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This document is the Statewide Emergency Medical Services Protocols for Connecticut Pre-hospital

Medical Providers — 2017.

These protocols are a “living document” developed and drafted by the Statewide EMS Protocols Sub-Committee
of the Connecticut EMS Medical Advisory Committee in conjunction with and in cooperation with the five
Connecticut Regional EMS Councils and their Medical Advisory Committees. At the option of the Office of EMS
and the Medical Advisory Committee, they can be edited and updated at any time. However, they are formally
reviewed, edited, and released every two years.

These protocols have been approved unanimously by the CT EMS Medical Advisory Committee in an effort to
establish the standard of EMS patient care in the State of Connecticut. Any deviation from these protocols must
be approved in writing by the CT EMS Medical Advisory Committee and the CT Office of EMS.

Please Note: For visual clarity, trademark and registered symbols have not been included with drug, product, or
equipment names.

Questions and comments should be directed to:

State of Connecticut Department of Public Health
Office of Emergency Medical Services

410 Capitol Avenue MS#12EMS

P.O. Box 340308

Hartford, CT 06134-0308

p | 860-509-7975

e | dph.statewideemsprotocols@ct.gov

This document may not be amended or altered; however, it may be reproduced and distributed without
permission.

DISCLAIMER: Although the authors of this document have made great efforts to ensure that all the information
is accurate, there may be errors. The authors cannot be held responsible for any such errors. For the latest
corrections to theses protocols, visit the Statewide EMS Protocols page on the Connecticut OEMS website at:
http://www.ct.gov/dph/ems
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Dedication & Acknowledgement

Dedication

The Connecticut Statewide Emergency Medical Services (EMS) Protocols is dedicated to
Connecticut’s EMS providers and their patients. This document reflects our desire to bring best
available evidence and medical consensus together to produce protocols that will enhance
prehospital care in our state. With its completion is an expectation that this set of protocols will
be the first component of a dynamic process that will continue to drive the delivery of quality
prehospital care.

Many individuals have blazed the trail for this work to become a reality. Although there are too
many to mention individually, it is worth emphasizing the common commitment shared to
empower a continually improving system where those citizens who need emergency medical
assistance have the best care possible.

Acknowledgement

This unprecedented work could not have been possible without the participation of many
dedicated individuals and groups. Great thanks goes out to the hardworking members of the
Connecticut EMS Advisory Board, The Connecticut EMS Medical Advisory Committee, The EMS
Education and Training Committee, the members of the various Regional EMS committees and
the Connecticut Department of Public Health Office of EMS (OEMS). Appreciation goes to all of
the New England EMS Offices but especially to the State of New Hampshire Bureau of
Emergency Medical Services. This document is an adaptation of New Hampshire’s Protocols
and many in the Bureau have generously given time, materials and support in its development.

Three individuals: David Bailey, John Spencer, and Jean Speck deserve special acknowledgment.
Without their tireless commitment, the first and now subsequent versions of the Connecticut
Statewide EMS Protocols would not have been possible.
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with professional standards'in effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or
modified without prior approval.



Preface

Where possible, evidence based guidelines (EBG) have been used to create the clinical care
protocols you see in this document. When no formal EBG was applicable, a process of consensus
building with regional medical direction input was used to arrive at the final product. A newly
strengthened, bi-directional relationship between the Connecticut EMS Medical Advisory
Committee and the Regional Medical Advisory Committees has made this possible.

The development of these protocols support the ongoing initiative among the New England states
to unify pre-hospital care across the region. This document not only bring us closer to more
consistent pre-hospital care in Connecticut but also increases the potential to provide more
efficiently across state borders, share educational materials and data/quality assurance process
within the New England states.

These Protocols address the minimum competencies that providers will be able to demonstrate at
both BLS and ALS levels. Sponsor Hospitals may chose not to authorize specific medications or
procedures, but may not add or substitute anything not already written in the protocols without
going through the revision process as described. The Protocols are color coded within each
protocol by provider level.

Emergency Medical Responder (EMR) routine patient care is separately addressed in EMR Routine
Patient Care Protocol 1.1. It is understood that the EMR will function up to their scope of
practice outlined by the National EMS Scope of Practice Model using the Connecticut EMT-
level protocols and American Heart Association guidelines for Healthcare Provider CPR. Within
this document individual protocols may also refer directly to the EMR scope of practice and
applicable EMR care measures/interventions.

It is assumed that the Paramedic standing orders include those of the EMT and AEMT, likewise
AEMT standing orders include all of those orders listed under EMT. The sequence of orders in
these protocols is not necessarily the order in which they might be executed. Standing orders
listed in this document are not orders that must be carried out. They are orders that may be
carried out at the discretion of the EMS provider without the need for on-line medical control.

EMS providers at any level of training are encouraged to contact medical control in cases where
they feel that additional treatment is warranted beyond standing orders or cases where there is
uncertainty regarding treatment. EMRs and EMTs are encouraged to facilitate timely and
appropriate ALS involvement. When transferring care from one provider to another, the transfer
must be to a provider of equal or higher level, unless the patient’s condition and reasonably
anticipated complications can be effectively managed by a lower level provider’s scope of practice.

Preface Continued

Connecticut OEMS in conjunction with CEMSMAC has taken caution to ensure all information is accurate and in_accordance
with professional standards in effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered

or modified without prior approval.
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Preface

Preface Continued

While medical control may have some variation from facility to facility, direct medical oversight
should not direct providers to practice outside their usual scope of practice, and likewise,
providers should not ask to perform procedures or administer medications outside their scope of
practice as defined within these protocols. Multiple medications are sometimes listed to provide
options for treatment. While the first medication listed may be considered the “preferred agent”,
the list is intended to provide latitude to medical directors and sponsor hospitals to choose which
medications an EMS agency under its direction may carry. It will also help us deal with ongoing
medication shortages. There is no intent that all listed medications need to be carried by every
service

It is with great excitement that this preface is being written. For all who are reading, please keep
in mind the great commitment and sacrifice EMS providers make daily in the course of their work.
They have chosen to answer “the call” of a career that demands passion, purpose and heart and
are due tremendous gratitude.

Be Safe,
Richard Kamin MD, , CEMSMAC Co-chair, OEMS Medical Director

Kyle McClaine MD, CEMSMAC Co-chair
Raffaella, “Ralf”, Coler RN, MEd., Paramedic, OEMS Director
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Revision and Updates Procedure

In the event of a need or desire to deviate from the Statewide Emergency Medical Services

Protocols, the respective Regional Emergency Medical Services Medical Advisory Committee or

Sponsor Hospital will submit: The wanted change, the clinical or operational motivation for

change, the revised protocol to accommodate the change, and any supporting documentation or
literature to the Department of Public Health, Office of Emergency Medical Services Medical

Director.

It is expected that there would be two types of requests:

¢ An emergency change that is identified due to a medication/equipment shortage/supp
issue or a dramatic shift in the standard of clinical care such that delay in implementing
change would result in a risk to the public health.

0 These will be reviewed by the Commissioner of Public Health or their designee and the

Connecticut Emergency Medical Services Medical Advisory Committee/Statewide

Emergency Medical Services Protocol Subcommittee in an expedited manner and the

decision made conveyed to the petitioner within 5 business days of receipt by CT
statewide protocol subcommittee chair.

e A desired change that is not considered an emergency will be reviewed quarterly, if not

sooner, by the Commissioner of Public Health or their designee and the Connecticut
Emergency Medical Services Medical Advisory Committee/Statewide EMS Protocol
Subcommittee. The decision made will be conveyed to the petitioner once it is availabl

Neither of the above will replace, although may supplement, the planned review every two
years of the Statewide Emergency Medical Services Protocols by the Connecticut Emergency

Medical Services Medical Advisory Committee/Statewide Emergency Medical Services Prot
Subcommittee.
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Routine Patient Care

Respond to Scene in a Safe Manner:
e Review dispatch information.

e Use lights and sirens and/or pre-emptive devices when responding as appropriate per
emergency medical dispatch information and local protocols.
e Use Incident Command System (ICS) for all responses and scene management.

Scene Arrival and Size-up: Universal precautions, scene safety, environmental hazards

assessment, number of patients, need for additional resources, and bystander safety. Initiate

Mass Casualty Incident procedures as necessary.

Patient Approach:

e Determine mechanism of injury / nature of iliness.

e |[f patientis in cardiac arrest refer to Cardiac Arrest Protocol - Adult 3.2A, or
Cardiac Arrest Protocol - Pediatric 3.2P.

fits on a length-based resuscitation tape up to 36kg (79 Ibs) or 145cm (57 in).
Establish responsiveness
e General Impression.

[’ e Determine if pediatric guidelines apply. “Pediatric Patient” is defined as a child who
[ ]

Appearance Work of Breathing = Circulation to Skin
Work of Awake, speaking, eye
Breathing Adult opening, agitated, limp,
unresponsive

Labored, noisy, fast, Pink, flushed, pale,
slow, equal chest rise ashen, cyanosis

Appearance

Muscle tone, Airway sounds, body
— e interactiveness, position, head bobbing, g n
Pediatric consolability, gaze/look, chest wall retractions, Prllier, e, eEmess

speech/cry nasal flaring

e Determine if DNR Protocol applies (Do Not Resuscitate Orders & Advanced Directives)

Airway and Breathing:
e Airway
0 Assess the patient for a patent airway.
0 Open the airway using a head-tilt/chin-lift, or a jaw thrust if suspicious of cervical spine
injury.
Suction the airway as needed.
Treat foreign body obstruction in accordance with current protocols.
Consider an oropharyngeal or nasopharyngeal airway.
Consider advanced airway interventions as appropriate and as trained and credentialed
to perform.
e Assess breathing: rate, effort, tidal volume, and breath sounds.
0 If breathing is inadequate, ventilate with 100% oxygen using Bag-Valve-Mask
0 If breathing is adequate, but patient’s oxygen saturation is < 94% (< 90% for COPD
patient) or short of breath, administer oxygen.
= Both skin signs and pulse oximetry are important in assessing potential hypoxia.
0 Consider quantitative waveform capnography (aka: EtCO;) and/or CO-oximetry, if

O o0oo0oo

0 Assess lung sounds and chest.

available.
Protocol Continues >

Connecticut OEMS in conjunction with CEMSMAC has taken extreme caution to ensure all information is accurate and in
accordance with professional standards in effect at the time of publication. These protocols, policies, or procedures MAY NOT

BE altered or modified without prior approval.




Routine Patient Care 1.0

Protocol Continues ‘

Circulation Assessment
e Assess patient’s pulse, noting rate, rhythm, and quality.
e Control active bleeding using direct pressure, pressure bandages, tourniquets, or
hemostatic bandages.
0 Hemostatic bandages must be of a non-exothermic type that can be washed off with
normal saline.
0 Assess patient’s skin color, capillary refill, temperature, and moisture.
e Provide IV/IO access and fluid resuscitation as appropriate for the patient’s condition.
0 For adult patients, administer fluids to maintain systolic blood pressure per the
Shock Protocols 2.19A, 2.20, and 4.4.
0 For pediatric patients, administer fluids based on physiological signs and therapeutic
= end-points per the Shock Protocol 2.19P, 2.20, and 4.4.
# == 0 For adult patients with suspected dehydration without shock administer IV fluids as
indicated in increments of 250 mL.
0 Consider obtaining a blood sample, per receiving hospital’s preference.

NOTE: An IV/IO for the purposes of these protocols is a saline lock or line with normal saline or
Lactated Ringers, unless otherwise specified in an individual protocol. Routes of medication
administration when written as “IV” can also include “10”.

Disability assessment:

e Assess level of consciousness appropriate for age; use Glasgow Coma Scale for trauma.
Spinal Motion Restriction by collaring patient, placing flat on cot and securing, if indicated by
e Spinal Injury Protocol 4.5.
In general, pediatric patients should not be transported in a passenger safety seat if a
e cervical/spinal injury is suspected. (See Pediatric Transport Protocol 6.10).

Transport Decision

e The destination hospital and mode of transport are determined by the pre-hospital provider
with the highest medical level providing patient care; or as determined in accordance with
Section 1 of Public Act 15-223.

e Refer to the Trauma Triage and Transport Decision 6.18 and Air Medical Transport 6.2
procedures as necessary.

e Notify receiving facility as early as possible.

e Lights and sirens should be justified by the need for immediate medical intervention that is
beyond the capabilities of the ambulance crew using available supplies and equipment. Use
of lights and sirens should be documented on the patient care report. Exceptions can be
made under extraordinary circumstances.

o Non emergent medical transports from home or a medical facility with self or caretaker
managed devices is an EMT level skill. The caretaker must travel with the patient if it is not
a self managed device.

Secondary/Focused Assessment and Treatment

0L 9©J1e) judlljed jeisauds

Obtain chief complaint, history of present illness, and prior medical history.

Complete a physical assessment as appropriate for the patient’s presentation.

Refer to appropriate protocols(s) for further treatment options.

Determine level of pain.

Consider field diagnostic tests including: cardiac monitoring, blood glucose (if available),

temperature, stroke assessment, pulse oximetry, quantitative waveform capnography, etc.

Dress and bandage lacerations and abrasions.

Cover evisceration with an occlusive dressing and cover to prevent heat loss.

e Stabilize impaled objects. Do not remove an impaled object unless it interferes with CPR or
your ability to maintain the patient’s airway.

e Monitor vital signs approximately every 15 minutes (more frequently if the patient is

unstable).

For pediatric patients, Examine for any bruising, intra-oral injury or other signs of abuse.

Protocol Continues

8,
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1.0 Routine Patient Care

Bag-Valve Ventilation Rates
Protocol Continues . . :
Patient Basic Airway Supraglottic/ETT*
Adult 12 — 20 breaths per minute 8 — 10 breaths per minute
Child 12 — 20 breaths per minute 8 — 10 breaths per minute
e Infant 20 — 30 breaths per minute 18 — 20 breaths per minute

* Ventilation rates should be titrated to goal EtCO,, if available, or patient conditions
(e.g. severe asthma, aspirin overdose, traumatic brain injury)

Note: In children, pulse oximetry may identify clinically significant hypoxia that may be
missed through evaluation of skin signs alone.

Percent O, Saturation Ranges General Patient Care
_ Usually indicate adequate oxygenation; validate with clinical
94% - 100 % Normal assessment. (see below)
90% — 93% Mild hypoxia Consider O, to maintain saturation =2 94%. Caution in COPD
patients.
Less than 90% Moderate to severe hypoxia Give oxygen to maintain saturation = 94%, as needed.
Notes:

¢ If pulse oximeter’s heart rate is not the same as ECG monitor’s heart rate, oxygen saturation reading may not be reliable.

¢ [f patient is profoundly anemic or dehydrated, oxygen saturation may be 100%, but patient may be hypoxemic.

* False pulse oximetry readings may occur in the following: hypothermia, hypoperfusion, carbon monoxide poisoning,
hemoglobin abnormality (sickle cell anemia), vasoconstriction, and nail polish.

EtCO, Reading Ranges ‘ General Patient Care
35 mmHg — 45 mmHg Normal g;g:;g%r;ﬂgzgzgdgggat)e ventilation; validate with clinical
Greater than 45 mmHg Hypercarbia gggiisc:ce”r];r?creasing ventilatory rate, assess adjuncts for
Less than 35 mmHg Hypocarbia Caonsider slowing ventilatory rate.

Pediatric Respiratory Distress

Pediatric Respiratory Failure

0°] 94e) juaijed |eiduan

* Able to maintain adequate oxygenation by using extra o Hallmarks of respiratory failure are respiratory rate less than 20
effort to move air. breaths per minute for children <6 years old; less than 12

* Symptoms include increased respiratory rate, sniffing breaths per minute for children <16 years old; and >60 breaths
position, nasal flaring, abnormal breath sounds, head per minutes for any child; cyanosis, marked tachycardia or
bobbing, intercostal retractions, mild tachycardia. bradycardia, poor peripheral perfusion, decreased muscle tone,

and depressed mental status.

Respiratory distress in children and infants must be promptly recognized and aggressively treated as patient may
decompensate quickly.

When a child tires and is unable to maintain adequate oxygenation, respiratory failure occurs and may lead
to cardiac arrest.

NOTE: An ePCR (electronic Patient Care Report) shall be sent to the receiving hospital for each

patient. In the case of a trauma alert, the ePCR must be left at the receiving hospital prior to
leaving.

Glasgow Coma Scale

Eye Response Score Verbal Response | Verbal - Infantgf-* Score Motor Response Score
Open 4 Oriented and alert Babbles o) Obeys commands/spontaneous 6
To voice 3 Disoriented Irritable 4 Localizes pain 5
To Pain 2 Inappropriate words | Cries to pain 3 Withdraws to pain 4
No response 1 Moans, unintelligible | Moans 2 Decorticate flexion 3
No response No response 1 Decerebrate extension 2
No response 1

Connecticut OEMS in conjunction with CEMSMAC has taken_caution to ensure all information is accurate and in accordance
with professional standards'in effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or
modified without prior approval.



EMR Routine Patient Care 1.1

Respond to Scene in a Safe Manner:

e Review dispatch information.

e Use lights and sirens and/or pre-emptive devices when responding as appropriate per emergency
medical dispatch information and local protocols.

e Use Incident Command System (ICS) for all responses and scene management.

Scene Arrival and Size-up: Universal precautions, scene safety, environmental hazards assessment,
number of patients, need for additional resources, and bystander safety. Initiate Mass Casualty Incident
procedures as necessary. Call for Paramedic intercept, if available, for patients with unstable vital signs,
respiratory distress or other life threatening conditions.

Patient Approach:

e Determine mechanism of injury / nature of iliness.

e If patient is in cardiac arrest refer to the Cardiac Arrest Protocol — Adult 3.2A or Cardiac Arrest Protocol
Pediatric 3.2P.

e Determine if pediatric protocols apply. “Pediatric Patient” is defined as a child who fits on a length-based
resuscitation tape up to 36kg (79 Ibs) or 145cm (57 in).

e Establish responsiveness

e General Impression.

Awake, speaking, eye
Adult opening, agitated, limp,
unresponsive

Labored, noisy, fast, Pink, flushed, pale,
slow, equal chest rise ashen, cyanosis

Work of

Appearance Breathin Muscle tone, Airway sounds, body
’ I interactiveness, position, head bobbing, . .
Pediatric consolability, gaze/look, chest wall retractions, Fellien, el iing, SETESE
speech/cry nasal flaring

Circulation to skin

Wy Pt o 107

® Determine if DNR Protocol applies (Do Not Resuscitate Orders & Advanced

Directives) Airway and Breathing:
e Airway
Assess the patient for a patent airway.
Open the airway using a head-tilt/chin-lift, or a jaw thrust if suspicious of cervical spine injury.
Suction the airway as needed.
Treat foreign body obstruction in accordance with current protocols.
Consider an oropharyngeal airway.
e Assess breathing: rate, effort, tidal volume, and breath sounds.
O If breathing is inadequate, ventilate with 100% oxygen using Bag-Valve-Mask
O Administer oxygen to maintain O, saturation =94% (=90% for COPD patient).
= Skin signs, pulse oximetry and mental status are important in assessing potential hypoxia.
e Assess lung sounds and chest.
Circulation Assessment:
e Assess patient’s pulse, noting rate, rhythm, and quality.
e Control active bleeding using direct pressure, pressure bandages, tourniquets, or hemostatic
bandages. See Musculoskeletal Injuries Protocol 4.3 and Tourniquet Application Procedure 6.17
O Apply a topical hemostatic bandage, in combination with direct pressure, for wounds in anatomical
areas where tourniquets cannot be applied and sustained direct pressure alone is ineffective or
impractical. Only apply topical hemostatic agents in a gauze format that supports wound packing.
O Only utilize topical hemostatic agents which have been determined to be effective and safe in a
standardized laboratory injury model.

O Assess patient’s skin color, capillary refill, temperature, and moisture. | Protocol Continues

OO0 O0O0Oo

Connecticut OEMS in conjunction with CEMSMAC has taken extreme caution to ensure all information is accurate and in

accordance with professional standards in effect at the time of publication. These protocols, policies, or procedures MAY NOT

E altered or modified without prior approval.
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1.1 EMR Routine Patient Care

|
<] Protocol Continues ‘

Disability assessment:
e Assess level of consciousness appropriate for age.
e For suspected spinal injuries, provide manual stabilization of head and neck.

Advanced Life Support Intercept:
e When indicated in protocol, call for Paramedic intercept if available.

Secondary/Focused Assessment and Treatment:
e Obtain chief complaint, history of present iliness, and prior medical history.
Complete a physical assessment as appropriate for the patient’s presentation.
Refer to appropriate protocols(s) for further treatment options.
Determine level of pain.
Dress and bandage lacerations and abrasions.
Cover evisceration with an occlusive dressing and cover to prevent heat loss.
Stabilize impaled objects. Do not remove an impaled object unless it interferes with CPR or your
ability to maintain the patient’s airway.
e Monitor vital signs approximately every 15 minutes (more frequently if the patient is unstable).
Major Multiple System Trauma:
e Patients that meet trauma criteria must be expeditiously moved into the trauma system to maximize
the likelihood of survival. (See Trauma Triage and Transport Decision Protocol 6.18).
e Minimize scene time to less than 10 minutes post-extrication.
e On scene field measures should be limited to the initial assessment, rapid trauma assessment, BLS,

CPR, manual stabilization of spine, and airway maneuvers.

Circumstances Not Covered Under Statewide EMS Protocols:

e |tis impossible to write a protocol for every potential situation. In rare instances where the patient’s
best interests may not be specifically addressed in a protocol, contact Direct Medical Oversight.

e Please note that while medical direction can have some variation from facility to facility, Direct
Medical Oversight may not direct providers to practice outside their scope of practice, and likewise,
providers should not ask to perform procedures outside their scope of practice as defined within
these protocols.

EMR Scope of Practice:
It is understood that emergency medical responders will function up to their scope of practice outlined by

the National EMS Scope of Practice Model using the Connecticut EMT-level protocols and American
Heart Association guidelines for Healthcare Provider CPR. This protocol serves as a general
overview of the EMR scope however within this document the individual protocols may also refer
directly to the EMR scope of practice and applicable EMR care measures.

e Airway Management — Adult & Pediatric (See Airway Management Protocol -- Adult 5.1A or Airway
Management Protocol — Pediatric 5.1P.)
0 BVM

Cleared, Opened

Oral Suctioning

Oropharyngeal Airway

Oxygen Administration

e Cardiac Management — Adult & Pediatric (See Cardiac Arrest Protocol — Adult 3.2A or Cardiac Arrest
Protocol — Pediatric 3.2P.)
O CPR - Cardiopulmonary Resuscitation
0 Defibrillation — AED | Protocol Continues

O O0O0OOo

Connecticut OEMS in conjunction with CEMSMAC has taken extreme caution to ensure all information is accurate and in

accordance with professional standards in effect at the time of publication. These protocols, policies, or procedures MAY NOT

E altered or modified without prior approval.



EMR Routine Patient Care 1.1

Protocol Continues ‘

EMR Scope of Practice (Continued):
e Other Skills

O Burn Care (See Burns (Thermal) Protocol — Adult 4.0A or Burns (Thermal) Protocol —
Pediatric 4.0P.)

O Childbirth (See Obstetrical Emergencies Protocol 2.15)

O Cold/ Hot Pack (See Musculoskeletal Injuries Protocol — Adult & Pediatric 4.3.)

O Cervical and Spinal Motion Restriction — Manual Stabilization Only (See Spinal Trauma
Protocol 4.5.)

O Extremity Hemorrhage (See Musculoskeletal Injuries Protocol 4.3 and Tourniquet Application
Procedure 6.17.)

O Nalaxone Administration (See Poisoning/Substance Abuse/Overdose — Adult 2.17A &
Pediatric 2.17P.)

O Nerve Agent Autoinjectors (See Nerve Agent/Organophosphate Poisoning Protocol — Adult
2.12A or Nerve Agent/Organophosphate Poisoning Protocol — Pediatric 2.12P.)

O Splinting — Manual Stabilization Only (See Musculoskeletal Injuries Protocol — Adult &
Pediatric 4.3.)

O Wound Care (See Musculoskeletal Injuries Protocol — Adult & Pediatric 4.3.)

Respiratory Reference Tables

Bag-Valve Ventilation Rates
Patient Basic Airway Supraglottic/ETT*
Adult 12 — 20 breaths per minute 8 — 10 breaths per minute
Child 12 — 20 breaths per minute 8 — 10 breaths per minute
Infant 20 — 30 breaths per minute 8 — 10 breaths per minute
Cmegenc Medica Srvoes kor G

* Ventilation rates should be titrated to goal EtCO,, if available, or patient conditions (e.g. severe
asthma, aspirin overdose, traumatic brain injury).

Pediatric Respiratory Distress Pediatric Respiratory Failure

e Hallmarks of respiratory failure are respiratory rate less than
20 breaths per minute for children<6 years old; less than
12 breaths per minute for children<16 years old; and >60

®  Able to maintain adequate oxygenation by using extra
effort to move air.

®  Symptoms include increased respiratory rate, sniffing breaths per minutes for any child; cyanosis, marked
position, nasal flaring, abnormal breath sounds, head tachycardia or bradycardia, poor peripheral perfusion
bobbing, intercostal retractions, mild tachycardia. decreased muscle tone, and depressed mental status.

Respiratory distress in children and infants must be promptly recognized and aggressively treated as patient may
decompensate quickly.

When a child tires and is unable to maintain adequate oxygenation, respiratory failure occurs and may
lead to cardiac arrest.

Connecticut OEMS in conjunction with CEMSMAC has taken_caution to ensure all information is accurate and in accordance
with professional standards'in effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or

modified without prior approval.
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1.2 Exception Protocol

“Exception Principle” of the Protocols

The Statewide Patient Care Protocols represent the best efforts of the EMS physicians and pre-
hospital providers of Connecticut to reflect the current state of out-of-hospital emergency
medical care, and as such should serve as the basis for such treatment.

For situations covered by existing protocols, providers are expected to operate under those
protocols. This exception protocol may not be used to circumvent protocols or directives
of the Medical Advisory Committee. We recognize, though, that on rare occasion good
medical practice and the needs of patient care may require actions not otherwise authorized by
these protocols, as no protocol can anticipate every clinical situation. In those circumstances,
under this Exception Principle, EMS personnel are authorized to take actions not otherwise
explicitly authorized under these protocols provided that:

1. Such action is within their current EMS certification, licensure level, and scope of practice,

AND
2. They have obtained the approval of direct medical oversight.

This exception is intended only to be used when unanticipated clinical situations arise. This
Exception Principle is not intended to cover advancements in medical science or emerging
changes or improvements to existing protocols. These advancements should be evaluated
based on the best available evidence under our existing process for protocols review. For
example, providers who believe that intra-cardiac arrest cooling has beneficial effects may not
implement that action under the Exception Principle. They should instead submit their desire to
see the existing protocols modified in the next protocols cycle to the protocols subcommittee of
the Medical Advisory Committee.

Where a patient has a medical condition that cannot be appropriately treated under the existing
protocols, and has provided the provider with a written treatment plan prepared by the patient’s
physician and approved by the provider’'s direct medical oversight, the provider may perform the
treatments prescribed in the treatment plan provided they are within their level and scope of
practice. This specific instance would not require contact with direct medical oversight.

Actions taken under this policy are considered to be appropriate and within the scope of the
protocols. The EMS provider shall provide a written notification pertaining to the action taken
describing the events including the patient’s condition and treatment given, and referencing the
EMS Incident Report. This report must be filed with the Sponsor Hospital’'s EMS Medical
Director, Hospital EMS Coordinator, and Office of EMS at: dph.oems@ct.gov within 48 hours of
the event. Use of this protocol must be documented in the Patient Care Report.

Connecticut OEMS in conjunction with CEMSMAC has taken_caution to ensure all information is accurate and in accordance
with professional standards'in effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or

modified without prior approval.
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Abdominal Pain (Non-Traumatic) 2 0A
Adult '

G ORDERS - ADULT
¢ Routine Patient Care.
¢ If equipped and per sponsor hospital recommendations, for patients >30 years
and older with upper abdominal or epigastric pain/heartburn, acquire and
transmit a 12-lead EKG - see 12-Lead Acquisition Protocol 6.0.
e Vaginal bleeding or suspected pregnancy see, Obstetrical/Gynecological
Emergencies Protocol 2.15.
ADVANCED EMT STANDING ORDERS - ADULT
A e |[f patient is hypotensive, treat according to Shock — Non-traumatic Protocol
2.20.
STANDING ORDER - ADULT
e See Pain Management Protocol 2.16A.
e See Nausea/Vomiting Protocol 2.11.
e Assess and monitor cardiac rhythm.
/Abd - - N
ominal Physical Assessment
e Gently palpate for tenderness, rebound tenderness, distention, rigidity, guarding and/or
masses.
e Palpate flank for CVA (costovertebral angle) tenderness. =2
e An acute abdomen is rigid with guarding, distention, and diffuse tenderness and may g_ o
indicate a surgical emergency. 3 @
e Common causes of acute abdominal pain may be appendicitis, cholecystitis, bowel 9
perforation, diverticulitis, abdominal aortic aneurysm, ectopic pregnancy, pelvic N
S inflammatory disease or pancreatitis. ) g
( PEARLS: A
e |t is important to remember that abdominal pain can be caused by a number of different
disease processes. Pain may originate from the esophagus, stomach, intestinal tract, liver,
pancreas, spleen, kidneys, male or female reproductive organs or bladder. Referred pain
from the chest may involve the heart, lungs and pleura.
e Patients with abdominal pain and signs and symptoms of shock may have severe
electrolyte abnormalities. This may result in cardiac arrhythmias which can be life
threatening.
® Abdominal pain in women of child bearing age (12-50 years old) should be treated as an
ectopic pregnancy until proven otherwise.
® Myocardial infarction can present with abdominal pain especially in the diabetic and elderly.
¢ DKA may present with abdominal pain, nausea and vomiting. Check blood sugar.
e The diagnosis of abdominal aneurysm should be considered with abdominal pain in patients
over 50 years old.
e Pregnant patients, including those in active labor, may receive opiates if indicated.
e Care should be taken to avoid maternal hypoventilation as resultant hypoxia may be
harmful to the fetus.
e Closely monitor any patient receiving opioids for sedation.
e Be certain to accurately and effectively communicate information regarding EMS opioid
\ administration to receiving medical staff. )

Connecticut OEMS in conjunction with CEMSMAC has taken extreme caution to ensure all information is accurate and in
accordance with professional standards in effect at the time of publication. These protocols, policies, or procedures MAY NOT

BE altered or modified without prior approval. 17



21 Adrenal Insufficiency
' Adult & Pediatric

ING ORDERS - ADULT & PEDIATRIC

e Routine Patient Care.

e |dentify and treat the underlying condition.
e Consider paramedic intercept.

ADVANCED EMT STANDING ORDERS - ADULT & PEDIATRIC

e Assist the patient/caregiver in giving the patient his or her own medications, as
prescribed.

STANDING ORDER - ADULT & PEDIATRIC

Stress Dose:

e Adult: History of adrenal insufficiency; administer hydrocortisone 100mg 1V/IO/IM.
OR Methylprednisolone 125 mg IV/IO/IM

Pediatric: History of adrenal insufficiency; administer hydrocortisone 2mg/kg, to a
maximum of 100 mg IV/IO/IM OR Methylprednisolone 2 mg/kg IV/IO/IM up to a
maximum dose of 125mg.

If signs of shock are present treat per: Shock Non-Traumatic Protocol 2.20.

L°C IeJIP9aN

( PEARLS: ) ( PEARLS: A
Adrenal insufficiency results when the body does A “stress dose” of hydrocortisone should be
not produce the essential life-sustaining hormones given to patients with known chronic adrenal
cortisol and aldosterone, which are vital to insufficiency who have the following illnesses/
maintaining blood pressure, cardiac contractility, injuries:
water, and salt balance. e Shock (any cause).

Chrolr;ic a(:rena(;_ir_wsufficiency can be caused by a e Fever >100.4°F and ill-appearing.
number of conditions: .
e  Multi-system trauma.
e Congenital or acquired disorders of the adrenal y
gland. e Drowning.
e Congenital or acquired disorders of the pituitary * Enwronmeptal hyperthermia or
gland. hypothermia.
e Long-term use of steroids (COPD, asthma, * Multl_p_le IorTg-bone fractures._
rheumatoid arthritis, and transplant patients). * Vomiting/diarrhea accompanied by
Acute adrenal insufficiency can result in refractory dehydration.
shock or death in patients on a maintenance dose of e Respiratory distress.
hydrocortisone (SoluCortef)/prednisone who e 2nd or 3rd degree burns >5% BSA
experience illness or trauma and are not given a e RSI (Etomidate may precipitate adrenal
stress dose and, as necessary, supplemental doses crisis)
\_of hydrocortisone. JAN ' )

Connecticut OEMS in conjunction with CEMSMAC has taken_caution to ensure all information is accurate and in accordance
with professional standards'in effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or
modified without prior approval.



Allergic Reaction/Anaphylaxis 2 2A

Adult

G ORDERS

e Routine Patient Care.

e For anaphylaxis, administer adult epinephrine autoinjector (EpiPen) 0.3mg IM in
the lateral thigh.

e For patient who has a history of anaphylactic reaction and prescribed EpiPen,
consider immediate administration of an EpiPen. N

e For additional dosing, contact Direct Medical Oversight.

e For nausea of vomiting see Nausea/Vomiting Protocol 2.11.

Do not delay transport.

ADVANCED EMT STANDING ORDERS

e For anaphylaxis:
0 Administer adult epinephrine autoinjector (preferred) OR
ﬁ If operating under 2007 Scope of Practice

0 Epinephrine 1mg/ml (1:1,000) 0.3mg (0.3ml) IM. May repeat
epinephrine 0.3mg IM, every 5 minutes (3 doses total).
0 Consider the administration of albuterol 2.5mg via nebulizer. Repeat
albuterol 2.5mg, every 5 minutes (4 doses total) via nebulizer.
e For signs of shock consider fluid per Shock — Non-Traumatic Protocol 2.20.

STANDING ORDERS
e Continue Epinephrine 1 mg/ml (1:1,000) 0.3 mg (0.3 ml) IM every 5 minutes until

signs/symptoms resolve.
After Epinephrine has been administered or for isolated skin symptoms of

allergic reaction consider:
0 Diphenhydramine 25 — 50mg IV/IO/IM.
0 If the patient presents with hives consider Famotidine (Pepcid) 20 mg IV/10.
e For anaphylaxis refractory, after 3 or more doses of IM epinephrine, (e.g.
persistent hemodynamic compromise, brochospasm), consider:
0 Epinephrine infusion 2-10micrograms/minute until symptoms resolve.

CAUTION: Epinephrine is available in different routes and concentrations.
Providers are advised to re-check the dosing and concentration prior to administration.

AN

In anaphylaxis, epinephrine should not be delayed by taking the time to administer
second-line medications such as diphenhydramine

AN

( PEARLS:
Allergic reactions are commonly a response to an allergen involving the skin. Anaphylaxis is
defined as: Hypotension or respiratory compromise with known allergen exposure or acute
onset of symptoms with two of more of the following:
e Respiratory compromise: (dyspnea, wheezing, stridor)

Angioedema or facial/lip/tongue swelling

Widespread hives, itching, swelling

Persistent gastrointestinal involvement (vomiting, diarrhea, abdominal pain)

Altered mental status, syncope, cyanosis, delayed capillary refill, or decreased level of

consciousness associated with known/suspected allergenic exposure

Signs of shock )

Connecticut OEMS in conjunction with CEMSMAC has taken_caution to ensure all information is accurate and in
modified without prior approval.

accordance
with professional standards’in effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or
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Allergic Reaction/Anaphylaxis
Pediatric

2.2P

G ORDERS
e Routine Patient Care.
e For anaphylaxis administer:
0 Pediatric Epinephrine autoinjector (EpiPen Jr) 0.15 mg IM in the lateral
thigh if less then 25 kg.
O Adult Epinephrine autoinjector (EpiPen) 0.3 mg IM in lateral thigh if 25 kg or
greater.
e For patient who has a history of anaphylactic reaction and prescribed EpiPen,
consider immediate administration of an EpiPen.
e For additional dosing, contact Direct Medical Oversight.
e For nausea of vomiting see Nausea/Vomiting Protocol 2.11.
e Do not delay transport.

ADVANCED EMT STANDING ORDERS
e For anaphylaxis: Epinephrine autoinjector’s as described above (preferred)

OR If operating under 2007 Scope of Practice
0 Epinephrine 0.01 (1:10,000) mg/kg IM, lateral thigh preferred.
A (Maximum single dose of 0.3 mg). Repeat Epinephrine 0.01 (1:10,000)
mg/kg IM, every 5 minutes until signs and symptoms resolve.
0 Consider the administration of albuterol 2.5mg via nebulizer. Repeat
albuterol 2.5mg, every 5 minutes (4 doses total) via nebulizer.
e For signs of shock consider fluid per Shock — Non-Traumatic Protocol 2.20.

STANDING ORDERS
After Epinephrine has been administered or for isolated skin symptoms of
allergic reaction consider:
0 Diphenhydramine 1.25 mg/kg by mouth OR
0 Diphenhydramine 1 mg/kg IV/IO/IM (Maximum dose 50 mg).
e For anaphylaxis refractory, after 3 or more doses of IM epinephrine, (e.g.
persistent hemodynamic compromise, brochospasm), consider:
0 Epinephrine infusion 0.1 — 2 micrograms/kg/minute, start low and
titrate to effect. No maximum dosage.

dZ ¢ IedIpa2N

=
CAUTION: Epinephrine is available in different routes and concentrations.
Providers are advised to re-check the dosing and concentration prior to administration.
In anaphylaxis, epinephrine should not be delayed by taking the time to administer
second-line medications such as diphenhydramine
%
<

(PEARLS:
Allergic reactions are commonly a response to an allergen involving the skin. Anaphylaxis is
defined as: Hypotension or respiratory compromise with known allergen exposure or acute
onset of symptoms with two of more of the following:
e Respiratory compromise: (dyspnea, wheezing, stridor)
Angioedema or facial/lip/tongue swelling
Widespread hives, itching, swelling
Persistent gastrointestinal involvement (vomiting, diarrhea, abdominal pain)
Altered mental status, syncope, cyanosis, delayed capillary refill, or decreased level of
consciousness associated with known/suspected allergenic exposure
\.® Signs of shock Y,
Connecticut OEMS in conjunction with CEMSMAC has taken_caution to ensure all information is accurate and in accordance

with professional standards’in effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or
modified without prior approval.




Brief Resolved Unexplained 23
Event (BRUE)- (previously ALTE) '

ANCED/PARAMEDIC STANDING ORDERS
e Obtain a history of present iliness.

0 Who observed the event?

0 Determine the severity, nature, and duration of the episode.

0 Was the patient awake or sleeping at the time of the episode?
0 Include details of the resuscitation, if applicable.

e Obtain a past history of prior similar event; chronic disease (including seizures),
current or recent infection, gastroesophageal reflux, recent trauma, medications, new
or different mixture of formula.

0 Was child born pre-term or near-term?
e Perform a comprehensive physical exam including neurological assessment.
e Keep the child warm and transport to hospital.

e Contact Direct Medical Oversight for assistance if the parent/guardian refuses
medical care and/or transport.

€°¢C IedIpaiN

(PEARLS: h

®* A BRUE involves a frightening episode in a child less than 2 years old and involves some
combination of apnea, color change to cyanosis, limpness, or choking.

® Non-accidental trauma should always be considered in an infant who presents with
BRUE.

® Note: Although children who experience BRUE may have a normal physical exam upon
assessment by pre-hospital personnel, they should be transported to the emergency
department for further assessment and treatment as they often have a serious underlying
condition. Assume history provided by the family/witness is accurate.

Connecticut OEMS in conjunction with CEMSMAC has taken_caution to ensure all information is accurate and in accordance
with professional standards’in effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or
modified without prior approval.
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24A  Asthma, COPD, RAD - Adult

ING ORDERS

e Routine Patient Care.

e Attempt to keep oxygen saturation = 94% (90% in COPD); increase the oxygen
rate with caution and observe for fatigue, decreased mentation, and respiratory
failure.

e Assist the patient with their metered dose inhaler (MDI): 4 - 6 puffs.

0 May repeat every 5 minutes as needed.
0 MDI containing either albuterol, levalbuterol, or a combination of albuterol/
ipratropium bromide.

e For patients who do not respond to treatments, or for impending respiratory
failure, if available with sponsor hospital training and approval consider:

0 CPAP up to a maximum of 10cm H,O pressure support.

ADVANCED EMT STANDING ORDERS
**If operating under 2007 National Scope of Practice
e Consider DuoNeb unit dose OR albuterol 2.5 mg and ipratropium bromide 0.5

mg via nebulizer.
A e Consider additional DuoNeb, may repeat every 5 minutes (3 doses total).
e Consider albuterol 2.5 mg via nebulizer every 5 minutes, as needed.
e For patients who do not respond to treatments, or for impending respiratory
failure, consider:
0 CPAP up to a maximum of 10cm H,O pressure support.

STANDING ORDERS

Consider:

e Levalbuterol 1.25mg via nebulizer, repeat every 20 minutes (4 doses total).
Consider:

e Dexamethasone 10 mg IV/IO or by mouth OR

e Methylprednisolone 125 mg IV/IO.

For patients who do not respond to treatments, or for impending respiratory failure,
consider:

e Epinephrine 1 mg/ml (1:1,000) 0.3 mg (0.3 ml) IM, lateral thigh preferred.

e Magnesium sulfate 2 grams in 100ml NS given IV/IO over 10 minutes.

PEARLS:

airflow and make breathing difficult. Emphysema and chronic bronchitis are the two most
common conditions that make up COPD.

narrowing due to the external stimulation.
¢ Beware of patients with a “silent chest” as this may indicate severe bronchospasm and
L impending respiratory failure.

e Chronic Obstructive Pulmonary Disease (COPD) refers to a group of lung diseases that block

¢ Reactive Airway Disease (RAD) refers to a group of conditions that include reversible airway

~

Connecticut OEMS in conjunction with CEMSMAC has taken_caution to ensure all information is accurate and in accordance
with professional standards'in effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or

modified without prior approval.



Asthma, Bronchiolitis, Croup - Pediatric 2.4P

NCHIOLITIS, CROUP — EMT STANDING ORDERS

e Routine Patient Care.

e Attempt to keep oxygen saturation = 94%; increase the oxygen rate with caution and
observe for fatigue, decreased mentation, and respiratory failure.

e Assist the patient with his/her metered dose inhaler (MDI): 4 - 6 puffs.

O May repeat every 5 minutes as needed.
O MDI containing either albuterol, levalbuterol, or a combination of albuterol/ipratropium bromide

® For patients < 2 who present with increased work of breathing and rhinnorhea, provide nasal
suctioning with saline drops and bulb syringe.

ASTHMA — ADVANCED EMT STANDING ORDERS
If operating under 2009 National Scope of Practice
e Consider unit dose DuoNeb OR albuterol 2.5 mg and ipatropium bromide
0.5 mg via nebulizer
v e Consider additional DuoNeb, may repeat every 5 minutes (3 doses total)
Wheezing | ves e Consider albuterol 2.5 mg via nebulizer every 5 minutes, as needed.
2 2 years For patients who do not respond to treatments, or for impending respiratory
or history failure, consider: CPAP, See CPAP 5.2 Procedure.
o 2z RAMEDIC STANDING ORDERS
NO Consider:
e Dexamethasone 0.6 mg/kg PO/IM/IV (PO preferred), maximum 10 mg OR
e Methylprednisolone 2 mg/kg IV/IO/IM, maximum 125 mg.
For patients who do not respond to treatment or for impending respiratory
failure, consider:
® Magnesium sulfate 40 mgkg in 100 ml nomal saline VIO over 20 minutes
e Epinephrine 1 mg/ml (1:1,000) 0.01 mgkg (0.01 mLkg) IM. (Maximum dose <25 kg is
0.15mgor>25kgis 0.3 mg)
Wheezing |, o IS — PARAMEDIC STANDING ORDERS
<2 years For patients who do not respond to suctioning or for impeding respiratory
old failure, consider:
e nebulized racemic epinephrine 0.5 ml of 2.25% (11.25mg) OR
NO e nebulized epinephrine, 5 mg of 1mg/ml (1:1,000).
MEDIC STANDING ORDERS
EET Consider:
stridor or | YES omg)gﬁrrrlle’;h;?;)gne 0.6 mg/kg by mouth or IM/IV/IO (by mouth preferred)
ximu .
Py Croup with stridor at rest, consider:
cough ® nebulized racemic epinephrine 0.5 ml of 2.25% (11.25mg) OR

e nebulized epinephrine, 5 mg of 1mg/ml (1:1,000).

r ( Child with a “silent chest” may have severe bronchospasm with impending respiratory failure.)
' PEARLS: b
e For suspected Epiglottitis:
e Transport the patient in an upright position and limit your assessment and interventions
e Bronchiolitis:
¢ Incidence peaks in 2-6 month old infants.
e Frequent history of low-grade fever, runny nose, and sneezing.
e Signs and symptoms include: tachypnea, rhinorrhea, wheezes and / or crackles.
e Croup:
¢ Incidence peaks in children over age 6 months.
* Signs and symptoms include: hoarseness, barking cough, inspiratory stridor, signs of respiratory distress.
e Avoid procedures that will distress child with severe croup and stridor at rest. J

Caonnecticut OEMS in .con#'unction with CEMSMAC has taken caution to ensure all information is accurate and in accordance with
professional standards in effect at the time of publication, These protocols, policies, or procedures MAY NOT BE altered or modified

without prior approval.
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Behavioral Emergencies
Adult & Pediatric

CED STANDING ORDERS- ADULT & PEDIATRIC

Routine Patient Care.

Approach patient using the SAFER Model.

Observe and record the patient’s behavior.

Consider associated domestic violence or child abuse, see Response to

Domestic Violence Procedure 6.13.

e Determine if patient is under the care of mental health professionals and
record contact information.

e Assess for risk to self and others. Ask patient directly if he is thinking about
hurting self or others.

e A patient who is a danger to self or others may not refuse care. If patient
refuses care, contact police if unable to convince patient to be transported.
(Refer to Police Custody Procedure 6.11 and/or Refusal of Care Procedure
6.14)

e [f the patient does not appear to be an immediate threat to self or others and
refuses transport:

0 Encourage patient to seek mental health evaluation.
0 Avoid leaving the patient alone, if possible. Assist in contacting
responsible family/friend.

For patient with suspected Excited/Agitated Delirium:

e Treat hyperthermia, see Hyperthermia Protocol 2.8.

e Monitor cardiac activity and oxygen levels.

C STAND ORDERS - ADULT

G ¢ IedIpaiN

See Restraints Procedure 6.14

SAFER Model

Stabilize the situation by lowering stimuli, including voice.

Assess and acknowledge crisis by validating patient’s feelings and not minimizing them.
Facilitate identification and activation of resources (clergy, family, friends, or police).

Encourage patient to use resources and take actions in his/her best interest.

Recovery/referral - leave patient in the care of a responsible person, professional or transport to
appropriate medical facility. Do not leave the patient alone when EMS clears the scene.

Amm>wm

Connecticut OEMS in conjunction with CEMSMAC has taken_caution to ensure all information is accurate and in accordance
with professional standards'in effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or
modified without prior approval.



Childbirth 2.6

ANCED EMT STANDING ORDERS
Routine Patient Care
e Determine if signs of imminent delivery are present.
e EXxpose as necessary to assess for bleeding/discharge, crowning,
prolapsed cord, breech, limb presentation
e Do not digitally examine or insert anything into the vagina.
0 Exceptions: fingers may be inserted to manage baby’s airway in
breech presentation or to treat prolapsed or nuchal cord
e Place mother in left-lateral recumbent position except as noted:
o Prolapsed cord:
= Knee-chest position or Trendelenberg position.
= Support infant head or body to permit blood flow through cord.
e |If presenting part is not baby’s head, cord is prolapsed or unable to
unwrap nuchal cord, contact Direct Medical Oversight and immediately
transport to nearest appropriate hospital per local OB diversion protocol.

Delivery:

e Slow, controlled delivery of head; apply gentle perineal pressure.

e |f umbilical cord is wrapped around child’s neck, gently unwrap prior to
delivery.

e Following delivery, follow Newborn Care Protocol 2.13

e After cord stops pulsating, double clamp cord 10-12 inches from abdomen
and cut between clamps.

e Allow spontaneous delivery of placenta; do not apply traction to umbilical
cord.

e Do not delay transport for delivery of placenta. Massage uterus in transit
to encourage placenta delivery.

e |If placenta delivers, package for hospital staff.

pPaN

9'Z |ea!

Post Partum Care:

e Assess for hemorrhage. See Shock — Non-Traumatic Protocol 2.20.
e Massage abdominal wall overlying uterine fundus until firm.
TANDING ORDERS

e Active seizures — See Seizures Protocol 2.18A.

(" PEARLS: h
OB Asessment: Notify Direct Medical Oversight if: o\ Signs of imminent delivery:
e Length of pregnancy e Prepartum hemorrhage e Urge to move bowels
*  Number of pregnancies e Postpartum hemorrhage \) e Urge to push
e  Number of viable births e Breech presentation e Crowning
e Last menstrual period e Limb presentation
. E:Jeengiaatlecare ® Tuchal cord
[ ]
e Number of expected babies * Prolapsed cord
e Drug use
\_ )

Connecticut OEMS in conjunction with CEMSMAC has taken caution to ensure all information is accurate and in accordance with
professional standards in effect at the time of publlcatlon,tr'[hetse protocols, ploI|C|es, or procedures MAY NOT BE altered or modified
without prior approval.



2.7 Hyperglycemia — Adult & Pediatric

Hyperglycemia is defined as blood glucose greater than or equal to 250 mg/dL with associated
signs and symptoms.

NG ORDERS - ADULT & PEDIATRIC

¢ Routine Patient Care
e Obtain glucose reading if available.

ADVANCED EMT/PARAMEDIC STANDING ORDERS - ADULT & PEDIATRIC

e ADULT: Administer 500 ml bolus of normal saline, then 250
e ml/hr Pediatric: Administer 10 ml/kg bolus of normal saline.
0 May repeat fluid bolus two times for a total of 3 fluid boluses, not
to exceed adult volume of 500 ml.
o For nausea/vomiting, see Nausea Protocol 2.11.

Note: Reassess patient between each bolus for improving clinical signs and signs of
volume overload (rales, increased work of breathing, or increased oxygen requirements).

L C 1edIpaiN

PEARLS:

o Diabetic Ketoacidosis is a life threatening emergency defined as uncontrolled hyperglycemia
with the signs and symptoms of ketoacidosis.

¢ Signs and symptoms of Diabetic Ketoacidosis include uncontrolled blood glucose greater than
or equal to 250 mg/dL, weakness, altered mental status, abdominal pain, nausea, and
vomiting, polyuria (excessive urination), polydipsia (excessive thirst), a fruity odor on the
breath (from ketones), and tachypnea.

e Common causes of Diabetic Ketoacidosis include infection, acute coronary syndrome, and
medication non-compliance.

¢ Hyperglycemic Hyperosmolar Nonketotic Syndrome (HHNS) is characterized by blood glucose
levels greater than 600 mg/dL and profound dehydration without significant ketoacidosis.
Most patients present with severe dehydration and focal or global neurological deficits e.g.
coma, altered mental status.

e Hyperglycemia may be detrimental to patients at risk for cerebral ischemia such as victims of
stroke, cardiac arrest, and head trauma.

Connecticut OEMS in conjunction with CEMSMAC has taken_caution to ensure all information is accurate and in accordance
with professional standards'in effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or
modified without prior approval.




Hyperthermia — Adult & Pediatric 2.8

G ORDERS- ADULT & PEDIATRIC

Routine Patient Care.

Move victim to a cool area and shield from the sun or any external heat source.

Remove as much clothing as is practical and loosen any restrictive garments.

If alert and oriented, give small sips of cool liquids.

Monitor and record vital signs and level of consciousness.

If temperature is >104°F (40°C) or if altered mental status is present, begin

active cooling by:

0 Continually misting the exposed skin with tepid water while fanning the
victim (most effective).

0 Truncal ice packs and wet towels/sheets may be used, but are less effective
than evaporation.

0 Discontinue active cooling when the patient reaches 101.5 °F (38.5 °C) or if
shivering occurs and cannot be managed by paramedics (see below).

ADVANCED EMT STANDING ORDERS - ADULT & PEDIATRIC

e ADULT: Consider 500 ml normal saline IV fluid bolus for dehydration even if
A vital signs are normal.
e PEDIATRIC: Consider 10 — 20 ml/kg normal saline 1V fluid bolus for
dehydration even if vital signs are normal.

STANDING ORDERS- ADULT

e If uncontrolled shivering occurs during cooling:
0 Midazolam 2.5 mg IV/IO/IN, may repeat once in 5 minutes or; 5 mg IM may
repeat once in 10 minutes OR
0 Lorazepam 1mg IV/IO, may repeat once in 5 minutes or; 2 mg IM, may
repeat once in 10 minutes OR
0 Diazepam 2 mg IV/IO, may repeat once in 5 minutes

e Consider 10 — 20ml/kg normal saline 1V/1O fluid bolus for dehydration even if
vital signs are normal.

STANDING ORDERS- PEDIATRIC

e If uncontrolled shivering occurs during cooling:
0 Midazolam 0.1 mg/kg IV/IO/IM or 0.2 mg/kg IN (single maximum dose 1mg);
Note: a 5 mg/ml concentration is recommended for IN administration), OR
0 Lorazepam 0.1 mg/kg IV/IO/IM (single maximum dose 1 mg), OR
0 Diazepam 0.2 mg/kg IV/IO or 0.5 mg/kg rectal (single maximum dose 2mg
IV/10 or 4 mg rectal)

~

AN

PEARLS:

e Exertional hyperthermic patients may be significantly dehydrated, and may require repeat fluid
boluses.

¢ Immersion cooling is the most effective method to lower core body temperature if proper

\_ resources are available.

[Hyperthermia:

Elevated temperature may be due to environmental exposure, pharmacologic agents, or excited
(agitated) delirium, see Behavioral Emergencies Protocol 2.5. Mortality and morbidity are directly
Krelated to the length of time the victim is subject to the heat stress.

)

Connecticut OEMS in conjunction with CEMSMAC has taken_caution to ensure all information is accurate and in accordance
with professional standards'in effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or

modified without prior approval.
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2.9A Hypoglycemia — Adult

Hypoglycemia is defined as blood glucose <70 mg/dL with associated altered mental status, GCS <15.

NG ORDERS - ADULT

¢ Routine Patient Care
e Obtain glucose reading if available.
e Oral glucose: administer commercially prepared glucose gel or equivalent.
0 Hypoglycemic patients must be alert enough to swallow and protect
airway.
e For patients with an insulin pump who are hypoglycemic with associated
altered mental status (GCS <15):
o Stop the pump, disconnect or remove at insertion site if patient cannot
ingest oral glucose or ALS is not available.
0 Leave the pump connected and running if able to ingest oral glucose or
receive ALS interventions.
¢ Contact Direct Medical Oversight for patients requesting refusal. See
Refusal of Care Protocol 6.12 for exception to high-risk criteria.

ADVANCED EMT/PARAMEDIC STANDING ORDERS - ADULT
** AEMTS must be practicing under 2007 National Scope of Practice **
e Administer dextrose 10% IV/IO via premixed infusion bag (preferred) or
prefilled syringe until mental status returns to baseline and glucose level is
A >70 mg/dL or to a maximum of 25 grams (250mL).
e May repeat if glucose level is <70 mg/dL with continued altered mental
status.
e |If unable to establish IV/IO access, administer glucagon 1 mg IM or
Glucapen 1 mg IM.
0 Recheck glucose 15 minutes after administration of glucagon.
o0 May repeat glucagon 1 mg IM if glucose level is <70 mg/dL with
continued altered mental status.

V6°2 1e91P9SIN

patients with severe altered mental status or active seizures and |V access cannot

\r, Intraosseous (10) administration of dextrose should be reserved for hypoglycemic
be obtained.

(PEARLS:

e There are no statistically significant differences in the median recovery time to a GCS score of 15 following
administration of D10% versus D50%. D10% may benefit patients by decreasing the likelihood of post-
treatment hyperglycemia and reducing the likelihood of extravasation injury.

e Causes of hypoglycemia include medication misuse or overdose, missed meal, infection, cardiovascular insults
(e.g., myocardial infarction, arrhythmia), or changes in activity (e.g., exercise).

e Sulfonylureas (e.g., glyburide, glipizide) have long half-lives ranging from 12-60 hours. Patients with corrected
hypoglycemia who are taking these agents are at particular risk for recurrent symptoms and frequently require
hospital admission.

e Encourage patients who refuse transport after improvement of GCS and are back to baseline to consume
complex carbohydrates (15 grams) and protein (12 — 15 grams) such as peanut butter toast, mixed nuts, milk
or cheese to stabilize blood sugar.

e Hypoglycemia may be detrimental to patients at risk for cerebral ischemia, such as victims of stroke, cardiac
arrest, and head trauma.

\° Providers are encouraged to administer additional dosages while transporting to the Emergency Department. )

Connecticut OEMS in _con#mction with CEMSMAC has taken caution to ensure all information is accurate and in accordance with
professional standards in effect at the time of publlcatlon,.t;hetse protocols, p|0I|C|es, or procedures MAY NOT BE altered or modified
without prior approval.



Hypoglycemia — Pediatric 2.9P

NG ORDERS
e Routine Patient Care

e Obtain glucose reading if available.
e Oral glucose: administer commercially prepared glucose gel or
equivalent.
o Hypoglycemic patients must be alert enough to swallow and protect
airway.
e For patients with an insulin pump who are hypoglycemic with associated
altered mental status (GCS <15):
o Stop the pump, disconnect or remove at insertion site if patient
cannot ingest oral glucose or ALS is not available.
o0 Leave the pump connected and running if able to ingest oral glucose
or receive ALS interventions.

ADVANCED EMT/PARAMEDIC STANDING ORDERS
** AEMTS must be practicing under 2007 National Scope of Practice **

e Administer dextrose 10% IV/IO via premixed infusion bag (preferred) or
A prefilled syringe until mental status returns to baseline and glucose
level is greater than 70 mg/dL or per Pediatric Color Coded Appendix 2
e |[f unable to establish IV/IO access:
e Patients less then 20 kg, give glucagon 0.5 mg IM or Glucapen Jr 0.5
mg IM.
e Patients equal to or greater then 20 kg, give glucagon 1 mg IM or
Glucapen 1 mg IM.

patients with severe altered mental status or active seizures and |V access cannot

r Intraosseous (10) administration of dextrose should be reserved for hypoglycemicﬁ
be obtained.

/

‘PEARLS: h

o Hypoglycemic emergency in pediatrics is defined as glucose <70 mg/dL with associated
altered mental status, GCS <15.

e There are no statistically significant differences in the median recovery time to a GCS score of
15 following administration of D10% versus D50%. D10% may benefit patients by decreasing
the likelihood of post-treatment hyperglycemia and reducing the likelihood of extravasation
injury.

e Causes of hypoglycemia include medication misuse or overdose, missed meal, infection,
cardiovascular insults (e.g., myocardial infarction, arrhythmia), or changes in activity (e.g.,
exercise).

e Sulfonylureas (e.g., glyburide, glipizide) have long half-lives ranging from 12-60 hours.

Patients with corrected hypoglycemia who are taking these agents are at particular risk for
recurrent symptoms and frequently require hospital admission.

o Encourage patients who refuse transport after improvement of GCS and are back to baseline
to consume complex carbohydrates (15 grams) and protein (12 — 15 grams) such as peanut
butter toast, mixed nuts, milk or cheese to stabilize blood sugar.

e Hypoglycemia may be detrimental to patients at risk for cerebral ischemia, such as victims of
stroke, cardiac arrest, and head trauma. Y,

Connecticut OEMS in conjunction with CEMSMAC has taken_caution to ensure all information is accurate and i
modified without prior approval.

¢ J ) S 19 L n accordance
with professional standards'in effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or
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2.10 Hypothermia — Adult & Pediatric

G ORDERS - ADULT & PEDIATRIC
¢ Routine Patient Care.

Avoid rough movement and excess activity.
Prevent further heat loss:
0 Insulate from the ground and shield from wind/water.
0 Move to a warm environment.
0 Gently remove any wet clothing and dry patient.
0 Cover with warm blankets. Cover the head and neck.
If unresponsive, obtain esophageal or rectal temperature, if feasible.
Obtain blood glucose, if available. If the blood glucose reading is <70mg/dl,
see Hypoglycemia Protocol 2.9A & Hypoglycemia Protocol 2.9P.
Maintain horizontal position.
Apply truncal warm packs.
Consider covering the patient’'s mouth and nose with a surgical mask to
prevent respiratory heat loss.
®* A minimum of 45 — 60 second assessment of respirations and pulse is
necessary to confirm respiratory arrest or cardiac arrest.
If pulse and breathing are present, continue re-warming techniques.
If pulse and breathing are absent, start CPR see Cardiac Arrest Protocols 3.2

ADVANCED EMT - ADULT ONLY
e  Warm IV normal saline 38°C - 42°C (101.4°F — 107.6°F) should be used

STANDING ORDERS — ADULT & PEDIATRIC

% e If pulse and breathing are absent and esophageal or rectal temperature is
o <32°C (89.6°F):
) 0 Continue CPR.
- 0 Give IV/IO medications based on dysrhytmia (consider increasing the
N dosing time to allow drugs to circulate).
3 0 Defibrillation as indicated.
STAGE: | Conscious, shivering
Core Temp: 3510 32°C
Treatment: Warm environment and clothing, warm sweet drinks, and active movement (if possible).
STAGE: I Impaired consciousness, not shivering
Core Temp: <32 to 28°C
Treatment: Cardiac monitoring, minimal and cautious movements to avoid arrhythmias, horizontal

position and immobilization, full-body insulation, active external and minimally invasive re-warming
techniques (warm environment; chemical, electrical, or forced-air heating packs or blankets; warm
parenteral fluids).

STAGE IIl: Unconscious, not shivering, vital signs present
Core Temp: <28 to 24°C
Treatment: HT Il management plus airway management as required; ECMO or CPB in cases with cardiac instability

that is refractory to medical management.

STAGE: IV No vital signs

Core Temp: <24°C

Treatment: HT Il and Ill management plus CPR and up to three doses of epinephrine (at an intravenous or
intraosseous dose of 1 mg) and defibrillation, with further dosing guided by clinical response; re-
warming with ECMO or CPB (if available) or CPR with active external and alternative internal re-
warming.

PEARLS:

Patients with severe frost bite injury may benefit from urgent treatment with IV TPA at a burn center.

Most digital thermometers will not read below 350C (950F).

Hypothermic patients are often significantly dehydrated, and may require repeat fluid boluses.

Transportation with continuing CPR may be justified if hypothermia is present or suspected.

Patients with Stage Ill or IV hypothermia may benefit from treatment at a facility capable of ExtraCorporeal Membrane
Oxygenation (ECMO) or CardioPulmonary Bypass (CPB).

Connecticut OEMS in conjunction with CEMSMAC has taken_caution to ensure all information is accurate and in accordance
with professional standards’in effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or
modified without prior approval.



Nausea/Vomiting
Adult & Pediatric

NG ORDERS- ADULT & PEDIATRIC

e Routine Patient Care.

2.11

ADVANCED EMT STANDING ORDERS- ADULT
e Consider 500 ml IV fluid bolus for dehydration even if vital signs

are normal.
o May repeat 250ml IV bolus if transport exceeds 15 minutes and
patient’s condition has not improved.

Note: Reassess patient between each bolus for improving clinical signs and signs of
volume overload (rales, increased work of breathing, or increased oxygen requirements).
STANDING ORDERS- ADULT

e Ondansetron 4 mg IV/IO/PO, OR
e Prochlorperazine 5 — 10 mg IV/IO, or 5 mg IM, OR
e Metoclopramide 5 — 10 Mg IV/IO/IM
o0 May repeat any of the above medications once after 10 minutes if
nausea/vomiting persists.

Antidote: For dystonic reactions caused by EMS administration of
prochlorperazine or metoclopramide:
e Administer diphenhydramine 25 — 50 mg IV/IO/IM.

STANDING ORDERS- PEDIATRIC

e Consider 10 — 20 ml/kg IV fluid bolus for dehydration even if vital signs
are normal.

e Ondansetron 0.15 mg/kg IV/IO (maximum single dose 4mg), OR

e If patient is 5 years of age or older: Ondanestron PO 4 mg

L2 IedIP9DIN

sess patient between each bolus for improving clinical signs and signs of
load (rales, increased work of breathing, or increased oxygen requirements).

PEARLS:

e To reduce incidence of dystonic reactions, administer prochlorperazine and
metoclopramide slowly, over 1-2 minutes.

e Use prochlorperazine with caution in women of child bearing ages.

Connecticut OEMS in conjunction with CEMSMAC has taken_caution to ensure all information is accurate and in accordance
with professional standards'in effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or

modified without prior approval. 31



Nerve Agents
Organophosphate Poisoning - Adult

2.12A

Y MEDICAL RESPONDER/EMT/ADVANCED EMT STANDING ORDERS

e Routine Patient Care.

e Assess for SLUDGEM (Salivation, Lacrimation, Urination, Defecation, Gastric
upset, Emesis, Muscle twitching/miosis (constricted pupils) and KILLER Bs
(Bradycardia, Bronchorrhea, Bronchospasm).

e Remove to cold zone after decontamination and monitor for symptoms.

e [ftrained and available antidotal therapy should be started as soon as
symptoms appear.

e All antidote auto-injections must be administered IM.

Determine dosing according to the following symptom assessment and guidelines.

Tag Signs & Symptoms of Autoinjector dose and Maintenance
Color SLUDGEM Monitoring Interval Dose

3 DuoDotes AND

Apnea, Convulsions,

B | Unconsciousness, Flaccid paralysis | | diazapam (10 mg) auto-
injector
Dyspnea, twitching, nausea, vomitin 1 DuoDote
N onting, y ’ 9| 1 DuoDote AND every hour for

YELLOW |Sweating, anxiety, confusion,
constricted pupils, restlessness,
weakness

GREEN | Asymptomatic, none Monitor every 10 — 15 minutes for evidence
of exposure.

Monitor every 10 minutes | 3 hours

STANDING ORDERS

e [f field conditions permit, initiate cardiac monitoring and consider the
administration of IV/IO medications if properly equipped and trained.
o If symptoms persist after the administration of 3 DuoDote kits:
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0 Atropine 2 mg IV/IO; double the dose and repeat every 5 minutes (i.e
4mg, the 8mg, etc.) until out of atropine or bronchorrhea ceases.

0 Pralidoxime 1 —2 gram IV/IO over 30 — 60 minutes

0 Diazepam 5 mg IV/IO every 5; or 10 mg IM or diazepam auto-injector (10
mg) every 10 minutes, as needed.

Instead of diazepam, may use either:

= Lorazepam 1 mg IV/IO may repeat once in 5, or 2 mg IM, may repeat once in
10 minutes, OR

= Midazolam 2.5 mg IV/IO/IN every 5 minutes; or 5 mg IM every 10 minutes as
needed

e |If actively seizing, see Seizures Adult Protocol 2.18A
DIRECT MEDICAL OVERSIGHT — MAY CONSIDER:

\ e Pralidoxime maintenance infusion: up to 500mg per hour (maximum of 12 grams/
day).

PEARLS:
e [f Atropine toxicity is observed, cease administration and treat as appropriate.

Connecticut OEMS in conjunction with CEMSMAC has taken_caution to ensure all information is accurate and in a
with professional standards in effect at the time of publication. These protocols, policies, or procedures MAY NOT B
modified without prior approval.

ccordance
E altered or




Nerve Agents Organophosphate

Poisoning - Pediatric

2.12P

CED EMT STANDING ORDERS

e Routine Patient Care.
e Assess for SLUDGEM (Salivation, Lacrimation, Urination, Defecation, Gastric
upset, Emesis, Muscle twitching/miosis (constricted pupils) and KILLER Bs

(Bradycardia, Bronchorrhea, Bronchospasm).
e Remove to cold zone after decontamination and monitor for symptoms.
e Antidotal therapy should be started as soon as symptoms appear if available,
equipped and trained
e All antidote auto-injections must be administered IM.
Determine dosing according to the following symptom assessment and protocols.

GREEN
(Pediatric)

SUES & Maintenance
Tag Color | Symptoms of | Autoinjector dose and Monitoring Interval Dose
SLUDGEM
Yes Age < 1 1 Peds Atropine Auto-Injector 1 Atropine Auto-
year (0.5mg) * Injector (0.5 mg)
RED Monitor every 3 minutes every3-5
(Pediatric)RviNs 1 Adult DuoDote minutes, as
Age>1 1\, it 3 minut needed.
year onitor every 3 minutes
No None

Monitor every 10 minutes for evidence of exposure.

*DuoDote may be used for pediatric patients < 1 year old in a life-threatening situation with
exposure symptoms when no pediatric doses of atropine or pralidoxime chloride are available.

STANDING ORDERS

e In the unlikely event that field conditions permit, and service is equipped and
trained, follow weight-based dosing and treatment protocols:
0 Initiate cardiac monitoring.
0 Establish IV/IO access.
0 Atropine 0.05 — 0.1 mg/kg IV/IO or IM (minimum dose of 0.1 mg, maximum
single dose 5 mg); repeat every 2 — 5 minutes as needed
0 Pralidoxime 25 — 50 mg/kg/doses IV/IO (maximum dose 1 gram) or IM

(maximum dose of 2 grams), may repeat within 30 — 60 minutes as needed,

then again every hour for 1 — 2 doses as needed.

0 Diazepam 0.3 mg/kg IV/IO (0.5 mg/kg per rectum) (maximum dose 10 mg),
repeat every 5 — 10 minutes as needed
Instead of diazepam, may use either:

= Lorazepam 0.1 mg/kg IV/IO/IM (maximum dose 4 mg), repeat every 5 —

10 minutes as needed, OR
Midazolam 0.2 mg/kg IM/IN/IV/1O, repeat every 5 — 10 minutes as

" needed.

DIRECT MEDICAL OVERSIGHT — MAY CONSIDER:

e Praxlidoxime maintenance infusion: 10 — 20 mg/kg/hr.

Connecticut OEMS in conjunction with CEMSMAC has taken_caution to ensure all information is accurate and in accordance
with professional standards'in effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or

modified without prior approval.
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213 Newborn Care

ED EMT/PARAMEDIC STANDING ORDERS

For newborns requiring resuscitation, see Newborn Resuscitation 2.14.

Routine Patient Care—dry, warm, position, stimulate.

Assess airway by positioning and clearing secretions (only if needed):

0 Place the newborn on back or side with head in a neutral or slightly
extended position.

0 Routine suctioning is discouraged even in the presence of meconium-
stained amniotic fluid. Suction oropharynx then nares only if the patient
exhibits respiratory depression and/or obstruction, see
Newborn Resuscitation Protocol 2.14.

e Clamp and cut the umbilical cord:

0 After initial assessment and after the cord stops pulsating.

0 Leave a minimum of 6 inches of cord.

E e Prevent heat loss by rapidly drying and warming:
/ 0 Remove wet linen, wrap newborn in blankets or silver swaddler/space
A blanket (preferred) and cover newborn’s head.
/ 0 Consider placing newborn skin-to-skin on the mother’s chest or abdomen.

P e Assess breathing by providing tactile stimulation:
0 Flick soles of feet and/or rub the newborn’s back.
0 If newborn is apneic or has gasping respirations, nasal flaring, or grunting,
proceed to Newborn Resuscitation Protocol 2.14.
e Asses circulation, heart rate, and skin color:
0 Evaluate heart rate by one of several methods:
= Auscultate apical beat with a stethoscope.
= Palpate the pulse by lightly grasping the base of the umbilical cord.
0 Ifthe pulse is <100 bpm and not increasing, proceed to
Newborn Resuscitation Protocol 2.14.
0 Assess skin color; examine trunk and face; and mucus membranes.
Record APGAR score at 1 minute and 5 minutes (see chart).
See Pediatric Color Coded Appendix A2 for vital signs.
When possible, transport newborn in child safety seat.
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APGAR Scale

Feature Evaluated 2 Points 1 Point 0 Points
Activity Active Movement Arms and legs flexed Limp or flaccid
(Muscle Tone) (Weak, some movement)
Pulse Over 100 bpm Below 100 bpm Absent
Grimace Cry, sneeze, cough, Grimace (some flexion of No reflexes
(Irritability/reflexes) active movement extremities)
Appearance . Body pink, Blue, pale
(Skin Color) Completely pink Extremities blue
Respiration Vigorous cry Slow, irregular, or gasping Absent

Full breaths breaths, weak cry

PEARLS:

e Newborn infants are prone to hypothermia which may lead to hypoglycemia, hypoxia and lethargy.
Aggressive warning techniques should be initiated including drying, swaddling, and warm blankets
covering body and head.

¢ Raise temperature in ambulance patient compartment.

Connecticut OEMS in conjunction with CEMSMAC has taken_caution to ensure all information is accurate and in accordance
with professional standards'in effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or
modified without prior approval.



Newborn Resuscitation 2.14

ED EMT STANDING ORDERS

Routine Patient Care—initial steps identified in Newborn Care Protocol 2.13.
For premature infants, consider additional warming techniques, including
wrapping the baby in food- or medical-grade plastic wrap.

e If the mouth or nose is obstructed or heavy secretions are present, suction
oropharynx then nares using a bulb syringe or mechanical suction using the
lowest pressure that effectively removes the secretions, not to exceed 120 mm
Hg.

e [f ventilations are inadequate, or if the chest fails to rise, or the heart rate is less
then 100, initiate positive pressure (bag-valve-mask) ventilations at 40 — 60
breaths per minute.

0 Note: resuscitation should be initiated with room air.

0 Inflation pressures should be individualized to achieve an increase in heart
rate or movement of the chest with each breath. Be aware that bag-valve-
mask pop-off valves may deliver inconsistent results.

e After 30 seconds of ventilations, assess heart rate:

0 Auscultate apical beat with a stethoscope or palpate the pulse by lightly
grasping the base of the umbilical cord.

For heart rate <100, reassess ventilatory technique and continue ventilations.

For heart rate <60 after attempts to correct ventilations:

0 Initiate CPR at a 3:1 ratio (for a range of 90 compression/minute and 30
ventilations/minute). Minimize interruptions. Reassess every 60 seconds; if
not improving, continue CPR with 100% oxygen until recovery of a normal
heart rate, then resume room air.

STANDING ORDERS

e [f meconium is present and the newborn is not vigorous (poor muscle tone,
weak respiratory effort, or hear rate <100 bpm), perform direct endotracheal
suctioning, via meconium aspirator.

e [f bag valve mask ventilation is inadequate or chest compressions are
indicated, consider intubating the baby using a 3.0mm - 4.0mm endotracheal
tube. (For an infant born before 28 weeks gestation, a 2.5mm endotracheal
tube should be used.)

0 Heart rate and EtCO, are the best indicators of whether the tube is properly
placed in the trachea.

e Establish IV/IO. Obtain blood sample if possible.

0 If hypovolemia is suspected, administer 10 mil/kg bolus over 5 — 10 minutes.
0 If the heart rate fails to improve with chest compressions, administer
epinephrine 0.1 mg/ml (1:10,000) 0.01 — 0.03 mg/kg IV/IO (0.1 — 0.3 ml/kg).
0 |V is preferred route for epinephrine—if there is a delay in establishing
access, may administer via ETT 0.05 to 0.1 mg/kg (0.1 mg/ml).
0 If glucose level is <70mg/dL:
= Administer dextrose per Pediatric Color Coded Appendix A2.
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PEARLS:
e ALS NOTES: Flush all meds with 0.5 to 1.0 ml normal saline or follow all ETT meds with
positive-pressure ventilation.

Connecticut OEMS in conjunction with CEMSMAC has taken_caution to ensure all information is accurate and in accordance
with professional standards'in effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or

modified without prior approval. 35



Obstetrical Emergencies 215

ARAMEDIC STANDING ORDERS
e Routine Patient Care.

e Obtain history.
0 Abdominal pain with associated symptoms (syncope, lightheadedness, nausea,
vomiting, fever).
0 Vaginal bleeding (onset, duration, quantity, syncope, lightheadedness).

e [f the patient is hypotensive, consider fluids per Shock — Non-Traumatic Protocol
2.20 (AEMT/Paramedics)

® For severe pain, consider analgesia; see Pain Management Protocol 2.16A

I / For Obstetrical Patients:
1%/ e 1% or 2" trimester or unknown pregnancy status: place patient in position of

comfort

e 3" trimester pregnancy (>28 weeks, if gestational age is known) place patient in left
lateral recumbent position.

¢ Visually inspect for crowning/presenting parts, see Childbirth Protocol 2.6. Do not
put fingers or hand inside vagina during assessment.

e |f gestational age known to be < 20 weeks, transport to closet hospital.

e Forimminent delivery (patient has strong urge to push) or medically unstable
mother, transport to closest hospital.

e |f gestational age is >20 weeks, contact Direct Medical Oversight and follow local
OB Diversion Protocol, if available.

e Consider ALS intercept.

(PEARL: h
The amount of bleeding is difficult to estimate. Menstrual pads hold between 5-15 mL depending on type of
pad. Maternity pads hold 100 mL when completely saturated. Chux pads hold 500 mL. Estimate the

@mount of bleeding by the number of saturated pads in the last 6 hours. y.
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Pre-Eclampsia/Eclampsia:
Pre-Eclampsia/Eclampsia is most commonly seen in the last 10 weeks of gestation, during labor, or up to

48 hours post-partum. It may also occur up to several weeks post-partum.

G ORDERS

e Routine patient care

e Ensure quiet environment, dim lights, limited use of siren
e |f pregnant, place patient in left lateral recumbent position.

ADVANCED EMT STANDING ORDERS

A e Establish vascular access.

STANDING ORDERS

For patients in the third trimester of pregnancy or post-partum who are seizing or who are

post-ictal:

e Magnesium sulfate, 4 grams IV bolus diluted in a minimum of 100mL NS, over 10
minutes, then consider 1 gram/hr continuous infusion see Seizure Protocol 2.18A.

e Contact Direct Medical Oversight and follow local OB Diversion Protocols if
available.

PEARLS: Moderate/Severe symptoms of Pre-Eclampsia include:

-BP =160/100 -Confusion -Nausea
-Severe Headache -RUQ Abd pain -Shortness of breath
-Visual disturbances -Epigastric pain

Connecticut OEMS in conjunction with CEMSMAC has taken_caution to ensure all information is accurate and in accordance
with professional standards'in effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or
modified without prior approval.



2.16A Pain Management - Adult

STANDING ORDERS

e Routine Patient Care.

e Use ample padding when splinting musculoskeletal injuries.

e Consider the application of a cold pack for 30 minutes.

e Have the patient rate his/her pain from 0 to 10, or use another appropriate pain

scale. If there is a language barrier, use self report scale, see Pain — Pediatric
Protocol 2.16P.

STANDING ORDERS

e Unless the patient has altered mental status, consider one of the following for
pain control:
0 Fentanyl 1 microgram/kg slow 10/IV/IM/IN (single max dose of 100

microgram), may be repeated every 5 minutes to a total of 300 micrograms
titrated to pain relief, OR

0 Hydromorphone 0.5 — 1 mg IV/IO/IM, every 5 minutes to a total of 4 mg
titrated to pain relief, OR

0 Morphine 0.1 mg/kg IV/IM (single max dose of 10 mg) every 5 minutes to a
total of 20 mg titrated to pain relief and if systolic BP is >100 mmHg. OR

0 Ketamine 0.3 mg/kg IV/IO/IM

= Consider Versed 2.5 mg IV or IM for serious re-emergence reactions

Antidote: For hypoventilation from opiate administration by EMS personnel, first
attempt tactile stimulation. Assist ventilations and administer naloxone 0.04 mg 1V/

IM or 2 mg IN. Titrate naloxone dose up to 2.0 mg for a total of 10 mg until able to
maintain oxygenation.

For nausea; see Nausea/Vomiting Protocol 2.11.

V9L°2 1eJIPSN

e Contact Direct Medical Oversight for guidance in patients with:
0 Altered mental status or

0 Additional doses of a medication, or

O Benzodiazepines administration in conjunction with narcotic administration
for patients with musculoskeletal spasms.

patients over 65 years of age; lower doses should be considered.
Use caution for altered mental status, hypoventilation, hypotension, or allergy.

Continuous cardiac and ETCO, monitoring if available should always be utilized in
patients receiving narcotics.

\r e Medications should be administered cautiously in frail, debilitated patients, or h

Protocol Continues >

Connecticut OEMS in conjunction with CEMSMAC has taken_caution to ensure all information is accurate and in accordance
with professional standards in effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or
modified without prior approval.
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2.16A Pain Management - Adult

< Protocol Continued l

(PEARLS:

Place the patient in a position of comfort, if possible.

Give reassurance, psychological support, and distraction.

Avoid coaching the patient; simply ask them to rate his/her pain on a scale from 0 — 10,
where 0 is no pain at all and 10 is the worst pain they have ever experienced.

Reassess the patient’s pain level and vital signs every 5 minutes.

Narcotics are not recommended for first line treatment of headache and should be reserved
for severe headaches only.

Consider diluting naloxone in syringe or bag of IV fluids to facilitate titration.

Be cautious with pregnancy, or have the potential for hemodynamic compromise.

If available, fentanyl is the preferred analgesia in the pregnant patient.

Care should be taken to avoid maternal hypoventilation as resultant hypoxia may be harmful
to the fetus.

Closely monitor any patient receiving opioids for sedation.

Be certain to accurately and effectively communicate information regarding EMS opioid
administration to receiving medical staff.

Connecticut OEMS in conjunction with CEMSMAC has taken_caution to ensure all information is accurate and in
with professional standards in effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or

accordance
modified without prior approval.
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2.16P Pain Management - Pediatric

ED EMT STANDING ORDERS

Routine Patient Care.
Use ample padding when splinting musculoskeletal injuries.
Consider the application of a cold pack for 30 minutes.
Rate the patient’s pain:
o0 Children greater than 8 years of age:
= Ask the patient to rate pain on a scale from 0 — 10, where 0 is no pain
and 10 is the worst pain ever experienced by the patient.
o Children 3 — 8 years of age:
= Use the Wong-Bakers FACES Scale (see Pain Management - Pediatric
Protocol 2.17P Page 2).
o0 Children less than 3 years of age or non-verbal:
= Use the r-FLACC Pain Scale, see Pain Management - Pediatric Protocol

2.17P Page 2.

STANDING ORDERS
Unless the patient has altered mental status consider one of the following for pain
control:

e Fentanyl 1 micrograms/kg IV/IO/IM/IN (maximum dose 100 micrograms)
may repeat 0.5 micrograms/kg (Maximum dose 50 micrograms) every 5
minutes. May be repeated to a total of 3 doses, OR
Morphine 0.1 mg/kg IV/IO (maximum dose 5 mg) may repeat 0.05 mg/kg
(maximum dose 2.5 mg) every 5 minutes. May be repeated to a totoal of 3
doses.

Antidote: For hypoventilation from opiate administration by EMS personnel, assist
ventilations and administer naloxone per Pediatric Color Coded Appendix 2.

d9olL g IedIP3N

For nausea: see Nausea/VVomiting Protocol 2.11.

¢ Contact Direct Medical Oversight for guidance regarding::

Altered mental status or
Requests to provide additional doses of a medication

e Medications should be administered cautiously in frail or debilitated patients; lower

, doses should be considered.
¢ Narcotics should be administered with caution for patients with altered mental status
e Continuous cardiac and ETCO, monitoring if available should always be utilized in
patients receiving narcotics.

/)

 PEARLS: A

e Place the patient in a position of comfort, if possible.

e Avoid coaching the patient; simply ask him/her to rate his/her pain on a scale of 0 — 10, where

0 is no pain at all and 10 is the worst pain the patient has ever experienced.

e Give reassurance, psychological support, and distraction.

e Reassess the patient’s pain level and vital signs every 5 minutes.

o Naloxone should not be used for neonatal patients.

e Consider alternative treatments when multiple Naloxone doses are administered, including
Y airway management. Airway management should remain paramount.

‘ Protocol Continues

Connecticut OEMS in conjunction with CEMSMAC has taken_caution to ensure all information is accurate and in accordance
with professional standards'in effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or
modified without prior approval.



Protocol Continued

Pain Management - Pediatric 2.16P

y —

Wong-Baker FACES Scale
For patients 3 — 8 years of age

textual pain description.

The faces correspond to numeric values from 0 -10. The scale can be documented with numeric value or the
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LITTLE BIT  LITTLE MORE

r-FLACC Pain Scale
For patients less than 3 years of age or non-verbal patients

EVEN MORE  WHOLE LOT WAORST

Criteria Score -0 Score - 1 Score -2
Mo particular Occasional gnmace or|Frequent to constant
Face expression or frown , withdrawn, quivering chin,
smile disinterested clenched jaw
Legs Mormal position |Uneasy, restless, Kicking, or legs
or relaxed tense drawn up
Lying quietly, Squirming, shifting Arched, rigid or
Activity normal position, |back and forth, tense [jerking
moves easily
Mo cry (awake or [Moans or whimpers;, [Crying steadily,
Cry asleep) occasional complaint |screams or sobs,
frequent complaints
Content, relaxed |Reassured by Difficult to console or
. occasional touching, |comfort
C':'ns':llab”]lf huggll‘lg ar be‘mg 9
talked to, distractible

Each of the five categories (F) Face; (L) Legs; (A) Activity; (C) Cry; (C) Consolability is scored from 0-2, which
results in a total score between zero and ten.
Patients who are awake: Observe for at least 1-2 minutes. Observe legs and body uncovered. Reposition
patient or observe activity, assess body for tenseness and tone. Initiate consoling interventions if needed
Patients who are asleep: Observe for at least 2 minutes or longer. Observe body and legs uncovered. If
possible reposition the patient. Touch the body and assess for tenseness and tone.
The revised-FLACC can be used for all non-verbal children. The additional descriptors (in bold) are
descriptors validated in children with cognitive impairment. The nurse can review with parents the descriptors
within each category. Ask them if there are additional behaviors that are better indicators of pain in their child.

Add these behaviors to the tool in the appropriate category.
© 2002, The Regents of the University of Michigan. All Rights Reserved 09-09-2009
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CEMSMAC has taken caution to ensure all information is accurate and in accordance with professional standards in effect at the
time of publication. These protocols, policies, or procedures MAY NOT BE altered or modified without prior approval.
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217A

Poisoning/Substance liah
Abuse/Overdose - Adult My

MT STANDING ORDERS

Routine Patient Care.

Consider contacting Poison Control at (800) 222-1222 as soon as practical. Prior
to calling Poison Control attempt to identify substance, quantity, time/route of
exposure and patient information (weight, medications, history, intentional,
accidental).

For suspected opiate overdose with severe respiratory depression if available and
equipped consider:

0 Naloxone 2 - 4 mg IN, or by use of an auto-injector as described by sponsor
hospital.

0 Ifinadequate response, repeat in 3 — 5 minutes.

0 For additional doses call Direct Medical Oversight.

For suspected isolated cyanide poisoning, see Smoke Inhalation Protocol 2.21A.
For decontamination/hazardous materials exposure, see Hazardous Materials 7.0.
For hypoglycemia, see Hypoglycemia Emergencies Protocol 2.9A.

For seizures, see Seizure Protocol 2.18A.

STANDING ORDERS

For suspected opiate overdose with severe respiratory depression consider:
¢ Naloxone 0.4 — 2.0 mg IV/IO/IM or 2-4 mg IN.

e |f no response, may repeat every 3 — 5 minutes to a total of 10 mg.

Suggested Treatments

e Beta Blocker and Calcium Channel Blocker refer to Bradycardia Protocol 3.1A .
e Dystonic Reaction:

0 Diphenhydramine 25 — 50 mg IV/IO/IM

e Organophosphates, see Nerve Agent/Organophosphate Protocol 2.12A.
e Suspected Sympathomimetic/Anticholinergic Stimulant:

0 Midazolam 2.5 mg IV/IO/IN, may repeat once in 5 minutes; or 5 mg IM, may
repeat once in 20 minutes, OR

0 Lorazepam 1 mg IV/IO, may repeat once in 5 minutes; or 2 mg IM may repeat
once in 20 minutes, OR

0 Diazepam 2mg IV/IO, may repeat once in 5 minutes; or 5 mg IM, may repeat
once in 20 minutes,

0 Treat hyperthermia/dehydration, see Hyperthermia Protocol 2.8A.

0 Treat seizures per Seizure Protocol 2.18A

Tricyclic, Benadryl, or Cocaine with symptomatic dysrhythmias, (e.g., tachycardia
and wide QRS):
O Sodium bicarbonate 2 mEq/kg IV/10.

This protocol is designed to provide general guidelines for treatment. Specific treatments\
or antidotes may be appropriate as directed by direct medical oversight or in consultation

with poison control in direct conjunction with direct medical oversight

4

with professional standards'in effect at the time of publication. These protocols, policies, or procedures MAY

‘ Protocol Continues

10 ( > OT BE altered or
modified without prior approval.




Poisoning/Substance
Abuse/Overdose - Adult

< Protocol Continued \

PEARLS:

Airway management should remain paramount.

Consider alternative treatments when multiple doses are administered, including airway
management.

Pulse oximetry may NOT be accurate for toxic inhalational patients.

Capnography may be helpful for monitoring respiratory status and titrating to lowest effective
naloxone dose. See Quantitive WWaveform Capnography Procedure 5.7.

If possible, bring container/bottles, and/or contents of suspected ingested drugs.

Signs & Symptoms, which may or may not be present:

Acetaminophen: initially no sign/symptoms or nausea/vomiting. If not detected and treated, may cause
irreversible liver failure.

Akathisia: May consist of feelings of anxiety, agitation, and jitteriness, as well as inability to sit still /
pacing. This may be induced by antipsychotics, such as haloperidol, or anti-emetics such as
prochlorperazine or metoclopramide.

Anticholinergic: tachycardia, fever, dilated pupils, mental status changes. Blind as a bat (blurred
vision). Dry as a bone (dry mouth). Red as a beet (flushing). Mad as a hatter (confusion). Hot as a hare
(hyperthermia).

Aspirin: Tinnitus, abdominal pain, vomiting, tachypnea, fever and/or altered mental status. Renal
dysfunction, liver failure, and or cerebral edema among other things can take place later.

Cardiac Medications: dysrhythmias, altered mental status, hypotension, hypoglycemia.
Depressants: bradycardia, hypotension, decreased temperature, decreased respirations, non-specific
pupils.

Dystonic Reaction: Neurological movement disorder, in which sustained muscle contractions cause
twisting and repetitive movements or abnormal postures. This may be induced by antipsychotics, such
as haloperidol, or anti-emetics such as prochlorperazine or metoclopramide.

Opiate: Respiratory depression or arrest, pinpoint pupils, decreased mental states. Prolonged
overdoses may result in compartment syndrome and/or hypothermia.

Organophosphates: bradycardia, increased secretions, nausea, vomiting, diarrhea, pinpoint pupils.
Solvents: nausea, coughing, vomiting, mental status change and arrhythmias. Patient with significant
solvent exposure, must be handled gently to reduce the incident of arrhythmia and/or subsequent
cardiac arrest.

Sympathomimetic/Stimulants: tachycardia, hypertension, seizures, agitation, increased temperature,
dilated pupils, anxiety, paranoia, diaphoresis. Examples are bath salts, cocaine, methamphetamine,
ecstasy, ADHD drugs, thyroid meds (rarely), salbutamol (Albuterol), anticholinergics.

Tricyclic: seizures, dysrhythmias, hypotension, decreased mental status or coma.

Connecticut OEMS in conjunction with CEMSMAC has taken_caution to ensure all information is accurate and in accordance
with professional standards'in effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or

modified without prior approval.
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2 17P Poisoning/Substance _Efll
Abuse/Overdose - Pediatric +eeazsnz
ING ORDERS
e Consider contacting Poison Control at (800) 222-1222 as soon as practical. Prior
e to calling Poison Control attempt to identify substance, quantity, time/route of
accidental).
® For suspected isolated cyanide poisoning, see Smoke Inhalation 2.21P.
e For decontamination/hazardous materials exposure: refer to Hazardous
® For hypoglycemia, see Diabetic Emergencies 2.9P.
For seizures, see Seizures 2.18P.
¢ Naloxone 2 - 4 mg IN, or by use of an auto-injector as described by sponsor
hospital.
ADVANCED EMT STANDING ORDERS
**IF PRACTICING UNDER 2007 SCOPE OF PRACTICE**
* Naloxone IV/IM refer to Pediatric Color Coded Appendix 2, repeat every 5
minutes as needed to a total of 10 mg.
Suggested Treatments
e Beta Blocker and Calcium Channel Blocker, see Bradycardia Protocol 3.1P.
[ ]
[ ]
[ ]

e Routine Patient Care.
exposure and patient information (weight, medications, history, intentional,
Materials 7.0.

[ ]

e For suspected opiate overdose with severe respiratory depression consider:

e |f inadequate response, repeat in 3-5 minutes.
ﬁ For suspected opiate overdose with severe respiratory depression consider:

STANDING ORDERS

Dystonic Reaction:

0 Diphenhydramine 1 mg/kg IV/IM up to 50 mg

Organophosphates, see Nerve Agent/Organophosphate Protocol 2.12P.
Suspected Sympathomimetic/Anticholinergic Stimulant:

0 Midazolam 0.1 mg/kg IM/IV/IN (max 2mg), may repeat once in 5 minutes OR
O Lorazepam 0.1 mg/kg IM/IV (max 2mg), may repeat once in 5 minutes; OR
0 Diazepam 0.1mg/kg IV (preferred route, max 2mg), may repeat once in 5
minutes; or 0.1 mg/kg IM (max 5mg), may repeat once in 20 minutes,

0 Treat hyperthermia/dehydration, see Hyperthermia Protocol 2.8.

0 Treat seizures per Seizure Protocol 2.18P

Tricyclic with symptomatic dysrhythmias, (e.g., tachycardia and wide QRS > 100
milliseconds):

0 Sodium bicarbonate 2 mEq/kg IV.

dllL’¢ IedIp3a3N
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**Naloxone is contraindicated for Neonatal patients (Age <1 month).

V This protocol is designed to provide general guidelines for treatment. Specific treatments
or antidotes may be appropriate as directed by direct medical oversite or in consultation
with Poison Control in direct conjunction with direct medical oversight.

‘ Protocol Continues

Connecticut OEMS in conjunction with CEMSMAC has taken_caution to ensure all information is accurate and in accordance
with professional standards'in effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or

44 modified without prior approval.



Poisoning/Substance
Abuse/Overdose- Pediatric

< Protocol Continued ‘

/PEARLS: h

217P

e If possible, bring container/bottles, and/or contents.

e Airway management should remain paramount.

» Consider alternative treatments when multiple doses are administered, including airway
management.

* Pulse oximetry may NOT be accurate for toxic inhalational patients.

* Capnography may be helpful for monitoring respiratory status and titrating to lowest effective

\ naloxone dose. See Quantitative Waveform Capnography Procedure 5.7. Y,

Signs & Symptoms, which may or may not be present:

e Acetaminophen: initially no signs/symptoms or nausea/vomiting. If not detected and treated,
may cause irreversible liver failure.

e Akathisia: May consist of feelings of anxiety, agitation, and jitteriness, as well as inability to sit
still / pacing. This may be induced by antipsychotics, such as haloperidol, or anti-emetics such
as prochlorperazine or metoclopramide.

e Anticholinergic: tachycardia, fever, dilated pupils, mental status changes. Blind as a bat
(blurred vision). Dry as a bone (dry mouth). Red as a beet (flushing). Mad as a hatter
(confusion). Hot as a hare (hyperthermia).

e Aspirin: Tinnitus, abdominal pain, vomiting, tachypnea, fever and/or altered mental status.
Renal dysfunction, liver failure, and or cerebral edema among other things can take place
later.

e Cardiac Medications: dysrhythmias, altered mental status, hypotension, hypoglycemia.

e Depressants: bradycardia, hypotension, decreased temperature, decreased respirations,
non-specific pupils.

e Dystonic Reaction: Neurological movement disorder, in which sustained muscle contractions
cause twisting and repetitive movements or abnormal postures. This may be induced by
antipsychotics, such as haloperidol, or anti-emetics such as prochlorperazine or
metoclopramide.

e Opiate: Respiratory depression or arrest, pinpoint pupils, decreased mental states. Prolonged
overdoses may result in compartment syndrome and/or hypothermia.

e Organophosphates: bradycardia, increased secretions, nausea, vomiting, diarrhea, pinpoint
pupils.

e Solvents: nausea, coughing, vomiting, mental status change and arrhythmias. Patient with
significant solvent exposure, must be handled gently to reduce the incident of arrhythmia and/
or subsequent cardiac arrest.

e Sympathomimetic/Stimulants: tachycardia, hypertension, seizures, agitation, increased

temperature, dilated pupils, anxiety, paranoia, diaphoresis. Examples are bath salts, cocaine,

methamphetamine, ecstasy, ADHD drugs, thyroid meds (rarely), salbutamol, (Albuterol),
anticholinergics.

Tricyclic: seizures, dysrhythmias, hypotension, decreased mental status or coma.

dll’¢ IedI1PpaN
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2.18A Seizures - Adult

EMT STANDING ORDERS

e Routine Patient Care.

e Obtain blood glucose, if available. If the blood glucose reading is <70 mg/
dL, see Hypoglycemia Protocol 2.9A.

e If diazepam rectal gel (Diastat) has been prescribed by the patient’s
physician, assist the patient or caregiver with administration in accordance
with physician’s instructions.

e [f the patient has an implanted vagus nerve stimulator (VNS), suggest that
family use the VNS magnet to activate the VNS and assist if required.

0 To use the VNS magnet, pass the magnet closely over the VNS device;
if unsuccessful, repeat every 3 — 5 minutes for a total of 3 times.

e Note: do not delay medication administration.

NDING ORDERS

While seizure activity is present, consider administration of one of the following

until maximum dose is reached or seizure activity ceases:

e Midazolam 10 mg IM (preferred route) (5 mg if <39kg) every 5 minutes or 5
— 10 mg IV/IO/IN every 5 minutes, OR

® Lorazepam 4 mg IV/IO/IM (see note) (2 mg if <39kg) every 5 minutes to a
total of 8 mg, OR

e Diazepam 5 — 10 mg IV/IO, then 2.5 mg every 5 minutes to a total of 20 mg

For patients in the third trimester of pregnancy or post-partum who are seizing
or who are post-ictal also administer:

® Magnesium sulfate, 4 grams IV bolus over 10 minutes, then consider 1 gram/
hr continuous infusion.

V8L°2 IedI1PSN

r EFnr IN administration of midazolam use a 5 ma/mL mnmnn'aﬁnn)

Do NOT routinely place an IV/IQ for the actively seizing patient
(unless needed for other reasons).

NOTE: Lorazepam may only be administered IM if Midazolam is unavailable.

( PEARLS:

¢ Do not attempt to restrain the patient; protect the patient from injury.

e History preceding a seizure is very important. Find out what precipitated the seizure (e.g.,
medication non-compliance, active infection, trauma, hypoglycemia, poisoning).

o Status epilepticus is defined as any generalized seizures lasting more than 5 minutes. This is
a true emergency requiring rapid airway control, treatment (including benzodiazepines), and
transport.

e IM/IN is the preferred route for midazolam where an 1V/IO has not been previously established.

¢ |M midazolam should be administered to the lateral thigh.

e Diazepam is not well absorbed IM and should be given IV/IO.

There is an increase risk of apnea with >2 doses of benzodiazepines.

e
\_

Connecticut OEMS in conjunction with CEMSMAC has taken_caution to ensure all information is a