

TKO     

to keep open 

TNG     

nitroglycerin 

trach     

trachea, tracheotomy 

tsp 

teaspoon 

Tx 

treatment, therapy 

U u 

unit 

URI 

upper respiratory infection 

UTI 

urinary tract infection 

V     V-fib     

ventricular fibrillation 

vo 

voice order, verbal order 

VPC     

ventricular premature contraction 

VS 

vital signs 

V-tach  

ventricular tachycardia 

W  W/F 

white female 

wk 

week 

/wk 

per week 

W/M     

white male 

WNL     

within normal limits 

wt 

weight 

X  x 

multiplied by, times 

Y  y/o  

years old 

yr 

year 
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SYMBOLS  = 

equal to, identical     ?            not equal to  

>                              larger or greater than  <             smaller or less than  

?             female  

G            male  

% 

percent 

°  
degree   ?            raise, increase  

?            lower, decrease  

@ 

at 

R 

right 

L 

left 
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When oxygen is indicated, use the following flow rates and delivery devices as are specified below: 

A.   General or medical patients - include patients with chest pain, dyspnea (not severe), etc:  Oxygen up to 6 liters per cannula (Fi02  = 24 - 44%).  Patients with suspected    AMI should typically receive 4l/min via nasal cannula. 

B.   Shock/trauma patients or patients with severe respiratory distress:  Oxygen at 15 liters per non-rebreather mask  (Fi02  = 90 - 100%) or 10-15 liters per mask.. 

C.  Patients with history of COPD and not in severe respiratory distress:  Oxygen at 2-3 liters per cannual (Fi02  = 28-32%).   O2 administration should be adjusted based    upon O2 saturation, condition and clinical response to therapy. 

D.  Patients in severe respiratory distress with a history of COPD should not be denied oxygen.  Oxygen should be administered and preparations made to assist ventilation as needed. 

E.   Continual assessment of the patients is imperative. 

NOTE:  Never use a simple face mask with a flow rate of less than 5 liters/minute. 
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USE OF OROPHARYNGEAL AND   
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NASOPHARYNGEAL AIRWAYS 
Use of adjunctive devices is indicated when the airway cannot be maintained by less invasive means or basic maneuvers (i.e.: head tilt-chin lift, jaw thrust). 

A.   Nasopharyngeal airway:  Measure the airway from the nare to the tip of the earlobe in the conscious patient, lubricate the tip of the airway with a water-soluble lubricant and insert the airway into the patient’s largest nare, gently advance the airway.  Slight rotation while advancing the airway may be helpful. 

B.   Oropharyngeal airway:  Use in the unconscious patient or the patient without a gag reflex.  The mouth and pharynx may need to be suctioned and cleared of secretions.  Measure the airway from the corner of the patient’s mouth to the tip of the earlobe.  Insert the airway by depressing the tongue with a tongue blade and advancing the airway over the tongue into the oropharynx. Use the tongue blade to insert the oral airway is recommended by the AHA. 

C.  Assessment of proper position and patient response to the airway is imperative. 

STANDARD PRECAUTIONS MUST BE OBSERVED. 
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KING LTS-D AIRWAY 
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The King LTS-D airway is a sterile, single-use device intended for airway management. It is 100% latex free. It consists of a curved tube with ventilation apertures located between two inflatable cuffs. Both cuffs are inflated using a single valve/pilot balloon. The distal cuff is designed to seal the esophagus, while the proximal cuff us intended to seal the oropharnyx. 

Indications: 

Airway management in patients over 4 feet in height. 

Contraindications: 

Responsive patients with an intact gag reflex 

Patients with known esophageal disease 

Patients who have ingested caustic substances 

Warnings: 

This device does not protect the airway from the effects of regurgitation and aspiration. 
High airway pressures may divert gas either to the stomach or to the atmosphere. 
Intubation of the trachea cannot be ruled out as a potential complication. After   placement perform standard checks for breath sounds and utilize an appropriate carbon dioxide monitor. 
Lubricate only the  posterior surface of the Kind LTS-D to avoid blockage of the aperture or aspiration of the lubricant. 
Procedure: 

1.   Using the sizing information below, choose the correct King LTS-D size, based 
on the patient height. 
Size 3   

4-5 feet in height 

Inflation volume of 45-60mL 
Size 4   

5-6 feet in height 

Inflation volume of 60-80mL 
Size 5   
gretater than 6 feet 

Inflation volume of 70-90mL  

2.   Test the cuff and inflation system using the inflation volumes as above. Remove 
all air from both cuffs prior to insertion.  

3.   Apply lubricant to the beveled distal tip and posterior aspect of the tube, taking 
care to avoid introduction of lubricant in or near the ventilatory openings.      4.   Pre-Oxygenate if possible. 

5.   Position the head in the “sniffing position” if possible. If trauma related, keep 
head in the neutral position.  

6.   With the device in your dominant hand, use other hand to open mouth. Rotate 
the device 45-90° so that the blue orientation line is touching the corner of the mouth. Introduce the tip into the mouth and advance behind the base of the tongue. 
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7.   As tube tip passes under the tongue, rotate it back to midline (blue orientation  line faces chin). 
8.   Without exerting any excessive force, advance the tube until the base of the  connector is aligned with teeth or gums. 
9.   Using the syringe provided, inflate the cuffs with the appropriate volume, as  above. 
10. Attach BVM and assess ventilation of patient, while withdrawing the King LTS-D  until ventilation is easy and free flowing. 
11. Confirm proper position by auscultation, chest movement, and CO2 monitor. 12. Readjust cuff inflation to just seal volume. 

13. Secure the device to patient using tape or other accepted means. A bite block 
can be used if desired. 
Removal of King LTS-D 

Once it is in the correct position, the King LTS-D is well tolerated until the return of protective reflexes. 
Removal should always be carried out in an area where suction equipment and the ability for rapid intubations are present. 
For King LTS-D removal, be sure to completely deflate both cuffs. It may require more than one filling of the syringe to completely evacuate the cuffs. 
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Of Note: 

Experience has indicated that a lateral approach in conjunction with the chin lift, facilitates placement of this device. Alternatively, a laryngoscope or tongue depressor can be used to lift the tongue anteriorly to allow easy advancement of the device into position. 
Insertion can also be accomplished via a midline approach by applying a chin lift and sliding the distal tip along the palate and into position in the hypopharynx. In this instance, head extension may also be helpful. 
Once the device is advanced around the corner in the posterior pharynx, it is important that the tip of the device is maintained at midline. Keeping this position assures that the distal tip is properly placed in the hypopharynx/upper esophagus. 
It is best to place the King LTS-D deeper (base of the connector is aligned with teeth or gums), inflating the cuffs and withdrawing until ventilation is optimized. With a deeper insertion, only withdrawal of the tube is required to realize a patent airway. A shallow insertion will require deflation of the cuffs to advance the tube farther. 
Ensure that the cuffs are not over inflated. 
When the patient is allowed to breathe spontaneously, airway obstruction can occur even though no obstruction was detected during assisted or positive pressure ventilation. During spontaneous ventilation, the epiglottis or other tissue can be drawn into the distal ventilatory opening, resulting in obstruction. Advancing the Kind LTS-D   1-2 cm or initial deeper placement normally eliminates this obstruction. 

Removal of the King LTS-D is well tolerated until the return of protective reflexes. For later removal, it may be helpful to remove some of the air from the cuffs to reduce the stimulus during wake up. 
STANDARD PRECAUTIONS MUST BE OBSERVED. 
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ENDOTRACHEAL INTUBATION 

APPROVED:  __________ 

Indications: 

1.   Unconscious and/or apneic patients.  

2.   The airway cannot be maintained by less invasive means or basic maneuvers.  

3.   Patients in cardiac arrest.  Intubation should be done as soon as possible during the 

resuscitation. This ensures isolation of the airway, keeping it patent, reducing the risk of aspiration, permitting tracheal suctioning, ensuring high oxygen concentration delivery, providing a route for drug administration and delivering the appropriate tidal volume. 

Contraindications: 

1.   Conscious patient (unless specifically ordered to so by Medical Direction). 

2.   Patient with head injury and positive gag reflex (unless specifically ordered to do so 

by Medical Direction). 

Procedure: 

1.   Initiate BLS airway management; consider cervical spine injury, immobilize as  necessary. 
2.   Check and assemble equipment.  Recommend tube sizes for women 7.0 - 8.0 and for men 7.5 and 8.0.  Lubricate the tube with water-soluble lubricant when possible. 

3.   Place the patient’s head in the sniffing position if no cervical spine injury is suspected to align the axes of the mouth, pharynx, and trachea; avoid hyperextension. 

4.   If a cervical spine injury is suspected, maintain in-line cervical immobilization of the cervical spine while you perform the procedure. 

5.   Suction the patient if necessary and hyperventilate the patient with 100% oxygen. 6.   Introduce the laryngoscope with the left hand sweeping the tongue to the left to 

prevent obscuring your vision.  The tip of the curved (Macintosh) blade is positioned in the vallecula while the tip of straight (Miller) blade will directly lift the epiglottis.   The Selleck Maneuver, (cricothyroid pressure), should be used, whenever possible, to improve visualization of the vocal cords and prevent regurgitation of stomach contents during intubation attempts.  Avoid using the patient’s teeth as a fulcrum. 

7.   Visualize the vocal cords and pass the ET through the glottic opening. 

8.   Insert the tube approximately 1 ½ to 2 inches past the vocal cords.  This will place 

the cuff of the tube at the level of the carina. 

ST. ANTHONY’S MEDICAL CENTER EMERGENCY MEDICAL SERVICES 

GUIDELINES FOR PREHOSPITAL EMERGENCY CARE 

PAGE 2 OF 3 

SUBJECT: 

600.04  

AIRWAY MANAGEMENT:     

ENDOTRACHEAL INTUBATION 

9.   Inflate the ET tube cuff with up to 10 ml of air. 

10. Ventilate the patient and assess for tube placement by simultaneously auscultating 

the epigastrium while observing for symmetric chest expansion.  If stomach gurgling occurs and the chest does not expand, esophageal placement should be assumed, the tube removed and the patients hyperventilated before further attempts.  If the chest wall rises appropriately and no gurgling is heard over the epigastrium, auscultate right and left lung fields at the apices and bases and document status of lung sounds.  If there is ANY question of proper tube placement, the tube must be removed and the patient hyperventilated before further attempts at intubation.  

11. Secure the tube and continue ventilation at the appropriate rate, typically 12-15 per minute with tidal volume of 10-15 ml/kg. 

During intubation, carefully monitor the heart rate: if undue bradydysrhythmia develops, stop the procedure and hyperventilate the patient.  Endotracheal intubation should be accomplished  within 30 seconds and preferably less than 15 seconds; if unable to perform the procedure in   this length of time, attempts should be stopped and the patient hyperventilated for 15-30   seconds before re-attempting intubation. 

Complications: 

1.   Inadvertent esophageal or pyriform sinus intubation. 

2.   Lip/tongue lacerations. 

3.   Chipped or broken teeth. 

4.   Lacerations, bleeding, hematomas, abcess formation to pharyngeal or tracheal 

mucosa. 

5.   Trachael rupture. 

6.   Vocal cord/cartilage damage. 

7.   Pharyngeal esophageal perforation. 

8.   Right main stem bronchus intubation, (the most common complication). 

Removal: 

1.   Once inserted, the ET tube should be removed only in the Emergency Department or under direct orders from Medical Direction. 

2.   If patient can follow commands and is able to elevate head off of the stretcher for    one minute, his/her respiratory status is approximately 75% of normal and the patient may be ready for extubation. 

3.   Suction the ET tube thoroughly; then suction the oropharynx. 

4.   Deflate the ET tube cuff fully. 

5.   Promptly but gently remove the ET tube.  

6.   Place patient on supplemental oxygen and closely observe the patient’s respiratory 

status.
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Methods to Assess for Proper ET Tube Placement: 

Visualization of the ET tube passing through the vocal cords coupled with the presence   of bilateral breath sounds and the absence of gurgling over the epigastrium are the best indicators of ET tube placement.  Adjunctive methods include:  symmetrical chest rise  and fall, condensation in the tube, improvement of the patient’s color, absence of emesis in the tube, normal lung compliance, aphonia, and detection of CO2 per end tidal CO2  detector. 

STANDARD PRECAUTIONS MUST BE OBSERVED. 
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CRICOTHYROTOMY  

LATEST REVISION:  4/06 

APPROVED:______________ 

Cricothyrotomy is a surgical procedure that allows for rapid entrance to the airway for ventilation and oxygenation in patients where other less invasive techniques have not been successful. 

Indications: 

Situations such as severe facial trauma, anaphylaxis, chemical or smoke inhalations,  unrelieved upper airway obstruction, in which intubation is not possible. 

Complications: 

1.   Hypoxemia (due to prolonged time in performance). 2.   Aspiration. 

3.   Misplacement. 

4.   Esophageal perforation. 

5.   Hemorrhage. 

6.   False passage. 

7.   Subcutaneous emphysema. 

8.   Vocal cord injury. 

9.   Carotid/jugular injury. 

Procedure: 

1.   Cleanse the neck with alcohol or other antiseptic solution. 

2.   Identify the cricothyroid membrane. 

3.   Make a 2 cm. vertical incision through the skin and cricothyroid membrane with a 

scalpel. 

4.   Open the incision by inserting the handle of the scalpel and rotating 60 - 90 degrees. 5.   Place the largest ET tube possible through the incision. 

6.   Inflate the cuff with 10-20 cc. of air and secure the tube in place. 

7.   Ventilate using bag valve mask and the highest available oxygen concentration. 

8.   Assess adequacy of ventilation through bilateral auscultation and observation of rise 

and fall of the chest. 

9.   Contact Medical Direction for any questions or concerns. 

Cricothyrotomy Kits: 

Standard, pre-packaged kits with airways specially designed for emergency cricothyrotomy are acceptable.  These kits are not required equipment, but may be utilized by ambulance services if desired.  The Medical Director must approve Kits.  Services utilizing these kits must provide annual reviews and updates for all ambulance personnel. 

STANDARD PRECAUTIONS MUST BE OBSERVED.
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Cricothyrotomy is a surgical procedure that allows for rapid entrance to the airway for ventilation and oxygenation in patients where other less invasive techniques have not been successful.    The QuickTrach is a simple quick method to provide this emergency airway with minimal bleeding. Unlike the conventional procedure for a cricothyrotomy, this device does not require    an incision by a scalpel prior to insertion. The gauge provided is used for optimal depth insertion to avoid penetration to the rear tracheal wall. 

Indications: 

The use of the QuickTrach is indicated for patients who are at least 14 years of age when ALL other ventilatory protocols have proved to be unsuccessful due to facial trauma, swelling of the face or airway or in the event of an obstructed airway by a foreign body that cannot be removed. The paramedic must attempt and document all other methods at his or her disposal used to ventilate the patient. 

Procedure: 

Step 1: 

Open the package, remove the device, and make sure all equipment is present. 

Step 2: 

Place the patient in a supine position, assuring a stable position of the neck region. You can place a pillow or piece of clothing under the patient’s shoulders and hyperextend the neck if no trauma is present. 

Step 3: 

Secure the larynx laterally between the thumb and forefinger. Find the  cricothyroid ligament (in the midline between the thyroid cartilage and the cricoid cartilage). This is the puncture site. 

Step 4: 

Firmly hold the device and puncture the cricothyroid ligament at a 90-degree angle. Note: An incision of the skin with a scalpel is not necessary due to the sharp tip and conical shape of the needle. 

Step 5: 

After puncturing the cricothyroid ligament, check the entry of the needle into the trachea by aspirating air through the syringe. If air is present, the needle is in the trachea. If no air is aspirated because of a thick neck, it is possible to remove the stopper and carefully insert the needle further until entrance into the trachea is made. 
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Step 6: 

Now change the angle of the insertion to 60-degrees and advance the device forward into the trachea to the level of the stopper. Note: The stopper reduces   the risk of inserting the needle too deeply and causing damage to the rear wall of the trachea. 

Step 7: 

Remove the stopper. Once this is done, be careful not to advance the device further with the needle still attached. 

Step 8: 

Hold the needle and syringe firmly and slide only the plastic cannula along the needle into the trachea until the flange rests on the neck. Carefully remove the needle and syringe.  

Step 9: 

Secure the cannula with the neck tape, apply the connecting tube to the 15mm connection and connect the other end to the resuscitation bag or ventilation circuit. 

Other Considerations: 

1. This procedure is specifically designated for either a completely obstructed  

airway or for an airway that cannot be maintained by any other approved  

method. 

2. All other attempts to secure a patent airway shall be documented. 

3. Verification of placement shall be documented by confirmation of breath sounds,  

colormetric CO2 detector, aspiration of air into syringe, and BVM compliance. 

STANDARD PRECAUTIONS MUST BE OBSERVED. 
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The following are general guidelines for automatic transport ventilators (ATV's).  Specific brands and designs may require appropriate adjustments to these guidelines. 

Caution should be used as this device can dislodge the ET tube. 

Overview: 

ATV's are time or volume cycled, gas powered mechanical ventilators designed to assist prehospital personnel in resuscitative efforts.  It is intended for use primarily in arrest and peri- arrest situations where the patient is making little or no ventilatory effort and has been successfully endotracheally intubated.  Although this system can be used with a face mask, this use is discouraged.  The following guidelines are designed to ensure proper and successful use of this device. 

GUIDELINES FOR PRE-HOSPITAL USE: 

1.   All potential users are required to read and be familiar with the operating manual accompanying this product. 

2.   All potential users of this device are to be adequately educated on the use of this device. 

3.   When used, ATV settings should be reviewed with medical control in a timely manner. 

4.   When time constraints and clinical situations preclude immediate contact with medical direction, the following items will guide the user in proper utilization of these devices. 
A.   Use ATV's in adults and older children greater than 40 kg.  

B.   The unit will be checked for proper connections and function prior to use on each patient. 

C.  Should the unit fail to function properly at any time, disconnect the patient and ventilate by other means. 
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D.   Settings: 

1.  Tidal Volume: 

10-15 ml/kg - generally 700-900 cc in average size adults (range 600-1000) 

2.  Breaths per Minute: 10-20 BPM - generally a minimum of 12-14 in the prehospital setting.  Certain clinical situations require adjustment up or down.  Examples include: 

a.   Unconscious patient with head injury - set at 18-20 BPM. 

b.   The patient is making adequate ventilatory effort.  Consider turning the rate to “0”, thereby activating the “Demand Mode”.  (NOTE:  Patients in the “Demand Mode” require very close monitoring.  Any signs of deterioration should   prompt resumption of the IMV mode.) 

c.   Small children - 18-20 BPM 

3.  C.I.:E Ratio: 

a.   Maintain a 1:2 inhalation-to-exhalation ratio. 

5.   If the inspiratory pressure alarm continues to sound despite trouble shooting maneuvers, 

disconnect the patient and ventilate by other means. 

6.  Contact Medical Direction before using the ATV's on infants or neonates. 

7.  Maintenance, cleaning and testing should conform to the manufacturers’ specifications. 

Discontinue ATV if there is any problem or deterioration in the patient’s condition and use the AMBU bag. 
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Adjuncts for ventilatory assessment and monitoring have become a standard of care in the pre- hospital setting.  Basic adjuncts include pulse oximetry and end tidal CO2 monitoring.  These monitoring capabilities are required equipment on all affiliated ALS ambulance units.  

A. 

Pulse Oximetry: 

Oxygen saturation readings should be taken and recorded in all cases involving   dyspnea, chest pain or altered mental status.  It is understood that certain clinical situations limit the reliability of this device.  Limitations to oximetry monitoring should be reflected in MARF documentation.  Oximetry readings may be recorded as "spot checks" or continuous at the discretion of the paramedic in charge and based on the clinical condition of the patient. 

B. 

End Tidal CO2 Monitors: 

Clinical studies have consistently supported the value of end tidal CO2 monitors as adjuncts to confirming appropriate ET placement and ventilation.  There is further value   in the early identification of ET dislodgement during transport and patient movement.    For these reasons, all intubated patients must undergo end tidal CO2 monitoring during transport.  Although continuous electronic devices are the preferred tool, the colorimetric diaphragm models are acceptable. 
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UNIVERSAL CARDIAC CARE 
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Pre-Hospital Actions: 

1.   Assess ABC’s and secure airway. 

2.   Sit patient up at 30 to 45 degrees unless hypotensive or place in position of 

comfort. 

3.   Loosen restrictive clothing. 

4.   Administer oxygen at flow rate as indicated (typically 6L/cannula or simple 

face mask). 

5.   Monitor vital signs; apply automated BP monitor if available. 

6.   Apply cardiac monitor, interpret initial rhythm and observe closely for 

changes. 

7.   Apply pulse oximeter if available and monitor oxygen saturation.  Titrate 

oxygen delivery to maintain 02 saturation of 95% or greater. 

8.   Start IV of Normal Saline at keep-vein-open rate. 

9.   Obtain history. 

10. Perform physical exam including primary and secondary survey. 11. Perform 12-lead EKG if available. 

12. Follow protocols to treat the patient. 

13. Contact Medical Direction. 

Note:    

These treatment and assessment parameters should be done     simultaneously and accomplished within the first few minutes. They do not necessarily have to be done in this order, but they should all be accomplished rapidly. 

STANDARD PRECAUTIONS MUST BE OBSERVED. 

ST. ANTHONY’S MEDICAL CENTER EMERGENCY MEDICAL SERVICES 

GUIDELINES FOR PREHOSPITAL EMERGENCY CARE 

PAGE 1 OF 1 

SUBJECT: 

700.02  

ORIGINAL ISSUE   8/94 

CARDIAC EMERGENCIES:   

LATEST REVISION  4/06  

CHEST PAIN   

APPROVED:  __________     

Procedure: 

1.   Universal cardiac care (with 12 lead EKG if available- see protocol).  

2.   A brief, concise, and targeted history and physical is extremely important at this time.      3.   Administer 324 mg (4 pills) chewable baby aspirin.  

4.   Start IV.  

5.   Administer nitroglycerine grains 1/150 sublingual every 3 - 5 minutes to a total maximum 

dose of 3 tablets.  (Nitroglycerin is contraindicated with BP < 100mmHg).  Monitor the patient’s pain status and blood pressure carefully. 
6.   Perform 12-Lead EKG.  

7.   If EKG shows acute ST-segment elevation myocardial infarction, start second IV and 

transmit EKG to medical control as soon as possible. A verbal phone report should quickly follow including patient’s name, date of birth, and cardiologist. As a general rule, only  EKGs showing acute ST segment elevation myocardial infarction should be sent to medical control. The remainder should be given to ER staff on arrival. 
Note:    

These treatment and assessment parameters should be done     simultaneously and accomplished within the first few minutes. They do not necessarily have to be done in this order, but they should all be accomplished rapidly. 

8.   Administer Morphine sulfate 2.5mg mg IVP. May be repeated one time after 5 minutes. Do not give second dose in cases of hypotension, respiratory depression, or diminished level of consciousness. Must contact Medical Direction for orders above 5mg. 

STANDARD PRECAUTIONS MUST BE OBSERVED. 
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A 12-lead EKG should be obtained on all patients presenting with chest pain. An EKG is also recommended on all patients complaining of atypical symptoms without chest pain (ex: SOB, epigastric pain, nausea, sweating, etc).  The ultimate goal of obtaining pre-hospital EKG’s is to shorten the interval from presentation of the myocardial infarction patient to revascularization in the cardiac catherization lab. The role of the pre-hospital care provider is to identify those patients who are at risk for an acute myocardial infarction, to obtain a 12-lead EKG, and to transmit the EKG to medical control. As a general rule, only EKGs showing acute ST segment elevation myocardial infarction should be sent to medical control. The remainder  should be given to ER staff on arrival. 
The following outlines the guidelines for prehospital EKG’s: 

Note:   These treatment and assessment parameters should be done simultaneously and  accomplished within the first few minutes. They do not necessarily have to be done in this order, but they should all be accomplished rapidly. 

STEP 1: 

Identify the patient who is at risk 

-Any patient with complaint of chest pain. 

-Any patient with ischemia-related symptoms: i.e. arm/neck pain, shortness of breath, etc. 

STEP 2: 

Obtain 12-Lead EKG 

-If 12-Lead EKG shows acute ST segment elevation myocardial infarction, transmit to medical control as soon as possible accompanied by a report. This report should include the patient’s name, date of birth, and cardiologist. 

STEP 3: 

Initiate Routine Cardiac Care 

-O2 

-IV 

-Cardiac Monitor 

-Vital Signs Assessment 

-Aspirin (per protocol) 

-Pain relief measures (see Chest Pain protocol) -Initiate transport 
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ORIGINAL ISSUE   1/92 

CARDIAC EMERGENCIES:   

LATEST REVISION   12/06 

BRADYDYSRHYTHMIAS 

APPROVED:  __________     

Pre-Hospital Actions: 

1.   Universal Cardiac Care.  

2.   Do serious signs and symptoms exist? If yes:  
a.   Consider 250 - 500 cc fluid bolus if pulmonary exam is negative. 

b.   Consider transcuatneous pacing without delay for high-degree block 

(Type II 2nd degree block or 3rd degree AV block). Consider Atropine 0.5mg IV while awaiting pacer. May repeat to total dose of 3 mg. If ineffective, begin pacing.   

c.   Consider other medications: 

1.   Begin Dopamine infusion (800 mcg in 250mL) at 5-20 mcg/kg/min 
titrating to a heart rate of 60 and a systolic blood pressure of 90 mmHg) 
2.   Begin Epinephrine infusion (1mg in 250mL) at 2-10 mcg/min  titrating to a heart of 60 and a systolic blood pressure of 90 mm Hg. 
3.   Notify Medical Direction immediately for asymptomatic 2° II or 3° HB so they may prepare for transvenous pacing. 
Considerations: 

A.   Asymptomatic bradycardia is defined as:  1.   Stable blood pressure. 

2.   Patient is alert. 

3.   Skin is warm and dry. 

4.   Patient denies chest pain or SOB. 

B.   Symptomatic bradycardia is defined as: 

1.   Systolic blood pressure of less than 90 mmHg. 2.   Shock. 

3.   Pulmonary edema. 

4.   CHF. 

5.   Diaphoresis. 

6.   Complaints of chest pain/MI. 

7.   Complaints of shortness of breath. 

8.   Decreased level of consciousness. 

ST. ANTHONY’S MEDICAL CENTER EMERGENCY MEDICAL SERVICES 

GUIDELINES FOR PREHOSPITAL EMERGENCY CARE 

PAGE 2 OF 2 

SUBJECT: 

700.04  

CARDIAC EMERGENCIES:   
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CAUTION : It has been suggested that Atropine should be used with caution in AV block  at the His-Purkinje level, 2° Type II AV block and new 3° block with wide QRS   complexes. 
Search for and treat possible contributing factors: 

Hypovolemia    
Toxins 
Hypoxia 
Tamponade, cardiac 
Hydrogen ion (acidosis) 
Tension pneumothorax 
Hypo-/hyperkalemia    
Thrombosis 
Hypoglycemia  
Trauma 
Hypothermia 
These protocols have been developed based on current American Heart Association guidelines as of April 2006. Health care providers should follow current AHA guidelines for emergency cardiovascular care. 

STANDARD PRECAUTIONS MUST BE OBSERVED. 
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ORIGINAL ISSUE   1/92 

CARDIAC EMERGENCIES:   

LATEST REVISION   4/06 

CARDIOGENIC SHOCK 

APPROVED:  __________     

Pre-Hospital Actions: 

1.   Universal Cardiac Care with high flow oxygen. 
2.   Consider differential diagnosis and treat underlying condition. 
3.   Administer fluid challenge of 200 to 500 ml of normal saline IV (if lungs are  

clear to auscultation). 

4.   Consider dopamine (800mg in 250 mL of D5W) at 2-20mcg/kg/min and                           titrate to maintain a systolic blood pressure of 90 mmHg. 

These protocols have been developed based on current American Heart Association guidelines as of April 2006. Health care providers should follow current AHA guidelines for emergency cardiovascular care. 

STANDARD PRECAUTIONS MUST BE OBSERVED. 

ST. ANTHONY’S MEDICAL CENTER EMERGENCY MEDICAL SERVICES 

GUIDELINES FOR PREHOSPITAL EMERGENCY CARE 

PAGE 1 OF 2 

SUBJECT: 

700.06  

ORIGINAL ISSUE   1/92 

CARDIAC EMERGENCIES:   

LATEST REVISION   4/06 

HYPERTENSION 

APPROVED:  __________     

Pre-Hospital Actions: 

1.   See considerations below. 

2.   Universal Cardiac Care. 

3.   Obtain a blood pressure in both arms; repeat blood pressure before and after 

treatment. 4.   Consider: 

a)   Administer Nitroglycerine grain 1/150 sublingual. 

Considerations: 

A.   Hypertensive Crisis: elevated blood pressure with signs/symptoms of end organ dysfunction (brain, heart or kidney).  Symptoms of cerebral dysfunction may include: severe headache, nausea, vomiting, altered mental status, blurred vision, diplopia, hemiparesis, seizures and coma.  Symptoms of cardiovascular dysfunction may include: chest pain, nausea, diaphoresis, congestive heart failure or pulmonary edema. 

B.   Hypertensive emergencies: potentially harmful elevation of blood pressure without signs or symptoms of end organ dysfunction. 

C.  Emergent treatment of uncomplicated hypertension should be delayed until arrival in the Emergency Department; in these instances, careful monitoring of the patient is essential. 

D.  In the presence of pulmonary edema, see Cardiac: Pulmonary Edema. 
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E.   Even in cases of hypertensive emergencies, the BP should not be lowered to normal levels. Rapid reduction in BP below the cerebral, renal, and/or coronary autoregulatory range will result in marked reduction in organ blood flow, possibly leading to ischemia and infarction. In general, the MAP should be lowered by no more than 20-25% in the first hour of treatment.    If the patient remains stable, the BP should then be lowered to 160/100 in the next 2-6    hours. Please note the exceptions to this general rule listed below.  
o   Acute myocardial ischemia   
o   CHF with pulmonary edema  
Nitroglycerin  

Lasix  

o   Acute aortic dissection: In cases of acute aortic dissection, the SBP should be 
decreased as rapidly as possible to a goal of 100-110 mm Hg or lower. )   

These protocols have been developed based on current American Heart Association guidelines as of April 2006. Health care providers should follow current AHA guidelines for emergency cardiovascular care. 
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700.07  

ORIGINAL ISSUE   1/92 

CARDIAC EMERGENCIES:   

LATEST REVISION   4/06 

PULMONARY EDEMA 

APPROVED:  __________     

Pre-Hospital Actions: 

1.   Universal Cardiac Care with 100% oxygen; intubate as needed. 2.   Place patient in upright position with legs dangling. 

3.   Hypertension should be treated aggressively. 

4.   Consider: 

a)   Administration of nitroglycerine 1/150 sublingually every 3-5 minutes until 3 doses are given or patient’s condition improves.  

b)   Administer Lasix/furosemide 0.5-1 mg/kg. 

c)   Administer Morphine in increments of 2.5 mg IVP up to 5 mg. Contact Medical 

Direction for further orders of morphine. Exercise caution in patients with a previous history of COPD. Monitor respiratory status at all times. 

d)   CPAP (see protocol below) 

Continuous Positive Airway Pressure (CPAP) 

Purpose:  
To ensure patients suffering from CHF and pulmonary edema resulting from CHF are treated in a manner that may prevent the necessity for intubation. 

Policy:  
If CPAP is to be considered utilize the following criteria:  

A. The patient MUST have EACH of the following: 

1) Dyspnea/tachypnea 

2) Rales > 1/3 of both lung fields 

B. The patient MUST have at least TWO of the following: 1) Accessory muscle use 

2) Tachycardia 

3) Diaphoresis 

C. The patient CANNOT have ANY of the following: 

1) S/S of pneumothorax 

2) Apnea 

3) Altered LOC necessitating immediate intubation 4) Intolerance for the CPAP mask or procedure 

D. Use with caution in patients with a COPD and or Asthma history. 
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CPAP Procedure:  

A. Fully explain the procedure to the patient 

B. Monitor the patient’s respiratory effort, mental status, and SpO2. If, at any time intubation becomes necessary prior to the application of CPAP, perform that   procedure without delay. 

C. Size the headpiece and mask to the patient 

D. Prepare the CPAP generator and attach the mask, headpiece and circuit according to manufacturer’s specifications 

E. Settings for CPAP will be: 

1) O2 as preset 

2) PEEP at 10 cm/H2O 3) FiO2 fixed at 28-33% 

F. If the patient is receiving a nebulizer treatment you may continue the administration by placing the nebulizer device in-line with the CPAP device. 

G. Monitor the patient for any complications including pneumothorax. 

These protocols have been developed based on current American Heart Association guidelines as of April 2006. Health care providers should follow current AHA guidelines for emergency cardiovascular care. 

STANDARD PRECAUTIONS MUST BE OBSERVED. 
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ORIGINAL ISSUE   1/92 

CARDIAC EMERGENCIES:   

LATEST REVISION   4/06 

CARDIAC ARREST: ResQPOD 

APPROVED:  __________     

This protocol was developed based on the current ACLS guidelines put out in April of 2006. The American Heart Association is now recommending the use of an impedance threshold device (ITD) during treatment of cardiac arrest patients. The ResQPOD will be used in intubated  patients in cardiac arrest only. 

1.   Apply the ResQPOD ITD using a simple facemask and oral airway at the earliest possible opportunity (ideally just before the first chest compressions). 

2.   Maintain a tight facemask seal at all times during chest compressions (Use headstrap with single rescuer). 

3.   Use a bag-valve-mask (BVM) ventilator to provide ventilation. 

4.   Use one handed squeeze for one second (until chest rises) to ventilate. 

5.   Use a ratio of 30 compressions to 2 ventilations with facemask, or continuous compressions 

if using ET/Combitube. 5 cycles of CPR = 2-3 minutes. 

6.   Rotate rescuer doing chest compressions every 2-3 minutes. 

7.   Compress at a rate of 100/min and a depth of 1.5 - 2”, with full recoil of the chest. 

8.   Expect cardiac arrest resuscitations to last at least 30 minutes with few interruptions in CPR. 9.   Use ventilation timing lights when ventilating with ET/Combitube. 

10. Do not interrupt CPR unless absolutely necessary. 

11. Package the ResQPOD already assembled with BVM.  Do not delay chest compressions if 

ResQPOD is not ready.  Begin chest compressions with full recoil of chest as soon as possible. 

12. Deliver a single shock at a time, then continue CPR, do not check for pulses or wait to verify new rhythm after the shock.  Do 2 more minutes of CPR (5 cycles of 30:2) then re-assess rhythm and check for a pulse. 

13. Endotracheal intubation is the preferred airway.  Paramedics should make at least two ET attempts before using the Combitube®.  Perform 2 minutes of CPR between each attempt. 

14. Accurate documentation of procedures, including ResQPOD placement, is of the utmost importance. 

15. IV and IO are preferred routes of medication administration. Avoid ET meds if at all possible. 
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Precautions: 

A. Do not use ResQPOD timing lights during CPR with facemask; follow compression to 

ventilation ratio of 30:2 

B. If the patient has a return of pulse the ResQPOD should be immediately discontinued. If 

the patient re-arrests at any point, the ResQPOD should be re-applied. 

C. Interruption of chest compressions is detrimental and should be avoided as much as 

possible. 

D. Combitube: First Responders are being instructed that, if airway is being managed 

appropriately with facemask (good chest rise with ventilations), continue with ResQPOD on facemask until ALS arrives. If patient is vomiting, is = 5ft and/or ALS will be delayed more than 10 minutes, consider inserting Combitube, though endotracheal intubation is the preferred airway.  

Timing lights: If the Combitube is inserted, move ResQPOD from the facemask to the  ventilation port on the Combitube. Begin continuous chest compressions at a rate of 100/min. Turn on ResQPOD timing lights and ventilate asynchronously at timing light flash rate. Document the exact time the Combitube was placed. 

These protocols have been developed based on current American Heart Association guidelines as of April 2006. Health care providers should follow current AHA guidelines for emergency cardiovascular care 
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CARDIAC EMERGENCIES:   
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CARDIAC ARREST- AUTOPULSE   

APPROVED:____________ 

The AutoPulse will be used for all patients 18 years of age and older in non-traumatic cardiac arrest, where CPR would otherwise be used. In case of mechanical malfunction of the device, the EMS responder will do manual CPR for patient care. 

Do not use on patients in cardiac arrest associated with trauma or on patients less than 18 years of age. 

Procedure: 

1.   B.S.I to include face shields. 

2.   Place the patient in a seated upright position. 

3.   Expose the patient’s chest. 

4.   Place the AutoPulse behind the patient’s back while still in the seated upright position.    5.   Lay the AutoPulse and the patient down to the ground. 

6.   Place the defibrillation pads on the patient’s chest. 

7.   Turn the Autopulse on. The switch is located at the top middle board above the patient’s 

head. 

8.   Connect Chest/Life band across the chest of the patient. 

9.   Lift the chest band straight up to ensure it is free of twists. 

10. Push the “Green” button once to start sizing cycle. 

11. Push the “Green” button a second time to start compression cycle. 

12. Place a towel under the patient’s head to help stabilize in place. 

13. Ventilate the patient during compression pause. 

14. The battery life is approximately 30 minutes or when the low battery warning is heard. 15. To check for pulse press “Orange” button to pause compressions. If patient is noted to 

have spontaneous resuscitation, press the “Orange” button. 

16. Document the use of the AutoPulse, including steps performed, as well as any other 

interventions used. 

Considerations: 

1.   Care should be used when moving patients with a large abdomen. The shifting of the 

patient’s abdomen may cause the life band to move or break. 

2.   If disruption or malfunction of the life band occurs, perform manual CPR. If in doubt, 

perform manual CPR. 
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ORIGINAL ISSUE   1/92 

CARDIAC EMERGENCIES:   

LATEST REVISION   4/06 

ASYSTOLE     

APPROVED:  __________     

Pre-Hospital Actions: 

1.   Perform initial patient assessment. 

2.   Initiate CPR (Follow appropriate BLS standards according to the American Heart 

Association and cardiac arrest protocol). 

3.   Confirm asystole in more than one lead. If unable to differentiate between asystole 

and ventricular fibrillation, follow the protocol for ventricular fibrillation. 4.   Intubate at once and ventilate with 100% oxygen. 

5.   Establish IV of normal saline. 

6.   Consider and treat possible causes:  PATCH-4-MD 

a.   Pulmonary Embolism 

b.   Acidosis 

c.   Tension Pneumothorax 

d.   Cardiac Tamponade 

e.   Hypovolemia (most common cause) 

f.    Hypoxia 

g.   Heat/Cold (hypothermia or hyperthermia)     h.   Hypo-/hyperkalemia (and other electrolytes)  i.    Myocardial infarction 

j.    Drug overdose 

7.   Consider Epinephrine 1mg 1:10,000 every 3-5 minutes IV/IO OR Vasopressin 40 U IV/IO to replace the 1st or 2nd dose of epinephrine. 

8.   Consider Atropine 1mg IV/IO repeated every 3-5 minutes up to 3 doses. 

9.   In known cases of tricyclic antidepressant overdose and hyperkalemia, Sodium 

Bicarbonate 1 mEq/kg should be considered as the primary treatment. 

10. Consider Sodium Bicarbonate 1 mEq/kg. 

11. Consider termination of efforts as per Pre-hospital Termination of Code Protocol. 

Note:   All IV drug administrations should be followed by elevation of the extremity and 20 ml  normal saline flush to facilitate delivery of the drug to the heart. 

These protocols have been developed based on current American Heart Association guidelines as of April 2006. Health care providers should follow current AHA guidelines for emergency cardiovascular care. 

STANDARD PRECAUTIONS MUST BE OBSERVED. 
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CARDIAC EMERGENCIES:   

LATEST REVISION 4/06 

PULSELESS ELECTRICAL ACTIVITY 

APPROVED:  __________     

Pre-Hospital Actions: 

1.   Perform initial patient assessment. 

2.   Initiate CPR (Follow appropriate BLS standards according to the American Heart 

Association and cardiac arrest protocol). 

3.   Intubate at once. 

4.   Establish IV of NS. 

5.   Assess blood flow with Doppler if able. 

6.   Consider and treat possible causes: PATCH-4-MD 

a.   Pulmonary embolus     b.   Acidosis 

c.   Tension pneumothorax d.   Cardiac tamponade 

e.   Hypovolemia 

f.    Hypoxemia 

g.   Hypothermia 

h.   Hyperkalemia 

i.    Myocardial Infarction     j.    Drug overdose 

7.   Consider Epinephrine 1mg 1:10,000 every 3-5 minutes IV/IO OR Vasopressin 40 U IV/IO to replace the 1st or 2nd dose of epinephrine. 

8.   Consider Atropine 1mg IV/IO repeated every 3-5 minutes up to 3 doses 

9.   Consider administration of Sodium Bicarbonate 1 mEq/kg. In known cases of tricyclic 

antidepressant overdose and hyperkalemia, this should be considered as the primary treatment. 

10. Consider termination of efforts per Pre-Hospital Term of Code protocol. 

Note:   All IV drug administrations should be followed by elevation of the extremity and a 20 ml  normal saline flush to facilitate delivery of the drug to the heart. 

These protocols have been developed based on current American Heart Association guidelines as of April 2006. Health care providers should follow current AHA guidelines for emergency cardiovascular care. 

STANDARD PRECAUTIONS MUST BE OBSERVED. 
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Etiologies of therapies for PEA: 

Hypovolemia  

Hydration should correct this problem. 

Hypoxia 

Ventilation and oxygenation should correct this problem. 

Acidosis 

Hyperventilation and administration of sodium bicarbonate should  correct this problem. 

Pulmonary Embolism 

Clinical picture includes cyanosis, tachypnea, hypotension,  tachycardia, acute respiratory distress, chest pain; there is no pre- hospital treatment to correct this problem. 

Pericardial Tamponade 

Clinical picture includes distended neck veins, narrowed pulse  pressure, tachycardia, hypotension, respiratory distress; history  may include blunt or penetrating chest trauma or injection of  certain medications/agents; primary differentiation from tension pneumothorax is muffled or distant heart sounds; temporizing therapy includes 100% oxygen, IV fluids including 500cc fluid bolus, and hyperventilation; definitive therapy is a pericardiocentesis. 
Tension Pneumothorax 

Clinical picture is relatively the same as that of pericardial  tamponade except that the patient presents with absent or  diminished breaths sounds and hyperresonant percussion note over the affected side of the chest; another clinical finding late in the course of the condition is tracheal deviation; definitive therapy is thoracic decompression. 

Hypothermia   

Definitive treatment is core rewarming. 

Drug Overdose 

Antidotes, such as Narcan or other specifics (i.e.sodium biocarbonate for tricyclic antidepressent overdose) may be attempted depending on the history. 

Hyperkalemia

Without pre-hospital blood chemistry testing, hyperkalemia  cannot be diagnosed in the field; however in rare circumstances  (i.e. renal failure) sodium bicarbonate may be administered. 

Myocardial Infarction 

There is no specific pre-hospital treatment. 
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CARDIAC EMERGENCIES:   

LATEST REVISION:  4/06 

AED - AUTOMATED EXTERNAL 

APPROVED:  __________ 

DEFIBRILLATION ________________________________________________________________________ 

Overview:  

The AED combines cardiac rhythm interpretation with electrical shock therapy.   When the AED detects ventricular fibrillation or a rapid tachycardia greater than  200 beats per minute, a defibrillatory shock is delivered.  It is applied during a cardiac arrest situation, thereby decreasing the time interval between the onset  of Ventricular fibrillation/tachycardia and treatment, thus increasing the survival rate for sudden cardiac death. 

Indications: 

1.   Unconsciousness 

2.   Apneic 

3.   Pulseless 

**Treat according to age appropriate protocols. Follow manufacturer guidelines for pediatric patients. Must use pediatric models. 

Contraindications: 

1.   Consciousness 

2.   Presence of breathing 3.   Presence of pulse 

Procedure: 

1.   Power on.    2.   Attachment. 

a.   Select correct pad size or dose system for victim’s size and age (child vs. adult). b.   Open package and expose adhesive surface. 

c.   Attach pads to the patient (upper right sternal border and cardiac apex). 

d.   Attach cables to AED (if needed) 

3.   Analysis. 

a.   Announce to team members, “Analyzing rhythm, please stand clear!” (Verify there is 

no patient movement and that no one is in contact with the patient). b.   Press the “Analyze” control. Some AED’s omit this control. 

4.   Shock. 

a.   If VF/VT is present, the device will charge and signal that a shock is indicated. b.   Announce, “Shock is indicated. Stand clear.”  

c.   Verify that no one is touching the patient. 

d.   Press the “shock” button when signaled to do so. 

5.   Repeat CPR and steps 3 and 4 until VF/VT is no longer present. The rescuer should deliver one shock and then immediately resume CPR, beginning with chest compressions. After 5 cycles (about 2 minutes) of CPR, the AED should then analyze the rhythm and deliver another single shock if indicated. The cycle is then repeated. 
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Considerations: 

1.   Throughout the cardiac arrest, while the AED is in use, the operator should give an appropriate verbal report. 

2.   If no shock advised, check pulse. If pulseless, perform CPR for 1 minute and re- analyze. 

3.   The use of the AED should be coordinated with ALS personnel. ALS personnel should consider the shocks delivered by the AED as part of their ACLS protocol. 

4.   SAFETY IS ESSENTIAL IN THE OPERATION OF THE AED. 
Documentation: 

1.   The receiving hospital should be notified as soon as possible after the AED protocol has been implemented. 

2.   The EMT or Paramedic is responsible for completing the run report, labeling the cassette recording, (if available) and generating 2 Medical Direction module printouts: one for the patient’s record and one for the EMS service’s record. 

3.   Documentation is required on all AED/CPR events whether or not countershock was administered. 

These protocols have been developed based on current American Heart Association guidelines as of April 2006. Health care providers should follow current AHA guidelines for emergency cardiovascular care. 

STANDARD PRECAUTIONS MUST BE OBSERVED. 
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VENTRICULAR FIBRILLATION/ 

APPROVED:  __________     

VENTRICULAR TACHYCARDIA 

WITHOUT PULSE 

Prehospital Care: 

1.   Start CPR for 1 minute. Follow cardiac arrest protocol for ResQPOD. 

2.   Attach monitor/defibrillator and check rhythm. 

3.   If shockable rhythm, give 1 shock at 200 joules. 

4.   Give 5 cycles of CPR. 

5.   Check rhythm. Give 1 shock at 300 joules or higher if VF/VT. 

6.   Resume CPR at 5 cycles.  

7.   When IV/IO is available, give vasopressor during CPR (before or after shock). 

a.   Epinephrine 1mg IV/IO repeated every 3-5 minutes OR 

b.   Vasopressin 40 U IV/IO to replace the 1st or 2nd dose of epinephrine (one time 

only). 

8.   Resume sequence of 5 cycles of CPR with 1 shock at 360 joules. 9.   Consider antiarrhythmics during CPR: 

a.   Amiodarone 300mg IV/IO once, then consider 150mg IV/IO once OR 

b.   Lidocaine 1-1.5mg/kg first dose then followed by 0.5-0.75mg/kg IV/IO to a 

maximum of 3 doses or 3mg/kg. 

c.   Magnesium Sulfate (loading dose) 1-2g IV/IO for torsades de pointes. 

10.  If return of spontaneous circulation, start maintenance infusion of Lidocaine 20mcg/kg per minute. Administer bolus dose (1mg/kg) when infusion is initiated if bolus was not given. 

Note: If a biphasic defibrillator is used, follow the manufacturer’s recommendations. 

These protocols have been developed based on current American Heart Association guidelines as of April 2006. Health care providers should follow current AHA guidelines for emergency cardiovascular care. 

STANDARD PRECAUTIONS MUST BE OBSERVED. 
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WIDE COMPLEX TACHYCARDIAS: 

APPROVED:  __________     VENTRICULAR TACHYCARDIA, ATRIAL FIBRILLATION, TORSADES DE 

POINTES 

Pre-Hospital Actions: 

1.   Determine status of patient (Stable vs. Unstable- see considerations below). 
2.   Universal Cardiac Care. 

3.   Obtain an EKG and send to Medical Control if assistance with analysis is needed. 

4.   Ventricular Tachycardia:  

a. 

Administer Amiodarone 150mg IV over 10 minutes. Repeat as needed to a maximum dose of 2.2g in 24 hours.  
b. 

Prepare for elective synchronized cardioversion (as below). 
5.   SVT with aberrancy, follow protocol for narrow complex tachycardias. 

6.   Atrial Fibrillation with aberrancy, follow protocol for irregular narrow complex tachycardias. 

7.   If irregular- Atrial Fibrillation plus Wolff-Parkinson-White: 
a. 

Avoid adenosine, digoxin, cardizem, and verapamil. 
b. 

Consider Amiodarone 150mg IV over 10 minutes. 
8.   Torsades de pointes: 

a. 

Magnesium Sulfate 1-2g IV over 5-60 minutes. 
9.   If patient is unstable: 

a)   Consider sedation with authorization from Medical Control. b)   Synchronized cardioversion at 100 joules. 

c)   Synchronized cardioversion at 200 joules. 

d)   Synchronized cardioverison at 300 joules. 

e)   Synchronized cardioversion at 360 joules. 

10. If clinical conditions are critical and/or delays in synchronization occur, proceed  

to immediate unsynchronized cardioversion. 
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SUBJECT: 

700.14  

CARDIAC EMERGENCIES:   

WIDE COMPLEX TACHYCARDIAS: 

VENTRICULAR TACHYCARDIA, ATRIAL FIBRILLATION, TORSADES DE POINTES 

Considerations: 

STABLE is defined as normal blood pressure, alert and oriented, lungs clear to auscultation  and asymptomatic, (i.e.: absence of chest pain, SOB, patient is alert and not in acute distress). 

UNSTABLE is defined as chest pain, shortness of breath, decreased level of consciousness,  low blood pressure, shock, pulmonary edema, congestive heart failure, AMI. 

NOTE:  

Verapamil is contraindicated and may be lethal if administered to a wide  complex tachycardia that is actually ventricular tachycardia or Wolff- Parkinson-White Syndrome. 

Note: If a biphasic defibrillator is used, follow the manufacturer’s recommendations. 
These protocols have been developed based on current American Heart Association guidelines as of April 2006. Health care providers should follow current AHA guidelines for emergency cardiovascular care. 

STANDARD PRECAUTIONS MUST BE OBSERVED. 
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SUBJECT: 

700.15  

ORIGINAL ISSUE   1/92 

CARDIAC EMERGENCIES:   

LATEST REVISION   4/06 

NARROW COMPLEX TACHYCARDIAS 

APPROVED:  __________     

Pre-Hospital Actions: 

1.   Determine status of patient (Stable vs. Unstable- see considerations below). 2.   Universal Cardiac Care. 

3.   For patient with supraventricular tachycardia: 

a.   Vagal maneuvers. 

b.   Adenosine 6mg rapid IV push. If no conversion, give 12mg rapid IV push; may repeat 

12mg dose once. 

c.   If rhythm converts, monitor for probable reentry SVT and treat with adenosine. 

4.   For patient with atrial fibrillation or flutter or multifocal atrial tachycardia: a.   Consider consultation with medical control. 

b.   Cardizem 15mg IV push followed by an infusion of 5-15mg/hr. 

5.   If patient is unstable and therapy is indicated: 

1.   Consider sedation if authorized by Medical Control. 2.   Synchronized cardioversion at 100 joules. 

3.   Synchronized cardioversion at 200 joules. 

4.   Synchronized cardioversion at 300 joules. 

5.   Synchronized cardioversion at 360 joules. 

6.   May begin at 50 joules from PSVT and atrial flutter. 

Note: May use equivalent biphasic energy dose. 
Considerations: 

Stable is defined as normal blood pressure, alert and oriented, lungs clear to auscultation and  asymptomatic (i.e. absence of chest pain, SOB, patient is alert and not in acute distress). 

Unstable is defined as hypotension, chest pain decreased level of consciousness, diaphoresis,  shock, pulmonary edema, congestive heart failure, AMI or the patient is in acute distress. 

Note: If a biphasic defibrillator is used, follow the manufacturer’s recommendations. 

These protocols have been developed based on current American Heart Association guidelines as of April 2006. Health care providers should follow current AHA guidelines for emergency cardiovascular care. 
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SUBJECT: 

700.16  

ORIGINAL ISSUE   8/94 

CARDIAC EMERGENCIES:   

LATEST REVISION  4/06 

PACING (TRANSCUTANEOUS/ 

APPROVED:  __________     

EXTERNAL) 

Overview:  The use of the transcutaneous pacemaker is a non-invasive, easy and rapid method  for treating certain cardiac rhythm disturbances.  With transcutaneous pacing, an impulse is delivered across the chest wall to electrically stimulate the myocardium.  As a Class I or II therapy, transcutaneous pacing may be attempted before, during or after pharmacologic intervention. 

Indications: 

1.   Significant bradycardia (Class I). 

Includes:  Symptomatic 2nd and 3rd degree heart blocks, symptomatic Sick Sinus Syndrome, drug induced bradycardias, permanent pacemaker failure, idioventricular  bradycardias, symptomatic atrial fibrillations with slow ventricular response, refractory  bradycardia during resuscitation of hypovolemic shock and bradycardia with escape  beats. 

2.   Bradycardia with escape rhythms (Class IIA).       

Unresponsive to medication. 

3.   Overdrive pacing of refractory tachycardia (Class IIB). 

4.   Bradyasystolic cardiac arrest (Class IIB). 

Must be done as soon as possible after the onset of the cardiac arrest. 

5.   Pulseless electrical activity with a slow rate, especially in the setting of a drug overdoses. 

6.   Children with primary bradycardia from congenital heart defects or open-heart surgery. 

Contraindications (Relative): 
1.   Severe hypothermia. 

2.   Bradyasystolic cardiac arrest of > 20 minutes in duration). 

3.   Rarely required in pediatric cardiac arrests since airway management with appropriate  

ventilation support may treat these situations. 
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SUBJECT: 

700.16  

CARDIAC EMERGENCIES:   

PACING (TRANSCUTANEOUS/ 

EXTERNAL) 

Procedure: 

1.   Universal cardiac care. 

2.   Follow manufacturers guidelines for electrode placement. 

3.   For bradycardia, set rate at 80, demand mode, and increase milliamperes from minimum                              

setting until consistent capture is achieved (characterized by a widening QRS and a broad  

T wave after each pacer spike). Then add 2mA for safety margin.    

4.   For bradyasystolic cardiac arrest, set rate at 80, asynchronous mode, and begin at full      

output (mA). If capture occurs, slowly decrease output until capture is lost (threshold). Then  

add 2mA for safety margin. 

5.   Carefully monitor EKG for achievement of capture (i.e.: pacemaker spike followed by QRS  

complex) patient status and patient tolerance to procedure. 

6.   Consider sedation if authorized by Medical Control. 

7.   Document initial EKG rhythm, vital signs before and after pacing, EKG rhythm after pacing,  

and pacer settings (rate and current). 

Complications: 

1.   Pain from electrical and muscle stimulation.  (Degree varies with device used and amount  

of current need for capture). 2.   Tissue damage (i.e.: burns) 3.   Induction of dysrhythmias. 

Note:   There is not risk of electrical injury to the health care provider during  transcutaneous pacing.  CPR and other treatment modalities may be performed during transcutaneous pacing.  Direct contact with the active pacing surface of the electrode may result in a mild to moderate shock, while contact over the insulated surface of the pacing electrode will not cause a shock. 

STANDARD PRECAUTIONS MUST BE OBSERVED. 
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SUBJECT: 

700.17  

ORIGINAL ISSUE   5/94 

CARDIAC EMERGENCIES:   

LATEST REVISION   4/06 

TERMINATION OF CODES   

APPROVED:  __________     

Overview: 

Clinical experience and clinical studies clearly indicate that the pulseless patients who do not respond to ACLS maneuvers within a short period of time will not survive resuscitation efforts.  This policy will outline the framework within which pre-hospital care providers and the attending Medical Direction physician may discontinue resuscitation efforts.  

Procedure: 

1.   Assess ABC’s (Airway, Breathing, Circulation). 

2.   Begin BLS and ACLS procedures as indicated. 

A.   If there is clear evidence of prolonged “down time”, a “no code” or “Do not resuscitate”   order, terminal illness, or other indicators that the patient did not desire resuscitative    intervention, then resuscitative efforts should be withheld.  (See section 1100.10) 

B.   If any uncertainty exists regarding “code status” or “down time”, proceed with  resuscitative efforts. 

3.   Once resuscitative efforts have begun, such efforts will continue for twenty minutes under telephone directions of Medical Direction physician. 

A.   Paramedic and Medical Direction discretion will be utilized when necessary to determine whether resuscitation will continue at the scene or a “load and go” mechanism will be instituted. In general, young patients and those with no pre-existing medical problems should be transported promptly. 

B.   All trauma arrests, drowning, poisoning, pediatric and hypothermia cases are excluded  

from this policy.  These patients will undergo continued resuscitation and prompt  

transport. 

4.   Apneic, pulseless patients in asystole, pulseless electrical activity or persistent ventricular fibrillation after twenty minutes of ACLS will be considered for termination of resuscitative efforts.  Pre-hospital personnel will review the known history and ongoing interventions with the Medical Direction physician.  The physician may then direct the paramedic to terminate resuscitation efforts. 

5.   Once a resuscitation has been started, Medical Control must be contacted to terminate it. 
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SUBJECT: 

700.17  

CARDIAC EMERGENCIES:   

TERMINATION OF CODES   

6.     After termination of resuscitation, the paramedic will inform the family and/or nursing home  personnel that the patient has been declared dead by the Medical Direction physician.  Any questions regarding termination will be referred to Medical Direction. 

A.   If law enforcement officials are not present, the local police will be contacted by the  

paramedic and informed of the death.  Medics will remain at the scene until law  enforcement officials have arrived at the scene. 

B.   Pre-hospital personnel may leave the scene once law officials have arrived and  

appropriate family needs are attended to. 

STANDARD PRECAUTIONS MUST BE OBSERVED. 
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SUBJECT: 

700.18  

ORIGINAL ISSUE   8/94 

CARDIAC EMERGENCIES:   

LATEST REVISION  4/06 

POST RESUSCITATION 

APPROVED:  __________     

Overview: 

Post resuscitation care refers to the immediate period, between restoration of spontaneous circulation and transfer to the Emergency Department.  During this period, patients may display a wide variety of responses from awake, alert with spontaneous respirations and stable hemodynamic status to comatose and hemodynamically unstable.  Patients must be monitored closely for re-arrest and supported to optimize circulation, especially to the brain.  Repeated cardiovascular, respiratory, and neurologic assessments are necessary. 

Procedure: 

1.   Assess the airway and treat as necessary. 

A.   Secure airway. 

B.   Verify endotracheal tube placement (i.e.: auscultate breath and epigastric 

sounds frequently). 

2.   Assess respiratory status and treat as necessary. 

A.   Continue oxygen administration. 

B.   Supply positive pressure ventilation at appropriate rate and tidal volume 

(typically 12 - 15 breaths per minute at tidal volume of 10 -15 ml/kg.) 

C.  Verify bilateral chest movement. 

D.  Monitor oxygen saturation per pulse oximeter. 

E.   Observe for potential respiratory complications (i.e.: pneumothorax, rib, or 

sternal fractures, improper ET tube placement). 

3.   Assess circulatory status and treat as necessary. 

A.   Maintain IV of normal Saline. 

B.   Monitor EKG status for changes. 

C.  Assure maintenance drug infusions (i.e.: Lidocaine) have been instituted if 

indicated and monitor drip rate. 

4.   Search for possible causes of the cardiac arrest and treat if possible. 

5.   Post resuscitation patients should be transported to the closest appropriate facility. 
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SUBJECT: 

700.18  

CARDIAC EMERGENCIES:   

POST RESUSCITATION 

Consider: 

1.   Administration of 250 - 500 ml fluid bolus for hypotension. 

2.   Administration of Dopamine, 800 mg in 250 ml D5W at 2 - 20 mcg/kg per minute or titrated to systolic blood pressure of 90 mmHg for sustained hypotension. 

NOTE:  

Do not be over zealous in treating post resuscitation dysrhythmias (i.e.:  bradycardia, tachycardia) or hypotension. Often these conditions are transient  should be left untreated in the immediate post resuscitation period. 

These protocols have been developed based on current American Heart Association guidelines as of April 2006. Health care providers should follow current AHA guidelines for emergency cardiovascular care. 

STANDARD PRECAUTIONS MUST BE OBSERVED. 
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SUBJECT: 

800.01  

TRAUMA: 

ORIGINAL ISSUE 1/92 

TRAUMA CLASSIFICATION CRITERIA 

LATEST REVISION   4/06 

TRAUMA SERVICE ACTIVATION     

APPROVED:_____________ 

The EMS Provider must assure that all seriously injured patients are properly identified, stabilized, and transported to the closest most appropriate designated trauma center.  

The St. Louis Regional Trauma Classification Criteria will be used to identify the seriously injured patient.  

Class I Trauma: must be transported to a Level I or II Trauma Center. a.   Glascow Coma Scale is 13 or less, 

b.   Systolic Blood Pressure is less than 90, 

c.   Respiratory rate is greater than 29 or less than 10, 

d.   Airway compromise, 

e.   Active hemorrhage, 

f.    Penetrating injuries to the head, neck, or torso, 

g.   Extremity trauma with the loss of distal pulse, 

h.   Amputation proximal to the wrist or ankle, 

i.    Paralysis or signs of spinal cord injury, 

j.    Major burns of >20% BSA or any signs of inhalation injury, 

k.   200 volt or higher electrical injury, 

l.    2 or more long bone fractures, 

m.  Paramedic discretion. 

Class II Trauma: must be transported to a Level I or II Trauma Center. a.   Auto crash, 

Initial speed of >40 mph 

Major auto deformity >20 inches 

Intrusion into the passenger compartment >12 inches 

Death in same passenger compartment 

Extrication time > 20 minutes 

Ejection from automobile or rollover 

b.   Auto-pedestrian/auto-bicycle injury with >5 mph impact, 

c.   MCC or ATV crash > 20 mph or separation of rider from bike,     d.   Assault with LOC, 

e.   Falls > 12 feet 

f.    Pelvic fractures, 

g.   All open fractures, 

h.   All degloving/crush injuries, 

i.    Penetrating injuries to extremities proximal to the elbow or knee,  j.    Amputation distal to wrist or ankle of 2 or more digits, 

k.   Pregnancy with acute abdominal pain. 
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SUBJECT: 

800.01  

TRAUMA: 

TRAUMA CLASSIFICATION CRITERIA 

TRAUMA SERVICE ACTIVATION ____________________________________________________________________________ 

Class III Trauma: preferential transport to the closest hospital. a.   MVC < 40 mph or unknown speed, 

b.   Assault without LOC, 

c.   Burns < 20%, 

d.   Auto-pedestrian and auto-bicycle < 5 mph impact, 

e.   MCC/ATV crash < 20 mph, 

f.    All falls of 5 feet/steps or more, 

g.   Penetrating injury distal to elbow or knee, 

h.   Pregnant patients involved in traumatic event.   

•  An injured patient who requires transport to a trauma center, as above, shall be transported  to a Level I or II Trauma Center if transport time is estimated to be 20 minutes or less. 

•  If transport can not be made in 20 minutes or less, consider request for air ambulance  assist. 

•  Any patient in cardiac arrest should be transported to the closest acute care hospital with a  physician on duty in the Emergency Department. 

•  For pediatric trauma patients, see Pediatric Trauma Protocol.  

•  The patient’s ability to pay shall not be a consideration in reaching a determination as to 

hospital destination.  

GLASGOW COMA SCALE 

Eye Opening    
Best Verbal Response 
Best Motor Response 
Spontaneous  4 

Oriented 

5 

Obeys  

6 

To Voice 

3 

Confused 

4 

Localizes  

5 

To Pain 

2 

Inappropriate   

3 

Withdraws 

4 

None    

1 

Incomprehensible 

2 

Flexion 

3(decorticate) 

None    

1 

Extension 

2(decerebrate) 

None    

1 

EMERGENCY MEDICAL SERVICES GUIDELINES FOR PREHOSPITAL EMERGENCY CARE 

PAGE 3 OF 3 

SUBJECT: 

800.01  

TRAUMA: 

TRAUMA CLASSIFICATION CRITERIA 

TRAUMA SERVICE ACTIVATION ____________________________________________________________________________ 

In accepting the axiom that early and effective management of shock due to trauma can reduce morbidity and mortality, the following system has been developed to assist in early activation of St. Anthony’s Trauma Service.  Paramedics and Emergency personnel will obtain specific information as described in Trauma Triage and Transport protocol, including VS and LOC, anatomical injuries, mechanism of injury and comorbid factors to determine whether the Trauma Team may need to be activated. 

“Activation” status implies that immediate surgical evaluation and management will very likely be necessary.  In this situation, the Trauma Surgeon on-call should personally be in the Emergency Department as soon as possible to oversee evaluation and treatment of the trauma patient.  The Emergency Department physician may activate the Trauma Team upon consideration of the pre-hospital information provided.  Therefore, it is imperative for the Paramedics and    Emergency personnel to relay the appropriate patient information based on the major trauma classifications to expedite this process. 

The State of Missouri Trauma Center Rule 19CSR30 - 45.0010 defines a Major Trauma Patient as: “a trauma patient with cardiopulmonary arrest, unstable blunt or penetrating chest or abdominal injury, airway compromise, systolic blood pressure less than ninety (90) millimeters   of mercury, pulse less than sixty (60) or greater than one hundred (100) per minute with clinical signs of shock, severe neurological injuries or signs of deteriorating neurological status or prolonged loss of consciousness.” 

The ED physician will use the above classifications to activate the trauma team. 
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SUBJECT: 

800.02  

TRAUMA: 

ORIGINAL ISSUE 6/94 

TRAUMA DOCUMENTATION 

LATEST REVISION   4/06 

APPROVED:_____________ _________________________________________________________________ 

1.    The Trauma Service requires a Paramedic Report to the Emergency Department Physician and Trauma Resuscitation Nurse upon arrival of the trauma patient into the Trauma Resuscitation Room.  Proper documentation of the care and assessment of the trauma patient is essential for the continued care of the patient and necessary for record keeping in the Trauma Registry.  The following information must be included on the Missouri  Ambulance Report Form (MARF): 
a.   Time and mechanism of injury.  

b.   BLS and ALS care given to the patient at the scene.  

c.   Vital signs obtained by the Paramedic including initial vital signs and subsequent 

vital signs.  

d.   Sizes and locations of IV lines.  

e.   Amount and type of fluid infused.  

f.    Estimated blood loss.  

g.   Patient’s trauma score.  

h.   Information regarding damage to the vehicle.  

i.    Appearance at the scene and other victims involved.  

j.    Past pertinent medical history, including medications and allergies, if available.  k.   ARF must be legible. 
2.   Only an M.D. or R.N. is authorized to sign as “person receiving the patient”. 
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SUBJECT: 

800.03  

ORIGINAL ISSUE 1/92 

TRAUMA: 

LATEST REVISION 4/06 

TRAUMA TREATMENT 

APPROVED:___________________ 

Pre-Hospital Actions: 

1.   C-spine immobilization.  

2.   Check ABC’s and treat as needed.  

3.   Administer 100% oxygen; assist ventilation as necessary.  

4.   Assess for and treat concurrent life threatening conditions.  

5.   Once life threatening injuries are managed, immobilize patient on a long spine board and c-

collar. It is recommended that a short board device or KED is utilized when removing patients from vehicles or tight spaces.  Release the leg straps once the patient has been extricated and place on a long spine board. Utilize MAST or PASG for stabilizing pelvic and lower extremity fractures only. 

6.   Initiate transport as indicated in the Trauma Classification Criteria Protocol. 

7.   Initiate 2 IV’s of Ringer’s Lactate or Normal Saline with a large-bore catheter during 

transport.  Give fluid boluses of 20cc/kg until adequate peripheral perfusion has been obtained and adequate LOC is achieved and maintained. 

8.   Continue with physical exam and secondary survey en route and treat as needed. 

9.   Maximum on scene time shall be less than 10 minutes unless extrication or rescue problems 

exist. 

10. Perform ongoing assessment including physical exam, VS, EKG, cardiac monitoring, and 

oxygen saturation.  

11. Contact Medical Direction and report the information necessary to activate the trauma 

service. 

12. Medical Control may order Dopamine 800mg in 250mL of D5W to maintain a systolic blood 

pressure greater than 90 mmHg. You must have Medical Control orders to initiate this  infusion! 
STANDARD PRECAUTIONS MUST BE OBSERVED. 
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SUBJECT: 

800.04  

ORIGINAL ISSUE  9/94 

TRAUMA: 

LATEST REVISION   4/06 

SPINE INJURY PROTOCOL  

APPROVED:___________________ 

Overview: 

EMS Providers routinely respond to patients with the potential for spine injury.  To determine the potential for spine injury and the necessity of treating with full spinal immobilization, certain clinical criteria must be checked by assessing the mechanism of injury, the presence of spine pain/tenderness, and neurologic function.  The EMS provider can ascertain whether or not there is a reasonable possibility of spine injury and provide appropriate treatment. 

Significant mechanism of injury: Always recognize the mechanism of injury. 

a.   Violent impact and forces are clearly capable of damaging the bony spinal 

column/cord. 

b.   Positive mechanism of injury may include but are not limited to: high velocity 

MVC’s; falls > 20 feet; auto-pedestrian or auto-bicycle injury with significant impact; gunshot wound near the spine. 

c.   Positive mechanism of injury is treated as a positive spine injury and full spinal immobilization is required. 

Clinical Criteria 

A. 

Neck or back pain/tenderness 

Neurologic examination 

A.   In the absence of neck or back pain/tenderness, a neurologic examination should be     performed to determine the reasonable possibility of spine injury.  The neurologic examination should include: 

Motor function 

Sensory function 

* In the presence of any abnormality of motor or sensory function, a reasonable possibility of spine injury exists and full spinal immobilization is required. 
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SUBJECT: 

800.04  

TRAUMA: 

SPINE INJURY PROTOCOL 

There are some patients that are unreliable and therefore you must always treat with full spinal immobilization. These patients include but are not limited to:  

a.   Acute stress reactions that impair the patient’s ability to think clearly, make reasonable judgments, or respond normally to the examiner. 

b.   Abnormal level of consciousness. 

c.   Intoxication due to drugs or alcohol. 

d.   Altered mental status. 

e.   Distracting injuries (i.e., pain, bleeding, deformity) that decrease the patient’s 

awareness of other injuries. 

f.    Communication problems with the patient. 

If the patient meets clinical criteria for negative spine injury and spinal immobilization is not performed, documentation should include the following: 

a.   Mechanism of injury. 

b.   Absence of neck or back pain/tenderness. 

c.   Clinical findings of the neurologic exam indicating normal motor and sensory 

function. 

d.   Patient reliability. 

The use of KED devices or short spine boards is encouraged when removing patients from tight spaces or motor vehicles. 

When in doubt - treat as positive spine injury 

ST. ANTHONY’S MEDICAL CENTER EMERGENCY MEDICAL SERVICES 

GUIDELINES FOR PREHOSPITAL EMERGENCY CARE 

PAGE 1 OF 1 

SUBJECT: 

800.05  

TRAUMA: 

ORIGINAL ISSUE 1/92 

NEUROLOGICAL INJURY/HEAD     

LATEST REVISION   4/06 

TRAUMA/SPINAL CORD INJURY    

APPROVED:_____________ 

Pre-Hospital 

1.   Cervical spine immobilization.  

2.   Airway management as indicated; consider cervical spine injury.  

3.   Administer 100% oxygen; support ventilation as necessary.  

4.   Hyperventilate patient if signs or symptoms of increased intracranial pressure are present 

(decreased level of consciousness, hypertension, bradycardia).  

5.   Monitor EKG, vital signs, neurologic status/glasgow coma scale and oxygen saturation per 

pulse oximeter.  

6.   Start IV of Ringer’s Lactate/Normal Saline at a keep-vein-open rate.  

7.   If patient is hypotensive and/or presents with signs and symptoms of shock, treat for shock.  8.   Rapid transport to hospital as according to the triage decision tree in the Trauma, Triage 

and Transport Protocol. 
Considerations: 

Signs/symptoms of spinal cord injury include: mechanism of injury, paralysis, paresthesia, loss of sensation, loss of reflexes below the level of the injury. 
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SUBJECT: 

800.06  

TRAUMA: 

ORIGINAL ISSUE 1/92 

MAST (MILITARY ANTI-SHOCK 

LATEST REVISION   4/06 

TROUSER)/PNEUMATIC 

APPROVED:_____________ 

ANTI-SHOCK GARMENT (PASG) 

Indications: 

1.   Pelvic fractures (pelvic compartment only)  

2.   Lower extremity fractures (lower compartment(s) only) 
MAST/PASG should not be used for any other purpose unless authorized by Medical Control!!! 
Contraindications 

1.   Isolated head trauma  2.   Pulmonary edema 
Contraindications to Use of Abdominal Section (Leg sections may still be used) 

1.   Pregnancy in third trimester  

2.   Evisceration of abdominal organs  3.   Impaled object in abdomen  

4.   Diaphragmatic hernia 
Procedure: 

1.   Perform primary and/or MAST survey.  

2.   Either slide MAST under patient or log-roll patient onto MAST; consider cervical spine or 

other vertebral injuries.    3.   Position MAST such that: 
a.   The top of the MAST is just below the patient’s lower ribs and b.   the legs of the MAST are snug-up to the patient’s groin 

4.   Inflate to level of pressure required to stabilize the fracture. Carefully monitor pulses of lower extremities. Do not over inflate. Do not inflate past the Velcro “cracking”. 
5.   Constant reassessment of the patient’s status and pulses is indicated.  
STANDARD PRECAUTIONS MUST BE OBSERVED. 
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SUBJECT: 

800.07  

ORIGINAL ISSUE  9/94 

TRAUMA: 

LATEST REVISION   4/06 

CHEST DECOMPRESSION   

APPROVED:___________________ 

Overview: 

A tension pneumothorax can develop following blunt or penetrating chest trauma.  Air that is inspired becomes trapped in the pleural space during inspiration, causing an increase in pleural pressure, comprising respiratory status and decreasing venous return to the heart as a result of mediastinal shifting.  The definitive pre-hospital treatment for tension pneumothorax is chest decompression. 

Signs and Symptoms: 

A.   Apprehension, restlessness.  

B.   Increasing dyspnea; tachypnea  

C.  Tachycardia.  

D.  Hypotension.  

E.   Cool, clammy, pale or cyanotic skin color.  

F.   Jugular venous distention (unless hypovolemic).  

G.  Diminished or absent breath sounds on the affected side.  

H.  Unequal chest expansion.  

I.    Subcutaneous emphysema.  

J.   Tracheal deviation toward the unaffected side (a late sign).  

K.   A tension pneumothorax should be considered in any intubated patient with sudden loss of 

compliance. 
Treat patient as per the trauma treatment protocol. 

Procedures: (Do Needle Decompression ONLY if the patient is unstable!) 

A.   Identify 2nd - 3rd intercostal space, mid-clavicular line or 4th - 5th intercostal space mid-axillary 

line (on affected side).  

B.   Cleanse site with Betadine or alcohol.  

C.  Insert large bore, 14 gauge 2 ¾” IV through the skin at a 90° angle and above the rib until 

the needle is in the pleural space and air escapes.  

D.  Remove the needle, leaving the catheter in place. 

E.   Secure catheter in place; the catheter should not be removed until replaced by a chest tube 

in the Emergency Department. 

Complications: 

A.   Laceration of intercostal vessel with resultant hemorrhage. B.   Laceration of lung. 

C.  Creation of pneumothorax if not already present. 

D.  Infection. 

STANDARD PRECAUTIONS MUST BE OBSERVED. 
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SUBJECT: 

800.08  

TRAUMA: 

ORIGINAL ISSUE 1/92 

AMPUTATIONS 

LATEST REVISION   4/06 

APPROVED:_____________ _________________________________________________________________ 

Pre-Hospital Actions: 

1.   Airway management as indicated.  

2.   Administer oxygen at flow rate as indicated.  

3.   Irrigate wound with Ringer’s Lactate or Normal Saline.  Avoid antiseptic solutions.  Control 

bleeding with direct pressure.  Apply sterile dressing.  

4.   Start IV of Ringer’s Lactate or Normal Saline with large-bore catheter and infuse to maintain 

systolic blood pressure of at least 90-100 mmHg.  5.   Care of the amputated part: 
a.   Rinse-off gross contaminants with sterile saline solution.  

b.   Make no other attempt to clean or débride the part.  

c.   Place the part into a plastic bag and seal tightly.  

d.   Place the sealed bag into iced water or iced saline solution (do not use ice alone; never   

use dry ice). 

6.  Care of partial amputations: 

a.   Irrigate wound with Normal Saline. 

b.   Place part(s) in a functional position. 

c.   Apply sterile dressing moistened with Normal Saline. d.   Splint the extremity. 

e.   Elevate limb. 

f.    Apply coolant bags. 

7.   Consider Morphine 2-5mg IV. Doses above 5mg must have medical control orders. 8.   Consider direct transport to facility with total micro surgery capabilities. 

STANDARD PRECAUTIONS MUST BE OBSERVED. 
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SUBJECT: 

800.09  

TRAUMA: 

ORIGINAL ISSUE 1/92 

BURNS 

LATEST REVISION   4/06 

APPROVED:_____________ 

Pre-Hospital Actions: 

1.   See considerations below.  

2.   Airway management as indicated.  

3.   Administer oxygen at flow rate as indicated (typically high-flow).  

4.   Monitor Vital Signs, EKG and oxygen saturation per pulse oximeter for severe respiratory 

burns.  

5.   Start IV of Ringer’s Lactate or Normal Saline with a large-bore catheter and infuse to 

maintain a systolic blood pressure of 90 -100 mmHg or 200 ml/hr. 

6.   Apply sterile dressing or sheets to burned areas.  

7.   Consider Morphine 2-5mg IV. Doses above 5mg must have medical control orders. Exercise 

caution in patients with possible respiratory involvement.  

8.   Consider intubation for those patients with respiratory involvement. Consider sedation of 

Versed 5mg with medical control orders. 

9.   Consider direct transport to St. John’s Mercy Medical Center Burn Unit if patient’s status 

permits (i.e. stable); otherwise stabilization at local hospital is indicated. 

Considerations: 

A.   Severe burns are defined as: 
1.   30% or greater Total Body Surface Area (TBSA) of second degree burns; or  2.   10% or greater TBSA of third degree burns; or  

3.   burns of the hands, feet, face or genitalia. 
B.   Respiratory involvement of burns is suggested by presence of the following:   1.   Burns of the face. 

2.   Burns of facial hair or chest hair. 

3.   Harsh, brassy cough productive of sooty sputum. 

4.   Presence of soot in the oropharynx. 

5.   Hoarseness. 

6.   If burn occurred in closed environment. 

7.   Signs of respiratory distress. 

8.   If patient lost consciousness (gag reflex) while exposed to heat or smoke. 

STANDARD PRECAUTIONS MUST BE OBSERVED. 
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SUBJECT: 

800.10  

TRAUMA: 

ORIGINAL ISSUE 2/04 

CRUSH INJURIES 

LATEST REVISION   4/06 

APPROVED:_____________ 
Pre-Hospital Actions: 

1.  

Confirm prolonged entrapment (> 1 hour) of one or more full extremities by a crushing object (vehicle, building rubble, hanging in harness, self). 

2.  

Complete trauma assessment to evaluate patient for other injuries and treatments. 

3.  

If extremity is accessible, check for decreased sensation, motor function, skin color and distil pulses. 

4. 

Contact Medical Control prior to extrication if entrapment prolonged. 

5. 

Pre-Extrication: 

•  Apply oxygen via mask  

•  Start large bore IV with Normal Saline x 2. Give 2 liter NS bolus, followed 

by 500 cc/hr. 

•  Monitor cardiac rhythm.  Medical Direction Options: 
•  Immediately prior to extrication, Sodium Bicarbonate, 2 mEq/Kg IV up  to 100 mEq. 

6. 

Extricate. 

7. 

Post-Extrication: 

•  Contact Medical Control.  

•  Suspect hyperkalemia if T waves become peaked, QRS becomes 

prolonged (>0.12 sec) or hypotension develops. Medical Direction Options: 

•  Calcium Chloride 1Gm IV over 5 minutes for dysrhythmias.  •  Additional Sodium Bicarbonate. 
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SUBJECT: 

800.11  

TRAUMA: 

ORIGINAL ISSUE 2/04 

CHEMICAL EYE INJURIES   

LATEST REVISION   4/06 

APPROVED:_____________ 
Pre-Hospital Actions: 

1. 

Attempt to remove contact lenses, if present. 

2. 

Immediately and continuously flush the affected eye(s) with normal saline solution for a minimum of 20 minutes, continuing en route to hospital.  

3. 

Transport emergently. 
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SUBJECT: 

800.12  

TRAUMA: 

ORIGINAL ISSUE 05/07 

SPLINTING     

LATEST REVISION   05/07 

APPROVED:_____________ 
Immobilizing a Long Bone: 

1. 

Direct application of manual stabilization. 

2. 

Assess distal motor ability, sensory response, and circulation. 

3. 

Measure splint. It should extend several inches beyond joints and below injury. 

4. 

Apply splint and immobilize joints above and below injury. 

5. 

Secure entire extremity in position of function as much as possible. 

6. 

Reassess the motor, sensory, and circulation. 

Immobilizing a Joint: 1. 

Direct application of manual stabilization. 

2. 

Assess distal motor ability, sensory response, and circulation. 

3. 

Select proper splint material. Immobilize site of injury and bones above and below. 

4. 

Reassess the motor, sensory, and circulation. 

Splinting a Femur (Traction Splint): 1. 

If femur fracture is suspected, apply direct manual stabilization of injured leg.  

2. 

Assess distal motor ability, sensory response, and circulation. 

3. 

Apply manual traction to leg. 

4. 

Adjust and position the traction splint at injured leg. 

5. 

Apply proximal securing device (i.e. ischial strap). 

6. 

Apply distal securing device (i.e. ankle hitch). 

7. 

Apply mechanical traction. 

8. 

Position and secure the support straps. 

9. 

Reassess the motor, sensory, and circulation. 

10. 

Secure patient’s torso and traction splint to long board for transport. 
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SUBJECT: 

900.01  

ORIGINAL ISSUE  1/92 

MEDICAL EMERGENCIES:   

LATEST REVISION   4/06 

ALLERGIC REACTION/ 

APPROVED:___________________ 

ANAPHYLAXIS 

Pre-Hospital Actions: 

1.   Airway management as indicated. 

2.   Administer oxygen at flow rate as indicated (typically high-flow). 

3.   Monitor Vital Signs, EKG and oxygen saturation via pulse oximeter. 

4.   Start IV of Normal Saline with a large-bore catheter and infuse to maintain systolic blood pressure of 100 mmHg. 

5.   Benadryl/diphenhydramine 25-50mg IM or slow IVP. 

6.   Decadron/dexamethasone up to 10 mg IVP. 

Medical Control Options: 

•  Administer epinephrine 0.3-0.5mg of 1:1000 solution Sub-Q. Exercise caution  in adults with a heart rate greater than 120 or those over 40 years of age and in pediatrics with a heart rate greater than 130. 
•  Administer epinephrine 0.3-0.5mg of 1:10,000 solution IVP; observe same  cautions as above. 

•  If patient is intubated and no IV is established, administer ephinephrine 2-2.5mg  diluted in 10mL NS per ET tube. Observe the same cautions as above. 

STANDARD PRECAUTIONS MUST BE OBSERVED. 
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SUBJECT: 

900.02  

ORIGINAL ISSUE  1/92 

MEDICAL EMERGENCIES:   

LATEST REVISION   4/06 

ASTHMA/ACUTE RESPIRATORY    

APPROVED:__________________ 

FAILURE 

Pre-Hospital Actions: 

1.   Universal cardiac care with airway management as indicated. 

2.   Obtain red-top blood tube, if possible. 

3.   Administer Albuterol, premixed, single dose unit of 2.5 mg/3mL per nebulizer  updraft. May repeat twice. 

4.   Administer Atrovent 500mcg vial in an oxygen driven nebulizer. May be mixed with 2.5mg Albuterol and given a maximum of 3 times within 1 hour.  

5.   Administer Decadron 10mg IV. 

Medical Control Options: 

•  Administer epinephrine 0.3-0.5mg of 1:1000 solution Sub-Q. Exercise caution  in adults with a heart rate greater than 120 or those over 40 years of age and in pediatrics with a heart rate greater than 130. 
STANDARD PRECAUTIONS MUST BE OBSERVED.  
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SUBJECT: 

900.03  

ORIGINAL ISSUE  1/92 

MEDICAL EMERGENCIES:   

LATEST REVISION   4/06 

COMA OF UNKNOWN ORIGIN 

APPROVED:___________________ 

Pre-Hospital Actions: 

1.   Universal cardiac care with airway management as indicated. 

2.   Obtain blood glucose determination via Dextrostix or glucometer. 

3.   Consider administration of Thiamine 100 mg. IVP. 

4.   If blood glucose level is less than 60, administer 25 grams of Dextrose, (1 amp of 50% Dextrose), IV or administer oral glucose, (i.e.: “Instant glucose”); oral fluids are contraindicated for the unconscious patient. 

5.   Administer 0.4 mg. - 2.0 mg. Narcan/Naloxone subQ, IM, IV or per ET tube. 

6.   Consider glucagons 1mg IM if unable to start IV. 

8.   May consider repeating any of the above as indicated by patient response. 

Caution: 

Dextrostix may not be accurate and therefore clinical judgment  must always be exercised. 

Note 1: 

Narcan/Naloxone is short acting and repeated doses may be required. 

Note 2: 
Attempts should be focused on determining the cause of the coma, and  treatment directed toward the cause. 

STANDARD PRECAUTIONS MUST BE OBSERVED. 
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SUBJECT: 

900.04  

ORIGINAL ISSUE  1/92 

MEDICAL EMERGENCIES:   

LATEST REVISION   4/06 

DIABETES 

APPROVED:__________________ 

INSULIN SHOCK/HYPOGLYCEMIA 

Pre-Hospital Actions; 

Licensed EMT-B providers may follow the actions listed below that are within their scope of practice provided they have obtained the proper training and certification as required by the State. 

1.   Universal cardiac care with airway management as indicated. 

2.   Obtain blood glucose determination via Dextrostix or glucometer.  

3.   If blood glucose is less than 60, administer 25-50 grams of Dextrose, (1-2 amps of 

50% Dextrose), IV or administer oral glucose, ie: “Instant Glucose”; oral fluids are contraindicated in the unconscious patient. 

4.   Administer glucagon 1 mg. IM and oral “instant glucose” if unable to start IV. 

5.   Contact Medical Direction. 

6.   If patient has a previous history of insulin-dependent diabetes or has responded 

minimally to the initial amp of 50% Dextrose, repeat 25 grams IV. 

7.   Administer second dose of glucagons 1mg IM if unable to start IV. 

8.   Patient must be transported to the hospital if medications are given unless Medical 

Control is contacted and orders are given for the okay of refusal of transport. 

Caution: 

Dextrostix may not be accurate and therefore clinical judgment  may always be exercised. 
STANDARD PRECAUTIONS MUST BE OBSERVED. 
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SUBJECT: 

900.05  

ORIGINAL ISSUE  1/92 

MEDICAL EMERGENCIES:   

LATEST REVISION   4/06 

OVERDOSE/POISONING 

APPROVED:___________________ 

Pre-Hospital Actions: 

1.   Universal cardiac care with airway management as indicated. 

2.   Infuse Normal Saline to maintain a systolic blood pressure of 90-100 mmHg. 

3.   Obtain blood glucose determination via Dextrostix or glucometer.   

4.   If Dextrostix is less than 60, administer 25-50 grams, (1-2 amps of 50% Dextrose), IV or 

administer oral glucose, (i.e.: “Instant Glucose”; oral fluids are contraindicated for unconscious patients. May repeat a second dose depending on patients response to the initial dose. 

5.   May administer glucagons 1mg IV or IM. 

6.   Administer 0.4 mg. - 2.0 mg. Narcan/Naloxone subQ, IM, IV or per ET tube. 

7.   Contact Medical Direction and report as much information as possible regarding the 

ingestion. Bring pill bottles to the ER. 

8.   If possible and if agent ingested has been identified, contact Poison Control at 314-772-

5200 for specific antidote. 

9.   EMS crews may be asked to fill out an affidavit in the ER if the patient has made statements 

concerning suicidal or homicidal ideation. 

All patients thought to have overdosed should have an IV started and be placed on a cardiac monitor. 

STANDARD PRECAUTIONS MUST BE OBSERVED. 
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SUBJECT: 

900.06  

ORIGINAL ISSUE  1/92 

MEDICAL EMERGENCIES:   

LATEST REVISION   4/06 

SEIZURES 

APPROVED:___________________ 

Pre-Hospital Actions: 

1.   Universal cardiac care with airway management as indicated. 

2.   Obtain blood glucose determination via Dextrostix or glucometer. 

3.   If blood glucose is less than 60, administer 25 grams of Dextrose, (1 amp of 50% Dextrose), 

IV.  

4.   Administer Valium/diazepam 2.5-5 mg IV. Contact Medical Control for additional doses.     5.   May administer Ativan/lorazepam 1-2mg IV instead of Valium. Contact Medical Control for 

additional doses. 

6.   Exercise caution in patients with previous history of COPD or ingestion of other 
depressants. Continually observe respiratory status and assist ventilations if necessary.   
7.   Consider administration of Narcan 0.4-2mg Sub-Q, IM, IV, or ETT. 

8.   If IV access is not readily available, consider administration of Valium per rectum at 5mg for 

adult patients. 

Caution: 

Dextrostix may not be accurate and therefore clinical judgment  

must always be exercised. 

STANDARD PRECAUTIONS MUST BE OBSERVED. 
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SUBJECT:      900.07  

ORIGINAL ISSUE:       05/99 

MEDICAL EMERGENCIES:   

LATEST REVISION:    4/06 

STROKE 

APPROVED:  _________________ 

Overview: 

A stroke should be considered in anyone who has a sudden onset of focal neurological deficits   or alteration in consciousness. Strokes are classified as ischemic (75%) or hemorrhagic (25%). Regardless of the underlying pathophysiological cause, rapid assessment and prompt treatment and transport are necessary. 

Pre-Hospital Actions:  

1.   Assess and maintain ABCs, vital signs, monitor BP carefully for the development of 

hypertension. 

2.   Maintain an NPO status (nothing by mouth).  

3.   Provide oxygen by nasal cannula or non-rebreather if a decreased level of consciousness is 

present.  

4.   Ascertain the exact time of onset, “time zero” of symptoms. This will be important if it is 

found that the patient meets the criteria for thrombolytics.   

5.   Perform a Cincinnati Stroke Scale (see next page). 

6.   Transport patient and alert ER as soon as possible. 

7.   Start an IV of Normal Saline at a KVO rate. Avoid D5W and excessive fluid loading. 8.   Check blood sugar if patient has altered mental status 
-administer D50% bolus if blood sugar is below 60 

9.   Attach cardiac monitor. 

8.   Monitor oxygen saturation  

9.   Observe for seizure development; treat per the seizure protocol  

10. Determine and document baseline clinical findings 

11. Consider administration of Thiamine, 100 mg. IVP if patient is cachectic,  

malnourished or a suspected chronic alcoholic. 
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SUBJECT: 

900:07 

MEDICAL EMERGENCIES: 

STROKE 

Cincinnati Prehospital Stroke Scale 

Facial Droop (have the patient show teeth and smile): 

•  Normal: both sides of face move equally  

•  Abnormal: one side of face does not move as well as the other side 

Arm Drift (patient closes eyes and extends both arms straight out, with palms up, for 10 secs):   •  Normal: both arms move the same OR both arms do not move at all (other findings such 

as pronator drift, may be helpful) 

•  Abnormal: one arm does not move OR one arm drifts down compared with the other 

Abnormal Speech (have the patient say “you can’t teach an old dog new tricks”):   •  Normal: patient uses correct words with no slurring  

•  Abnormal: patient slurs words, uses the wrong words, or is unable to speak 

* If any 1 of these 3 signs is abnormal, the probability of a stroke is 72%. 
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SUBJECT: 

900:07 

MEDICAL EMERGENCIES: 

STROKE 

Summary Of Out-of-hospital Assessment of the Patient with Acute Stroke (per American Heart Association- Handbook of Emergency Cardiovascular Care for Healthcare Providers): 

•  Ensure adequate airway.  

•  Measure vital signs.  

•  Conduct general medical/trauma assessment : 

- 

Trauma of head or neck 

- 

Cardiovascular abnormalities 

- 

Check pupils 

- 

Check glucose level 

•  Conduct neurologic examination: 

- 

Level of consciousness 

- 

Cincinnati Prehospital Stroke Scale (+/-) 

- 

Glascow Coma Scale (score out of 15) 

- 

Report right and left limb movements 

- 

Report meningeal signs (yes/no) 

- 

Report time of onset of symptoms 

- 

Report any seizure activity 

- 

Provide prearrival notification to receiving hospital of potential stroke patient 

These protocols have been developed based on current American Heart Association guidelines as of April 2006. Health care providers should follow current AHA guidelines for emergency cardiovascular care. 
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SUBJECT:      900.08  

ORIGINAL ISSUE:       02/04 

MEDICAL EMERGENCIES:   

LATEST REVISION:    1/07 

NAUSEA AND VOMITING     

APPROVED:  _________________ 

Pre-Hospital Actions: 

•  Establish IV access.  

•  May use either Phenergan or Zofran. Do not use both without direction from medical 

control. 

•  Phenergan 12.5 mg IV. May repeat x1 in 20 minutes. Use caution, as tissue necrosis 

can occur. Give only if diluted in 9mL NS and through a running IV line. If given IV, give only in large veins (not in wrist or hands). 

•  Zofran 4 mg IV. May repeat in 20 minutes x1.  •  Call medical control for pediatric patients. 
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SUBJECT:      900.09  

ORIGINAL ISSUE:       02/04 

MEDICAL EMERGENCIES:   

LATEST REVISION:    4/06 

HYPOTHERMIA 

APPROVED:  _________________ 

Pre-Hospital Actions: 

•   

Remove wet garments 

•   

Protect against further heat loss and wind chill (use blankets and insulating equipment) 

•   

Maintain horizontal position 

•   

Avoid rough movement and excess activity 

•   

Monitor cardiac rhythm 

•   

Assess responsiveness, breathing and pulse 

•   

Do pulse check for 30-45 seconds (clinical signs of death may be misleading). 

If pulse and breathing present: 

•  Begin oxygen therapy.  

•  Begin transport immediately.  •  Obtain IV access en route.     •  Monitor ECG.  

•  Rewarming: 

-Mild Hypothermia (temperature = 92º F or if patient is shivering) - Passive rewarming, active external rewarming. 

-Moderate hypothermia (temperature = 86º F to < 92º F or if patient is shivering) - Passive rewarming, active external rewarming to truncal areas only (neck, armpits, groin). 

-Severe hypothermia (temperature < 86º F) - transport for active internal rewarming. 

If pulseless, with or without organized ECG rhythm: 

•  Begin CPR.  

For VF/VT, defibrillate as prescribed by current ACLS guidelines. Withhold drugs and further shocks and transport immediately. 

•  Obtain IV access and contact medical control physician en route. 
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SUBJECT:      900.10  

ORIGINAL ISSUE:       02/04 

MEDICAL EMERGENCIES:   

LATEST REVISION:     12/06 

HYPERTHERMIA 

APPROVED:  _________________ 

Pre-Hospital Actions: 
1. 

Begin oxygen therapy. 

2.  

Begin cooling measures. Remove clothing. Apply cool packs, if available,  to head and truncal areas. Suspend cooling measures if shivering occurs.  

3. 

Start IV of Normal saline. 

4.  

Monitor cardiac rhythm en route. 
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SUBJECT:      900.11  

ORIGINAL ISSUE:       02/04 

MEDICAL EMERGENCIES:   

LATEST REVISION:    4/06 

NERVE AGENT 

APPROVED:____________ 

ORGANOPHOSPHATE EXPOSURE 

Pre-Hospital Actions: 

1.  

Recognize toxidrome: 

•  Miosis (small pupils) - present in ALL significant exposures, in association with  at least two of the following: 

•  Seizure  

•  Fasciculations  

•  Respiratory distress  

•  Increased secretions  

•  Vomiting/Diarrhea/Incontinence  •  Cardiovascular collapse 

2.  

Wear appropriate personal protective equipment; do NOT enter hot zone. 

3.  

Assure appropriate patient decontamination if liquid or vapor exposures (in concert with fire department HazMat team). 

4.  

Assess ABCs and begin oxygen therapy if possible, intubate if needed (may have high airway resistance). 

5.  

Treat seizures per protocol. 

6. 

Atropine 2mg IV, repeated as necessary to produce bronchial secretions. 

7. 

MARK 1 Kit, if available, (600mg prolidoxime, 2mg atropine) auto-injectors IM x2 for patients with seizures, severe shortness of breath, and cardiovascular collapse. 
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SUBJECT:      900.12  

ORIGINAL ISSUE:       05/07 

MEDICAL EMERGENCIES:   

LATEST REVISION:    05/07 

CARBON MONOXIDE 

APPROVED:____________ 

POISONING 

Carbon Monoxide (CO) is a odorless, colorless, tasteless, and insidious gas that takes hundreds of lives each year. The signs and symptoms of carbon monoxide poisoning may include:  

•  1. Headache  
•  2. Dizziness  
•  3. Irritability  
•  4. Confusion/Memory loss  
•  5. Disorientation  
•  6. Nausea and vomiting  
•  7. Abnormal reflexes  
•  8. Difficulty in coordinating  
•  9. Difficulty in breathing  
•  10. Chest Pain  
•  11. Cerebral Edema  
•  12. Convulsions/Seizures  
•  13. Coma  
•  14. Death  
Often, several members of the same family or those in a given building will complain of the same symptoms. Children are thought to be more susceptible to carbon monoxide poisoning than adults. 
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SUBJECT:      900.12  

MEDICAL EMERGENCIES:   

CARBON MONOXIDE POISONING 

You may utilize the Rad-57 Carbon Monoxide Sensor (based on EMS service availability); however, once detected or suspected: 

1.   Move the victim to fresh air. 

2.   Monitor patient and assess vital signs as indicated. 

3.   Administer 100% oxygen, provide ventilation/intubation if needed. 

4.   Monitor patient for dysrhythmias, most common are:   ST segment depression, T-wave       abnormalities, atrial fibrillation, and PVCs. 

5.   Transport immediately to appropriate facility. 

Rad-57 Operation 
Masimo  Rainbow™  SET  Pulse  CO-Oximetry™.  Rainbow  technology  combines  the  latest  in system theory, adaptive signal processing and a sensor that employs eight wavelengths of light 

to  collect  and  analyze  physiological  data.  Processing  of  this  data  allows  it    to  accurately measure carbon monoxide (SpCO™). This device was FDA approved in 2005. Clinically proven accuracy  up  to  40%  SpCO  (+/-  3%).  The  device  will  also  read  carboxyhemoglobin  at  levels above 40%.  

•  Ideal operating temperatures are 41-104 degrees F with storage temperatures between - 

40 to 158 degrees F. As with all biological sensors, dropping the device might lead to   damage. The finger probe is not compatible with other devices. The finger probe should 

be  kept  with  the  device  at  all  times.  The  device  should  also  not  be  submerged  or  be exposed to very wet conditions.  

•  Attach probe to patient prior to turning on the device. 

•  The Rad-57 will display a standard O2 saturation (SpO2) and perfusion index.  

•  To change to the carboxyhemoglobin display, press the button labeled ‘SpCO’. The  carboxyhemoglobin  will  be  displayed  as  a  number  on  the  upper  readout  as  ‘%SpCO’. The Rad-57 can be used to spot check patients, as trending is not necessary in most situations.  

•  Inaccurate SpCO readings can be seen in the setting of significant methemoglobin,  abnormal hemoglobin levels, low arterial perfusion or intravascular dye.  

•  When examining multiple patients, turn the device OFF then ON to recalibrate between  patients 
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SUBJECT:      900.12  

MEDICAL EMERGENCIES:   

CARBON MONOXIDE POISONING 

The  SpCO  reading  is  to  be  use  as  a  screening  measure.  Definitive  carboxyhemoglobin determinations  should  be  performed  via  blood  draw.  The  level  in  combination  with  signs  and symptoms  will  assist  the  physician  in  making  determinations  about  treatment  options.  In  the prehospital  setting  any  patient  with  suspected  carbon  monoxide  poisoning  should  receive oxygen by a non-rebreather mask, unless otherwise contraindicated. 
Documentation 
Patients SpCO% reading must be documented as part of the Patient Care Report. In the case of a multiple patients, the SpCO% should be documented on triage tag.  

Special Considerations 
Pediatric Patients 

Rad-57 probe is not intended for use on patients under 30 kg.  

Smokers  

Cigarette  smoke  produces  some  degree  of  carbon  monoxide.  Heavy  smokers  can  have carboxyhemoglobin levels up to 10%. Smoking status should be taken into consideration and this information combined with symptoms and history of environmental carbon monoxide.  

Pregnant Women 

Pregnant  women  maybe  at  higher  risk  in  carbon  monoxide  situations.  This  is because of the increased susceptibility of the fetus to the effects of carbon monoxide. The fetal SpCO% maybe 10-15%  higher  than  the  maternal  readings.  All  pregnant  women  with  possible  CO  exposure should be encouraged to have definitive COHb blood levels and physician evaluation.  

Multiple Patient Events  

The  Rad-57  could  be  most  useful  as  an  early  screening  tool.  It  may  prove  to  be  helpful  in decisions  to  prioritize  patients  for  transportation  and  in  selecting  hospital  destinations  in  a multiple  casualty  incident.  For  any  event  with  more  than  5  patients  involving  possible  CO exposure, the medical director or his designee should be contacted. 

It  should  not  be  the  sole  determining  factor.  Like  any  biological  monitor,  data  should  be considered in combination with history of exposure (chronic vs. acute) with attention to signs, symptoms  and  any  special  considerations.  Treat  all  possibly  exposed  patients  with  high concentration oxygen if there is any doubt.  
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GENERAL GUIDELINES 

APPROVED:___________________ 

General Guidelines: 

•  Patient Consent and Refusal: A minor’s (less than 18 years of age) parent or legal  guardian must give consent or refusal of treatment/transport. Although less   desirable, consent or refusal may be given by a responsible adult caretaker (over   age 18) if the parent has deliberately left the minor in the care of this adult, and the adult is competent and capable. If unsure whether it is appropriate to allow someone to give consent or refuse treatment of a minor, a medical control physician should be consulted. 

•  Parents should be allowed to stay with children during evaluation and transport, if  appropriate. The parent's lap is usually the best place for the examination of a stable patient. 

•  May follow dosage and equipment recommendations on Broselow tape. 

Airway Management: 

•  Do not hyperextend the neck of newborns and infants. 

•  Do not use a positive pressure valve on patients less than 6 years of age. 

•  If epiglottitis is a possibility, do not attempt to visualize the throat or pharynx.  However, if a patient with an airway obstruction has a respiratory or cardiac arrest, the airway may be visualized with a laryngoscope to rule out a foreign body airway obstruction. 

Airway Devices: 

•  Consider an oropharyngeal airway of appropriate size on all unconscious pediatric  patients for initial airway maintenance. 

•  Endotracheal intubation can also be performed so as to be consistent with  

other protocols in this document. It should be remembered that the pediatric airway differs from the adult airway in that: 

1.   The pediatric airway is more anterior. 

2.   The pediatric airway is smaller than an adult and is more easily obstructed. 

3.   A child’s tongue is large in relation to jaw size, making obstruction more likely. 
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1000.01 

PEDIATRICS:  

GENERAL GUIDELINES 

Pediatric Oxygen Therapy: 

Pediatric oxygen therapy should be administered in accordance with the following guidelines: 

•  High flow O2. If agitated, use high flow blow-by O2. 

•  Do not hyperextend the neck in newborns and infants. 

•  Consider oral airway of appropriate size for all unconscious patients. 

•  Ventilate using BVM with pediatric mask when ventilation must be assisted. 

•  Do not use a positive pressure valve on patients less than 6 years of age. 

•  If epiglottitis is a possibility, do not attempt to visualize the throat or pharynx.  However, if a patient with an airway obstruction has a respiratory or cardiac arrest, the airway may be visualized with a laryngoscope to rule out a foreign body. 

•  Endotracheal intubation as needed. 

Pediatric IV Therapy: 

Pediatric intravenous therapy should be administered in accordance with the following guidelines: 

•  For trauma and shock of other etiology, start IV's en route. 

•  Hang IV fluid (versus saline lock) when the administration of multiple IV  medications or the need for fluid volume replacement is anticipated. 

•  Use minidrip IV infusion sets for non-traumatic emergencies and macrodrip sets for  trauma or hypotensive patients. 

•  If IV access cannot be established at the scene in two attempts for patients with  nontraumatic problems, begin transport to the hospital. There should be no delay at the scene for IV attempts on children with trauma or in shock - these IV's should be     started during transport. 

•  Consider intraosseous infusion for use in children under the age of seven years in  critical condition when IV access is unobtainable. 
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1000.01 

PEDIATRICS:  

GENERAL GUIDELINES 

Pediatric Medication Administration via the Endotracheal Tube (ETT): 

•  Medications that may be administered via the tracheobronchial tree by injection into  an endotracheal tube: 

o  Narcan  

o  Atropine  

o  Epinephrine  o  Lidocaine 
•  This drug administration route should only be used in cardiac arrest whenever an  endotracheal tube has been placed, venous access is significantly delayed, or attempts at venous access have failed. 

•  Drugs may be administered full strength or diluted in 1-2 ml of normal saline. 

Pediatric Pain Management: Must call Medical Control 

Medical Direction Options: 

•  Morphine Sulfate x 1 at 0.1 mg/kg IV/IM/SQ (up to maximum dose of 5  mg). 

•  Inhaled Nitronox may be used as an alternative if available (adolescents only) 

Pre-Hospital Actions: 
•  Monitor vital signs. If respiratory depression or hypotension occurs after  administration of Morphine Sulfate, ventilate patient as necessary and administer Narcan 0.01 mg/kg IV (up to a maximum dose of 0.4 mg).  
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INTRAOSSEOUS INFUSION 

APPROVED:___________________ 

Overview: 

Intraosseous infusion is a fast, safe and effective technique that can be used to deliver fluids, blood and medication to patients in whom standard intravenous access is not available.  In the pre-hospital setting, use of this technique will generally be limited to volume resuscitation and code drug administration for infants and small children.  Prior approval by Medical Direction is preferred, although not required, before attempting this procedure. 

Indications: 

1.   Any patient in cardiopulmonary arrest in who ready venous access is not available. 

2.   Hypovolemic pediatric patients with prolonged transport time in which ready venous access 

is not available. 

3.   Unsuccessful pediatric IV attempts in a critical patient. 

Equipment: 

1.   Standard IV fluids (Normal Saline or Ringers Lactate) and tubing. 

2.   Commercially available bone marrow aspiration needle;(IO needle) if unavailable a spinal 

needle may be used. 

3.   Betadine and alcohol for skin preparation. 4.   Dressing materials. 

Site: 

1.   Proximal tibia - 1-2 fingerbreaths below the tibial tuberosity on the medial (flat) surface of the tibia. 

2.   Distal tibia - just above the medial malleolus. 

3.   Distal femur - distal 1/3 of femur on medial aspect above the knee. 4.   Each bone is limited to one intraosseous line/attempt. 
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1000.02 

PEDIATRICS:  

INTRAOSSEOUS INFUSION 

Contraindication: 

1. 

Fracture on Proximal Extremity. 

Pre-Hospital Actions: 

1.   Notify Medical Direction, if time permits. 

2.   Prepare necessary equipment. 

3.   Select site. 

4.   Prepare skin surface as you would for starting an IV.  (If approved, the skin may be 

anesthetized with ethyl chlorine spray or the skin and periosteum may be infiltrated with 1% lidocaine (preferred) if the patient is awake.) 

5.   Insert IO needle through the skin and perpendicular to the bone surface.  Once you hit the outer bone cortex, apply steady firm pressure while making a twisting/boring motion.  When marrow cavity is penetrated you will feel a “give”. 

6.   Remove stylet. 

7.   Confirm position by marrow aspiration. 

8.   Inject 3-5 ml. of sterile saline using syringe, (to clear any possible bone plugs from the 

needle). 

9.   Attach IV tubing. 

10. Apply dressing and secure to skin. 

11. Monitor the calf and site closely for proper flow and signs of infiltration.  

Considerations: 

Complications include: 

1.   Subperiosteal infusion. 2.   Osteomyelitis. 

3.   Sepsis. 

4.   Fat embolism. 

5.   Marrow damage. 

6.   Infiltration. 

STANDARD PRECAUTIONS MUST BE OBSERVED. 
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NEWBORN EMERGENCIES  

APPROVED:___________________ 

•  In all situations, minimize heat loss: 

1. Dry the newborn well. 

2. Increase environmental temperature. 

3. Fill two sterile gloves with above-body-temperature (100-104 degree) water and place next to newborn if possible. 

4. Use bunting, swaddler or similar device if patient is stable.  

•  Suction infant: 

1. During delivery, suction mouth and oropharynx first, then nose on perineum, before delivery of shoulders. 

2. If meconium is present at birth, suction the mouth and oropharynx first, then the nose, gently, but as completely as possible, prior to ventilating. 

3. Monitor heart rate. Cease suctioning if heart rate <80 (monitor apical pulse with stethoscope). 

•  Provide physical stimulation if respirations are present but depressed. Suction and  position for optimal airway. Do not hyperextend the neck. 

•  Assist ventilation if respirations are absent, minimal or heart rate <80. Suction and  position for optimal airway. Do not hyperextend the neck. May use a pediatric mask or pocket mask with supplemental high flow oxygen. Do not use positive pressure oxygen valve. 

•  Perform chest compressions if apical heart rate is <80/minute despite  assisted/adequate ventilation. 

•  Transport early. Contact a medical control physician as soon as possible after birth.  Attempt to maintain body temperature and assure optimal ventilation and oxygenation. 

STANDARD PRECAUTIONS MUST BE OBSERVED. 
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TRAUMA CLASSIFICATION 

APPROVED:__________________ 

CRITERIA 

The EMS Provider must assure that all seriously injured pediatric patients are properly    identified, stabilized, and transported to the closest most appropriate designated trauma center.  

The St. Louis Regional Trauma Classification Criteria will be used to identify the seriously injured pediatric patient.  

Class I Pediatric Trauma: must be transported to a Level I Pediatric Trauma Center. a.   GCS 13 or less, 

b.   Respiratory distress, 

c.   Airway compromise, 

d.   Respiratory rate, 

o  Children 10 and above: 
<10 or >29 

o  Children below 10: 
<15 or >25 

o  Toddlers 1-3 years:     
<20 or >40 

o  Infants 1-12 months:   
<30 or >50 

e.   Systolic Blood Pressure of less than 80 mmHg, 

f.    Pediatric trauma score 8 or less, 

g.   Revised trauma score of 11 or less, 

h.   Active hemorrhage, 

i.    Significant blood loss, unstable dynamics, shock, 

j.    Cool, clammy skin, 

k.   LOC greater than 5 minutes or changes in neurologic signs, 

l.    Spinal cord injury, 

m.  Maxillo-facial or upper airway injury, 

n.   Penetrating trauma to the head, face, neck, chest, abdomen, or groin, 

o.   Fractures of the axial skeleton (head, trunk, pelvis), 

p.   Extremity trauma with loss of distal pulse, 

q.   2 or more long bone segment fractures, 

r.    All amputations, 

s.   Burns of 10% BSA or more, chemical, electrical, circumferential, or flame, t.    Burns of face or any signs of inhalation injury, 

u.   More than 2 systems injured, 

v.   Auto crash, 

o  Crash speed > 40 mph,  

o  Internal damage to vehicle,  

o  Intrusion into passenger compartment > 12 inches,  o  Death or severe injury of same care occupant,  

o  Prolonged extrication of > 20 minutes,  

o  Ejection from the vehicle,  

o  Vehicle rollover. 
w.  Pedestrian struck at 20 mph or greater, hit, dragged or run over, x.   Falls greater than 10 feet, 

y.   Accident in hostile environment (heat, cold, water, etc.), 

z.   Paramedic discretion. 
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1000.04 

PEDIATRICS:  

TRAUMA CLASSIFICATION 

CRITERIA 

Class II Pediatric Trauma: must be transported to a Level I Pediatric Trauma Center. a.   Head injury (LOC < 5minutes, GCS = 13-14), 

b.   Penetrating injuries to extremities proximal to elbow or knee, 

c.   All open fractures, 

d.   All degloving/crush injuries, 

e.   Auto crash speed > 20 mph and internal damage to vehicle, 

f.    Auto pedestrian/auto bicycle injury with > 5 mph impact 

g.   MCC or ATV crash > 20 mph or separation of rider, 

h.   Assault with loss of consciousness, 

i.    Falls 5-10 feet, 

j.    Pediatric trauma score 9 or higher, 

k.   Revised trauma score 12 or higher. 

Class III Pediatric Trauma: Preferential transport to closest hospital. a.   MVC < 20 mph or unknown slow speed, 

b.   MCC/ATV crash < 20 mph, 

c.   Auto pedestrian and auto bicycle < 5 mph impact 

d.   Assault with LOC, GCS = 15, 

e.   Penetrating injury distal to elbow or knee, 

f.    Burns < 10%. 
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SHOCK/TRAUMA 

APPROVED:___________________ 

Pre-Hospital Actions: 

1.   Airway management as indicated; consider cervical spine injury. 

2.   Administer high flow oxygen; assist ventilation as necessary. 

3.   Monitor Vital Signs, EKG and oxygen saturation per pulse oximeter. 

4.   Rapid transport. 

5.   If clinical signs of shock, start IV of Normal Saline and infuse a bolus of 20 mL/kg. 

6.   If patient remains hypotensive after above therapy, consider administration of another bolus 

of Normal Saline 20mL/kg. 

7.   Any seriously injured pediatric patient (less than 16 years old), who has a revised trauma 

score of less than 12, a Pediatric Trauma score of 8 or less, or meets listed criteria for anatomical or mechanism of injury determinants, should be transported to a Level 1 Pediatric Trauma Center, if that transport can be accomplished within 20 minutes. If transport time exceeds 20 minutes, consider possible air ambulance utilization. 

NOTE:   The use of MAST trousers in children is contraindicated. 

PEDIATRIC TRAUMA SCORE 

Patient Characteristics 

+2 

+1 

-1 

Weight (kg) 

>20 

10-20    

<10 

Airway  

Normal 

Maintained 

Unmaintained 

Systolic Blood Pressure 

>90 

50-90    

<50 

Central Nervous System 

Awake  

Obtunded 

Coma 

Open Wound   

None    

Minor    

Major 

Skeletal Trauma 

None    

Closed  

Open, multiple 

STANDARD PRECAUTIONS MUST BE OBSERVED. 
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ASTHMA 

APPROVED:___________________ 

Pre-Hospital Actions: 

•  Begin oxygen therapy. 

•  Move patient to ambulance and begin transport. Asthma patients should always be  transported to a hospital for monitoring and further treatment. 

•  Start IV Normal Saline and attach ECG leads. 

•  Give nebulized albuterol 2.5 mg with Atrovent 0.5 mg added. May repeat x1. 

•  Dexamethasone (Decadron) 0.2-0.6mg/kg IV or IM. 

•  If condition is severe, contact medical control for epinephrine 0.01mg/kg of 1:1000  solution (0.01cc/kg) subQ. 

STANDARD PRECAUTIONS MUST BE OBSERVED. 
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FOREIGN BODY AIRWAY     

APPROVED:_________________     

OBSTRUCTION 

Pre-Hospital Actions: 

•  If the patient is making efforts to clear the airway without success, you may assist   with careful back blows (infants only), chest or gentle abdominal compressions (per BCLS Protocols) - avoid abdominal compressions in infants less than one year old. Synchronize with patient's cough. 

•  If the patient has lost consciousness, attempt to open the airway (use moderate  extension and jaw-lift) and ventilate. Reposition and attempt ventilation again if necessary. If unsuccessful, perform standard obstructed airway maneuvers for infant, child or adult, as appropriate. Position an infant with the head dependent during back blows and chest compressions. 

•  Consider direct laryngoscopy and foreign body removal with Magill forceps. Do not  perform blind finger sweeps. 

•  Transport early. Contact a medical control physician promptly for further orders if  necessary. 

STANDARD PRECAUTIONS MUST BE OBSERVED. 
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CROUP / EPIGLOTTITIS 

APPROVED:___________________ 

Pre-Hospital Actions: 

•  Keep patient upright at all times when conscious. 

•  Avoid agitating the patient. It may be beneficial to transport the patient with a parent  holding the child. 

•  Begin oxygen therapy. Remove mask if not well tolerated. 

•  If child is unconscious, position supine and begin ventilation. 

•  Place ECG leads. 

•  Transport early. 

•  Contact medical control for nebulized epinephrine for suspected croup of 5mg 1:1000  (5cc). If unable to give nebulizer due to agitation, may give epinephrine 0.01mg/kg 1:1000 SubQ. 

•  Dexamethasone (Decadron) 0.2-0.6mg/kg IV or IM. 

STANDARD PRECAUTIONS MUST BE OBSERVED. 
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SEIZURES 

APPROVED:___________________ 

Pre-Hospital Actions: 

1.   Assure patent airway. Begin oxygen therapy. 

2.   Obtain history: Time of onset, history of previous seizures, and other risk factors such as previous trauma, illness, fever or drugs. 

3.   Determine blood glucose and treat hypoglycemia per protocol. 

4.   Contact medical control. 

•  Versed (Midazolam) 0.1mg/kg IV over 2 minutes (maximum dose of 5mg).    •  Ativan 0.05mg/kg IV titrated to stop seizure, up to a maximum dose of 4mg.  •  Valium 0.1-0.3mg/kg/dose IV/IO (<1mg/min) every 15 minutes (maximum 

total dose of 5mg). Rectal dose 0.5mg/kg. 

5.   Be prepared to support respirations. 

STANDARD PRECAUTIONS MUST BE OBSERVED. 

ST. ANTHONY’S MEDICAL CENTER EMERGENCY MEDICAL SERVICES 

GUIDELINES FOR PREHOSPITAL EMERGENCY CARE 

PAGE 1 OF 1 

SUBJECT: 

1000.10 

ORIGINAL ISSUE  02/04 

PEDIATRICS:  

LATEST REVISION   4/06 

ALLERGIC REACTION 

APPROVED:___________________ 

ANAPHYLAXIS  

Pre-Hospital Actions: 

•  For signs and symptoms of anaphylaxis, begin oxygen therapy; assist respirations  with PPV as needed. 

•  Consider placing venous tourniquet proximal to sting or injection site and/or ice  pack at sting or injection site. 

•  Start Normal Saline IV. Consider fluid bolus - 20 cc/kg. 

•  May administer Albuterol 2.5 mg mixed with Atrovent 0.5 mg via nebulizer. If no  improvement, may nebulize continuously with Albuterol. 2.5 mg. 

•  Diphenhydramine HCL (Benadryl) 1 mg/kg IV/IM (maximum dose = 50 mg). 

•  Dexamethasone (Decadron) 0.2-0.6 mg/kg IV / IM 

•  Contact medical control for epinephrine 1:1000, 0.01 mg/kg (0.01 cc/kg) SC or IM up  to 0.3cc (or EpiPen Jr.) if patient was exposed to commonly recognized allergen and has respiratory distress or hypotension. 

STANDARD PRECAUTIONS MUST BE OBSERVED. 
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DRUG OVERDOSE    

APPROVED:___________________ 

INGESTION 

Pre-Hospital Actions: 

•  Begin oxygen therapy if child obtunded. 

•  For all significant overdoses, obtain IV access and contact medical control  for orders. 

•  Monitor ECG. 

•  Narcan 0.1 mg/kg IM or IV up to 2 mg for narcotic overdoses. 

•  If child unconscious and blood glucose <60 mg/dl. Consider D50W 1 cc/kg IV up to 50  cc for patients four years or older. For patients three years or younger, use D25W, 2 cc/kg. 

STANDARD PRECAUTIONS MUST BE OBSERVED. 

ST. ANTHONY’S MEDICAL CENTER EMERGENCY MEDICAL SERVICES 

GUIDELINES FOR PREHOSPITAL EMERGENCY CARE 

PAGE 1 OF 1 

SUBJECT: 

1000.12 

ORIGINAL ISSUE  02/04 

PEDIATRICS:  

LATEST REVISION   4/06 

UNCONSCIOUS - 

APPROVED:___________________ 

UNKOWN ETIOLOGY 

Pre-Hospital Actions: 

•  Begin oxygen therapy. 

•  Monitor ECG. 

•  Obtain available history. 

•  Immobilize spine if trauma is possible. 

•  Obtain IV access - Transport early if no IV site available. 
•  Determine blood glucose. 

•  If child unconscious and blood glucose <60 mg/dl. Consider D50W 1 cc/kg IV up to 50  cc for patients four years or older. For patients three years or younger, use D25W, 2 cc/kg. 

•  Consider Narcan 0.1 mg/kg IM or IV up to 2 mg. 

STANDARD PRECAUTIONS MUST BE OBSERVED. 
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HYPOGLYCEMIA 

APPROVED:___________________ 

Pre-Hospital Actions: 

•  Determine blood glucose. 

•  If patient is conscious, cooperative, and able to swallow effectively, give oral glucose  therapy. 

•  Obtain IV access. 

•  D50W, 1 cc/kg up to 50 cc to patients four years or older. For patients three years or  younger, use D25W, 2 cc/kg IV. 

•  Glucagon 1 mg IM if IV access difficult or impossible. 

STANDARD PRECAUTIONS MUST BE OBSERVED. 
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SUBJECT: 

1000.14 

ORIGINAL ISSUE  02/04 

PEDIATRICS:  

LATEST REVISION   4/06 

BRADYCARDIA 

APPROVED:___________________ 

Pre-Hospital Actions: 

•  Assess and support ABCs as needed, provide oxygen and attach monitor defibrillator.  •  Obtain IV access.  

•  If no cardiorespiratory compromise, support ABCs, observe and transport.  

•  If cardiorespiratory compromise (poor perfusion, hypotension, respiratory difficulty, 

altered level of consciousness): 

•  Begin chest compressions if heart rate is less than 60 and child is older 

than 2 years. If child is less than 2 years, begin chest compressions if heart rate is less than 80. 

•  Intubate and assure adequate oxygenation and ventilation.  •  Consider cardiac pacing.  

•  If pulseless arrest develops see appropriate protocol. 

•  Epinephrine IV/IO: 0.01 mg/kg (1:10,000, 0.1 mL/kg,) ET: 0.1 mg/kg  (1:1000, 0.1 mL/kg). May repeat every 3 to 5 minutes at same dose. 

•  Atropine 0.02 mg/kg (minimum dose: 0.1 mg) may repeat once.  •  Search for and treat possible causes:  

Hypovolemia  

Hypoxia  

Hydrogen ion (acidosis)  

Hypo-/hyperkalemia  

Hypoglycemia  

Toxins  

Tamponade, cardiac  

Tension pneumothorax  

Thrombosis (coronary or pulmonary)  

Trauma 
These protocols have been developed based on current American Heart Association guidelines as of April 2006. Health care providers should follow current AHA guidelines for emergency cardiovascular care. 

STANDARD PRECAUTIONS MUST BE OBSERVED. 
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SUBJECT: 

1000.15 

ORIGINAL ISSUE  02/04 

PEDIATRICS:  

LATEST REVISION   4/06 

TACHYCARDIA 

APPROVED:___________________ 

Pre-Hospital Actions: 

•  Assess and support ABCs, provide oxygen and ventilation, attach monitor/defibrillator. 

•  Obtain IV access. 

•  Evaluate rhythm: 

1.   Ventricular tachycardia - QRS duration wide for age (approximately >0.08 sec). 

•  Synchronized cardioversion 0.5-1 J/kg; if not effective increase  to 2 J/kg 

•  Contact medical control for orders for sedation if possible, but  do not delay cardioversion. 

•  May attempt Adenosine 0.1mg/kg (not to exceed 6mg) rapid  bolus. May double first dose and give once. DO NOT delay cardioversion. 

•  Contact medical control for further orders:  

1.   Amiodarone 5mg/kg IV over 20-60 minutes 

2.   Procainamide 15mg/kg IV over 30-60 minutes    3.   Amiodarone and Procainamide are not routinely 

administered together! 

2.   Sinus tachycardia - QRS duration normal for age (approximately = 0.08 sec) with P waves seen. 

•  Search for and treat cause.  

•  Consider a fluid bolus 20cc/kg. 
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1000.15 

PEDIATRICS:  

TACHYCARDIA 

3.   Supraventricular tachycardia - QRS duration normal for age (approximately = 0.08 sec) 

•  Consider vagal maneuvers (no delays).  

•  If IV access readily available, Adenosine 0.1mg/kg (not to 

exceed 6mg) rapid bolus. May double first dose and give once.  •  Synchronized cardioversion 0.5-1 J/kg; if not effective increase 

to 2 J/kg.  

•  Contact medical control for orders for sedation if possible, but 

do not delay cardioversion. Versed 0.1mg/kg IV/IM (must have medical control orders). 

These protocols have been developed based on current American Heart Association guidelines as of April 2006. Health care providers should follow current AHA guidelines for emergency cardiovascular care. 

STANDARD PRECAUTIONS MUST BE OBSERVED. 
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1000.16 

ORIGINAL ISSUE  02/04 

PEDIATRICS:  

LATEST REVISION   4/06 

CARDIAC ARREST    

APPROVED:___________________ 

Pediatric Ventricular Fibrillation and Pulseless Ventricular Tachycardia 
Pre-Hospital Actions: 

Institute or continue CPR. 

Assess and confirm Pulseless VT/VF then defibrillate at 2j/kg (just 1 shock) or use AED (use pediatric system if available for 1-8 years of age). 

Resume 5 cycles of CPR immediately. One cycle of CPR= 15 chest compressions then give 2 breaths. 5 cycles is approximately 1-2 minutes.  

Reassess rhythm, if VT/VF still present, give 1 shock at 4j/kg or AED as above.  Resume CPR cycles as above. 

Give epinephrine 0.01mg/kg (1:10,000: 0.1mL/kg) IV/IO OR 0.1mg/kg (1:1000: 0.1mL/kg) ETT. Repeat every 3-5 minutes. 

Check rhythm, if VT/VF still present, give 1 shock at 4j/kg or AED as above. Resume CPR cycles as above. 

Consider: 

Amiodarone 5mg/kg IV/IO or Lidocaine 1mg/kg IV/IO 

Magnesium Sulfate 25-50mg/kg IV/IO up to a maximum of 2grams for torsades des pointes 

•  Continue 5 cycles of CPR to 1 shock if patient continues in VT/VF. If patient’s rhythm  changes, follow that protocol (i.e.: asystole). 
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1000.16 

PEDIATRICS:  

CARDIAC ARREST    

Pediatric Asystole and PEA 
Prehospital Actions: 

•  Institute or continue CPR.  

•  Assess and confirm asystole or PEA.  

•  Give epinephrine 0.01mg/kg (1:10,000: 0.01mL/kg) IV/IO OR 0.1mg/kg (1:1000: 

0.1mL/kg) ETT. Repeat every 3-5 minutes. 

•  Continue to give 5 cycles of CPR and check rhythm.  •  Search for and treat possible causes:  

Hypovolemia  

Hypoxia  

Hydrogen ion (acidosis)  

Hypo-/hyperkalemia  

Hypoglycemia  

Toxins  

Tamponade, cardiac  

Tension pneumothorax  

Thrombosis (coronary or pulmonary)  

Trauma 
These protocols have been developed based on current American Heart Association guidelines as of April 2006. Health care providers should follow current AHA guidelines for emergency cardiovascular care. 

STANDARD PRECAUTIONS MUST BE OBSERVED. 
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1100.01 

ORIGINAL ISSUE  1/92 

MISCELLANEOUS:    

LATEST REVISION   4/06 

PAIN MANAGMENT   

APPROVED:___________________ 

Pre-Hospital Options: 

1.   Morphine in increments of 2-3 mg IV up to a total of 5mg. For further doses, contact medical 

control. 

2.   Toradol 30 IV or 60mg IM. 

3.   Nitrous Oxide for self-administration by the patient. 

Considerations: 

A.   Common conditions, which require intervention for pain, include chest pain unrelieved by nitroglycerine, orthopedic injuries, and amputations.  Therapy is not indicated for the unconscious patient or patients with head injury, respiratory depression or in conjunction with other depressant drugs. 

B.   In the event that undue respiratory depression and/or hypotension develop, Morphine may be counteracted by administration of Narcan/naloxone 0.4 - 2 mg. subQ, IM, IV, or per ET tube; repeat as indicated. 

C.  Nitrous oxide: Nitrous Oxide is an inert gas that has been used for many years as an inhaled analgesic - anesthetic.  It is safe and effective for acute pain management.  The only major body system significantly affected is the CNS.  The greatest risk during use of high concentration is inducing hypoxemia.  A 50-50 mixture of nitrous oxide - oxygen may be provided on an “as needed” basis by St. Anthony’s affiliated ambulance services prior to contacting Medical Direction within the following guidelines: 

1.   The patient is alert with stable vital signs. 

2.   Age > 16 years and < 65. 

(Note:  Nitrous may be administered to children under the age of sixteen with an order from Medical Direction). 
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1100.01 

MISCELLANEOUS:    

PAIN MANAGMENT   

3.   Presence of specific unisystem injuries. 

- Acute extremity fractures, dislocations or sprains 

- Burns; with no suspected inhalation injury or hypoxia 

4.   Absence of apparent or suspected CNS, abdominal or pulmonary injury or illness. 

5.   Nitrous Oxide must be self-administered by the patient via a tight-fitting mask. 

6.   Patients with pain of uncertain origin may not receive Nitrous Oxide prior to contacting Medical Direction. 

STANDARD PRECAUTIONS MUST BE OBSERVED. 
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SUBJECT: 

1100.02 

ORIGINAL ISSUE  1/92 

MISCELLANEOUS:    

LATEST REVISION   4/06 

OBSTETRICS/ 

APPROVED:___________________ 

NORMAL DELIVERY 

Pre-Hospital Actions: 

1.   Assess patient to determine if delivery is imminent or if patient can be transported to hospital. 

2.   If delivery is imminent, proceed with delivery. If delivery is not imminent, consider transport at this time. 

3.   Provide 100% oxygen. 

4.   Start an IV of Normal Saline. 5.   Contact Medical Direction. 

Normal Delivery 

1.   Never allow the mother to go to the toilet. 

2.   Do not attempt to delay or restrain delivery except for prolapsed cord. 

3.   Position the patient supine with thighs elevated and knees flexed. 

4.   Wash hands thoroughly and don gloves, gown and goggles. 

5.   Prep the patient’s perineum with Betadine and drape the patient. 

6.   Apply steady pressure to the head as it delivers. 

7.   Check for presence of umbilical cord around neonate’s neck when the head delivers.  

If present, attempt to slip over the head; if unable, clamp the cord in two places and cut. 

8.   Immediately suction the nose and mouth with the bulb aspirator. 

9.   Aid in delivery of the shoulders and trunk by gently guiding the head downward to 

deliver the upper shoulder and vice-versa. 

10. After delivery of infant, again suction the nose and mouth. 

11. Place the neonate on a sterile sheet and keep warm; obtain APGAR* score (see 

below). 

12. The umbilical cord should be clamped and cut prior to transport or prior to delivery of 

the placenta (pulsation of the cord will no longer be felt which signals the appropriate time to cut the cord).  Use the cord clamps or tie two square knots approximately 8 inches from the child and cut in between the knots or clamps. 

13. Administer oxygen to the child. 

14. Massage the mother’s fundus gently to keep the uterus firm and contracted. 15. Allow delivery of the placenta to occur spontaneously; never pull on cord.   16. Stay in frequent contact with Medical Direction as is feasible. 

17. Assess maternal blood loss.  If greater than 300-500 ml., consider all of the 

following: 

a.   500 cc. fluid challenge with Normal Saline. 

b.   Placing the baby to breast (to stimulate oxytocin release and uterine 

contraction). 

c.   Uterine massage. 
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1100.02 

MISCELLANEOUS:    

OBSTETRICS/ 

NORMAL DELIVERY 

*APGAR scoring system - evaluated at 1 to 5 minutes after delivery: 

0 Points 
1 Point  
2 Points 
Appearance (skin color) 

blue or pale 

body pink 

pink 

ext. blue 

Pulse    

absent  

below 100 

over 100 

Grimace  

no response     

grimaces 

cries 

(reflex irritability) 

Activity 

limp 

some flexion    

actively 

of extremities   

moving 

Respiratory Status 

absent  

slow or  

strong 

irregular 

cry 

STANDARD PRECAUTIONS MUST BE OBSERVED. 
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SUBJECT: 

1100.03 

ORIGINAL ISSUE  9/94 

MISCELLANEOUS:    

LATEST REVISION   4/06 

OBSTETRICAL COMPLICATIONS   

APPROVED:_________________ 

General OB Care: 

Should be performed on all OB patients unless otherwise specified. 

1.   Maintain airway. 

2.   Provide high flow oxygen. 

3.   Lay patient on left side. 

4.   Monitor fetal heart tones and patient’s vital signs. 

5.   Initiate IV of normal Saline with large bore catheter. 

6.   If bleeding, apply perineal pad and monitoring amount of bleeding. 

7.   Notify Medical Direction of situation and transport rapidly to hospital. 

Placenta Abruptio 

Placenta Abruptio results from premature partial or complete detachment of the placenta causing a sudden onset of abdominal pain and vaginal bleeding.  Vaginal bleeding may be minimal since the true hemorrhage may be concealed.  Perform general OB care. 

Placenta Previa 

Placenta Previa is caused by placental implantation over the lower portion of the uterus, partially or completely covering the cervical OS resulting in painless, bright red bleeding.  Perform   general OB care. 
Cephalopelvic Disproportion 

Cephalopelvic Disproportion produces a difficult labor due to the presence of a small pelvis, an oversized fetus or fetal abnormalities.  Definitive care is delivery by Cesarean Section.  Perform general OB care. 

Prolapsed Cord 

Prolapsed cord occurs when the umbilical cord slips down into the vagina or presents externally after rupture of the amniotic membranes.  The umbilical cord is then compressed against the  fetal presenting part, thus compromising fetal oxygenation. 

A.   Perform general OB care except place patient in Trendelenburg or knee chest position. 

B.   Instruct mother to “pant” during contractions to avoid bearing down. 
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1100.03 

MISCELLANEOUS:    

OBSTETRICAL COMPLICATIONS   

C.  Apply moist, sterile dressings to exposed umbilical cord. 

D.  Place gloved hand into vagina, lifting presenting part off the umbilical cord. 

E.   Maintain this position; often may need to accompany patient to delivery room, maintaining position until Cesarean Section is performed. 

F.   Monitor cord for pulsation throughout transport. 

Limb Presentation 

Limb presentation results from a transverse position of the fetus in the uterus.  Often, the presenting part is an arm or hand (occasionally a leg).  Definitive care is delivery by Cesarean Section.  Perform general OB care. 

Breech Presentation 

Breech presentation occurs when the largest part of the fetus, the head, is delivered last.  A breech presentation is best delivered in the hospital but if delivery is imminent, the EMS crew should proceed as follows: 

A.   Perform general OB care, except position for delivery. 

B.   Allow fetus to deliver spontaneously up to the level of the umbilicus; gently extract legs 

downward after buttocks are delivered, if necessary. 

C.  After legs are clear, support the baby’s body with the palm of the hand and anterior surface 

of the arm. 

D.  Gently extract 4-6 inch loop of umbilical cord to allow delivery without excessive traction on 

the cord. 

E.   Rotate fetus to align shoulder in an anterior -posterior position; continue with gently traction 

until axilla is visible. 

F.   Guide the infant upward to allow delivery of the posterior shoulder. 

G.  Guide the infant downward to delivery the anterior shoulder. 

H.  After shoulder delivery, the head often delivers rapidly without difficulty. 

I.    If the head does not deliver immediately, place a gloved hand in the vagina with the palm 

toward the baby’s face and make a “V” on either side of the baby’s nose while pushing the vaginal wall off the baby’s face.  Continue this until head is delivered or definitive treatment is provided at the hospital. 

J.   When delivery is complete perform newborn and maternal care. 

STANDARD PRECAUTIONS MUST BE OBSERVED. 
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SUBJECT: 

1100.04 

ORIGINAL ISSUE  1/92 

MISCELLANEOUS:    

LATEST REVISION   4/06 

MEDICATION ADMINISTRATION     

APPROVED:_________________ 

1.   For shock/trauma patients, the largest IV catheter that can be inserted is the catheter of choice; for medical conditions an 18 or 20 gauge catheter should be used. 

2.   In absence of other available vascular access, the external jugular vein is considered as a peripheral site and is considered suitable for cannulation in the field. 

3.   Consider intraosseous infusion if no vascular access is readily available. 

4.   Refer to the specific protocols for selection of intravenous fluids. 

5.   Refer to the specific protocols for indicated medications, dosage and routes of administration. 

6.   Aseptic technique should be used if at all possible and all IV attempts should be performed with gloves worn as per standard precautions. 
STANDARD PRECAUTIONS MUST BE OBSERVED. 

ST. ANTHONY’S MEDICAL CENTER EMERGENCY MEDICAL SERVICES 

GUIDELINES FOR PREHOSPITAL EMERGENCY CARE 

PAGE 1 OF 1 

SUBJECT: 

1100.05 

ORIGINAL ISSUE:  8/99 

MISCELLANEOUS:    

LATEST REVISION: 4/06 

SALINE LOCKS 

APPROVED:  _______________ 

Overview 
Saline locks may be inserted and utilized for medication administration or may be converted for use with IV fluids. 

Procedure 
1.   Flush J-loop with saline. 

2.   Following standard precautions and using appropriate technique, insert cathlon into vein. 
3.   Attach saline filled J-loop to cathlon. 
4.   Inject 3 - 5 ml of normal saline or until blood is not visible in tubing; observe for signs of infiltration. 
5.   Secure tubing and cathlon; apply dressing. 
6.   Medication administration 
a.   Flush with 1 -2 ml of normal saline b.   Administer medication  

c.   Flush with 2 -3 ml of normal saline 
7.   If signs of infiltration are present, remove cathlon, apply direct pressure until bleeding stops, then apply dressing; re-attempt insertion. 

8.   If medication is given, document pertinent administration information, (including name of drug, dosage, route, time, and patient’s response). 
Complications 
Infiltration Infection/Phlebitis Blood clot in cathlon 
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1100.06 

ORIGINAL ISSUE  8/94 

MISCELLANEOUS:    

LATEST REVISION   4/06 

RESTRAINTS  

APPROVED:_________________ 

1.   The use of physical restraints should be reserved for times when the patient presents a danger to himself or others, including the EMS crew.  Since restraints are typically used in violent situations, initial attempts at defusing the situation without restraints should be made  if at all possible.  Restraints are to be used as a protective measure only. 

2.   Restraints must be applied using the minimum or “reasonable force” as is humanly possible. 

3.   When applying restraints, a sufficient number of personnel must be available to prevent injury to the patient or EMS crew.  If at all possible, it is generally recommended to use at least four persons when restraining a patient.  In certain situations, where only a two member EMS crew is present, restraint may still be necessary and have to be done without additional personnel support. 

4.   Once restraints are in place, the patient’s airway and extremities’ neurovascular status must be assessed.  This assessment should continue enroute to the hospital; the airway should   be continually assessed, neurovascular status should be assessed every 10 minutes.  Restraints should NOT be removed in the prehospital setting once applied. 

5.   Restraint procedures should be thoroughly documented on the MARF.  Documentation should include: 

A.   Attempt to negotiations prior to restraining the patient. 

B.   Complete description of patient’s behavior that substantiates need for restraints. C.  Continued assessment (including airway and neurovascular status). 
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SUBJECT: 

1100.07 

ORIGINAL ISSUE  8/94 

MISCELLANEOUS:    

LATEST REVISION   4/06 

PORTA CATH ACCESS 

APPROVED:_________________ 

Overview: 

A porta cath is a type of central venous access typically used for patients undergoing chemotherapy for illnesses such as cancer.  The porta cath is usually implanted in the subclavian vein and is approximately one inch in diameter with a rubber port that can be palpated through the skin.  In urgent situations, with Medical Direction permission, paramedics may access porta caths, maintaining sterile conditions as much as possible. 

Procedures: 

1.   Attempt peripheral IV access prior to contacting Medical Direction. 

2.   If in an urgent situation peripheral IV access is not achieved within 2 - 4 minutes, when possible contact Medical Direction for orders to access the porta cath and follow the procedures outlined below. 

3.   Palpate for location for catheter. 

4.   Under aseptic conditions, cleanse the area (approximately 3 inches in diameter size) with Betadine swabs in an outward spiral, starting with the area directly over the catheter. 

5.   Allow Betadine to air dry while setting up remaining equipment. 

6.   Open glove package and drop Huber needle into the sterile field created by the sterile glove package. 

7.   Attach syringe with10 cc saline to extension tubing, maintaining sterility to distal end of tubing. 

8.   Put on sterile glove. 

9.   Attach extension tubing to Huber needle and flush the needle. 

10. Locate injection site and push the Huber needle firmly through the skin and rubber until it hits the metal bottom of the portal chamber. 

11. Assess for proper placement by aspirating for blood return.  If no blood return, attempt the following: 

A.   Rotate the needle. 

B.   Push needle in further. 

C.  Instill 1 - 3 ml. saline and re-attempt insertion. D.  If unsuccessful, remove needle. 
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PORTA CATH ACCESS 

12.  Once proper placement has been confirmed, flush with 5 - 10 ml. of saline. 

13.  Attach IV fluids. 

14.  Apply small amount of anti-microbial ointment (Neosporin) and occlusive dressing; may  
place 2 x 2 gauze pad under needle for support. 
NOTE:  

In the pre-hospital setting, absolute sterile conditions may be difficult to  maintain.  The paramedic must attempt to perform this procedure  maintaining sterility if at all possible. 

STANDARD PRECAUTIONS MUST BE OBSERVED. 
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1100.08 

ORIGINAL ISSUE  

8/94    

MISCELLANEOUS:    

LATEST REVISION   4/06 

CONSENT 

APPROVED: _________________ 

1.   Prior to treatment and transportation by the EMS crew, consent must be obtained whenever possible.  Typically, a degree of informed consent is obtained from the patient.  Informed consent may include:  explaining to the patient the nature of the illness or injury, recommended treatment and risks, alternative treatment and risks and dangers of refusing treatment.  In emergency situations, it may not be possible to address each of these areas, therefore the patient needs only to agree or not object to the general course of treatment. 

2.   To consent for treatment, patients must be at least 18 years of age, the legal age of majority in the state of Missouri, except in certain specific situations.  Those under the age of 18 may consent for treatment if: 

A.   They do not live with their parents and support themselves. 

B.   The have borne a child(ren); in these instances they may also give consent for their 

child(ren). 

C.  They are in the military. 

D.  They are seeking/need treatment for sexually transmitted disease, conditions related 

to pregnancy or for drug/alcohol abuse. 

3.   Parents or guardians may consent for treatment for their minor child under the doctrine of substituted consent.  Parents may NOT refuse emergency or life threatening treatment for their minor child, regardless of reasons, including religious beliefs.  If necessary, the assistance of law enforcement may be enlisted.  (This falls under the doctrine of implied consent). 

4.   Unconscious or impaired persons may be treated under the doctrine of implied consent.  In these situations another adult may NOT refuse treatment for the unconscious or incompetent patient. 

5.   When any doubt remains as to the issue of consent, contact Medical Direction for advice.  If unable to contact Medical Direction and consent is an issue, it is preferable to treat the patient. 

“WHEN IN DOUBT, TREAT.” 
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ORIGINAL ISSUE  8/94 

MISCELLANEOUS:    

LATEST REVISION   4/06 

DETERMINATION OF DEATH 

APPROVED:_________________ 

Overview: 

In certain situations where it is evident that resuscitation is impossible or the patient has been dead for an extended period of time, the paramedic may determine that death has occurred and not begin resuscitative measures.  The paramedic must use clinical judgment and discretion. 

1.   Findings consistent with determination of death. 

A.   Extended down time > 20 minutes. 

B.   Rigor mortis (i.e.: stiff, cold) 

C.  Venous pooling/lividity. 

D.  Body in state of decomposition. 

E.   Major traumatic injury (i.e.: severe chest trauma, brain injury, etc. that is incompatible 

with life.) 

F.   Pupils fixed and dilated. 

G.  Absence of carotid pulse. 

H.  Absence of respirations. 

I.    Absence of heart tones. 

J.   Asystole per EKG monitor, verified in two leads. 

2.   If the paramedic determines death has occurred and law enforcement is not present, the appropriate law enforcement agency must be contacted. 

3.   In the event of a crime scene death in which the paramedic has determined death has occurred, the EMS crew must make every attempt to preserve evidence by not moving the body or manipulating the scene. 

4.   Thorough documentation, including all physical signs of death, mechanism and historical factors, must be completed. 
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1100.10 

ORGINIAL ISSUE     8/94         

MISCELLANEOUS:     

LATEST REVISION  4/06 

DO NOT RESUSCITATE ORDERS            

APPROVED:_____________  

(DNR)                       

________________________________________________________________________                           

Overview: 
Competent adults have the legal right of self-determination in health care decisions including    the choice of no resuscitation efforts in the event they become pulseless and apneic.  To assure the cardiac arrest patient with “do not resuscitate” (DNR) wishes are fulfilled, the following policy has been developed for EMS providers under SAMC Medical Direction. 

Contact  with  Medical  Direction  is  required  for  all  DNR  situations  and  responses  by  EMS.  Emergency care and the extent of the resuscitation (i.e. full code or DNR) will be determined by Medical Direction based on the following: 

A.   EMS assessment of the patient and clinical presentation 

B.   Existence of Advanced Care Directives 

1.    If   there   is   any   question   or  ambiguity  exists,  the  EMS  personnel  will  begin  full 
resuscitation measures. 

2.    The paramedic should complete a MARF on all DNR patients.  SAMC Medical Direction 
recommends the following recommendation for documentation of DNR patients: 

A. 

Physician's name contacted  

B. 

Physical assessment findings 

C. 

Any treatment rendered by the EMS crew 

D. 

EKG interpretation 

E. 

Type of documentation for DNR status 

F. 

Time of determination of death 

G. 

Any unusual or extenuating circumstances 
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SEDATION 

APPROVED:_________________ 

Overview: 

Some emergency medical services carry sedatives that may be used to sedate patients. The   use of medicines for sedation requires careful attention to the patient’s vital signs and airway as they can cause hypotension and apnea. These medicines may be requested to calm an anxious or agitated patient or for use in facilitating endotracheal intubation. The justification for the use    of these medications should be made clear to medical control and documented well in the run report. The patient’s vital signs and respiratory status should be evaluated before requesting the medication and should be followed closely after the medication is given. Orders to intubate a patient should not be interpreted as an order to give sedative medication. You must have  orders from medical control to give these medications for sedation. 

MEDICAL CONTROL OPTIONS: 
1.   Versed  1-5 mg  IV  2.   Valium  1-5 mg   IV  3.   Ativan 1-2 mg IV 
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EZ-IO INSERTION 

APPROVED:_________________ 

•  ONLY THOSE WITH PROPER TRAINING AND CERTIFICATION BY THEIR EMS  MANAGER MAY USE THIS DEVICE.  

•  TRAINING ON DEVICE AND PROTOCOL REVIEW SHOULD OCCUR ON AT  LEAST A YEARLY BASIS. 

•  EZ-IO AD (ADULT DEVICE) IS TO BE USED ONLY IN ADULT PATIENTS OLDER  THAN AGE 16 AND WEIGHING GREATER THAN 40 Kg. 

•  EZ-IO PD (PEDIATRIC DEVICE) IS TO BE USED ONLY IN PEDIATRIC PATIENTS  YOUNGER THAN AGE 16 AND WEIGHING BETWEEN 3 Kg AND 39 Kg. 

•  THIS DEVICE SHOULD ONLY BE USED IN CRITICAL PATIENTS AND SHOULD  NOT BE ROUTINELY USED TO OBTAIN IV ACCESS. 

INDICATION: 

•  Unable to obtain IV access in a patient meeting the above criteria who needs emergent 

life saving IV fluids or medications despite at least two attempts at peripheral access. The patient must also have one of the following: 

o  Altered mental status with a GCS < 8.  

o  Hemodynamic instability with a systolic blood pressure < 90.  

o  Respiratory compromise with an oxygen saturation < 80% or a respiratory rate 
>40 or <10. 

•  In a cardiac arrest, the EZ-IO may be used if no peripheral access is obtained within 90 

seconds.  

CONTRAINDICATIONS: 

•  Lower extremity fracture in the leg in which the device is to be used.  

•  Previous orthopedic procedures at site. (i.e.: Knee replacement surgery).  

•  Pre-existing medical condition in the lower extremity (i.e.: Peripheral vascular disease, 

tumor, etc.) 

•  Infection at insertion site.  

•  Inability to locate landmarks.  

•  Excessive edema or obesity at insertion site. 

CONSIDERATIONS: 

•  Flow rates will be slower than in a peripheral IV. Consider a pressure bag.  

•  Infusion in a conscious patient may cause severe discomfort. In a conscious patient, 20-

50 mg of 2% Lidocaine should SLOWLY be infused through the device prior to fluid infusion. 
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EZ-IO INSERTION 

COMPLICATIONS: 

•  Extravasation  

•  Dislodgement  

•  Compartment Syndrome  •  Fracture  

•  Pain  

•  Infection  

•  Reduced flow. 

PROCEDURE: 

•  Obtain informed consent from any conscious patient, explaining the risks and benefits of 

the procedure. 

•  Use appropriate PPE.  

•  Ensure patient meets approved indications listed above.  

•  Ensure patient does not have any of the contraindications listed above.  •  Locate insertion site in proximal tibia.  

•  Clean insertion site using aseptic technique.  

•  Stabilize the leg and insert EZ-IO device.  

•  Remove the EZ-IO driver.  

•  Remove the stylet.  

•  Confirm placement by aspirating marrow.  

•  Conscious patients should now get 20-50 mg of 2% Lidocaine IO.  

•   Flush device with 5-10 ml of NS.  

•  Connect extension tubing.  

•  Begin infusion. May need pressure bag.  

•  Apply dressing.  

•  Monitor the device frequently for correct placement and complications. 
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Basic/Core 
Minimum 

Stock    
Item 
Preparation 
3 

Adenosine / Adenocard 

6 mg vial 

3 

Amiodarone     

150 mg vial  

4 

Atropine 

1mg./10ml. Bristoject 

3 

Atrovent 

500 mcg 

1 

Baby Aspirin - Chewable 

1bottle  

2 

Benadryl / diphenhydramine   

50mg/1 ml. syringe 

2 

Calan / verapamil 

5 mg/2ml. Bristoject or amp (optional) 

1  

Calcium chloride 

1 gram/10 ml. Bristoject 

1 

Cardizem / Diltiazem   

100mg in 100ml D5W (optional)  
2 

D50 

Prefilled syringe 

1  

Decadron / dexamethasone    

10 mg./1 ml. syringe or vial 

2 

Epinephrine 1:1000     

1 mg./1ml. amp 

4 

Epinephrine 1:10,000  

1 mg./10 ml. Bristoject 

6 

Epinephrine 1:10,000  

.3 mg./3 ml. Minijet 

1  

Glucagon 

1 mg./1ml. vial with diluent 

Insta glucose packets  

1 box  

2 

Intropin / dopamine 

400 mg./10 ml. syringe or vial 

3  

Lasix / furosemide 

40 mg./4 ml. amp or vial 

4 

Lidocaine / xylocaine   

100 mg. in 5 or 10 ml. Bristoject 

2   

Lidocaine / xylocaine   

Premixed bag 4 gm/500ml. If premix not 

carried, drug and fluids must be readily  

available for rapid preparation.               

2 

Magnesium Sulfate 

1 gm. Vial 

1 

Motrin-Liquid    

1 bottle (optional) 

4 

Narcan / naloxone 

2 mg/2 ml. amp 

1 

Nitroglycerine grains 0.4 mg 

or Sublingual Spray 

1 bottle 

NuNitrite Inhalant 

1 box (optional) 

1 

Phenergan 

25mg / ml (optional) 
4 

Proventil / albuterol sulfate 

2.5 mg./3 ml. unit dose 

2 

Sodium Bicarbonate - Adult    

50 mEq/50 ml. Brioject 

1 

Thiamine 

100 mg./1 ml. vial 

2 

Toradol 60 mg. 

Pre-filled syringe 

1 

Tylenol drops   

15-ml. bottle 

2 

Zofran  

4mg / 5 mL vial 
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Controlled Substances List 
Qty 
Item 
Preparation 
1 

Ativan / lorazepam 

2mg/1 ml (optional) 

4 

Morphine 

5mg amp 

1 

Nitrous Oxide   

50% nitrous oxide/50% oxygen compressed                        

tanks (optional) 

4 

Valium / diazepam 

10 mg./2 cc syringe or vial 

2 

Valium Gel - Rectal     

5 mg. applicators (optional)  
2 

Valium Gel - Rectal     

10 mg applicators (optional)  
2 

Versed 

10 mg./ 2cc vial (optional) 

IV Fluid List 
Qty 
Item 
Preparation 
4 

D5W 

250 ml. 

1 

D5W 

100 ml (optional) 

1 

Lactated Ringers 

1 liter (optional) 

2 

Normal Saline  

250 ml. 

8  

Normal Saline  

1 liter 

2 

Normal Saline Flush    

Vial 

*Some of these medications need to be refrigerated and have a limited shelf life at room temperature. It is the responsibility of each EMS service to store these   drugs properly and ensure that they have not expired. 
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NAME:  

ADENOSINE (ADENOCARD) 

SUPPLIED: 

6mg/2mL (3mg/mL) 

ACTIONS: 

Slows atrioventricular (AV) nodal conduction. 

INDICATIONS:   

Paroxysmal supraventricular tachycardia including Wolff- 

Parkinson-White syndrome. 

CONTRAINDICATIONS: 

Second- or third- degree AV block, sick sinus syndrome, 

hypersensitivity. 

SIDE EFFECTS:  

Dyspnea, flushing, chest pain, headache, nausea, dizziness. 

Arrythmias lasting less than one minute may occur after  

termination of tachycardias by adenosine (i.e. bradycardia, 

asystole). 

DOSAGE: 

Adult: Initial dose 6mg rapid IV bolus (over 1-3 seconds),  
followed by 20mL saline flush, administered through the  

injection port closest to patient. If no response after 1-2 

minutes, administer 12mg rapid IV; 12mg dose may be  

given a second time if necessary. 

Pediatric: 0.1mg/kg; may be doubled once (max. single 
Dose 12mg) rapid IV bolus. 
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NAME:  

AMIODARONE (CORDARONE) 

SUPPLIED: 

150mg/3mL 

ACTIONS: 

Antiarrhythmic. 

INDICATIONS:   

Treatment for ventricular fibrillation (VF) or pulseless 

ventricular tachycardia (VT) refractory to defibrillation  

and epinephrine administration. Treatment of stable VT.  

Treatment of stable paroxysmal supraventricular tachycardia (PSVT). 

CONTRAINDICATIONS: 

Hypersensitivity to amiodarone. Patients with cardio- 

genic shock, marked sinus bradycardia, and second- or 

third- degree AV unless a functioning pacemaker is available. 

SIDE EFFECTS: 

Hypotension, bradycardia, nausea, abnormal liver function tests, arrest or VT, CHF, fever, toxic epidermal necrolysis. 

DOSAGE: 

Adult: For VF or pulseless VT, 300mg IV push followed by rapid infusion of  10mL 0.9% NS. Flush IV tubing with saline prior to administration (to clear epinephrine). 

For stable perfusing tachycardias (VT, PSVT), 150mg IV over 10 minutes. May repeat in 10 minutes as needed. 

Pediatric: For VF or pulseless VT, 5mg/kg IV/IO rapid bolus. Flush IV tubing  prior to administration (to clear epinephrine). 

For stable perfusing tachycardias (VT, PSVT), 5mg/kg IV/IO over 20-60 minutes. Maximum dose is 15mg/kg per day. 
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NAME:  

ASPIRIN 

SUPPLIED: 

81mg chewable tablet 

ACTION: 

Analgesic, antipyretic, anti-inflammatory, anti-platelet. 

INDICATIONS:   

To reduce the risk of subsequent death and nonfatal  

reinfarction  in myocardial infarction patients and patients  

in chest pain. 

CONTRAINDICATIONS: 

Hypersensitivity, hemophilia, bleeding ulcers, hemorrhagic 

states, pregnancy. Use with caution in patients with asthma, 

chronic urticaria, nasal polyps. 

SIDE EFFECTS:  

Gastric irritation, allergic reactions, prolonged bleeding  

time, tinnitus (excessive doses). 

DOSE:    

Adults ONLY: Chew 4 children’s aspirin and swallow. 
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NAME:  

ATIVAN (LORAZEPAM) 

Classification:    
Antianxiety agent, benzodiazepine 

Action/Kinetics:  
Absorbed and eliminated faster than other benzodiazepines. Onset- IV  5 minutes, IM 15-30 minutes. Peak plasma levels: IV or IM, 1-1.5 hr. t1/2: 10-20 hr. Metabolized to inactive compounds, which are excreted through the kidneys 

Indications:  
Amnesic agent, anticonvulsant, antitremor drug, adjunct to skeletal muscle relaxants, preanesthetic medication, used as sedative for behavioral emergencies, adjunct prior to endoscopic procedures, treatment of status epilepticus, relief of acute alcohol withdrawal symptoms. Investigational: Antiemetic in cancer chemotherapy. 

Contraindications:  
Contraindicated in patients hypersensitive to drug, other benzodiazepines, or the vehicle used in parenteral dosage form. Also contraindicated in those with acute angle-closure glaucoma. 

Adverse Effects:  
CNS: Drowsiness, amnesia, insomnia, agitation, sedation, dizziness,  weakness, unsteadiness, disorientation, depression, headache. 

CV: Hypotension  

EENT: Visual disturbances  

GI: Abdominal discomfort, nausea, change in appetite.  

Other: Elevated liver function test results 
How Supplied:   
Injection: 2mg/ml vial 

The manufacturer recommends that this drug be refrigerated, yet acknowledges that it can be stable at room temperature for 2 weeks to 60 days. Must be stored according to the guidelines of the manufacturer. 

Dosage:  
1-2mg IV or IM (ADULT) 

0.05 - 0.1 mg/Kg IV or IM (PEDS) Max of 2mg. 

Precautions:  
Greater CNS effects may be noted if other drugs such as phenothiazines, narcotic analgesics, barbiturates, antidepressants, scopolamine, and monoamin-oxidase inhibitors are used in   conjunction with Ativan. Extreme caution must be used when administering Ativan to elderly patients, very ill patients or to patients with limited pulmonary reserve because of the possibility that hypoventilation and/or hypoxic cardiac arrest may occur. 
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NAME:  

ATROPINE SULFATE 

SUPPLIED: 

Adult: 1mg/10mL (0.1mg/mL) 

Pediatric: 0.25mg/5mL (0.05mg/mL 

ACTIONS: 

Increases heart rate by blocking the parasympathetic (vagal) action on the heart thereby increasing the rate of discharge from the sinus node. 

INDICATIONS: 

Symptomatic bradycardias, asystole, PEA, and organophosphate poisoning. 

CONTRAINDICATIONS: 

Tachycardia, hypersensitivity, glaucoma, myasthenia gravis, myocardial infarction (use caution). 

SIDE EFFECTS: 

Tachycardia, dry mouth, blurred vision, paradoxical bradycardia when pushed slowly or when used at doses less than 0.5mg (adults), dysrhythmias, nausea, vomiting, flushed dry skin. 

DOSAGE: 

Bradycardia: Adult: 0.5-1.0mg IV q 5 minutes until desired heart rate reached  or total of 0.04mg/kg has been given. 

Pediatric: 0.02mg/kg IV/IO/ET (minimum dose of 0.1mg). Maximum single  dose of 0.5mg for a child and 1.0mg for an adolescent. May be repeated once. 

Asystole: Adult: 1.0mg IV q 3-5 minutes to a maximum dose of 0.04mg/kg. 
Pediatric: Same as bradydysrhythmias. 
Organophosphate poisoning: Adult: 2mg IV 
Pediatric: 0.05mg/kg dose IV 
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NAME:  

ATROVENT (Ipratropium) 

SUPPLIED: 

500 mcg neb 

ACTION: 

antagonizes acetylcholine receptors, producing bronchodilation (anticholinergic) 
CONTRAINDICATIONS: 

hypersens. to drug/class/compon. 

hypersens. to soya lecithin (MDI) 

hypersensitivity to soybeans/peanuts (MDI) 

caution if glaucoma, narrow-angle 

caution if prostatic hypertrophy 

caution if bladder neck obstruction 
SIDE EFFECTS: 

hypersensitivity rxn (rare), anaphylaxis (rare), angioedema (rare), laryngospasm (rare), bronchospasm, paradoxical (rare), glaucoma, narrow-angle, cough, nervousness, nausea, dry mouth, GI upset, dizziness 

DOSAGE: 

Adult: 500 mcg NEB (may mix with albuterol) 
Pediatric: 250 mcg NEB (may mix with albuterol) 
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NAME:  

BENADRYL (DIPHENHYDRAMINE) 

SUPPLIED: 

50mg/mL 

ACTION: 

Allergic reactions, anaphylaxis, acute extrapyramidal  

reactions, motion sickness. 

CONTRAINDICATIONS: 

Asthma attacks, glaucoma, prostate enlargement, ulcer 

disease, CNS depression. 

SIDE EFFECTS:  

Drowsiness, confusion, dry mouth, thickening of bronchial 

secretions, hypotension, tachycardia, ataxia. 

DOSAGE: 

Adult: 25-50mg IM or IV 
Pediatric: 1-2mg/kg IM or IV (max dose 50mg). 
ST. ANTHONY’S MEDICAL CENTER EMERGENCY MEDICAL SERVICES 

GUIDELINES FOR PREHOSPITAL EMERGENCY CARE 

PAGE 10 OF 34 

SUBJECT: 

Appendix A     

EMS Formulary 

NAME:  

10% CALCIUM CHLORIDE 

SUPPLIED: 

1GM/10mL (100mg/mL) 

ACTIONS: 

Increases myocardial contraction. May increase or decrease 

vascular resistance. 

INDICATIONS:   

Calcium channel blocker toxicity, hyperkalemia,  

hypocalcemia, and magnesium sulfate overdose. 

CONTRAINDICATIONS: 

Ventricular fibrillation during cardiac resuscitation,  

Digitalis toxicity (use with great caution), hypercalcemia, 

will precipitate if given concurrently with sodium  

bicarbonate. 

SIDE EFFECTS:  

Decreased heart rate (up to asystole), hypotension, metallic 

taste, peripheral vasodilation, local necrosis and sloughing 

after IM or IV infiltration. 

DOSAGE: 

Hyperkalemia and calcium channel overdose: Adult: 8- 

16mg/kg of a 10% solution slow IV, repeat prn. 

Pediatric: 0.2-0.25mL/kg of a 10% solution infused  
Slowly (no greater than 1mL/min). 
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NAME:  

CARDIZEM (DILTIAZEM) 

CLASSIFICATION 

Calcium channel blocker 

ACTION 

Diltiazem blocks calcium and sodium flux across cell membranes in the AV node, slowing conduction and increasing refractory periods. Diltiazem may terminate reentrant supraventricular tachycardias (PSVT), and will allow rate control in other supraventricular tachydysrhythmias (atrial fibrillation and atrial flutter). 

INDICATION 

It is indicated for use in patients with all forms of narrow-complex tachydysrhythmias. 

DOSAGE 

20 mg IVP over 1-2 minutes as a single bolus dose. 

SIDE EFFECTS 

Hypotension, bradycardia, flushing 

CONTRAINDICATIONS 

Known hypersensitivity, hypotension, bradycardia (absolute); AV block, congestive heart failure, concomitant use of beta-blockers (relative). 

NOTES 

In the event of hypotension or bradycardia, 10 cc of calcium chloride 10% solution may  be administered IVP. The dose may be repeated to effect. Diltiazem is not to be used with suspected wide-complex tachycardias. These are to be treated as if they are ventricular in origin (V-tach). 

Patients with PSVT may exhibit rate conversion after use of diltiazem. Diltiazem will not convert atrial fibrillation or atrial flutter, but will reduce ventricular rate. 
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NAME:  

DEXAMETHASONE (DECADRON) 

Class:     

Steroid. 

Actions:  

Possibly decreases cerebral edema, anti-inflammatory, suppresses immune 

response (especially in allergic reactions). 

Indications:  

Cerebral edema, anaphylaxis (after Epinephrine and diphenhydramine),  

asthma, COPD, croup. 

Contraindications:  

None in the emergency setting. 

Precautions: 

Should be protected from heat, onset of action may be 2-6 hours and thus 

should not be considered to be of use in the critical first hour following an  

anaphylactic reaction.  

Side Effects:  

Gastrointestinal bleeding, prolonged wound healing. 

Dosage:  

4-10 mg. 

Routes:   

IV. 

Pediatric Dosage: 

0.2-0.6 mg/kg 
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NAME:  

DEXTROSE 50% (D50) 

SUPPLIED: 

25GM/50mL  (500mg/mL) 

ACTIONS: 

Increases blood glucose levels. 

INDICATIONS:   

Hypoglycemia, come of unknown origin, status epilepticus 

of  unknown origin. 

CONTRAINDICATIONS: 

Intracranial hemorrhage, increase intracranial pressure, 

known or suspected CVA in absence of hypoglycemia. 

SIDE EFFECTS:  

Pain, warmth, burning on administration; will cause tissue 

necrosis if it infiltrates during administration; should be  

preceded by Thiamine 100mg IV in coma of unknown  

origin or known alcoholics to prevent Wernicke’s 

encephalopathy. 

DOSAGE: 

Determine blood glucose level prior to administration if 

possible. 

Adult: 12.5-25GM IV (50mL) 
Pediatric: 0.5-1gm/kg/dose slow IV. Dilute D50 1:1 with  
sterile water for a concentration of 25% dextrose and give 

2-4mL/kg. 
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NAME:  

DIAZEPAM (VALIUM) 

SUPPLIED: 

10mg/2mL (5mg/mL) 

ACTIONS: 

Increases seizure threshold, decreases anxiety, promotes 

muscle relaxation. Schedule IV controlled substance. 

INDICATIONS:   

Seizure activity, acute alcohol withdrawal, sedation prior to 

cardioversion or during transcutaneous pacing, acute  

anxiety states. 

CONTRAINDICATIONS: 

Hypersensitivity, substance abuse, coma, respiratory 

depression, pregnancy, shock. 

SIDE EFFECTS:  

Respiratory depression, apnea, hypotension, confusion, 

ataxia, nausea, cardiac arrest, sedation. 

DOSAGE: 

Adult: 5-10mg IV / PR SLOWLY (not to exceed 2.5mg/min). 
May repeat every 15-30 minutes to a total of 30mg. 

Pediatric: 0.1-0.3mg/kg/dose IV/IO (<1mg/min) every 15   minutes (maximum total dose of 5mg). Rectal dose 0.5mg/kg   
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NAME:  

DOPAMINE 

SUPPLIED: 

200mg/5mL (40mg/mL) 

ACTIONS: 

Low dose: dopaminergic effects cause renal and  

mesenteric vasodilation. 

Intermediate dose: beta adrenergic effects cause 

increased heart rate and contractility 

High dose: alpha adrenergic effects cause peripheral 

vasoconstriction. 

INDICATIONS:   

Hemodynamically significant hypotension in the absence of 

hypovolemia. 

CONTRAINDICATIONS: 

Tachydysrhythmias, ventricular fibrillation, hypovolemia, 

patients with pheochromocytoma. Do not administer 

concurrently with sodium bicarbonate as it will inactivate 

dopamine.  

SIDE EFFECTS:  

Tachydysrhythmias, hypertension, increased myocardial 

oxygen demand, nausea, vomiting. 

DOSAGE:   

Adult: Add 400-800mg dopamine to 250mL D5W and  
Infuse at an initial dose of 1-5mcg/kg/min increased to a  

final range of 5-20mcg/kg/min titrated to patient response. 

Pediatric: Dilute 6mg/kg of dopamine in D5W to a total 
volume of 100mL. Begin infusion at 10mcg/kg/min IV/IO. 

Do not exceed 20mcg/kg/min. 
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NAME:  

EPINEPHRINE  

SUPPLIED: 

1mg/1mL (1:1000) ampule 

0.1mg/1mL (1:10,000) prefilled syringe 

ACTIONS: 

Increases myocardial contractility, heart rate, peripheral 

vascular resistance, systolic and diastolic blood pressure, 

electrical activity in the myocardium, coronary and cerebral 

blood flow, myocardial oxygen requirements, and automaticity. Causes bronchodilation. 

INDICATIONS:   

Bronchospasm associated with asthma, anaphylaxis,  

cardiac arrest, bradycardia unresponsive to other 

interventions. 

CONTRAINDICATIONS: 

Non-cardiac arrest, hypertension, coronary insufficiency. 

Give with caution for asthma patients over 40. No  

contraindications to administration for patients in  

cardiac arrest. 

SIDE EFFECTS:  

Headache, nausea, vomiting, dysrhythmias, hypertension, 

palpitations, chest pain. None in cardiac arrest. 

DOSAGE: 

Can give IV/IO/ET (2-2.5 times dose for ET)  Adult: 

Cardiac Arrest: Initial 1mg (1:10,000) IV every 3-5 min. 
Bradycardia: 2-10mcg/min IV drip 
Bronchospasm: 0.3-0.5mg (1:1000) SQ 
Anaphylaxis: (mild-moderate) 0.3-0.5mg (1:1000) SQ 
(severe) 0.1-0.3mg (1-3mL) 1:10,000 very  

slow IV push. 

Pediatric: IV/IO/ET   

Cardiac Arrest: 1st dose: 0.01mg/kg (1:10,000, 0.1mL/kg) IV/IO; ET:  0.1mg/kg (1:1000, 0.1mL/kg) 

2nd and subsequent doses: 0.1mg/kg (1:1000, 0.1mL/kg)  

IV/IO/ET. 

Bradycardia: IV/IO: 0.01mg/kg (1:10,000, 0.1mL/kg) 
ET: 0.1mg/kg (1:1000, 0.1mL/kg) 

Bronchospasm:  0.01mL/kg SQ (1:1000), max. 0.3mL 
Anaphylaxis: 0.01mL/kg SQ (1:1000), max 0.3mL 
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NAME:  

GLUCAGON 

SUPPLIED: 

1 unit (1mg) with 1mL diluted solution (Glycerine) 

ACTIONS: 

Increase blood glucose by causing release of stored 

glucose form liver. 

INDICATIONS:   

Altered level of consciousness from hypoglycemia, 

inability to establish IV/IO, finger stick blood sugar 

level of 60. 

CONTRAINDICATIONS: 

Hypersensitivity (allergy to proteins). 

SIDE EFFECTS:  

Nausea, vomiting, tachycardia, hypertension. 

DOSAGE: 

Adult: 1.0mg IM/SQ (may repeat 1 time in 7-10 min) 
Pediatric: <20kg: 0.5 unit (0.5mg) IM/SQ 
>20kg: 1 unit (1mg) IM/SQ 
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NAME:  

LASIX (FUROSEMIDE) 

SUPPLIED: 

40mg/4mL 

ACTIONS: 

Potent diuretic that also causes venodilation. 

INDICATIONS:   

Pulmonary edema, congestive heart failure. 

CONTRAINDICATIONS: 

Pregnancy and lactation, hypovolemia, hypokalemia, 

anuria, known sensitivity to sulfonamides. 

SIDE EFFECTS:  

Dehydration, potassium depletion, nausea, vomiting, 

deafness, hypotension. 

DOSAGE: 

Adult: 0.5-1.0mg/kg IV injected slowly over 1-2 minutes 
Pediatric: 1mg/kg/dose 
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NAME:  

LIDOCAINE 

SUPPLIED: 

100mg/5mL (20mg/mL) 

1gm/250mL D5W or NS (0.4% solution) 

ACTIONS: 

Suppresses ventricular ectopy by decreasing automaticity. 

INDICATIONS:   

Acute ventricular dysrhythmias including ventricular 

fibrillation, ventricular tachycardia, and malignant PVC’s. 

CONTRAINDICATIONS: 

Known hypersensitivity to lidocaine, Stokes-Adams 

syndrome, second- and third- degree AV block in the  

absence of an artificial pacemaker, torsades de pointes. 

SIDE EFFECTS:  

Lightheadedness, confusion, blurred vision, seizures, 

twitching, hypotension, nausea, vomiting, bradycardia, 

cardiovascular collapse. 

DOSAGE: 

Ventricular fibrillation & pulseless Ventricular  

Tachycardia: 

Adult: 1-1.5mg/kg IV repeated every 5 minutes to total 
dose of 3mg/kg (ET dose 2-2.5 times) 

Pediatric: 1mg/kg IV/IO/ET 
Ventricular tachycardia with pulse and ventricular  

Ectopy: 

Adult: 1-1.5mg/kg IV repeated in 5 minutes at 0.5-0.75mg/kg IV to total  loading dose of 3mg/kg 

Pediatric: 1mg/kg IV/IO 
Maintenance infusion after termination of arrhythmia: 

Adult: Lidocaine (1gm/250mL) continuous infusion at  
1-4mg/minute 

Pediatric: Dilute 120mg in 100mL D5W or NS; infuse at 
20-50mcg/kg/min. 
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NAME:  

MAGNESIUM SULFATE 

SUPPLIED: 

5gm/10mL (500mg/mL) 

ACTIONS: 

Depresses central nervous system and relaxes smooth 

muscle, skeletal muscle and cardiac muscle. 

INDICATIONS:   

Convulsive states associated with eclampsia, torsades de 

pointes, ventricular fibrillation refractory to electrical and 

pharmalogic interventions. 

CONTRAINDICATIONS: 

Heart block and myocardial damage. Should be  

administered with caution to patients who take digitalis or 

are hypotensive. 

SIDE EFFECTS:  

Respiratory depression, circulatory collapse, depressed  

reflexes, hypotension, reduced heart rate, heart block, 

hypothermia. Calcium chloride should be available as an 

antidote. 

DOSAGE: 

Adult: Seizures associated with pregnancy: Mix 4gm in 
250mL D5W and infuse over 20 minutes. 

Ventricular fibrillation and tachycardia (no pulse): 1-2gm  

Diluted in 10mL of D5W administered over 1-2 minutes. 

Pediatric: Not recommended in the prehospital setting. 
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NAME:  

MORPHINE SULFATE 

SUPPLIED: 

10mg/1mL 

ACTIONS: 

Potent narcotic analgesic, also causes vasodilation. 

Schedule II controlled substance. 

INDICATIONS:   

Ischemic chest pain, pulmonary edema, moderate to severe 

acute pain. 

CONTRAINDICATIONS: 

Hypersensitivity, hypotension, respiratory depression, 

hypovolemia, head injury, undiagnosed abdominal pain. 

SIDE EFFECTS:  

Hypotension, bradycardia, respiratory depression, nausea, 

vomiting, tachycardia, allergic reaction. 

DOSAGE: 

Adult: 1-3mg slow IV (over 1-5 minutes) titrated to relief  
of pain. 

Pediatric: 0.05-1.0mg/kg IV 
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NAME:  

NARCAN (NALOXONE) 

SUPPLIED: 

1mg/mL vial 

ACTION: 

Antagonizes the effects of narcotics 

INDICATIONS:   

Reversal of CNS and respiratory depression induced by  

opioid  narcotics. 

CONTRAINDICATIONS:  

Hypersensitivity, use with caution in narcotic dependent  

patients. 

SIDE EFFECTS: 

Tachycardia, hypertension, dysrhythmias, nausea, vomiting. 

DOSAGE: 

Adult: 2mg IV/IM/SQ (ET also); repeat at 5 minute 
intervals to max of 10mg 

Pediatric: <6 months: 0.5mg (0.5mL of 1mg/mL vial) 
6 months-5 years: 1.0mg (1mL of 1mg/mL vial) 

>5 years: 2.0mg (2mL of 1mg/mL vial) 
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NAME:  

NITROGLYCERIN (NITROBID, NITROSTAT) 

SUPPLIED: 

Tablets: 1 bottle 0.4mg (1/150gr) tablets 

Spray: 0.4mg/spray 

ACTIONS: 

Vasodilator and smooth muscle relaxant. 

INDICATIONS:   

Ischemic chest pain, congestive heart failure 

CONTRAINDICATIONS: 

Head trauma, hypotension, hypovolemia, cerebral 

hemorrhage, hypersensitivity. 

SIDE EFFECTS:  

Headache, hypotension, dizziness, syncope, tachycardia, 

nausea, vomiting, allergic reaction. 

DOSAGE: 

Adult: Tablets: 1 tab (0.4mg) SL every 3-5 minutes as  
needed up to 3 tablets 

Spray: 1 spray (0.4mg) SL every 3-5 minutes as needed 
up to 3 sprays 

Pediatric: Not recommended. 
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NAME:  

NITROUS OXIDE  (NITRONOX) 

SUPPLIED: 

A cylinder nitrous oxide connected to an oxygen source 

delivered through a unit that administers a mixture of 50% 

nitrous oxide and 50% oxygen compressed gas. 

ACTIONS: 

Depresses CNS causing analgesia, anesthesia. 

INDICATIONS:   

Short term relief of moderate to severe pain. 

CONTRAINDICATIONS: 

Impaired LOC, head injury, chest trauma, COPD,  

decompression sickness, undiagnosed abdominal pain or 

marked abdominal distension, bowel obstruction, hypotension, inability to comply with instructions, shock, 

pregnancy (1st trimester), facial trauma. 

SIDE EFFECTS:  

Dizziness, apnea, expansion of gas filled pockets, cyanosis, 

nausea, vomiting, malignant hypothermia. 

DOSAGE: 

Adult & Pediatric: Instruct the patient to inhale deeply 
through patient held demand valve mask or mouthpiece. 

Do not assist the patient to hold mask. Do not strap or fix 

mask to patient’s face. Unlikely to get cooperation with  

patient’s less than 4 years of age. 
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NAME:  

NuNitrite Inhalant (AMYL NITRATE) 
SUPPIED: 

0.3 ml glass ampule covered with woven gauze 

ACTIONS: 

Induces methemoglobin formation 
INDICATIONS:   

Cyanide Poisoning 

CONTRAINDICATIONS: 

Documented hypersensitivity, pregnancy. Caution with coronary artery disease and hypotension. 

SIDE EFFECTS:  

Hypotension 

Tachycardia 

Palpitations 

Syncope 

Headache 

Nausea 

DOSAGE: 

1 ampule 
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NAME:  

PHENERGAN (Promethazine Hydrochloride) 
SUPPLIED: 

25 mg/ml 

ACTIONS: 

Centrally acting (CNS) antiemetic 

INDICATIONS:   

Prevention or control of nausea and vomiting   Treatment of motion sickness/vertigo   Sedation 
CONTRAINDICATIONS: 

Do not use in comatose patients or in the presence of large amounts of CNS depressants (e.g. alcohol)  

Do not use in children under 16 years of age  (Increased incidence of extrapyramidal activity)  

Do not use in those patients having a known hypersensitivity to phenothiazine 

class drugs 

PRECAUTIONS: 

Cautious use for patients with chronic respiratory impairment, especially children  Phenergan has centrally acting sedative properties, which may be heightened in patients under the influence of alcohol or other CNS depressant drugs. Use with caution in this setting  

Use with caution in epilepsy. (May lower seizure threshold)  

Extrapyramidal symptoms may occur. Treat occurrences with 25-50 mg IV Benadryl  May cause hypotension if administered too rapidly  

Use in pregnant patients is only authorized by base physician contact     Phenothiazines with TCA’s will increase effects   

Patients on MAO inhibitors will increase extrapyramidal symptoms 

DOSAGE: 
6.25 - 12.5 mg. slow IV, may repeat once in 15-20 minutes.   

Use caution, as tissue necrosis can occur. Give only if diluted in 9 mL NS and through a running IV line. If given IV, give only in large veins (not in wrist or hands). 

All subsequent doses by direct physician order.  Maximum dose 25 mg IV or IM 
May be given IM 25 mg. 

ST. ANTHONY’S MEDICAL CENTER EMERGENCY MEDICAL SERVICES 

GUIDELINES FOR PREHOSPITAL EMERGENCY CARE 

PAGE 27 OF 34 

SUBJECT: 

Appendix A     

EMS Formulary 

NAME:  

PROVENTIL (ALBUTEROL SULFATE)   

SUPPLIED: 

2.5mg/0.5mL of a 0.5% solution 

ACTIONS: 

Bronchodilation. 

INDICATIONS:   

Relief of bronchospasm in reversible obstructive airway  

disease (asthma, COPD). 

CONTRAINDICATIONS: 

Hypersensitivity. Cardiac dysrhythmias associated with 

tachycardia. 

SIDE EFFECTS:  

Palpitations, anxiety, headache, nausea, dizziness,  

dysrhythmias. 

DOSAGE: 

Adult: Connect O2 supply tubing to nebulizer and oxygen 
source. Place 0.5mL (2.5mg) albuterol in nebulizer cup and 

add 2.5mL sterile NS. Have patient place mouthpiece in  

mouth and set liter flow at 5-6lpm.  

Pediatric: < 6 months: 0.25mL/2.5mL NS 
> 6 months: 0.5mL/2.5mL NS 
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NAME:  

SODIUM BICARBONATE 

SUPPLIED: 

50mEq/50mL 

ACTIONS: 

Neutralizes excess acid in blood, raising blood pH. 

INDICATIONS:   

Preexisting metabolic acidosis, tricyclic antidepressant or 

phenobarbital overdose, alkalinization for specific 

intoxications, hyperkalemia. 

CONTRAINDICATIONS: 

Hypokalemia, hypocalcemia, respiratory or metabolic 

alkalosis. 

SIDE EFFECTS:  

Metabolic alkalosis, hypernatremia, hyperosmolality. 

INFILTRATION CAN CAUSE TISSUE NECROSIS 

DOSAGE: 

Adult: 1mEq/kg IV bolus; may repeat with 0.5mEq/kg  
every 10 minutes. 

Pediatric: same as adult. 
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NAME:  

THIAMINE (VITAMIN B1) 

SUPPLIED: 

100mg/mL 

ACTIONS: 

Important for glucose metabolism. 

INDICATIONS:   

Coma of unknown origin (prior to administration of 

glucose), delirium tremens (DTs). 

CONTRAINDICATIONS: 

Hypersensitivity. 

SIDE EFFECTS:  

Hypotension (after rapid injection), anxiety, diaphoresis, 

nausea, vomiting, allergic reaction. 

DOSAGE: 

Adult: 100mg slow IV or IM 
Pediatric: Not indicated in prehospital setting. 
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NAME:  

TORADOL  (KETOROLAC TROMETHAMINE) 

SUPPLIED: 

60mg/2mL (30mg/mL) in Tubex™ syringe. 

ACTIONS: 

Nonsteroidal anti-inflammatory, non-narcotic analgesic. 

INDICATIONS:   

Short-term management of moderate to severe pain. 

CONTRAINDICATIONS: 

Sensitivity to ketorolac, history of asthma, nasal polyps, 

allergy to aspirin or other nonsteroidal anti-inflammatory  

drugs, bleeding disorders, renal failure, multisystem  

trauma, hypotension. It is imperative that patient is  
questioned about allergies and medical history. Do not 
mix with morphine, meriperidine hydrochloride,  

promethazine hydrochloride, or hydroxyzine hydrochloride; mixture will cause precipitation of the  

solution. 

SIDE EFFECTS:  

Edema, hypertension, nausea, vomiting, tinnitus, acute  

renal failure, anaphylaxis, bleeding disorders, hypotension. 

DOSAGE: 

Adult: 30-60mg IM injection. 30mg IM is recommended  
for patients under 50kg body weight or over the age of 65  

or who are known to have reduced renal function. 30mg IV 

over 1 minute for patients <65 years old and 15mg IV for 

patients >65 years old. 

Pediatric: Not recommended. 
ST. ANTHONY’S MEDICAL CENTER EMERGENCY MEDICAL SERVICES 

GUIDELINES FOR PREHOSPITAL EMERGENCY CARE 

PAGE 31 OF 34 

SUBJECT: 

Appendix A     

EMS Formulary 

NAME:  

TYLENOL ELIXIR (ACETAMINOPHEN) 

SUPPLIED: 

1-2oz bottle. 

ACTIONS: 

Non-aspirin analgesic and antipyretic. 

INDICATIONS:   

Pediatric patients with a high fever. 

CONTRAINDICATIONS: 

None. 

DOSAGE: 

10-15mg/kg PO. 
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NAME:  

VERAPAMIL (ISOPTIN) 

SUPPLIED: 

5mg/2mL (2.5mg/mL) 

ACTIONS: 

Calcium channel blocker, reduces AV conduction velocity, 

prolongs AV nodal refractory period, vasodilator. 

INDICATIONS:   

Paroxysmal supraventricular tachycardias, atrial flutter with 

a rapid ventricular response, atrial fibrillation with a rapid 

ventricular response. 

CONTRAINDICATIONS: 

Hypersensitivity, sick-sinus syndrome (unless the patient 

has a functioning pacemaker), bradycardia, second- or  

third- degree heart block, hypotension, cardiogenic shock, 

severe congestive heart failure, Wolff-Parkinson-White  

syndrome, wide-complex tachycardias. 

SIDE EFFECTS:  

Hypotension, bradycardia, complete heart block, dizziness, 

headache, nausea, vomiting. 

DOSAGE: 

Adult: 2.5-5.0mg IV bolus over 1-2 minutes. May be  
Repeated every 15-30 minutes at 5-10mg IV over 1-2 

Minutes (until a maximum dose of 30mg). 

Pediatric: Not recommended in the prehospital setting. 
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NAME:  

VERSED (MIDAZOLAM) 

SUPPLIED: 

5mg/5mL vial (1mg/mL) 

ACTIONS: 

Benzodiazepine that relieves apprehension, impairs 

Memory. Schedule IV controlled substance. 

INDICATIONS:   

Premedication for intubation, cardioversion. 

CONTRINDICATIONS:    

Hypersensitivity, glaucoma, shock, alcohol or drug 

intoxication, depressed vital signs. 

SIDE EFFECTS:  

Respiratory depression, respiratory arrest, hypotension, 

blurred vision, headache, nausea, vomiting, pain at 

injection site, cough, hiccough. 

DOSAGE: 

Adult: Conscious sedation for cardiac or orthopedic 
procedures: 1-2.5mg slow IV (over 2-3 minutes); may 

be  repeated in small increments not to exceed 0.1mg/kg. 

Intubation: Give 2.5-5.0mg slow IV in increment doses not  

to exceed a total of 15mg. 

Pediatric: 0.05-0.1mg/kg (maximum 2.5mg); lower dose 
for infants. 
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NAME: 

ZOFRAN (ondansetron) 

SUPPLIED: 

4mg/5mL vial 

ACTIONS: 

selectively antagonizes serotonin 5-HT3 receptors 
INDICATIONS:   

nausea and vomiting. 

CONTRINDICATIONS:    

hypersens. to drug/class/compon. 

caution if impaired liver fxn 

caution if abdominal surgery 
SIDE EFFECTS: 

hypersensitivity rxn, severe (rare), anaphylaxis (rare), bronchospasm (rare), extrapyramidal symptoms (rare), oculogyric crisis, blindness, transient (rare), QT prolongation (rare), Headache, constipation, fatigue, diarrhea, hypoxia, pyrexia, 
urinary retention, dizziness, agitation, pruritus 

DOSAGE: 

Adult: 4 mg IV 
Pediatric: (2-18 y/o) 0.1 mg/kg IV x1; Max: 4 mg.  
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PARAMEDIC EDUCATION RECORD 

Name: _____________________________________________________ 

License Number: _____________________________________________ 

Expiration Date: ______________________________________________ 

Date 
Education Session 
CEU Category 
Hours 
Appendix C 

ATTENTION: 

Thank you for your offer of assistance.  Please be advised that these EMT’s and Paramedics    are operating under the authority of Missouri State Statutes and Medical Direction guidance.  No physician or other person may interfere or direct patient care without the base hospital physician on duty relinquishing responsibility for the patient via radio or telephone. 

If a physician requests and is given authority for the patient, he assumes responsibility for treating and all medical care at the scene and enroute to hospital and must sign the medical record after accompanying the patient to the hospital. 

Thank you, 

Christopher J. Bosche, M.D. EMS Medical Direction 

St. Anthony’s Medical Center 

I, ________________________, the undersigned hereby indemnify the ambulance personnel present from any misinformation or misdirection that I may give or from any medical malpractice acts that I may perform.  I agree that I alone will be held solely liable for any misconduct, nonfeasance, malfeasance or malpractice generated by my assuming Medical Direction of the scene. 

__________________________ M.D. 

__________________________ 

Signature 

Date 

__________________________ 

__________________________ 

Witness 

Time 

Appendix D 

REFUSAL OF MEDICAL CARE 

The Emergency Medical Service has given this form to you because you have refused treatment and/or transport.  Your health and safety are our primary concern; so even though you have decided not to accept our advice, please remember the following: 

1.   The evaluation and/or treatment provided to you by the Emergency Medical Service is not substitute for medical evaluation and treatment by a doctor.  We advise you to get medical evaluation and treatment. 

2.   Your condition maybe more serious than you realize or it appears at this time.  Without treatment, your condition or problem could become worse.  If you are planning to get medical treatment, a decision to refuse treatment or transport by the Emergency Medical Service may result in delay, which could make your condition or problem worse.  When medical treatment is needed, it’s usually better to get it right away. 

3.   Medical evaluation and/or treatment may be obtained by calling your doctor, if you have one or by going to any hospital Emergency Department in this area, all of which are staffed 24 hours a day by Emergency Physicians.  You may be seen at these Emergency Departments without an appointment. 

4.   If you change your mind or your condition becomes worse and you decide to accept treatment and transport by the Emergency Medical Service, please do not hesitate to call us back.       

5.   If the box at the left has been checked, it means that your problem or condition has  

been discussed with a doctor at the hospital and the advice given to you by  

Emergency Medical Service has been issued or approved by the doctor. 

I hereby voluntarily acknowledge and state that I have been advised regarding the state of my present physical condition.  I have been advised of the risks/complications of my condition and the dangers of refusing medical treatment.  I understand the risks, complications, and or dangers of refusing medical treatment as explained by the Emergency Medical Services personnel.  With full knowledge of the possible consequences of my refusal of care, I hereby voluntarily refuse medical care and transportation by the Emergency Medical Service.  Furthermore, I, for myself, my heirs, executors, administrators and assigns forever release and fully discharge the Emergency Medical Service, its officers, employees, medical consultants, hospitals, servants or agents from any and all liability or claims of whatsoever nature arising   out the Emergency Medical Services effort to provide me with medical care and/or transportation, and I agree to hold them harmless. 

I have received a copy of this Refusal of Medical Care Form 

Patient Signature: __________________________ 

Date:______________________ 

EMP/EMT-P Signature: ______________________ 

Date:______________________ 

Witness Signature: _________________________ 

Date:______________________ 

Run Number: ______________________________ 
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EMT/PARAMEDIC CLINICAL EVALUATION FORM 

Clinical Preceptor: EMTs and Paramedics currently licensed and working in the field may  receive Continuing Education Units for clinical hours.  Please evaluate the Paramedic on his/her performance while in the clinical setting and return this form to the Paramedic Instructor.  The Paramedic is expected to actively participate and assist the staff throughout the shift. 

NAME: ____________________________________ 

DATE: _______________________ 

CLINICAL AREA: ____________________________ 

SHIFT: _______________________ 

Was the paramedic dressed and groomed appropriately?  

Yes 

No 

If no, please explain: __________________________________________________________ 

Did the EMT/Paramedic actively participate and assist the staff on the unit? 

Excellent         Good         Fair         Poor 

Did the EMT/Paramedic display adequate knowledge as related to patient skills? 

Excellent         Good         Fair         Poor 

Did the EMT/Paramedic perform clinical  

Excellent         Good         Fair         Poor 

skills safely and correctly? 

Was the EMT/Paramedic professional in 

Excellent         Good         Fair         Poor 

behavior and attitude? 

Additional Comments: _________________________________________________________ 

__________________________________________________________________________ 

__________________________________________________________________________ 

PRECEPTOR SIGNATURE: ____________________________________________________ 

Thank you for your assistance and taking the time to fill out this form. 
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EMERGENCY MEDICAL SERVICES 

REPORT OF INJURY/COMMUNICABLE DISEASE EXPOSURE 

I.    IDENTIFICATION OF EMPLOYEE 

Name: ____________________________ Sex: _______________Birthdate: ___________ 

Address: ________________________________________________________________ 

Phone Number: ______________________________ SSN: ________________________ 

EMS Service: ________________________________ Job Title: _____________________ 

Report Date: _______ Occurrence Date: ________ Occurrence Time: _________________ 

II.   INJURED PERSON’S STATEMENT 

1.   Description of incident.  (Please state name of patient if exposure or puncture wound 

has occurred.) _____________________________________________________________ _____________________________________________________________ _____________________________________________________________ 

2.   State part of body injured. _____________________________________________________________ 

3.   Employee signature:_________________________________ Date:_______ 

4.   Supervisor’s consent: _______________________________ Yes/No:______ 

III.  OCCUPATIONAL MEDICINE STATEMENT 1.   Description of injury. 

_____________________________________________________________ _____________________________________________________________ Treatment Rendered. _____________________________________________________________ _____________________________________________________________ Disposition:______ Return to work _____ ED ____ Home_____ M.D. Referral 

2.   Occupational Medicine Signature:________________________ Date:______ 

IV.  EMERGENCY DEPARTMENT STATEMENT 1.   Diagnosis. 

______________________________________________________________ 2.   Treatment rendered. 

______________________________________________________________ ______________________________________________________________ Disposition:_________ Return to work________ Home______ M.D. Referral 

3.   Physician’s Signature: ________________________________ Date:_______ 

APPENDIX G 

SUBSTANCES 

M O R  P  H   I   N  E 

V A  L   I   U M 
N  I  T R O U S 
V E R S E D 
R  E  C  T  A  L  

V A  L. 
A T  I  V A N 
UNIT NUMBER ______ MONTH /YEAR ______ PAGE_____OF _______ 

DATE 

TIME 

ON-COMING 

OFF GOING 

EMS CONTROLLED SUBSTANCES RECORD 

Appendix H 

CONTROLLED SUBSTANCE ADMINISTRATION/REPLACEMENT/BREAKAGE 

DATE AND 

RUN # 

MEDICATION DOSEAGE, 

ADM. ROUTE, TIME 

PHYSICIAN SIGNATURE 

AMOUNT WASTED & SIGNATURE OF WITNESS 

PARAMEDIC SIGNATURE & DM # OR P #  * Both crew members signatures if no physician signature is required: 

