OARTMENT OF HEALTH AND HUMAN SERVICES

COUNTY OF MARIN Larry Meredith, Ph.D., Director DIVISION OF HEALTH SERVICES
EMERGENCYMEDICAL SERVICES

161 MITCHELL BLVD., STE. 100

SAN RAFAEL, CA 94903

PHONE: (415) 499-6871

Date: May 16, 2003 FAX (415) 499-3747

To: Holders of Policy and Procedure Manuals

From:  Troy Peterson j?,m
EMS Program Administrator

Subject: Updateto Policy Manual, Change Notice #19

| have enclosed the nineteenth update to the EMS Policy and Procedure Manual, Change
Notice #19. Please add the new signature page and replace the Table of Contents. Log
the Change Notice on the appropriate page.

If any change was made in the policy, the complete policy isincluded in the packet. This
is to decrease the potential for error that might be caused by replacing single pages.

Items contained in the Patient Care Manual are indicated with a (0}, should you choose to
update those manuals.

The packet includes the following policies:
[8301a, [8302, [B303, [B304, [B305, (8402, [8412,

If you have not received training on these changes, please contact your CQI Liaison or
Training Officer. Please assure that the changes are made in your manual. Thank you.
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Category: Patient Care Policy No: 8301A
ALS Treatment Guidelines Date: 07/01/03
ALS Assessment
ALS ASSESSMENT

Definition:

Reminder:

Indicated for patients that could benefit from AL S assessment that do not fal under any
other gppropriate trestment guideline.

All other trestment guidelines should be consdered before utilizing this policy.

1. BEvduation of ABCs

2. Assurethat BLS skills have been done or are being done.

3. Oxygen therapy as recommended in BLS Treatment Guidelines, Oxygen Thergpy Guidelines,

#8203

4. Cardiac monitor

5. Pulse oximeter

6. Consider IV NSTKO

7. Condder blood glucose reading

When this trestment guiddineis utilized, the PCRs will be reviewed for appropriateness by the CQI
coordinator of each agency.
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Patient Care
ALS Treatment Guiddines
Cardiac Emergencies

Category:

Policy No: 8302

Date: 7/1/2001

07/01/03

CARDIAC EMERGENCIES

CARDIOPULMONARY ARREST C1

Algorithm

Was patient
known to be dive

in the 15 minutes Yesor Maybe

before the 911 call
was made?

What was the
Shockable

rhythm onarriva of
EMT-D?

Non-Shockable

Isthere No

Asystole?

Consider declaration
of death

ALS
Measures
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Category: Patient Care Policy No: 8302
ALS Treatment Guiddines Date: 7/1/2001
Cardiac Emergencies 07/01/03

Ventricular Fibrillation/Pulsdess Ventricular Tachycardia

1 If onset of arrest iswitnessed by paramedic, precordia thump
2. Defibrillate
a) 200 joules
b) 200-300 joules
C) 360 joules
* |f First Response EMT personnd have done #2, begin with #3
3. Continue CPR
4, Intubate and establish IV NS wide-open rate. Begin transport if both are not accomplished,

continue trestment while trangporting.
5. Epinephrine 1.0 mg IVPor 20 mg ETT
a) Circulate for 1 minute and defibrillate 360 joules

b) If no results, continue CPR
C) Repesat above steps every 3-5 minutes
6. Lidocaine

a) 1.0-1.5mgkg IVPor 3.0 mg/kg ETT

b) Circulate for 1 minute and defibrillate 360 joules

C) Repeat above every 3-5 minutes to maximum of 3.0 mg/kg (IV or equivalent ETT
dose)

7. Begin trangport.

Page 2 of 7 Pege(s)



Category: Patient Care Policy No: 8302

ALS Treatment Guiddines Date: 7/1/2001
Cardiac Emergencies 07/01/03

Pulseless Electrical Activity

Definition: Includes rhythms previoudy known as eectromechanica dissociation, idioventricular,
ventricular escape and bradyasystole
Consder: hypovolemia, hypoxemia, tenson pneumothorax, acidos's, cardiac tamponade,

pulmonary embolism, anaphylaxis

=

Continue CPR

2. Intubate and establish IV NS wide-open rate. Begin transport if both are not
accomplished, continue trestment while transporting

3. Epinephrine1.0mg IVPor 2mg ETT
a. Continue CPR and evdluate in 1 minute
b. If no response, repeat epinephrine every 3-5 minutes

4. Atropine 1.0mg IV or 20 mg ETT if rate < 60, MR every 3-5 min to max of
0.04 mg/kg

5. Sodium bicarbonate 1.0 mEg/kg IVP if known hyperkalemia, or suspected cydlic

antidepressant overdose.

6. Begin transport.

Asystole

Congder: If arrest was unwitnessed and asystole has been confirmed, criteriafor field

>

determination of death have been met according to Policy #8110

If first responders or paramedics detect a pulse that proceeds to asystole, external
pacing should be ingtituted and treatment provided according to the asystole trestment
guiddine.

Continue CPR. If rhythm is uncdlear and possibly ventricular fibrillation, defibrillate as for
ventricular fibrillation

Intubate and start IV NS wide-open rate. Begin transport if both not accomplished, continue
trestment while trangporting.

Epinephrine1.0mg IVPor 2mg ETT
a Continue CPR and evduatein 1 minute
b. If no response, repeat epinephrine every 3-5 minutes.
Atropine 1.0 mg IVP or 2.0 mg ETT every 3-5 minutes to maximum of 0.04 mg/kg.

Death may be declared if patient has remained in asystole, without captureif on pacing,
pulsdess and apneic for 15 minutes of above interventions.
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Category: Patient Care Policy No: 8302
ALS Treatment Guiddines Date: 7/1/2001
Cardiac Emergencies 07/01/03

DYSRHYTHMIAS C2
Bradycardia

Definition: Heart rate below 50/minute that is symptomatic (decreasing perfusion, chest pain,
shortness of bresth, decreased level of consciousness, pulmonary congestion,
congestive heart failure)

SBP > 90

1 Cardiac monitor

2. IV NS TKO or sdinelock

3. Transport

SBP <90

1 High flow oxygen

2. Cardiac monitor

3. IV NSTKO

4. Atropine 0.5 mg IV, MR every 3-5 minutes to max of 0.04mg/kg

a Begin trangport after first dose given

If hypovolemiais suspected, give fluid challenge 250 to 500 cc

If no improvement following initid dose of atropine, inditute externd pacing at rate of 80 and

notify hospital

a If patient conscious, adminigter diazepam(Vaium) 0.1 mg/kg to maximum of
5mglVv

b. Congder Morphine, up to 4 mg for pain control. Use with caution.

If unableto start 1V or 1V access is delayed, indtitute external pacing at rate of 80

8. Dopamine 5Smeghkg/min, increase to 10 megkg/min if SBP remains < 90.

o O

~

Ventricular Ectopy

Reminder: Congderations for acute suppressve thergpy include: PV Csin presence of ischemic
chest pain, multifoca, couplets or runs of ventricular tachycardia; restoration of
organized rhythm following converson from VT or defibrillation

High flow oxygen
Cardiac monitor

IV NSTKO

Lidocaine

a 1.0-1.5 mgkgIVP

b. If ectopy continues, 0.5 mg/kg every 5-10 minutesto max of 3.0 mg/kg

o

Page 4 of 7 Pege(s)



Category: Patient Care Policy No: 8302
ALS Treatment Guiddines Date: 7/1/2001
Cardiac Emergencies 07/01/03

Sustained Ventricular Tachycardia
Pulse Present

Stable (awake, perfusng)

o

o

High flow oxygen
Cardiac monitor

IV NSTKO

Lidocaine 1.0-1.5 mg/kg IVP

a. If VT resolves, repesat Lidocaine a 1/2 initid dose every 10 min to tota of
3.0 mg/kg

b. If VT perggts, repeat Lidocaine a 1/2 initid dose every 5 min to total of
3.0 mg/kg

Begin transport after initid lidocaine dose

Consder synchronized cardioversion (see UNSTABLE, below)

Unstable (low blood pressure, shortness of breath, chest pain, altered consciousness or

o wbdpE

CHF/pulmonary edema)

High flow oxygen, hyperventilate with 100% oxygen and support arway
Cardiac monitor
IV NSTKO
Condder sedation with Vaium 0.1mg/kglV dowly, MR as needed to max of 10 mg
If HR > 150, synchronized cardioversion (If synchronized cardioverson not possible dueto
shape of QRS, perform unsynchronized cardioversion.)
a. 100 joules; if unsuccessful,
b. 200 joules; if unsuccesstul,
c. 300joules; if unsuccessful,
d. 360joules
Lidocaine 1.5 mg/kg IVP or 3.0 mg/kg ETT
a. If VT resolves, repeat Lidocaine 1/2 initid dose every 10 min to tota of
3.0 mg/kg
b. If VT persds, repest Lidocaine at 1/2 initid dose every 5 min to tota of
3.0 mg/kg
c. After full loading doseis achieved, lidocaine 0.5 mg/kg every 10 minutesto maintain
blood level

Transport

Page 5 of 7 Page(s)



Category: Patient Care Policy No: 8302
ALS Treatment Guiddines Date: 7/1/2001
Cardiac Emergencies 07/01/03

Supra Ventricular Tachycardia

Definition: Verify QRS duration of < 0.12 by documenting rhythm in two leads. If >0.12, goto
Ventricular Tachycardia protocol; rate of > 150/min, regular rhythm

Stable (awake, perfusng)

Cardiac monitor

IV NS TKO, use antecubital or more proximal ste

Congder valsalva maneuver

Adenosine (Adenocard)

a 6 mg rapid I VP followed by sdine flush

b. If no response after 2 min: 12 mg rapid IVP followed by sdine flush
a If no response after 2 min: 12 mg rgpid VP followed by sdline flush

5. Transport

o

Unstable (presence of dgnificant chest pain, significant dyspnea, low BP, indications of low perfusion,
dtered leve of consciousness)

High flow oxygen, support airway

Cardiac monitor

IV NSTKO

Condder sedation with diazepam (Vdium) 0.1 mg/lkg SIVP, MR as needed to max of 10 mg

Synchronized cardioversion

a 100 joules

b. 200 joules

C. 300 joules

d. 360 joules
6. Transport

* If ungtable atrid fibrillation perform steps 1-3 (ungtable), then contact recaiving facility physician and
anticipate cardioversion.

s owbdpE
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Category: Patient Care Policy No: 8302
ALS Treatment Guiddines Date: 7/1/2001
Cardiac Emergencies 07/01/03
CHEST PAIN

SUSPICIOUS OF CARDIAC ORIGIN C3

Definition: Substerna pain, discomfort or tightness radiating to jaw, |eft shoulder or arm, nauisea,

NP

N o o s

Definition:

=

2.

digphoresis, dyspnea, anxiety

Cardiac monitor

Postion of comfort

Nitroglycerin

a. 04mgSL if systalic BP> 100, MR in 5 min. to tota of 3 doses

b. IV access before nitroglycerin if systolic BP < 120

c. Donot givenitroglycerin if patient hastaken Viagra within the previous 24
hours

Aspirin 162 mg chewable, by mouth; must be chewed. Do not give if dlergic to aspirin.

IV NS TKO or sdine lock

Morphine 2 mg dowly IV to rdieve chest pain, MR g 2-3 min. to tota of 10 mg,

Notify hospitdl.

CHEST PAIN
UNLIKELY TO BE OF CARDIAC ORIGIN C4

Chest pain that is, by history, location and character deemed to not be related to cardiac
ischemia

Consder BLS care
If not BLS:

a. Low flow oxygen

b. Cardiac monitor

c. Sinelock

Page 7 of 7 Pege(s)



Category: Patient Care Policy No: 8303
ALS Treatment Guidelines Date: 1/1/99
Medica 07/01/03

MEDICAL EMERGENCIES
NON-TRAUMATIC SHOCK M1

Definition: Signs and symptoms of shock with dry lungs, flat neck veins, may have poor skin
turgor, vomiting, diarrhea, possible sepsis.

Reminder: Refer to the following specific protocols if gpplicable: Gl bleeding,
angphylaxis, tenson pneumothorax, trauma, vagind hemorrhage, pulmonary
edema

Ensure patent airway

High flow oxygen; prepare to support ventilations with appropriate airway adjuncts

Shock position if tolerated, keep patient warm

Cardiac monitor; treat dysrhythmias per specific treetment guideline

IV NS, large bore, started en route, 250-500 cc chalenge, recheck vitd sgns. If no response after
initia fluid chalenge, start 2™ large bore [V,

If hypotension persists give second fluid chdlenge.

7. If hypotenson pergsts consder physician order for Dopamine.

ok~ owDdNRE

©

ABDOMINAL PAIN M2

Definition: Moderately severe to severe pain, restless, unable to find postion of comfort or sgns of
shock

Reminder: Consder ectopic pregnancy, aneurysm

Ensure patent airway

High flow oxygen; prepare to support ventilations with appropriate airway adjuncts

Shock postion if tolerated, keep patient warm

Cardiac monitor; treet dysrhythmias per specific trestment guiddine

Consider early rapid transport

If SBP> 100, IV NSTKO

If SBP < 100, two large bore IVs NS, started en route; fluid chalenge, recheck vitd sgns every
250 cc

Noak~wbdE

Page 1 of 5 Page(s)



Category: Patient Care Policy No: 8303
ALS Treatment Guidelines Date: 1/1/99
Medical 07/01/03
GASTROINTESTINAL BLEEDING M3
Definition: History of dark, tarry stools or vomiting blood; may or may not have abdomind pain
1 Ensure patent airway

2. Large bore IV NS TKO,; fluid chalenge if abnormd vitd sgns, recheck vitd signs every 250 cc
3. If in shock

a High flow oxygen; prepare to support ventilations with gppropriate airway adjuncts

b. Shock position if tolerated, keep patient warm

C. Cardiac monitor; treat dysrhythmias per specific treestment guiddine

d. Congder early rapid transport

e Start second large bore IV en route; fluid challenge, recheck vital sgnsevery 250 cc

ALLERGIC REACTIONS M4
Mild Allergic Reaction

Definition: Itchy, raised welts

1 Ensure patent airway
2. Cardiac monitor
3. Benadryl 50 mg IM

Definition:

M oder ate/Sever e Allergic Reaction

Urticariaand one or more of the following: swdling mucous membranes, dyspnes,

wheezing, chest or throat tightness, abdomina cramps

1 Ensure patent airway

2. Cardiac Monitor

3. Epinephrine 1:1000, 0.01 mg/kg SQ to max. of 0.5 mg (if over 50 years old give ¥z dose, max
.25mg)

4. If wheezing, give Alberteral as per asthma/bronchospasm guiddine (R5).

4. IV NSTKO

5. Benadryl 1 mg/kg IV to max. of 50 mg

Page 2 of 5 Page(s)



Category: Patient Care Policy No: 8303

ALS Treatment Guidelines Date: 1/1/99
Medical 07/01/03

Anaphylaxis

Definition: Presence of urticariaand signs of shock; may include any other symptoms listed in

Moderate/Severe Allergic Reaction

Reminder: The more rapid the onset, the more severe the reaction

N AWDE

=

u ks~ w

Ensure patent airway

High flow oxygen. Prepareto assst ventilations with appropriate airway adjuncts
Epinephrine 1:1000 0.01 mg/kg to max. of 0.5 mg SQ

Cardiac monitor-treat dysrhythmias per specific trestment guiddines

Large bore IV NS, 250cc chdlenge, MR while monitoring vitals

If unresponsive and no pal pable BP; epinephrine 1:10,000 0.01 mg/kg to max. of 0.5 mg 1V
Benadryl 1 mg/kg 1V to max. of 50 mg

If hypotension persists after two fluid chalenges, Dopamine infusion, begin 10 meg/kg/min,

POISONS/DRUGS M5

Toxic ingestions and exposures
Basic Therapy

Ensure patent airway, prepare to support ventilations with appropriate airway adjuncts
Obtain higtory, including substance, amount and time of ingestion, bring sample to hospitdl if
possible

Cardiac monitor

IV NSTKO if indicated

Transport as soon as possible

Hydrocarbons or Petroleum Digtillates

Definition: kerosene, gasoline, lighter fluid, turpentine, furniture polish, eic.

1
2.
3.

Basic therapy
DO NOT INDUCE VOMITING
Trangport immediately
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Category: Patient Care Policy No: 8303

ALS Treatment Guidelines Date: 1/1/99
Medical 07/01/03

Causticg/Corrosives

Definition: Ingestion of substances causing intra-ord burns, painful swalowing or ingbility to handle
Secretions

1 Basic thergpy

2. DO NOT INDUCE VOMITING

Condder dilution with no more than 1-2 glasses of water or milk if no respiratory compromise or
changein mentd satus

I nsecticides

Definition: organophosphates, carbonates; cause cholinergic crises characterized by bradycardia,

increased sdivation, lacrimation and swesting, muscle fasciculations, abdomina cramping,
pinpoint pupils, incoherence or coma

If skin exposure, decontaminate patient--remove clothes, wash skin; avoid contamination of pre-
hospital personnel

Basic Therapy

Atropine 2.0 mg IV dowly. Repesat every 2-5 minutes until drying of secretions, reversal of
bronchospasm and reversal of bradycardia. Maximum is 10 mg

If seizures, Vdium 5 mg IV dowly

If saizures continues and BP >100, may repeat X 2 g 5 min. (max. totd 15 mg)

Cyclic Antidepressants

Definition: Specific medications frequently associated with respiratory depression, dmost dways

~AowbdpE

tachycardic. Widened QRS and ventricular arrhythmias generdly indicate life-threstening
ingestions

Basic therapy

Anticipate rapid deterioration of condition

Activated charcoa by mouth, 1 Gm/Kg, not to exceed 50 GMs.,,

In the presence of life-threatening dysrhythmias (hemodynamicdly sgnificant supraventricular
rhythms, ventricular dysrthythmias or QRS > 0.10)

a Hyperventilate if assagting ventilations or if intubated

b. Sodium bicarbonate 1 mEg/kg IVP

For seizures, VAdium 5 mg IV dowly

If seizures continue and BP >100, may repeat X 2 g 5 min. (max. total 15 mg)
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Category: Patient Care Policy No: 8303
ALS Treatment Guidelines Date: 1/1/99
Medica 07/01/03

Phenothiazine Reactions

Definition: Restlessness, muscle spasms of the neck, jaw, and back; oculogyric crigs; history of
ingestion of phenothiazine (or unknown medication)

=

Basic thergpy
Reassurance
3. Benadryl 1 mg/kg dow 1VVP to max of 50 mg

N

Other Non-Caustic Drugs
Patient awake and alert

1. Basic therapy
2. Activated charcod 1 Gnmv/kg po, not to exceed 50 Gm.
3. If level of consciousness diminishes, protect airway, suggest laterd position with head down
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Category: Patient Care Policy No: 8304

ALS Trestment Guideline Date: 03/01/00
Respiratory Emergencies 07/01/03

AIRWAY OBSTRUCTION R1

Definition: Mechanica upper airway obstruction with history of food aspiration (especidly if

o gk wnNE

g owdE

elderly), dcohol abuse, child playing with smdl toys
Conscious patient-able to speak

Leave the patient aone; offer reassurance
Encourage coughing

Offer oxygen via cannula

Cardiac monitor

Frequent suctioning if needed to control secretions

Begin trangport; avoid agitating patient
Conscious patient-unable to cough or speak

AsK the patient if he/sheis choking

Administer abdomind thrusts until the foreign body is expelled or the patient becomes unconscious
After obgtruction is relieved, reassess airway, lung sounds, skin color and vital signs

Oxygen thergpy asindicated by clinica condition

Cardiac monitor

CROUP/EPIGLOTTITIS R2

Definition: Presence of upper respiratory infection or croupy cough, sore throat, fever, stridor or

.

drooling

High flow oxygen, alow parent to administer if gppropriate

Transport

If patient deteriorates or becomes completely obstructed, attempt positive pressure ventilation via
bag-mask. Endotrached intubation should be performed if bag-mask ventilation isinadequate
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Category: Patient Care Policy No: 8304

ALS Trestment Guideline Date: 03/01/00
Respiratory Emergencies 07/01/03

RESPIRATORY ARREST R3

Definition: Absence of spontaneous ventilations without cardiac arrest. Consider narcotic
overdose.

1. Ventilate with 100% oxygen. Be prepared to support ventilations with appropriate airway
adjuncts

2. Cardiac Monitor

3. Nacan 20 mg IVP (may be given direct IV or sublingud if no IV access) if narcotic overdoseis
suspected.

4. If noresponse to narcan, intubate oraly

5. IV NSTKOf possble

6. Transport

CHRONIC OBSTRUCTIVE PULMONARY DISEASE R4

Definition: chronic symptoms of pulmonary disease, wheezing, cough, decreased breath sounds,

gk own

may have barrel chest

Begin oxygen a 2 LPM and increase asindicated. Be prepared to support ventilations with
appropriate airway adjuncts

Cardiac Monitor

Albuterol 2.5 mgin 3cc NS vianebulizer, MR x 3 if needed and HR < 150/min

IV NS TKO or sdinelock

Add Atrovent 0.5 mgin 2.5 cc NS to 3 and 4™ nebulized trestment

Page 2 of 5 Page(s)



Category: Patient Care Policy No: 8304
ALS Trestment Guideline Date; 03/01/00
Respiratory Emergencies 07/01/03

ASTHMA/BRONCHOSPASM R5

Definition: acute onset of respiratory difficulty usudly with ahistory of prior atacks, wheezes,
coughing

Mild to Moderate

1. Beginoxygena 4-6 LPM

2. Cardiac monitor

3. Albuteral 2.5 mgin 3cc NS vianebulizer, MR x 3 if needed and HR < 150/min

Severe

1. Increase oxygen, consder assgting ventilations with 100% oxygen

2. Cardiac monitor

3. Albuteral 25 mgin 3cc NSvianebulizer. MR x 3 if needed and HR < 150/min

4. May add atrovent 0.5mgin 2.5 cc NS to 3" and 4™ nebulized treastment unless continuous

abuterol needed.
a. IV NSTKO or sdinelock
5. If patient worsening and <35 years old with no history of coronary artery disease or hypertension,
give Epinephrine 0.01 mg/kg (max. 0.5 mg) of 1:1000 SQ
6. If patient continuesfailing, attempt intubation if no response to above.
Albuterol 5 mg/ET tube or nebulizer/bag-vave-mask
8. If Hill severe, give continuous Albuterol vianebulizer.

~
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ALS Trestment Guideline Date: 03/01/00
Respiratory Emergencies 07/01/03

ACUTE PULMONARY EDEMA R6

Definition: Acute onset of respiratory difficulty, may have history of cardiac disease, raes,

b owbdpE

occasond wheezes

100% oxygen/nonrebreather mask; consider ventilatory assst with gppropriate airway adjuncts

Position of comfort, suggest Sitting

Cardiac monitor

IV NSTKO

If SBP < 100

a) Begin Transport

b) Physician contact

) Dopamine 400mcg/250 NS (or premix), begin infuson at 5 mog/kg/min, and increase to
10 mog/kg/min, if BP <100. Monitor BP g 3-5min

If SBP > 100

a) Nitroglcerin 0.4 mg SL, MR every 5 min if needed. Do not give nitroglycerin if
patient hastaken Viagra within the previous 24 hours.

b) Lasx 0.5 mg/kg 1V; 1.0 mgkg IV if patient normally takes lasix.

) Congider early transport

d) If no response, consder physician contact for morphine 2-5 mg 1V

ACUTE RESPIRATORY DISTRESS-OTHER R7

Definition: Increased respiratory rate, sensation of difficulty bresthing not clearly dueto the clinica

> owbdhpE

entities specified in other guiddines. May be due to pneumonia, inhalation of toxic
substances, pulmonary embolus.

Pogtion of comfort
Be prepared to support ventilations with gppropriate airway adjuncts

Cardiac monitor

IV NSTKO
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ALS Trestment Guideline Date: 03/01/00
Respiratory Emergencies 07/01/03

PNEUMOTHORAX R8

Simple pneumothor ax

Definition: Normotensive, absent or diminished breath sounds on one side with no trached

bk owbdE

deviation or disended neck vains

High flow oxygen. Be prepared to support ventilations with appropriate airway adjuncts
Cardiac Monitor

Begin transport

IV NS TKO or sdinelock

Continue to monitor for Sgns of tenson pneumothorax

Tenson pneumothor ax

Definition: Absent or diminished bresth sounds on one side with some combination of falling blood

s owbdpE

pressure, cyanosis, distended neck veins, hyperresonance on side without breath
sounds with tracheal deviation to the other side

High flow oxygen. Be prepared to support ventilations with appropriate airway adjuncts
Needle thoracostomy on affected side

Cardiac monitor

IV NSTKO

Begin transport

TOXIC GASINHALATION R9

Definition: Respiratory distress caused by inhaation of toxic gases by history. Suspect carbon

ok w

monoxide with history of fire in an enclosed space, symptoms of headache, dizziness
which may be associated with cherry-red color of mucous membranes (late Sgn)

Remove patient from toxic environment with attention to safety of rescue personne

High flow oxygen. 100% oxygen via nonrebreathing mask or demand vave mask in demand
mode

Cardiac monitor

IV NSTKO

If wheezing, consder bronchodilator thergpy Albuterol 2.5 mgin 3 cc NSvianebulizer, MR x 3 if
needed and HR < 150/min.

Page 5 of 5 Page(s)



Category: Patient Care Policy No: 8305
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Neurologicd Emergencies 07/01/03

NEUROLOGICAL EMERGENCIES

COMA/ALTERED LEVEL OF CONSCIOUSNESS N1

Definition: Glasgow Coma Scale less than 15, etiology unclear (consder AEIOU TIPS); sudden

onset of weakness, paralys's, confusion, speech disturbances, may be associated with
headache

Reminders ~ Congder indication for C-spine precautions; consider diabetes-related complications.

o

Consider Stroke protocol (N5)

Position patient with head elevated 300 or Ieft latera recumbent if vomiting.

High flow oxygen. Be prepared to support ventilations with gppropriate airway adjuncts
Cardiac Monitor

IV NSTKO

a If sgns of shock, fluid chalenge, repeset vitd signs every 250 cc

Blood glucose reading

a If BS < 70 or unmeasurable, Dextrose 50% 50 cc IVP

b. If BS < 70 or unmeasurable and unable to start 1V, Glucagon 1 mg IM or SQ
Narcan 2.0 mg IVPif narcotic overdose suspected. If unableto sart 1V, administer narcan

IM, SQ.

SEIZURES N2

Definition: Two generdized seizures without regaining consciousness or paramedic observed

absonN

o

activity for two minutes; usudly higtory of prior seizures on medication, acohol
withdrawa

High flow oxygen; prepare to support ventilations with arway adjuncts, especidly if vdiumis
administered

Protect from injury, do not restrain; cooling meesuresif febrile

Cardiac Monitor

IV NSTKO

Evauate blood glucose

a If glucose < 70 or unmeasurable, Dextrose 50% 50 cc IVP

Vdium 5mg IV dowly. May repeat two times g 5 min. to maximum of 15 mg totd if seizures
persst and BP > 100.
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SYNCOPE/NEAR SYNCOPE N3
Definition: Episode of brief loss of consciousness, dizziness, often posturdl

Reminders  Evduate cardiac rhythm, precipitating factors, associated symptoms, medica
higory/medications; if aonormd vitd signsor loss of consciousness, do not do postural
vitd sgns.

Ensure patent airway

Cardiac monitor--treat dysrhythmias per goecific treetment guiddine

Supine position

IV NS TKO or sdinelock; 250 cc fluid chalengeif hypotensive or tachycardic, repest vita
Sgns

A wbdpE

CEREBROVASCULAR ACCIDENT (STROKE) N4

Definition: AL OC/Postive findings per the stroke assessment tool*

=

High flow oxygen. Be prepared to support ventilations with gppropriate airway adjuncts
Cardiac Monitor
3. Assess paient for the following:
a. Evidence of hemispheric stroke (per the CPSS stroke tool*)
b. Last known normd lessthan 2 hours
c. Blood glucose between 70 and 400
4. Assess patient for the absence of the following:
a.  Severe obtundation
b. Higory of intercrannid hemorrhage
c. Serious head injury within 2 months
d. Sazurewithin 6 hours of last known norma
e. Taking blood thinning medication (e.g. warafin/Coumadin)

N

f.  Improving neurlogicd defecit
5. If patient meets above criteria

a.  Rapid transport to closest facility with operating CT scanner

b. 1V NSTKO enroute

c. Ealy droke notification:
“Stroke Notification”
Unit ID and ETA
Petient name, age, DOB, PMD and medical record number if available
Time of last known norma
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*Cincinnati Prehospital Stroke Scale

Facial Droop (The patient shows teeth or amiles)

___Normad: Both sdes of the face move equaly.

___Abnorma: Right Sde of the face does not move aswell asthe lft.
_____Abnormd: Left Sde of the face does not move aswell asthe right.

Arm Drift (The patient closes their eyes and extends both arms straight out for 10 seconds.)
____Normd: Both arms move the same, or both arms do not move at all.
______Abnormd: Right arm either does not move, or drifts down compared to the l€ft.
____Abnormd: Left arm either does not move, or drifts down compared to the right.
Speech (The patient repeets " The sky is bluein Cincinnati.” or other sentence.)

____ Normd: The patient says the correct words with no durring of words.

Abnormal: The patient durs words, says the wrong words, or is unable to speak
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INTRAOSSEOUS INFUSION
POLICY

PURPOSE

To provide amechanism to actively treet criticaly ill pediatric patients with fluid resuscitation
and/or drug thergpy when a peripherd intravenous line cannot be established and such careis
necessary to maintain or improve the patient's condition and outcome.

DEFINITION

"Intraosseous infusion” refers to the placement of an intraosseous or intramedullary needle into
the tibid marrow space, providing a'"non-collgpsible vein' for the purpose of fluid or drug
adminigration.

OBJECTIVE
To provide an dternative means of vascular access in the critically ungtable infant or child.
POLICY

A. This procedure is most appropriate for children under six (6) years of age requiring
intravenous fluid or drug therapy. May be considered for older children with hospital
approva.

B. Intraosseous (10) infusion may be performed only by paramedics who have successfully
completed the training course gpproved by Marin County EM S agency.
1 All paramedics must complete the training program to achieve and maintain
local accreditation.
2. This kill will be included in the Main County "Skill Refresher Program”.
3. Provider Medicd Director or desgnee will notify the Marin County EMS office
when an EMT-P has completed the course.

C. No more than two (2) attempts will be made to establish an 10 infuson in thefidd.

1 Documentation of attempits at establishing a peripherd line and inability to do so

within ninety (90) seconds shal be made on PCR.

Each use of or attempt to establish 10 infusion will be subject to review.

3. EM S will generate amonthly report listing occurrences of intraosseous infusion
to be reviewed according to existing CQI plans

4, Review dhdl indude the following:

N
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D.

a)
b)
c)
d)
€)

Appropriateness of use
Timeintervasinvolved

Response to therapy

Medicd outcome.

Presence or absence of related complications

1O infusion may be attempted prior to hospital contact when use of the procedure is

indicated.
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EXTERNAL CARDIAC PACING
PROCEDURE
INDICATIONS
A. Symptomatic bradycardia—Heart rate below 50/minute with associated decreasing
perfusion, chest pain, shortness of breath, decreased level of consciousness, pulmonary
congestion, or congestive heart failure.
B. Firgt responders or paramedics detect a pulse and witness the onset of asystole.

CONTRAINDICATIONS

Individud is less than eighteen (18) years of age.

EQUIPMENT

A. Cardiac monitor/defibrillator/externa pacemaker

B. Pacing capable eectrode pads

PROCEDURE

A. Determine need for use of procedure. Provide care according to appropriate guideline.

B. Congder adminigration of sedetion if patient conscious. Administer Vaium 0.1 mg/kg
to maximum of 5 mg. IV. Consder morphine up to 4 mg for pain control.

C. Position patient supine if tolerated, bare chest completely and apply pacing dectrodesin
anterior/posterior or sterna/apex position according to manufacturer recommendations.

D. Confirm and record ECG.

E Set pacing rate at 80, turn on pacing module, confirm pacer activity on monitor.

F. Increase output control until capture occurs or maximum output is reached.

G. Confirm pulses with paced rhythm, evduate vita sgns.
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