Clinical Care Guideline - M15

‘Acute Stroke
12/12/2014

Fulton County Emergency Medical Setvices
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History: Previous TIA, Stroke, Head
Trauma, Hypertension, Coronary
Artery Disease

Symptoms: Weakness - usually on one side of
the body, Difficulty Speaking,
Headache, Loss of Vision, Facial
Asymmetry

Signs: Altered Mental Status, Seizure
Activity, Aphasia, Abnormal Pupils,
Abnormal Respiratory Patterns,
Hemiparesis, Hemiplegia,
Dysphasia, Facial Assymetry

Signs & Symptoms may include but
are not limited to the above!

The most common signs of stroke
are weakness / humbness on one side
of the body and / or difficulty
speaking

he Cincinnati Prehospital Stroke Scale

Facial Droop

-Have patient show teeth or 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 both eyes and holds arms straight out for
10 seconds

Normal - both atms tmove the same or both arms
do not move at all.

Abnormal - onc arm does not move ot onc arm
drifts down when compated to the
other,

Abnormal Speech
-Have the patient say "you can't teach an old dog new
tricks”

Normal -  patient uses cotrect words with no
slutring,

Abnormal - padent slurs words, uses the wrong
words, ot is unable to speak.

Interpretation:
If any one of the threc is abnormal, the likelihood of
stroke is high,

Critical History

s  Last time patient
witnessed neurologic
normal

¢ Whatis patients exact

neurclogic baseline
¢ Past history of stroke or

Initial Patient neurclogic disorder
Assessment & . .
Management Cntlc?.l Actlctns
¢ Bring family member or
l witness to hospital ot

e Gather Rapid record a phone number

History where that person can be
e  Scene Time Less reached in the nexe 30
Than 10 Minutes minutes

e Bring all medications to
‘hospital

NO
¥

Patient Evolution &
Transportation

@

Profound hypoglycemia can present with signs and symptoms that mimic an
acute stroke. However, prehospital care providers should only administer D50
when the glucose value is below 50 mg/dl and the patient history is consistent
with induced hypoglycemia; insulin or oral hypoglycemic agent use.

Padents with a suspected acute stroke should be taken to the closest
appropriate Sttoke Center consistent with Patient Choice and Reasonable Distance.

The receiving hospital should be contacted as early as possible to alert them to
the incoming .<late Stroke. Be prepared to report the last time the patient was
noted as being normal.

Note that seizure activity is a contraindication for thrombolysis.
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Initial Patient
Assessment &
Management

&

YES

YES
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—

History:

Findings:

Seizure History, Alcohol
Use, Diabetes, Trauma,
Dtug Abuse

Tonic-Clonic Movements,
Decreased LOC,
Ineontinence, Oral

Trauma (i.e., tongue laceration)

1. Cervical Spine Immobilization in all cases
of known or suspected trauma.

2. Valium and Versed will cause
hypoventilation and potentially respiratory
arrest. Have equipment and help readily
avgilable to support the airway when
administering these medications.

Valium and Versed may be repeated x 1 if
seizure actvity does not resolve within 5
minutes of initial dose.

If hypotensio_n develops with Valium or
Versed administer a 10ml/Kg bolus of
notmal saline.

. IO access should only be used in seizure
patients refractory to intranasal Versed and
exhibiting continucus scizure activity

Patient Evolution &

¥

Transportation
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Altered Mental Status

12/12/2014

Cervical Spine Immobilization in all cases of
known or suspected trauma.

Narcotic overdose is unlikely in the absence of
pinpoint, non-reactive pupils. The exceptions are
propoxyphene (Darvocet), meperidine (Demerol)
and patients with severe anoxia secondary to
prolonged hypoventilation.

. Naloxone should be carcfully titrared to avoid a
violent emergence reaction,

Naloxone can also be given via the subcutaneous
and intranasal routes.

Use caution when giving Naloxone to patients
with concomitant cocaine or crack use.
Administration may increase agitation.

. Patients with a confirmed narcotic overdose

{positive response to Naloxone) are not permitred
to sign a tefusal of treatment without Medical
Control Contact.

Initial Patient
Assessment &
Management

Normal Saline
1000ml bag «+——YES
500ml/hr

M :
Below 50’

Causes of Altered Mental Status:

A Alcohol
E Encephalopathy
Endocrinopathy

Electrolyte Abnormality

Insulin (hyper or hypo)
Overdose (opioid)
Uremia

oo

Trauma

Infection

Psychiatric .
Seizure, Stroke, SAH

g = o

Patient Evolution &
Transportation

NO
v

Patient Evolution &
Transportation
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Acute Agitation
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Causcs of Acute Agitation; 1. 'The Awutely Agitated Adult Protocel is only for use
Hypoxia, hypoglycemia, in padents 18 years or older. Medical control
hypotension, Alcohol (acute should be contacted regarding patients younger
ingestion or withdrawal), than 18.
sympathomimetic use {crack,
Initial Patent amphetamines, cocaine), undetlying 2. The on-duty supervisor must be notified
Assessment & psychosis, anticholinergic overdose. whenever a patient is judged to be a danger to

self or others. Police must be notified when
patent physical restraint is required. This can
be delayed until after sitvation is stabilized.

Management

3. Diazepam and Midazolam can cause
hypoventilation and potentially respiratory
arrest. Have equipment and help readily
available to support the airway when
administering these medications.

If hypotension develops with Diazepam or
Midazolam administer a 10 ml/Kg bolus of
normal saline,

4, Halopetidol dose may be repeated one time, 10
minutes aftex the first dose, for a total of 10 mg
if patient remains acutely agjtated.

5. Patients who are chemically restrained require
strict monitoring and soft restraints. Never
place these patents in a face down position.

6. If the patient has evidence of a stroke or head
injury, it is preferred to give benzodiazepines
instead of Haldol. See Traumatic Brain Injury

(T2).

Patient Evolution &
Transportation
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Syncope
12/12/2014

1. Patients with other significant symptoms such as chest
pain and dyspnea should be treated via symptom specific
protocols.

2. Patients at risk for arthythmia include:
s Ape pgreater than 55

Known history of arrhythmia

History of coronaty artery disease

Significant ectopy on ECG

* ® »

3. High consideration for 12-icad EKG to identify STEMI
as possible cause for syncope.

Initial Patient
Assessment &
Management

NO

A
Consider:

» Dechydration

* Drug Overdose

* Heat llness

¢ Gl Bleeding

* Gynecologic

Bleeding
& Sepsis

k4

Normal Saline

10 ml/kg
IV Bolus

NO——»

History:
Cardiac discasc,
deizures, trauma,
diabetes

Possible Causes:
Vasovagal response,
orthostatic changes,
dysthythimias, GI bleed,
dehydration, heat
illness, 'TIA, scizure,
trauma medications
(diuretics, nitrates,
antiarrhythimics)

Precipitating Symptoms:
Faintness, dizziness,
nausea, pallor, blurred
vision, diaphoresis

Findings:
Altered ot normal
mental status,
postural hypotension,
dysthythmias,
hypoglycemia,

Patient Evolution &
Transportation
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: General Medical Complaints
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Chief Complaints:
Headache, cough, congestion,
weakness, fever, nausea, vomiting,
diarrhea, weakness, etc.

1. The General Medical Complaints
ptotocol is to be used for patients with
ill-defined signs or symptoms, and
patients with non-specific upper
respiratory and viral infections.

2. IV access is only to be obtained on
patients who will require prehospital
fluid/medication or those with potential
for degradation of current condition.

3. Compazine or Zofran should be pushed
very slowly into a fine of normal saline
runaing wide-open.

Initial Patient
Assessment &
Management

(&)

>250 mg/dl

<50 mg/dl 50-250 myg/dl

Normal Saline
10 mi/kg TV
Bolus

Patient Evolution &

Transportation
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Hyperglycemia
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History: Diabetes, Steroid Use,
Recent Ilincss

Symptoms: Nausea, Vomiting,
Diarthea, Abdominal
Pain, Fatigue

Findings: AMS, Tachycardia,

Kussmaul respiratons,
Ketone Odor of breath
Initial Patient
Assessment &
1. The Hyperghycersia Pratocol is to be Management

used in the case of patients with
significant hyperglycemiz and
potential diabetic ketoacidosis in
addition to patients with non-
specific symptoms and evidence of
hyperglycemia. Patients with more
specific complaints such as chest
pain or respiratory distress should be '
treated primarily via the protocol
most applicable to their principal
complaint,

2. Hypetkalemia is most commonly
encountered in the prehospital
cnvironment in the context of
chtonic renal failure and sevete
metabolic acidosis (DKA). Patients
with the aforementioned conditions
and ECG changes consistent with
hypetkalemia should be treated
presumptively via the Hyperkalemia YES
Protocol.

Early ECG Changes:
®  Peaked T waves, flatcened p Normal Saline
waves & increased PR interval; 200ml/hout
Infusion

loss of p waves
Late ECG Changes:
e Widened QRS complex, |
deepened S waves, merging of |
the § and T waves (sinusoidal Y
ECG)

Patient Evolution &
Transportation

3. Patients with clindcal evidence of
tachycardia or dehydration should bg
hydrated as noted and managed by a
paramedic level provider.
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Clinical Care Guideline - M22
Hypoglycemia
12/12/2014

1. Insta-glicose, Juice, Candy, Soda. Only to be used in the

History:  Insulin Use, Oral awake patient capable of actively swallowing.
Hypoglycemic Use, . .
Alcoholism, 2. Glucagon to be administered IM in lateral butrock.

Glucagon can sometimes be ineffective in patients with
limited glycogen stores {alcoholics, elderly &
malnoutished).

Hypermetabolic State,
Decreased Food Intake

Symptoms: Confusion, Nausea 3. Dextrose can cause severe extravasation necrosis. Confirm

TV pateney with normal saline flush prior to inicct{on. D50

Signs: Agitation,. AMS: Focal is only to be given IV push through a patent line that is 20
NFUIOIOglc Signs, gauge Of greater,
Diaphoresis, Clammy
Skin, Pilo-etection 4. Contact medical control immediately if patient declines
Initial Patient transport after treatment,
Asgessment &
Management 5. Any suspected 150 extravasation must be reported to the

receiving facility and EMS shift supervisor.

Oral Glucose
n

YES »

YES YES
 J
Confirm IV
Patency with normal
saline flush and open YES
running line prior to
injection
Dextrose 50% ,
25 gm IV
Slow Push
)]
Patient Evolution &
Transportation
YES »
Consider:
Overdose,
Sepsis,
NO Hypothermia,
Shock,
Alcohol
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Clinical Care Guideline - M23
Sickle Cell Disease / Painful Crisis
1271272014

1. An acute painful episode may manifest as a
bone/joint or abdominal crisis, and
occasionally as priapism. Typically the patient
will have a priot history of similar painful
episodes. Lack of a prior hx of same
symptoms may indicate another etiology.

Initial Patient ‘ 2. Morphine or Fentanyl is to be administered
Assessment & IV to patients without history of allergy and
Management SBP > 90 mm/hg,

Morphine or Fentanyl may be repeated one
time if sufficient relief is not obtained in 5
minutes.

3. Patients that choose Grady Hospital as a
destination should be transported to the sickle
center directly with the exception of patients
that do not have symptoms of a typical

YES-
painful sickle cell crisis.
YES 4. Narcotics used fot pain are determined by
service medical direction.
N' |

D5W/0.9% NS
10 ml/kg IV
Bolus

‘Patient Evolution &
Transportation

@
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Clinical Care Guideline — M24
Initial Approach to Drug Overdose / Poisoning

12/12/2014
TYPICAL AGENTS | LEVEL OF PUPILS SKIN HEART OTHER
CONSCIOUSNESS RATE FINDINGS
Sympathomimetic Cocaine, Crack & Alert & Agitated Mydriasis Warm & Increased Hypertension &
Methamphetamine ) Diaphoretic Seizures
Opioid Herain, Morphine & Depressed Miosis Cool Normal or Respiratory
Vicodin ) Decreased | Depression &
Hypothermia
Anticholinergic Scopolamine, Altered = Usually Mydriasis Warm & Dry Increased Decreased Bowel
Benadryl & Atropine Agitated Sounds, Urinary
Retention,
Hyperthermia &
Selzures
Chelinergic Crganophosphates & Altered - Usually Variable Diaphoresis Decreased Salivation, Vomiting,
Carbamates Depressed Lacrimation,
Rhinorrhea, Urination,
Defecation &
Broncharrhea. Muscle
Weakness,
Respiratory Fallure &
. Seizures
Salicylate Aspirin & Oil of Altered — Usually Variable Diaphoresis Increased Increased Respiratory
Wintergreen Depressed Rate, Low Grade
Fever, Tinnitus,
Nausea B Vomiting
Trieyelic amitriptyline, Altered - Usually Variable warm & Dry | Increased Anticholinergic
' doxepin, imipramine, Depressed Findings, Increased
desipramine & QRS Duration
nortriptyline
Sertonin Syndrome SSRI's {Prozac¢, Paxil), | Altered — Can Be Variable Warm Increased [ncreased Muscle
Meperidine & Agitated Tone, Hyperreflexia &
Dextromethorphan Hyperthermia
Hypoglycemia Insulin & Altered — Usually Variable Cool & Normal to Paralysis, Seizures &
Sulfonylureas Depressed Diaphoretic Increased Bizzare Behavior

1. All patients with a known or suspected drug overdose/poisoning should have
a careful evaluation performed on the scene. Patent & bystander information
should be carefully documented. All pill bottles and medications should be
brought to the receiving facility. The Georgia Poison Center can be contacted
directly while en route to the hospital to aid in the evaluation and management
of the potentially poisoned patient. Transpott should be initiated immediately
in case of alteted mental status or shock.

Initial Patient

Assessment & Georgia Poison Center 1.800.222.1222, 404-616-9000, 1-800-282-5846

Management

h

Gather all pill bottles
and record bystander
info
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Clinical Care Guideline - M25

Sympathomimetic Toxidrome
12/12/2014

History: Inhalational or Intravenous

Drug Abuse 1. Sympathomimetic agents include: cocaine,

. crack, amphetamine, MDMA and Ephedrine.
Symptoms: Anxiety, Nervousness &

noia ; Aati
Parano 2. Diazepam/Versed can cause hypoventilaton

and potentially respiratory arrest. Have
equipment and help readily available to

Findings: Tachycardia, Hypertension,

';‘a_chyprj:a,_}_.lypcrthermla & Initial Patient support the airway when administering these
iz i : .
elzute Acovity Assessment & medicatdons.

Management

If hypotension develops with Diazepam/
Versed administer 2 10 ml/Kg bolus of
normal saline.

3. Sympathomimetc intoxicated padents with
evidence of hyperthermia should be moved
to a cool environment and external cooling

YES

measures should be implemented during

transport.
. 4. Sipnificant cocaine intoxication can cause
Normal Saline widening of the QRS complex and
10 ml/kg IV tachydysthythmias due to quinidine like
@ 1000 ml/he effects. Contact medical control to review
case and obtain orders for sodium
bicarbonate if this is suspected.
External Cooling
Measures

YES

NO
L 4

Patient Evolution &
Transportation
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Clinical Care Guideline — M 26

Opioid Toxidrome
12/12/2014

1

Opioid agents include Heroin, Morphine,
Methadone, Fentanyl, Vicodin & Percocet.

Narcotic overdose is unlikely in the absence
of pinpoint, non-reactive pupils. The
cxceptions are propoxyphene (Darvocet),
meperidine (Demerol) and patents with
severe anoxia secondaty to prolonged
hypoventilation. _

Respiratory failure is defined as a patient
with a respiratory rate below 8, evidence of
hypoxia or evidence of inability to maintain
an airway without rescuer assistance.

Naloxone should be catefully titrated to
avoid a violent emergence reaction.

Naloxone can also be given via the
subcutancous and intra-nasal toute.

Use caution when giving Naloxone to
patdents with concomitant cocaine or crack
use. Administration may increase agitation.

Patients with a confirmed natcotic overdose
{positive response to Naloxone} are not
permitted to sign a refusal of treatment
without Medical Control Contact.

History:
Symptoms:
Findings:

Initial Patient

Assessment &

Management

b

Intravenous or Prescription
Drug Abuse

Euphoria, Analgesia, Lethargy
& Nausea

Decreased Mental Status,
Miosis (Variable Finding),
Decreased Respiratory Rate,
Hypotension & Emesis

Patient Evolution &

> Transportation

@
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Clinical Care Guideline - M217
Cholinergic Toxidrome

12/12/2014
History: Intentional, Accidental ot
Crdminal Exposure to 1. Patients with evidence of a Cholinergic
Organophosphate or Toxidrome should be carefully evatuated for
Carbamate Compounds the presence of skin or clothing
contamination.
Symptoms: Anxiety, Blurred Vision, Patient
Headache & Confusion N e1.1 . 2. Atropine may be administered IV or IM (via
Decontamination . .
1 the Duo Dote Kit). Atropine can be
Findings: = DUMBELS @ administered every 3 to 5 minutes.
v Treatment should continue undl respiratory
Initial Patient symptoms and sectetions resolve.
D Defecation Asscssment &
I Management 3. Valium can be adminitered via Auto-injector
U Urinaton ] .
o or via standard IM injection.
M Miosis
B  Bradycardia
Brochorihea
Bronchospasm
E  Emesis _
I. Lactimation
S Salivation
h
Mild Moderate Severe
» Rhinorrhea +  Mild + Moderate +
s Tearing s Dyspnea Severe Dyspnea
¢ Chest Tightness » Wheezing Seizure
s Nausea & Cardiovascutar
/ : Vomiting Collapse

Patient Evolution &
Transportation
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Clinical Care Guideline - M28
- Anticholinergic Toxidrome

12/12/2014

History:

Symptoms:

Findings:

Intentional or Accidental
Ingestion of Pharmaceuticals
with Anticholinergic Properties
or Exposure to Riot Control
Agents (BZ)

Anxiety, Restlessness &
Hallucinations

Dry Warm (Flushed) Skin, Dry
Mucous Membranes,
Mydriasis, Tachycardia, Altered
Metal Status, Diminished
Bowel Sounds & Bladdet
Distension

Patient
Decontamination
as required

3
Initial Patient
Assessment &
Management

Normal Saline
10 ml/kg TV
@ 1000 ml/hs

s  External
Cooling
Measures

NO
L

Patient Evolution &
Transportation

1. The Anticholineric Toxidrome can be

associated with a broad range of
pharmaceuticals. General classes (with a
single example) that cause significant
Anticholinergic toxicity are as follow:
Antihistamines

Benadryl
Cyclic Antidepressants

Elavil
Antipsychotics

Thotazine
Skeletal muscle relaxants

Flexeril
Antiparkinson drugs

Cogentin
Belladonna alkaloids

Atropine
Antispasmodics

Bentyl
Plants

Jimson weed

. Diazepam can cause hypoventilation and

potentially respiratory arrest. Have
equipment and help readily available to
support the airway when administering these
medications.

Diazepam or Versed may be repeated x 1 if
agitation does not resolve within 5 minutes
of initial dose.

If hypotension develops with Diazepam
administer a 10 ml/Kg bolus of normal
saline.

. Anticholinergic intoxicated patients with

evidence of hyperthermia should be moved
to a cool environment and external cooling
measures should be implemented during
LrAnSpOrL.

. Significant antcholinergic intoxication can

cause widening of the QRS complex and
tachydysrhythmias due to quinidine like
effects. Contact medical contro] to review
case and obtain orders for sodium
bicarbonate if this is suspected.
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Clinical Care Guideline - M29
Allergic Reaction/Anaphylaxis

12/12/2014

History:

Symptorms:

Signs:

Insect sting/bite, ingestion of

nuts, shellfish or eggs, exposure
to contrast media, antibiotics
(PCN, Sulfa drugs), contact
with new foods or products.

Early findings include hoarse or
whisper and diffuse itching

Dyspnea, anxiety, itching,
throat or chest tightness,
difficulty swallowing,

Urticaria, erythema, stridor,
wheezing, hypotension,
agitation, altered mental status,
facial swelling.

Initial Patient
Assessment &
Management

Severe Reaction
(Symptoms include Harse
or difficult speech,

Hypotension, Strider}

Epinephrine
1:1,000 0.3 mg IM
(AEMT and
Paramedic Only)
EpiPen (EMT-I)
(i)

Normal Saline
20 ml/kg IV

Bolus

YES

1. Severe findings include: dyspnea, hypotension,

and/or altered mental status. Patients with
evidence of facial swelling should be evaluared for
the presence of intra-oral swelling, If swelling of
the tongue is present then the patient should be
treated for a Severe Reaction. Swelling of the lips
and mid-face without evidence of respiratory
distress ot intra-oral swelling may be treated as a
Mild/Moderate Reaction.

. Epinephrine should be used with caution in

patents over 40 years of age or individuals with a
history of coronary heart discasc ot hypertension,

Mild/Moderate
" Reaction

:

Notmal Saline
10 ml/kg IV
Bolus

h

EPINEPHRINE DRIP

D5SW 250 mL or 500 mL

Medication 1 mg or 2mg
Epinephrine

Concentration 4 mcg/mL

Patient Evolution &

Transportation

h
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Fulton County Emergency Medical Services

Clinical Care Guidelines ~ M30
Environmental Hypothermia

High Risk Patients:

Homeless persons,
chronically ill patients,
alcohol/drug abusers,
elderly/pediatric
patients, injuries causing
immobility and
exposure t¢ cool

Remove patient from environment

Remove wet clothing

Proteet from additional heat loss and wind chill i
Avoid rough movement and excess activity conditions

v

e Initial Patient
Assessment &

Mild - Rectal temp = 34 - 36°C
Findings: shivering, normal mental status

. f- I - . .
or mild confusion, ataxia Management (1) ;/ Pulse/Breathing /
/ Absent
Maoaderate - Rectal temp = 30 - 34¢C Check Glucosie @
Place on Cardiac

Severe - Rectal temp < 30~C

Findings: Shivering stops, altered mental Monitor
status (stuporous/comatose), dysthythmias, - Defibrillation x 1 '«YES
decreased pulse-RR-BP, dilated pupils, arrest
1. Consider trauma and spinal Pulse/Breathing
injuries, immobilize all Present NO—» | Initiate CPR
patients with a suspected
 spinal injury prior to movement. 3 ¢
*  Warm Humidified YES Alrway
In the profoundly hypothermic Oxygen P Airway Management
organized cardiac activity may be e Passive h Management y
present in the absence of pulscs - Rewarming (3) ¢  Warm Humidified
Listen Carefully to Heart - Oxygen
Tones s Active
. Rewarming (3
2. Abnormal glucose findings Normal Saline g0)
should be managed according to (warm) . ¢
the Hypo/Hyperglycemia 200 ml/hr IV Mormal Saline
Protocols. . (warm)
200 ml/hr IV
3. Passive rewarming - warm dry .
blankets, warm environment. Core Temp Less Than
30°C
Active rewarming - in addition ¢ Continue CPR
to passive rewarming measures s Consider withholding
the patdent should be warmed TV medications
with hot packs applied to the »  Limitto 1 shocks for
truck, armpits, neck and groin. VE/NT Core Temp Greater Than
. 30-C
Hot packs can be wrapped with h 4 v Continue CPR
oxygen tubing ¢ Minimize all Unnecessary ; o
Movements s Give IV medications at
" ] ., o longer than standard
Conversions e  Patient Evolution a‘nd intervals
~f F=(18xC)+ 32 Gentle Transportation e Repeat defibrillation for
‘ VF/VT as remperarure
T C=(F-32/18 mises




Fulton County Emergency Medical Services

Clinical Care Guidelines — M31

Hyperthermia

12/12/2014

1. Patients with significant
envitonmental exposute should be
cooled with wet towels in the axilla,
groin and around neck. Remove to a
cool environment with fan if possible.

Heat Cramps:
Painful spasms of heavily used muscle groups.
Typically occurs with heavy exertion in a warm
environment

Heat Exhaustion:
Symptoms: weakness, thirst, dizziness, nausea
Signs: cool clammy skin, tachycardia, occasionally
hypotension, agitation, mild confusion

Heat Stroke:
Signs: alteration in meneal status, hypetthermia, *
tachycardia, common hypotension, commonly skin
is warm and dry, but does not occur in all cases.

Initial Patient
Assessment &
Management

h

Heat

Heat Cramps Exhaustion

)

¢ Remove from
environment

h

¢ Cool with water

soaked towels and
Ren'love from fan (1)
environment e Supplemental
oxygen
»  Repeat Primary
SUI'VCY
Water /
Hydration
Soluton
PO
NO
v
Normal Saline
20 ml/kg IV
Bolus

Risk Factors:
Extremes of age
Debilitation
Lack of acclimation
Underlying Illness:
Seizure
Thytotexicosis
Psychosis
Obesity
Drugs:
Sympathomimetics
Anticholinergics
Barbiturates
Diuretics
Alcohol
Beta Blockers

Heat Stroke

}

o  Remove from
environment

¢ Cool with water
soaked towels, sheet
and apply fan (1)

»  Supplemental
oxygen

s  Ventlatory
assistance as needed

:

Normal Saline
20 ml/kg IV
Bolus
Chilled if available

A

Patient Evolution &

Transportation




Fulton County Emergency Medical Services

Clinical Care Guidelines — M32
Return of Spontaneous Circulation (ROSC)

12/12/2014

Inclusion Criteria:
- Patient with V.Fib and Non-V.Fib Arrest
- Received Chest Compressions and/or
Defibrillation
- Patient has ROSC
- Age > 18 years old
- Patient not following commands {ora GCS of <8)
Exclusion Criteria:
- Traumatic Arrest
- Actual or Suspected Active Bleeding
(Gl Bleeding, AAA, etc...)
- Pregnancy (obvious or known)
- Cardiac Instability {refractory ot recurrent
dysrhythmia)
- Hypotension (MAP <70mmHg)_despite the use
of a vasopressot.
- Frank Pulmonary Edema
- Pre-existing Environmental Hypothermia

1. Starr Dopamine Drip at 5 meg/
kg/min, titrate by 2.5 mcg/kg/
min increments to keep SBP>90]
mmHg.

2. If available, place ice packs (6) to
the following areas:
- Bilateral Groin
- Bilateral Axilla
- Bilateral lateral aspects of the
neck

3. Diazepam will cause NO
hypoventilation, closely monitor
ventilatory/ respiratory rate
when administering this
medication.

See Inclusion and
Exclusion Criteria

YES

YES

NO-

Ice Packs
@

'

Expose Patient
(preserving modesty)

YES

YES YES

NO.
v

Patient Evolution &

YES

A
4

» | Transportation to a

STEMI facility
¥

Notify Receiving Hospital that

Therapeutic Hypothermia has

been initiated




Fulton County Emergency Medical Services

Clinical Care Guidelines

Obstetric Emergencies - Ol
12/5/2014

Notmal Saline

Vital signs/
Assessment

Oxygen (1)
\ Monitor IV

Frequentl Hypertension . .
Occjrs Wit{, ﬁmormal ’ 1= ¢rimester, Z:ﬂitf:(?tcr’ :d t:me:lter,

abnotmal weight gain, missed menstrual ool rght re
presentation, headaches, period, poss. dark E?glgfﬂ vagm'fll
multiple or edema, red vaginal ﬁc g blP:edmg, .

premature seizures bleeding, w _ct;};rgent, painless, signs

" births abdominal pain, paintul, signs of shock
of shock

may have referred
pain to gght
shoulder, signs of

Place patient in shock

a knee-chest

position, use Using two fingers

two gloved formed as a “V”, place

fingers to on either side of the

reduce pressure newborn’s nose and lift

between fetus the vaginal wall away
from the face

& cord

/ Eatly Notification of ED/L&D

Contitiual Assessment Rapid
\ Ttanspott j

(1) Partial Rebreather (@ 12-15 1pm
Preeclampsia typically presents in the 3% trimester and may even present up to 4 weeks post-partum
| T3y Magnesium Sulfate for control of Blood Pressure (SBP > 180/DBP > 120)

Administer 2 gm in 100 ml Normal Saline over 10 minutes Magnesium Sulfate for control of
seizures administer 1 gm every minute to a max of 4 gms,




Fulton County Emergency Medical Services

Pediatric Patient Care Protocols

Section 5
12/12/2014
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P1 - Pediatric Primary Survey

P2 - Pediatric Airway Obstruction

P3 - Pediatric Cardiac Arrest

P4 - Pediatri;: Brad&cardia

PS5 - Pediatric Shock / Hypotension

P6 - Pediatric Tachycardia

P7 - Pediatric Altered Level of Consciousness
P8 - Pediatric Altered Blood Glucose

P9 - Pediatric Allergic Reaction

P10 - Pediatric Fever

P11 - Pediatric Hyperthermia / Heat Emergencies
P12 - Pediatric Hypothermia

P13 - Pediatric Poisoning

P14 - Pediatric Respiratory Distress

P15 - Pediatric Seizure

P16 - Pediatric Submersion Event

P17 - Pediatric Thermal Injuries

Pls - Suspected Child Abuse

P19 - Pediatric Major Trauma

P20 - Pediatric Trauma Triage Decision Plan
P21 - Pediatric Orthopedic Trauma

P22 - Newbom Resuscitation

P23 - Pediatric Pain Management
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Approach Slowly at
Patient's Level

Fulton County Emergency Medical Services

Patient Care Protocols
Pediatric Primary Survey - Pl

Assess General
Appearance
Scene Survey

C-Spine
Immobilization if
Indicated see 5.1{3} -

Assess LOC / Genetal Appearance:

¢ Position

o Interaction

¢ Anxiety

e Distress

e Playful

o Eye Contact
s Distractibility
s Color

» Consolability

Signs of Airway Obstruction &

Respiratory Distress:
*  Grunting

e Drooling

Nasal Flaring
Tachypnea

Intercostal Retractions
Apnea / Bradypnea
Accessory Muscle Use
Stridor

Bradycardia

Choking

Cyanosis

!
/ Adequate /

\
/ Compromised /
or Absent
h
Assist Ventilation

BVM 100% Oxygen
Masal/Oral Airway

Condaued
Mext Page
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Signs and Symptoms of Inadequate Perfusion:
Altered Mental Status

Capillary Refill > 3 sec.

Weak (thready) Central Pulses

Increased Heart Rate

Mottled

Decreased Blood Pressure (Late)

Fulton County Emergency Medical Services

Patient Care Protocols .
Pediatric Primary Survey - P1 (2)

YES

Secondary
Assessment

v
High Flow
Oxygen
Establish IV/IO

v

/ Siom /

N

Normal Saline
20 ml/kg IV

Bolus

/ Normal /

For patients with known congenital heart
condition or cardiac shunts contact

Physician Notification
Monitor & Transport

medical control.

S ]

All pediatric transports need to be secured
n an approved manner:

e One child per stretcher
« No lap riding




Fulton County Emergency Medical Services
Patient Care Protocols

Pediatric Primary Survey - P1 (3)
12/12/2014

C-spine Protocol

All patients sustaining actual or suspected injury to the cervical spine are fully and correctly
jmmobilized prior to or upon arrival to the ED. These patients include:

A. Any trauma patient with an altered mental status

B. All patients with symptoms consistent with spinal cord injury, including:
« History of transient paresthesias, dysesthesias, shooting pains or subjective
extremity paralysis
« Complaints of neck pain or discomfort or presence of muscle spasms, limited
range of motion or tenderness over the spine
¢ Presence of sensory-motor deficits

C. Patients in whom the mechanism of injury is likely to have resulted in significant
trauma to the spine, including:

Child struck by a motor vehicle if at moderate or high speed

« Driver/passenger involved in MVC if ejected from the care seat, car seat became
loose from restraints or patient is complaining of back and/or neck pain
Driver/passenger involved in motorcycle and ATV collisions

o Al falls greater than 10 feet or 2-3 times the pediatrics height if is complaining of
back and/or neck pain

« Diving injuries if is complaining of back and/or neck pain

« All vehicle crashes (sled, bicycle, skateboard) where the patient was thrown (not
fell) from the vehicle

e Other mechanisms raising a high index of suspicion

Generally children who are fully awake, have no signs of neurologic, have no complaint
of neck or back pain and who are ambulatory at the scene do not require cervical
immobilization.




Fulton County Emergency Medical Services

Pediatric Airway Obstruction - P2

Patient Care Protocols

014 ‘

v

Partial with good
air exchange

Maintain in safc
position of
eomentt

v

Supplemental
Oxygen
Avoid
Agitation

v

Monitor for
wotsening
condition

Physician Notification
Transport & Reassess

y

Complete or pardal
with poor ait
exchange

Yes

Foreign Body
Airway
Obstruction

I

Heimlich
maneuver

(1-2 eycles)
[

3

Fluids/ Edema, Facial Infectious
Secretions/ Burns, Trauma, Etiology
Emesis other

Suctdon 10
seconds max

NO

ol

Magill forceps,
Laryngoscopy, intubation,
BIAD/Supraglottic airway,

PPV, INT

| Nf YES
Laryngoscopy, "
YES intubadon, BIAD/ Apply oxygen, wransport urgently,]
Supraglottic airway, physician notification
PPV, INT

Apply oxygen, transport urgenty)
physician notification




Fulton County Emergency Medical Setrvices

Patient Care Protocols
Pediatric Cardiac Arrest - P3
12/12/2014

CPR
Airway
Management
IV or 10 (1)

PEA/ CPR
Asystole Airway

Management
IV ot IO (1)

+——NO

CPR
2 minutes
with IO/1V access

INOTE: Amidarone may be
pepeated x2 for refractory viib or
pulseless Viach '

} Reassess Rhythm and Vital Signs After Every
Intervention.

d Return to the Top of the Algotithm for Any Change in
Rhythm.

If Spontaneous Circulation Returns Proceed to the
Appropriate Algorithm and Contact Medical Control
Immediately.

P CPR and Ventilation with 100% Oxygen Throughout.

(1) Limit IV attempt to 60 seconds, if unsuccessful proceed immediately

to IO,

(2) lnitial dose of epinephtine may be administered using the 1:10,000
concentration via IV/10 or utilizing the 1:1000 concentration ET.

(3) Subsequent doses of epinephrine may be administered ET using the 1:1000

S QUCCALATOD,




Fulton County Emergency Medical Services

Patient Care Protocols
Pediatric Bradycardia- P4

12/12/2014

Establish [V 0t IO (1) | [4——NO

Primary Survey
Pulse Oximetry
100% Oxygen

Ventilatory assistance

as needed

Age - Mean Heart
Rate

Premie 125 +/- 50
Newborn 140 +/- 50

1 -6 months 130 +/- 45

6 — 12 months 115 +/- 40
12 — 24 months 110 +/- 40

2 — 6 years 105 +/- 35

6 — 12 years 95 +/-30

> 12 years 82 +/-25

Continue assessment

YES— Support ABCs

Monitot for change

(1) 1O route is to be only used after failed IV
access in 2 patient exhibitng signs of inadequate
petfusion.

(2) Administration of epinephrine via ETT is to be
1:1,000 concentration only.

(3) Minimum dose of atropine = 0.1 mg
Maximum dose of atropine for child = 0.5 mg
Maximum dose of atropine for adolescent = 1.0 mg

Reassess Rate, Perfusion and Vital Signs After
Every Intervention.

If cardiac arrest go to cardiac arrest protocol
FOR NEWBORN: See appropriate protocol




Patient Care Protocols

Primary Survey
Pulse Oximetry
100% Oxygen

Ventilatory assistance

as needed

Fulton County Emergency Medical Services

Pediatric Shock / Hypotension - P5

J12/12/2014
Age Heart Rate Respiratory Rate Systolic BP
Premiec 125 +/- 50 30 - 60 35 - 56 systolic
Newbaorn 140 +/- 50 30 - 60 75730
1 -~ 6 months 130 +/- 45 30 - 40 80 /46
6 — 12 months 115 +/- 40 24 - 30 96 / 65
12 — 24 months 110 +/- 40 20 - 30 99 /65
2 - 6 years 105 +/- 358 20 - 25 100/ 60
6 — 12 years 95 +/- 30 16 — 20 110 /60
> 12 years 82 +/-25 12-186 120/ 60

Signs and Symptoms of Inadequate Perfusion:

Altered Mental Status

Capillary Refill > 3 sec.

Weak (thready) Central Pulses
Increased Heart Rate

Mottled

Decreased Blood Pressure (Late)

~ / Adec‘luate /

Secondary
Assessment

G’hysician Congultation

(I‘ransport & Moru'to)

/ Inade

quate /

A

Establish

IVor IO

YES

Normal Saline
20 ml/kg IV
Bolus

NO

/ Bradycardia /

b 4

/ Tachycardia /




Patient Care Protocols
Pediatric Tachycardia - P6

Fulton County Emergency Medical Services

12/12/2014

(1) IO route is to be only used
after failed IV accessina
patient exhibiting signs of
inadequate perfusion.

(2) If patient condition permits,
pretreat with midazolam, If
unable to establish IV/10 or
patient is severely compromised

proceed directly to cardioversion.

(3} Adenosine should be
' administered via antecubital IV
access.

Primary Survey
Pulse Oximetry
100% Oxygen
Vendlarory assistance
as needed

YES
4

Establish IV or IO

Age Mean Heart
Rate
Prem ie 125 +/- 50
Newborn 140 +/- 50
1— 6 months 130 +/-45
6— 12 months 115 +/- 40
12 — 24 months PEO +/- 40
2 - 6 years 105 +/- 35
6— 12 years 95 +/- 30
> 12 years 82 +/- 25

:

Wide Complex
(QRS > .12sec)

Yes

@

Yes

|

Narrow
Complex

Consider:
Volume Loss
Trauma
Infection

h

Normal Saline
20 ml/kg IV
Bolus




Fulton County Emergency Medical Services

Patient Care Protocols

Pediatric Altered Level of Consciousness- P7
/12/2014

(1) IO route is to be only used after
failed TV access in a patient exhibiting
signs of inadequate perfusion.

(2) Maximum Naloxone dose is 2 mg.
EMT-1 may only administer Naloxone
via Intra nasal route.

v :
T Medical s o TR
/ rauma / ee / (3) Children < or = 20 kg utilize

Children > 20 kg utilize D25

|

Sei T Altered No Clear Ingestion/
eizure emperature Glucose Cauge Polson

— | Establish IV or IO (1)

Malaxone
0.1 mg/kg
IN
@

(Physician Consultation}

CI' ransport & Monito)




Patient Care Protocols

Pediatric Altered Blood Glucose - P8

Fulton County Emergency Medical Services

12/12/2014
Solution Normal 5aline 50% Dextrose Dextrose
Solution Concentration

D25 50 ml 30 ml 250 mg/ml
D10 80 ml 20 ml 100 mg/ml
(1) IO route is to be only used

after failed IV access ina

patient exhibiting signs of %

inadequate perfusion.

/ <60 mg/dl /

(2) Mix D10 in 100 ml bag of

normal saline, Remove 20 }

ml of NS and replace :

. Consider:

with 20 ml of D50. e Hiof IDDM
(3) Mix D25 in 100 ml bag of * Insolin Use

normal saline. Remove 50 * Ingestion of.oral

ml of NS and replace hypoglycemic or

with 50 ml of D50. alcohol

s Infecdon

Oral Glucose

1gm/kg
PO

Supplemental
Oxygen
Ventilation PRN
Establish IV/IO

0]

h 4

<20 > 20 kg
10% Dextrose 25% Dextrose
0.5 gm/kg 0.5 gm/kg
5ml/kg 2ml/kg
v w
@ €)

v

/ > 400 mg/dl /

igns and
Symptoms of
Inadequate
erfusio

NO

Normal Saline
5 ml/kg IV
Bolus

(Physician Consultatioa

Ve

—\T

ransport & Monit

)




Fulton County Emergency Medical Services

Patient Care Protocols

Pediatric Allergic Reaction- P9

12/12/2014

Compromised
Patient

v
Epinephrine
0.01 mg/kg
IM to thigh (4)

Establish IV or IO (1)

! S

YES

YES

NO
. J

Place in trendelenburg
position

’

Can be repeated ¢ 5 minutes up to a

Epinephrine
0.01 mg/kg
IM to thigh (4)

total of 3 doses as needed.

Albuterol
2.5-50 mg
Nebulized if

wheezi

Normai Saline

20 ml/kg
IV Bolus

h 4

Physician Notification
Transport & Reassess

Uncompromised
Patient

I~y

Continue assessment
Support ABCs
Monitor for change

Monitor and Transpott

(1) 10 route is to be only used after
failed IV access in a patient
exhibiting signs of inadequate
petfusion.

(2) Administration of epinephrine via
ETT is to be 1:1,000
concentration only.

(3) IV Epi is only indicated for patients in
shock.

(4) EMT-Is may only use prefilled
Epinephrine auto injectors.




Fulton County Emergency Medical Services

Patient Care Protocols
Pediatric Fever - P10
12/12/2014

YES
4

Temperature
>100.4 F or 38 C

ﬁGhysician Consultatior)liYES

—(Physician Consu]tation)lfNO

YES

S S

Acetaminophen

15 mg/kg
PO

Qransport & Moru'to)

{1) This protocol is to be urtilized for

@

pediatric patients that are not
treated more approptiately by an
alternative protocol after a
thorough History and Physical is
performed.

Do not give Tylenol if given in the
last 4 houts,




Fulton County Emergency Medical Services

Patient Care Protocols

Hyperthermia/Heat Emergencies P11
12/12/2014

(1) Paticnts with significant environmental
exposure should be cooled with wet
towels in the axilla, groin and around
neck. Remove to a cool environment
with fan if possible.

(2) IO route is to be only used after failed
IV access in a patient exhibiting signs
of inadequate perfusion.

YES Heat Stroke

}

Remove from

environment
¢ ¢ Cool with water soaked
towels and fan (1)
Hear
Heat Cramps Exhaustion
Supplemental oxygen
- v : Ventilatoty assistance
emove [rom
\ ! as needed
- environment
I ‘ Remove from environment | Cool with water soaked l
towels and fan (1) '
Establish TV or 10 (2)
Supplemental oxygen
Repeat Primary Survey thlfe aG
v available)
Give cool water ‘ Normal Saline
20 ml/kg IV
Bolus
Water /
Hydration
Solution
PO
NO
hysici . ; -
Physician Notification Establish 1V
Transport & Reassess
Nzc(;rtnr-llla/l:gah&e ﬁlysician Notification
. Transport & Reassess
Bolus \ P




(1)

@

10 route is to be only used after

failed IV access in a patient cxhibiting

signs of inadequate perfusion.

Limit [V attempt to 60 seconds, if
unsuccessful proceed immediately
to 10.

CPR with Ventilation is to be
performed throughout the
resuscitaton.

v
Pulseless
VI or VF

CPR
Alrway
Management

IV or 10 (2)

Provide Warm Environment

v

4

Fulton County Emergency Medical Services

Patient Care Protocols

Pediatric Environmental Hypothermia - P12
12/1

/

Asystole
PEA

/

h 4
CPR
Alrway
Management
IV or IO (2)

Remove Wet Clothing -t
Preserve Body Heat (3)

Finger stick
Glucometer

@

NO——»

Baradoxical undressing

(3) Provide warm environment and wrap in

thermal blankets - avoid stimulation or
rubbing the skin.

In the setting of cardiac arrest or profound
hypothermia, avoid excessive movement and
jostling,

Signs and symptoms of severe hypothermia
include:

Stupor, unconsciousness, loss of shivering
reflex, diminishing respiratory effort,

Provide Warm Environment
Remeove Wet Clothing
Preserve Body Heat (3)

Warm Supplemental Oxygen
Ventilation as Needed

Establish IV or 10 (1)

A
Warmed
Normal Saline

10 ml/kg
IV Bolus

YES

{Transport & Monitor)




Fulton County Emergency Medical Services

Patient Care Protocols
Pediatric Poisoning P13
' 12/12/2014

(1) IO route is to be only used after
failed IV access in a patient exhibiting
signs of inadequate perfusion.

Establish IV or 1O (1) | ¢——YES

Ghysician Consultatior)

Contact Georgia
Poison Center
1-800-282-5846

r

. Position of Comfort &
Transport if Advised

Ghysician Consultatjot)

Transport & Monitor




Fulton County Emergency Medical Services

Patient Care Protocols
Pediatric Respiratory Distress - P14
R 12/12/2014

(1) Oxygen supplementation as needed to keep
oxygen satutaton above 93%.

Ventlatory assistance should be considered
for any child exhibiting marked distress or
persistent cyanosis.

(2) TO route is to be only used after failed IV
access in a patient exhibiting signs of
inadequate perfusion.

(3) Child < 15 kg = 2.5 mg Albuterol per dose
Child > 15 kg = 5.0 mg Albuterol per dose

(4) Infant < 15 kg = 2.5 ml Epinephrine nebulized
Infant > 15 kg = 5.0 ml Epinephrine nebulized

Consider:

*  Pneumonia

*  Paeumothorax
Toxic Inhalation ——NO
Aspiration
Neuromuscular
Disease

l YES l
/7 Infant / / Child /

k4

" Albuterol
2.5-5.0 mg
Mebulized

May Repeat x 2 NO

3

Physician Consultation
Position of Comfort YES
Transport

Physician Consultation
Position of Comfort
Transport

NO

Epinephrine
1:1,000
0.01 mg/kg
$Q

Physician Consultation
Position of Comfort
Transport

h
Establish IV or IO
@




Fulton County Emergency Medical Services

Patient Care Protocols

Pediatric Seizure P15
12/12/2014

Seizure History, Fever,
Diabetes, Trauma

Findings: Tonic-Clonic Movements,
Decreased LOC,
Incontinence, Oral Trauma

(1) Cervical Spine Immobilization in all
cases of known or suspected trauma.

(2) Midazolam may cause hypoventilation
and potentially respiratory arrest. Have
equipment and help readily available to
support the aitway when administering
these medications.

If hypotension develops with Midazolam
administer a 10 ml/Kg bolus of normal
saline.

Only medicate for seizures if patient is
actively scizing,

Apply C-collar if
history or physical
suggests trauma.




Fulton County Emergency Medical Services

Patient Care Protocols

Pediatric Submersion Event - P16
12/12/2014

(1) Note that for altered mental status, or
suspected fall or dive into water, patient
must be moved with care and
appropriately c-spine immobilized.

(2) IO route is to be only used after
failed IV access in a patient
exhibiting signs of inadequate
perfusion.

Remove Wet Clothing
Preserve Body Heat

f Voice
Pain

7 Unresponsive

Physician Consultation
Position of Comfort
Transport

Establish IV or IO (2)

(Physician Consultation)

Medical Control Orders

. May Include:
Transport & Monitor IV Fluids

NG / OG wbe




Fulton County Emergency Medical Services

Patient Care Protocols
Pediatric Thermal Injuries - P17
R 12/12/2014

Inhalation Injury Risk

Histoty of the following:
Explosion with burns to face & torso
Confinement in burning environment

Clinical findings:
Stridor, AMS, tachypnea, facial burns,
singing of eyebrows and nasal hairs,
catbon deposits in natres and
oropharynx, oropharyngeal
inflammation

(1) Patients with at risk for inhalation
injury may require eatly definitive
Alrway management.

(2) All patients at any risk for
inhalation injury should receive
100% oxygen via partial
rebreather.

(3) IO route is to be only used after

failed I'V access in a patient
oy exhibiting signs of inadequate
perfusion,

The pulse oximeter will not NO
accutately teflect oxypenation in

YES
_;

the presence of carbon monoxide
toxicity. Establish IV or 10O (3)
(3) Fentanyl is to be administered v
slow TVP to patients without
. . L Genetal Burn Care
history of allergy and vital signs General Burn Care
in age appropriate range.
No patient with head, face, ¢
’ abdominal or thoracic injuries .
should receive fentanyl without ‘ MNormal Saline
physician evaluation, 10 ml/kg IV
Bolus

YES

NO
4
Position of Comfort & osition of Comfort &
e Transport Transport to GMH Burn

Center
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Patient Care Protocols

Suspected Child Abuse P18
12/12/2014

Fulton County Emergency Medical Services

CAREFULLY DOCUMENT:
Statements of bystanders
Observations of behavior
Appearance of other children

Demeanor of caregiver

Pediatric Primary
Survey
History

Secondary Survey

Obrain decailed history of
events

A
Attempt to maintain sample
integrity

!

Attempt 1o maintain chain of
custody

YES

v

Contact supervisor for on scene
assistance

(Physician Consultation)

Simply notifying hospital
personnel about concerns of
maltreatment does not meet
mandated EMS reporting
responsibilities. If any
maltreatment is suspected, the
EMS provider MUST, by law, notify
the’local public children services
agency or law enforcement as
soon as possible.

NO Physician Notification
Transport & Reassess

The following are indicators of possible
Transport & Reassess abuse:

Maintain high index of suspicion
Remain objective and professional .
Document careful and factual observations
Do NOT make any accusations .
Avoid conjecture in documentation

Injuries scattered on many areas of
the body

Mainutrition or fack of cleanliness
Any fracture in an child under 2
years of age

Injuries in various stages of healing
More injuries than are usually seen
in other children of the same age.




Fulton County Emergency Medlcal Services

Patient Care Protocols

Pediatric Major Trauma - P19
12/12/2014

(1) Lifc threat, respiratory distress or O2 Sat < 90%
- Non-Rebreather @ 12-15 lpm
02 Sat > 90% - Wasal Cannula @ 2-4 Ipm

History of the following:

e MVC with significant damage to
vehicle or associated with
rollovet, entrapment or gjection

¢ Moworcyele accident

®  Pedestrian Struck

*  Penetrating traums 1o head,
trunk or proximal extremities

e Falls greater than 10 ft

= Blast injuries

(2) Consider only if all the following are present:
diminished or absent breath sounds; increased
wortk of breathing or difficulty ventilating; shock
or hypotension. Bilateral decompression is only
w be used in the inwbated partient,

(3) Check for other life threats; once finished cover
patient to retain body heat

(4) Splint extremity fractures and pad board for
patient comfort, apply dressing to abrasions and

lacerations
/ Absent / / Adequate / / Labored
Assist Ventiladon o Oxygen
BVM 100% Oxygen gen Assist Ventilation PRIN
Nasal / Oral Airway M (1
Hemorrhage
Control
Shock: Tachycatdia, absent peripheral pulses, NO
cool / diaphoretic skin, decreased v -
capillary refill, pallor. ‘ Assess for (%) For per.u?tral:.mg.trz_aun:m, .
Shock & < immobilization is indicated if the
Disability: GCS, pupil sizc and reactivity, gross Disability patient s complaining of bat?k
motot and sensoty funcion. pain, sensory or motor deficit,
and when patient is unable to
Expose &

. respond.
Examine P

3

@ (6) Monitor fluid infusion carefully,
Spinal Administer 20 ml/kg bolus for

Tmmobilization hypotension.

i d
Targe bore [V x 2 Scene tme Secondary )
Earoute (6 less than YES Survey > Package Patient
route (6) AMPLE, @
histol
Physician Motification Physician Nodfication

Transport & Reassess Transport & Reassess




Fulton County Emergency Medical Services

Patient Care Protocols
Pediatric Trauma Triage Decision Plan - P20
12/12/2014

Consult with the Pediatric
Trauma Center (PTC} if
desiring to transport a paticnt
older than 14 to their facility.

)]

(2) Contact Scottish Rite Medical
Control before transporting
any penetrating injury to their
facility.

(3) Trauma patients with
pregnancy >20 weeks
gestation should transported
to an OB capable trauma
centet,

Pediatric Trauma Centers
Egleston Children's
Hospital (Level 1)
Scottish Rite Children's

GCS Scoring
Best eye response: (E)
iyes opening spontaneously
" - BYE OpEnNing 1o speech
2. Eyc opening to pain
1. No eye opening

Best verbal response: (V)
5. Smiles, oriented to sounds,
follows objects, interacts.

4. Crics but consolable,
inappropriate interactions.
3. Inconsistently inconsolable,

moaning.
2, Inconsolable, agitated.
1. No verbal response.

Best motor response: (M)

6, Infant moves spontaneously or
purposefully

5. Infant withdraws from touch

4, Infant withdraws from pain

3. Abnormal flexion to pain for
an infant (decorticate response)

1 2. Extension to pain (decerebrate
response)

1. No motor response

Measure vital signs and level of consciousness:

o GCSless than < 14,

»  Systolic BP less than < 90,

®  Respiratory Rate less than < 10 or > 28 (< 20 in infant < one yéar)

Pelvic fracturse

Paralysis

Assess anatomy of injury:

»  All penetrating injuties to head, neck, orso and extremities proximal
o elbow or knee, (2)

s  Chest wall instability or deformity (e.g. flail chest)

¢  Two or more proximal long-bone fractures

Crushed, degloved, mangled, or pulseless extremity

Amputation proximal to wrist and ankle

Open or depressed skull fracture

ranspott to a Trauma Center)
ese criteria attempt to identi
the most seriously injured
patients. They should be -
transported preferentially to the
highest level of care in the
defined trauma system.

YES

NO
A J

Assess mechanism of injury and evidence of high-energy impact:
Falls > 10 ft. or 2-3 timmes the height of the child

-

High-Risk Auto Crash

Intrusion, including roof: >12 in. occupant site; >18 in. ay site
Ejection {partial or complere) from automobile
Death in same passenger compartment
Vehicle telemetry dara consistent with high-risk of injury
Auto vs. pedestrian/bicyclist thrown, tun over, or with significant (> 20 MPH) impact

Motorcycle crash > 20 MPH

/Tra.nsport to patieni’s
d

estination of choice ot

e contact PTC medical control
to make a destination
determination

ransport to 2 Trauma
Center. INeed not be
the highest level trauma
center.

NO

¢  Bums

s Children should be triaged preferentially to pediatric-capable trauma centers
*  Antcoagulation and bleeding disorders
Patients with head injury are at high risk for rapid deterioration

Without other trauma mechanism: Triage to buen center
With trauma mechanism: Triage to ttauma center

®  Pregnancy > 20 weeks (3)

¢ EMS Provider Judgment

Contact PTC medical control
and consider transport to a PTC
ot specific resource hospital




Fulton County Emergency Medical Services

Patient Care Protocols
Pediatric Trauma Triage Decision Plan - P20 (2)

12/12/2014

Exceptions to Pediatric Triage Plan

Presence of one of the following:

¢ Continuing cardiac arrest due to penetrating
trauma.

¢  Continuing Cardiac Atrest duc to Blunt
trauma.

s Inability to Establish Patent Airway.

¢  Blood Pressure Unstable.

Ard

¢  Transport time greater than 20 minutes to

apptoptiate PTC,

(1) For pencurating trauma transport to the
nearest trauma center.

{2) For cardiac arrest, blood pressure instability
and inability to establish a patent airway;
transport to the closest appropriate hospital.

Transport to Pediatric
Trauma Center
Physician Notification

Transport to Pediatric
Trauma Center
Physician Notification

YES
¥

Contact PTC
Medical Control

Transpott to Closest
Appropriate Hospital
@

YES

3

Transport to Closest
Trauma Center

)




Fulton County Emergency Medical Services

Patient Care Protocols
Pediatric Orthopedic Trauma - P21
12/12/2014

M

@

Patients with multisystem injuries
will be weated per the Major
Trauma Protocol.

Fentanyl is to be administered
slow IVP to patients without
history of allergy and vizal signs
in age appropriate range.

No patent with head, face,
abdominal or thoracic injuties
should receive morphine prior to
ditect physician evaluation.

Primary Survey
History
Secondary Survey

Wounds & Hemorrhage
Control

'

Extremity Immobilization

NO
A

Position of Comfort &
Transport




Fulton County Emergency Medical Services
Patient Care Protocols
Newborn Resuscitation P22
12/12/2014

Primary Survey
Pulse Oximetry
100% Oxygen

NO YES
A
Sucdon mouth and nose Suction mouth nose, and cropharynx
Stimulaze Stimulate
Diry and warm infant Dry and warm infant
Clamp and cut cord Clatnp and cut cord
Record APGAR score
Record APGAR scote
YES
No response or weak
m.SP(mse . Continue to warm, dry and
Apneic/gasping stimuiate the infant
HR < 100
central cyanosis
hysician Notification
> HR < 80 NO Transport Mother and
Infant
APGAR SCORES (5 and 10 minutes)
Heart Rate: Absent 0; <104 1; >100 2 YES
Respirations: Absent 0; slow, irceg 1; good, crying 2 . dltati
tation
Muscle Tone: Limp 0; some flexion 1; active motion 2 ‘ Physician Cons 0
Reflex Itritability: No response 0; grimace 1; cough/snceze 2 Initiate CPR
Color: Blue 0; Blue extremities 1; Pink 2 IV or IO

Normal Saline
30 ml
IV Bolus




Fulton County Emergency Medical Services

Patient Care Protocols
Pediatric Pain Management P23
12/12/2014

Primary Survey

Pulse Oximetry
(1} Fentanyl is to be administered Supplemental Oxygen
slow IVP to patients without History

history of allergy and vital signs Secondary Survey

in age appropriate range.

No patient with head, face,
abdeminal or thoracic injuries
should receive morphine prior to
direct physician evaluation.

YES
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Fulton County Emergency Medical Services

Clinical Care Guidelines

Adult Trauma
12/12/2014

Tl
T2
T3
T4
TS
T6
T?

Major Trauma
Traumatic Brain Injury
Orthopedic Trauma
Burn Categorization
Thermal Injuries
Inhalation Injury
Traumatic Arrest

12/12/2014
12/12/2014
12/12/2014
12/12/2014
12/12/2014
12/12/2014
12/12/2014




Fulton County Emergency Medical Services
Clinical Care Guideline - T1

Major Trauma
12/12/2014

'The airway should initially be managed using an
oral pharyngeal or nasopharyngeal airway and
BVM at 8-10 ventilations per minute. Advanced
airway maneuvers should be deferred until
transportation is initiated. Entrapped patients
may receive advanced airway management on-
scene at the discretion of the lead paramedic.
King Airway is the advanced airway management

device of choice.

Patients with a respiratory rate below 8 and major
trauma should have their ventilations assisted via
BVM. A respiratory rate above 20 and/or signs of]
respiratory distress may indicate a need for
supplemental ventilation. '

. Consider only if all the following ate present:
unilateral diminished or absent breath sounds;
increased wotk of breathing or difficulcy
ventilating; shock or hypotension.

Bilateral needle thotacostomy should only be
performed in patients that are successfully
intubated. Performance in the non-intubated
patient may significantly worsen the
respiratory status.

. Tachycardia: adult > 120, absent peripheral
pulses, cool/diaphoretic skin, decreased capillary
refill, pallor.

Hemorrhage
Control

Comprehensive
‘Trauma

Package

~t—NQ

Initial Patient
Assessment &
Management

History of the following:

s MVC with significant damage to
vehicle or associated with
entrapment or ejection

s Motorcycle accident

®  Pedestrian Struck

*  Penetrating trauma to head,
trunk or proximal extremites

¢ Talls greater than 20 ft
In children, falls greater than 10
feet or 2-3 times the height of
the child

e Blascinjuries

Spinal
Immobilization

Airway
Management

03]

YES

NO-»

Assist
Ventilations

Initiate

Rapid Trauma
Package

Y

Transportt

2

Trauma
Volume
Resuscitation




Fulton County Emergency Medical Services

Clinical Care Guideline - T2
Traumatic Brain Injury

12/12/2014

1. Ozxygenation and Ventilation are of the utmost importance in the head
injured patient. Patients that have a GCS of 8 or below require
agpressive airway management including supportive ventilation with
BVM, BIAD/Supraglottic Airway Device or ETT. The optimal rate of
ventilation in the adult is between 8 and 10 ventlations per minute.
Over-ventilation is to be avoided and may worsen the conditicn of the
brain injured patient.

The SpO2 should be maintained at 95% or better.

2, Hypotension in the setting of TBI should be rapidly treated with
crystalloid infusion. A second IV may be required. The SBP should be
maintained above 90 mmHg at all dmes,

3. Seizures in the setting of TBI will be treated via the adult seizure
protocol. Watch carefully for the development of hypotension after
BN ITIC OIS

Glasgow Coma Scale Adult Airway

Eye Opening Management
spontaneous 4
to voice 3
to pain 2
none 1

'Best Verhal Response
otiented 5
confused 4
inapproptiate words 3
incomprehensible 2
none 1

Best Motor Response
obeys commands 6
localizes pain 5
withdraws to pain 4
abnormal flexion 3
abnormal extension 2
none 1

Patient Evolution &
Transportation

Initial Patient
Assessment &
Management

Notmal Saline
10 ml/kg IV
@1000 mil/hr

YES




Fulton County Emergency Medical Services

Clinical Care Guideline - T3
Orthopedic Trauma

12/12/2014

Patients with multisystem injuties
will be treated per the Major
Trauma Protocol

Toradol is contraindicated in the
following situations:
Age greater than 55
Renal insufficiency
Renal failure
GI Bleeding
History of Ulcer

Morphine/Fentanyl is to be
administered slow IVP to patients
without history of allergy and
Systolic BP above 100 mmHg

No patient with head, face,
abdominal ot thoracic injuries
should receive morphine/fentanyl
prior to physician consultation

4. Natcotic preference is determined by

the Service Medical Director.

YES

Initial Patient
Assessment &
Management

NO
Y

Hemorrhage
Control

Extremity
Immobilization

Patient Evolution &
Transportation

AND / OR

A




Fulton County Emergency Medical Services
Burn Size Estimate - T4 '

12/12/2014

G

Major Burn Criteria

Partial-thickness and full-thickness burns greater than 10%
of the total body surface area (BSA) in patients under 10
years of age or aver 30 years of age

Partial-thickness and full-thickness burns greater than 20%
in other age groups

Partial-thickness and full-thickness burns involving the face,
eyes, ears, hands, feet, genitalia, petineum, or those that
involve the skin overlying a major joint

Full-thickness burns greater than 5% BSA in any age group
Significant elecrrical burns including lightening injury
Significant chemical burns

Inhalational injury*

Any burn injury with concomirant rrauma

Depth of Burn

Shallow partial-thickness ot second degtee
burn Injury

Result from contact with hot liquids or flash burns from
explosions

Red or mottled appearance

Blistered and broken cpidermis

Considerable swelling

Weeping, wet surfaces

Painful

Sensitive to air

Deep-partial, full-thickness or third degree
burns

Caused by fire, prolonged exposure to hot liquids, contact
with hot objects or, electricity

Initially may resemble second-degree burn injuries

Pale, white, charred, leathery, mottled , or red appearance
Broken skin with fat exposed

Dry surface

Painless and insensate

Edemna




Clinical Care Guideline - T5
Thermal Injuries

Inhalation Injury Risk

History of the following:

Explosion with bummns to face & torse
Confinement in burning environment
Substance abuse prior to injury with AMS

Clinical findings:

Stridor, AMS, tachypnea, facial burns,
singeing of eyebrows and nasal hairs,
carbon deposits in nares and oropharynx,

oropharyngeal inflammation

1.

4,

Patents with at risk for inhalation
injury may require eatly definitive
airway management

The pulse oximeter will not accurately
reflect oxygenation in the presence of
carbon monoxide toxicity.

USAISR Rule of Ten
A) Estimate buzn area to the
nearest 10% using the rule
of nines.
B} For an Adult patient weighing
40-80kg use Y TBSA x
10=Initial fluid rate in ml/hr
C) for every 10kg above 80kg
increase the fluid infusion rate
by 100ml/hr
*Do not exceed 1 liter of [V
fluid unless authorized by
medical control

*Fluid should be given at a
controlled rate — NOT a fluid
bolus.

Morphine/Fentanyl is to be
administered slow IVP to patients
without history of allergy and
Systolic BP above 100 mmHg

No padent with head, face,
abdominal or thoracic injuries
should receive morphine prior to
physician consultation

Refer to A-11 for destination,

12/12/2014

Fulton County Emergency Medical Services

Initial Patient
Assessment &
Management

General Burn Care

—YES

Adult Airway
Management

NO——»

Patient Evolution &
Transportation

@ ’

General Burn Cate

'

Normal Saline
Rule of Tens

@




Inhalation Injury
12/12/2014

Inhalation Injury Risk

History of the following:
Explosion with burns to face & torso
Confinement in burning environment
Inhalation of a caustic gas
Inhalation of steam or super-heated air
Substance abuse priorto injury with AMS

Clinical findings:
Stridor, AMS, tachypnea, facial burns,
catbon deposits in-nares and oropharynx,
oropharyngeal inflammation, inability to
speak

Fulton County Emergency Medical Services

Clinical care Guideline - T6

1. Patients with at risk for inhalation injury
may require early definidve airway
management if respiratoty compromise
is associated with decteased mental
status.

Pulse oximetry should be continuously
monitored in patents at tisk for
inhalational injuries.

In the presence of carbon monoxide
poisoning the pulse oximeter will not
provide an accurate reading,

2. Patients with evidence of
bronchospasm, typically manifesting as
wheezing and an increased expiratory
phase on clinical exam, will require
albuterol,

3. Patients with inhalational injuries should
be given given continuous nebulizations
until symptomatically improved.

The nebulizer should be run on oxygen
at a flow of 6 to 8 liters/min.

B T i e s o) g e e i) C—

Initial Patient
Assessment &
Management

Adult Airway
Management

Albuterol
2.5-5mg
Nebulized

&)

“

Patient Evolution &
‘Transportation




Fulton County Emergency Medical Services

Clinical Care Guideline - TZ
Traumatic Arrest

12/12/2014

/

Penetrating Blunt
Trauma Trauma

YES
Y

Adult CPR
@

Y

Airway
Management

©4)
Y

Initiate
Transport

The paramedic in charge may elect to inidate resuscitation if
doubt exists concerning the time of artest or absence of vital

signs,

Signs of life in a penctrating trauma patient can be any of the
tollowing:

Intact Pupillary Reflexes

Spontaneous Movement

Organized Rhythm on ECG with Rate Greater Than 40

BLS & ILS crews will always initiate resuscitative measures in
the setdng of blunt or penetrating traumatic arrest.

CPR should be initiated at 100 comptessions per minute and
2 breaths per cycle.

The airway should initally be managed using a King airway at
8-10 ventilations per minute. Advanced airway maneuvers
should be deferred until transportation is initiated. Entrapped
patients may receive advanced airway management on-scene
at the discretion of the lead paramedic. King airway is airway
of choice.

Patients in traumatic cardiac arrest secondary to penetrating
thoracic trauma should teceive pleural decomptression on the
side of the injury. If the patient remains difficult to ventilate
ot breath sound are absent on the side opposite the injury
then bilateral needle thoracostomies may be performed.
Patients receiving bilateral needle thotacostomies will require
positive pressure ventilation.

Patients in persistent cardiac arrest secondary to trauma may
be treated with the appropriate protocol for the underlying
cardiac arrest rhythm.

Trauma
Volume
Resuscitation




