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0015 GENERAL GUIDELINES: AGE DEFINITIONS

INTRODUCTION

For the purposes of these clinical care protocols, the following age guidelines will be used. These are

A D D E D . general guidelines, however individual protocols, including medication dosages, may deviate from these
age ranges.
Age definitions have been updated for ADULT

pediatrics in the prOtOCOIS, and NOW Adult patients are considered 12 years of age or older.
. GERIATRICS
include the category of “Newly Born?,
being less than 48 hours old.

Geriatric patients will be considered 65 years of age or older. Geriatric | Geriatric Protocol
specific indications will be indicated by a green box.

PEDIATRICS

Pediatric specific considerations will be noted by a purple box. Pediatric _
age can be defined in the following categories:
Age Category Age Range
Pediatric
Newly born




Recommendations

ADDED:
L]
A. Hemodynamically stable patients may be considered for transport to a hospital-affiliated FSED with the

subitems 5, 6, and 7 under “A” (Criteria
m"f]\:r;g;;c:a:trn:::b 20 weeks estimated gestational age EXC e pt i O n S tO Tra n S p O rt)

. No trauma patients meeting RETAC trauma center destination guidelines.
. No alerts (e.g. STEMI, stroke, sepsis).

Nn nnat-cardian arreat natiants with ROKC 1inlaee iincontrallad ainuav ) g l 5 - N O N e O N ate ) < 2 9 d ayS

. No neonates <29 days of age
. Children with Medical Complexity (CMC) — Refer to pediatric considerations

o A .
. Elderly patients often require hospitalization for conditions such as falls, generalized weakness, [ J 6 — C h I d t h C IVI C f t P d
dehydration, syncope. I re n WI re e r O e

B. A psychiatric patient may exceed the capability of the FSED. The facility may not have security available or

be able to provide psychiatric evaluation. These patients should be transported to facilities with the CO n S i d e ra ti O n S

capabilities to meet patient's needs.

C. When time and conditions allow, patients whom pre-hospital providers presume to require inpatient

:?::;gfgentshould be transported to a hospital emergency department to avoid subsequent patient b 7 B ConSideration that EIderly patients Often
< require inpatient hospitalization

+ Given the limited capacity of some facilities to care for children, to reduce likelihood of secondary transfers,
pediatric conditions should be transported to a hospital or pediatric specific facility. These include:

= Pediatrics with an emergency related to a known * Severe respiratory distress

condition previously treated at a specific facility = BRUE (Brief Resolved Unexplained Events, formerly
* Child = 2 years with altered mental status and no ALTE)

known seizure disorder * Suspected child abuse

I -~ v S— Purple Pediatric Considerations box for

other neuroclogic deficits
= Seizure patient requiring benzodiazepine = Significant soft-tissue injury/complex wound

I~ Children with Medical Complexity (CMC)




REMOVED:

Reference to “Hyperactive
Delirium” in Complications

ADDED:

“Improved Montgomery
County — Richmond
Agitation-Sedation Scale”
(IMC-RASS) score to
Documentation
requirements (see 6010)

may never be left unattended.

Documentation

A. Document the following in all cases of restraint:
. Description of the facts justifying reslrai
. Efforts to de-escalate prior to restraint
. Type of restraints used
Condition of the patient while restrainge? including reevaluations during transport

. Condition of the patient at the tinge#6f transfer of care to emergency department staff
. Any injury to patient or to E[J8

Approved by Deg#er Metro EMS Medical Directors July 1, 2024. Next review January 2025

1130 PROCEDURE PROTOCOL: RESTRAINT PROTOCOL

Complications:

. Aspiration: continually monitor patient’s airway
. Nerve injury: assess neurovascular status of patient’s limbs during transport

. Complications of medical conditions associated with need for restraint - Patients may have underlying
trauma, hypoxia, hypoglycemia, hyperthermia, hypothermia, drug ingestion, intoxication, or other medical
conditions




2030 ADULT WHEEZING

Presentation suggests Bronchospasm:
wheezing, prolonged expiratory phase,
decreased breath sounds, accessory < and prepare for
muscle use, known hx of asthma/COPD immediate ransport

Therapeutic Goals: Give oxygen, check SpO., waveform

» Maximize oxygenation capnography, & consider IV for severe
» Decrease work of respiratory distress
breathing
« Identify cardiac ischemia
(Obtain 12 lead EKG)
= Identify complications,
©.g., pneumothorax Give nebulized al

May give continuous neb for severe respiratory
distress

Consider pulmonary and
non-pulmonary causes of
respiratory distress:

Examples: pulmonary
embolism, pneumonia,
pulmonary edema,
anaphylaxis, heart attack,
pneumothorax, sepsis,
metabolic acidosis (e.g.:
DKA), Anxiety

» Reassess for pneumothorax

= Consider CPAP early, especially in COPD

« If CPAP contraindicated, ventilate with BVM,
and consider advanced airway

+ IV methviprednisolone
ECG: rule out unstable thythm, ACS

COPD

Correct hypoxia: do not

withhold maximum

oxygen for fear of COz

retention

Patients with COPD are

2&;’}315‘:’?“'”"9 « Consider epinephrine. Indicated only if no
heartdisease‘. response to neb, CPAP and for patient in
Wheezing may be a severe distress. Use with caution if any
presentation of concern for myoclardia\ ischemia or known
pulmonary edema, coronary artery disease.

“cardiac asthma”

Common triggers for

COPD exacerbations

include Infection,

dysrhythmia (e.g., atrial

if::;"”:;i‘;n)‘ mvocardal « Continue monitoring and assessment en-route
COPD exacerbations « Be prepared to assist ventilations as needed
e T « Contact base for medical consult as needed
responsive to CPAP,

which may help avoid

the need for intubation

and should be

considered early in

treatment

IV methylprednisolone will
help resolve acute asthma
exacerbation over hours,
without immediate effect. In
severe exacerbations, it may
be given prehospital but
should not be given for mild
attacks responding well fo
bronchodilators

not responding to inhaled
bronchodilators. Use extreme
caution when administering.
Cardiopulmonary monitoring
is mandatory

IV magnesium may be
beneficial in some patients
with severe attacks. It should
not be given routinely, rather
should be reserved for life-
threatening asthma attacks
not responding to
conventional therapy

REMOVED:

Reference to IM route for
epinephrine in the wheezing
protocol. This criteria was
moved to the epinephrine
protocol itself (9120



CHANGED:

Updated text from “BLS

Airway preferred” to
“BVM/OPA ventilation”

provide supplemental oxygen TeRenE
suction secretions adequately Examples: pneumonia,
In children > 12 months of age with a pulmonary edema, congenital

strong family history of asthma, a trial Gi ! . ’ heart disease, anaphylaxis,
ive nebulized albuterol + ipratropium "
of albuterol may be warranted. If pneumothorax, sepsis,

clinically responsive, consider steroids May give continuous neb for severe metabolic acidosis (e.g.: DKA,
and additional bronchodilators respiratory distress toxic ingestion), foreign body
(albuterol + ipratropium) aspiration, and croup.

Is response to treatment adequate
Administer oxygen to obtain po .

saturations > 90% No Nasal Aspirators
Nasal suction with 3 mL saline * Nasal aspirators are safe
Transport in position of comfort and effective.

status saline significantly

* IM epinephrine if no response to neb improves upper
and severe distress respiratory tract
If worsening respiratory distress despite * Start IV . symptoms.
above therapies, re-suction nostrils and * IV methylprednisolone
assist ventilations with BVM » 20ml/kg NS bolus

BVM/OPA ventilation preferred in ped. R !
’
/
4 Is response to treatment adequate?

IV methylprednisolone No
Will help resolve acute asthma
exacerbation over hours, without « Assess for pneumothorax
immediate effect. In severe « Assist ventilations with BVM
exacerbations, it may be given T N
prehospital but should not be given BVM/OPA ventilation preferred in peds

for mild attacks responding well to
bronchodilators.

IM epinephrine « Continue monitoring and assessment

Is indicated for the most severe en-route

attacks deemed life-threatening and + Be prepared to assist ventilations as

q H needed
=f rebfgscrlrc'!ér;?l:taolrr;haled « Contact Base for medical consult if

deterioration

8.50 x 11.00 in




Term Gestation?
Breathing or crying?
Good flex or tone ?

Warm, clear airway if

necessary, dry, simulate

HR <100, gasping or apnea

PPV, SpQ: monitaring

HR <1007

Take ventilation corrective
steps

HR <607

Chest compressions
Coordinate w. PPV
100% O

HR <60 after 60 seconds of
chest compressions?

IV epinephrine

Routine Care:
Provide warmth and dry

Clear airway if necessary
Check glucose in symptomatic

or at-risk neonates
Ongoing evaluation

Labored hreathing or
persistent cyanosis 7

e Clear airway
. SDC': monitaring

* Supplementary Oz as
needed

Post resuscitation care

Provide warmth and dry
Clear airway if necessary
Check glucose in
symptomatic or at-risk
neanates

Ongoing evaluation

Consider:
« Hypovolemia
* Pneumothorax

3020 NEONATAL RESUSCITATION

o

General Considerations
Providing warmth to newborn could include
skin-to-skin contact on mother, body covering,
cap on head, increasing ambient temperature.

Assisting Ventilations
Assist ventilations at a rate of 40-60 breaths
per minute to maintain HR > 100
Use 2-person BVM when possible

MNeonatal Oxygen Recommendations
Begin resuscitation of newborns 2 35 weeks
gestation with room air. If breathing is
labored, supplement with oxygen to the
targets listed below.

Begin resuscitation of newborns <35 weeks
gestation with supplemental oxygen titrated to
the targets listed.

Target Preductal (R Arm) SpO2 After Birth

1 minul %-B5%
10 minutes

Chest Compressions
Indicated for HR < 60 despite adequate
ventilation w. supplemental O for 30 seconds
2 thumbs-encircling hands technigue
preferred. Allow full chest recoil.
Coordinate with ventilations so not delivered
simultaneously.
3:1 ratio for compressions to ventilations

Termination of Res uscitation
In newly born babies receiving resuscitation,
if there is no heart rate and all the steps
of resuscitation have been performed,
cessation of resuscitation efforts may be
discussed with the team and the family. A
reasonable time frame for this change in
goals of care are around 30 min after birth.

Neonatal Hy poglycemia
Common symptoms include jittersremars,
sweating, tachypnea, pallor, weakness,
irritability, or seizures
Asymptomatic patients are common and more
likely when premature, small or large for
gestational age, perinatal stress, or when
mother has diabetes
In the newly born (<48 hours of life),
treatment threshold is 50mg/dL.
If neurologically altered and/or unable to feed,
treat with Sml D10W and recheck after 15 min
In neurologically stable, allow to breast feed,
give formula, or 2mL 40% dextrose gel

CHANGED:

Grey box updated with
additions and streamlined
content to help with protoco
flow, and addition of
Neonatal Hypoglycemia
content.



ADDITION:

“Adult” and “Pediatric”
treatment headers.

Consideration for fluids in
cases of mechanical capture
with hypotension.

CHANGED:
“vasopressor” changed to
specify “epinephrine”

Are there signs or symptoms of poor
perfusion present?

(Altered mental status, chest pain,
hypotension, signs of shock)

Adequate perfusion

Pediatric Considerations:

« Consider any HR <60 in an ill child abnormal
regardless of age

« Perform CPR if HR < 60 with poor perfusion
despite oxygenation and ventilation

« Administer epinephrine if bradycardia persists
despite oxygenation/ventilation and chest
compressions

« Atropine should be adsmiriStered for increased
vagal fope-eTAV b

Reminders:

« If pulseless arrest develops, go to pulseless
arrest algorithm

Poor perfusion

T o mm

. lee atropine . leee inephrine

. Prepare for transcutaneous « Consider atropine
pacing « If no improvement,

« |f mechanical pacing Contact Base to discuss
capture but still hypotensive, transcutaneous pacing

consider fluids

Monitor and transport



BOOON CHTricular Assist Device:

CHANGE:

Phone number updated to
720-848-LVAD (5823)

Key Points

Unstable VAD patients should be transported to the nearest appropriate facjfy. University of Colorado Hospital is the only
facility in the region that definitively treats VAD patients—and is thereforgdhe preferred destination when patient condition I1s
stable and conditions/operational factors allow transport.

Contact VAD Coordinator as soon as possible at 720-848-LVAD (5823). For padiatric patients contact the Childran's
Hospital Colorade transplant coordinator at 303-890-3503. Provide patient name, DOB, condition & ETA at destination for
cansultation and/or if transporting to University of Colorado Hospital. YAD coordinator will call back.

VAD patiant family membars ara Hmﬂllﬂnt rasources to assist with patlant history and aualuatlm-rapalr of VAD alarms/faults,

Dawcaspeclﬂc. Inlurmatlun lur EMS can I:a fnund at

quides




4040 SEIZURE

Support ABCs:
Give oxygen

Protocol flow updated to accommodate S e
management of seizure with pregnancy.

| f 220 weeks gestational age or up to 6 weeks + Check pulse and rea ABC
R L] postpartum, administer magnesium sulfate ssess
E M OV E D . s « Give supplemental oxygen
p > 5 min) or recurrent + Rule out and treat hypoglycemia (check
zure, then treat as follows: blood glucose)

Give benzodiazepine Transport and monitor ABC

Treatment content referring to
brief self-limited seizures. D

Rule out and treat hypoalycemia
(check blood glucose)

Universal Seizure Precautions:
Actively seizing after 5 mi « Ensure airway patency, but do not force
anything between teeth.

Yes ' « Give axygen
-

+ Suction as needed

- + Protect patient from injury
g IV access if not » Check pulse immediately after seizure
gy in place stops

WPe Rapest banzodiazepine « Keep patient on side

Document:
« Document: Seizure history: onset, time

" interval, previous seizures, type of
Actively seizing after 5 minutes? seizure
L] « Obtain medical history: head trauma,

¥ diabetes, substance abuse, medications,
es compliance with anticonvulsants,

Pregnancy content moved from e

Consider the Cause of Seizure

grey box, to top of Treatment box

EtOH withdrawal or intoxication

Hypoglycemia
Stimulant use

flow
J Intracranial hemorrhage

Overdose (TCA)
Eclai msia

Highlighted cardiac monitoring
requirement




New, more linear, protocol flow
and look. Added new pediatric
information and links

ADDED:
Neonatal links for newly born
and info on pediatrics added

CHANGED:
Glucagon administration
box moved to be more
integrated with the flow.

4050 HYPOGLYCEMIA

Check blood glucose level in ANY patient with
signs or symptoms consistent with
hypoglycemia
Examples:

Altered mental staius, agitation, focal neurologic
deficit, seizure, weakness, diaphoresis, decreased
muotor tone, pallor

Blood glucose level <

protecol

If patient can safely tolerate,
administer oral glucose
(intact gag reflex, folows verbal commands)

If oral glucose contraindicated or symptoms
unresolved, administer dextrose IV

If unable to establish IV:

If still symptomatic, recheck blood glucose level
and consider other causes of altered mental
status

Monitor and transport or Contact Base for refusal

Considerations for Hyperglycemia:

= In general, treat the patient, not the glucose
value. Treat shock if present.

= Consider normal saline bolus for patients with
hyperglycemia and no evidence of fluid
overload.

= Pediatric patients with concern for DKA should

not exceed 10-20 mL/kg of fluids.

If hypoglycemia still most likely
despite  normal  reading on
glucometer,  administer glucose
regardless, while considering other
causes of altered mental status

Regarding refusals after a
hypeglycemic episode:

See Patient Refusal protocol

Transpert is always indicated for
any of the following patients:

= With unexplained hypoglycemia

= Taking oral hypoglycemic meds

+ Not taking food by mouth

+ Do not have competent adult to
monitor

CHANGED:
Grey boxes
swapped around
for alignment with
protocol flow.



Added QRS info under
Sodium Channel Blocker
Spectlicngeston? indication

Opioid Sodium Channel
Blocker Calcl:gci::nnul A D D E D .
Unresponsive, (e.g., TCA, c

respiratony B Brad . ]
) vcardia, heart o" »
depression, Wide complex block, hypotension QRS > 1 20 msecC
pinpoint pupils tachycardia with QRS
= 120 msec, seizure

Maloxone

Refer to
b If intubated, consider
Ere—— hyperventilation to
EtCO, 25-30 mmHg

See Seizumne protocol
(MEMT, EMT-| requires

wartal arder}




Entire protocol and flow
streamlined to be easier to follow.

CHANGED:
Improved Indications box
now also includes
gastrointestinal
conditions

4090 ALLERGY AND ANAPHYLAXIS

H patinnt has sery of the following: Localizad Rascson |
1 Signs of shoek: Poor perfusion, aiened liolatad Geniralised Rash
menial sints, hypoiension
3 Alrway OF MULDUS Mordrane
irrvalveenant s o i el lng,
idor, g
3 Amaph Foinntial alergen AND asy
thn fedbensing

- Angioedama:
thmat tightenin

Renzsess and if pation
deeriorates of dues nol mprove
L]

= bl nta R g, abdomind

o disithan

If patient has any of the followi

1. 8igns of shock: Poor perfusion, altered
mental status, hypotension
2. Airway or mucous membrane : i
involvement: Tongue or uvula swelling, Decusnant
siridor, lip swelling TPy p— P S S e I T o B
3. Anaphylaxis: Polential allergen AND any A oo e e T e g
twia of the following: i '
Angicedema: faciallip/tongue swelling,
thraat lightening voice changes
Breathing: shoriness of breath,
wheaze, stridar, cyanosis
Poor perfusion: hypolension, altered
mental status, syncope, delayed
capillary refil

« Anagilks in childron fass than 6 months |5 mie, conskter aliename
ChusaE

el -n:nq—p--a—m—mu

wl-vl'i- ‘adminisinmed in 20 mLfg increments rad push, conssder 1V

. Mt review January 2025




Entire protocol and flow

streamlined to be easier to follow.

CHANGED:
For unresponsive patients, Spinal
Motion restrictions moved farther
down the algorithm

CHANGED:
‘BLS Airway” changed to
“BVM/OPA ventilation”

5000 DROWNING

pid extrication if patient is still in the water

If unresponsive:

Provide ventilations with oxygen
Start CPR if patient is pulseless
« Treat per medical arrest algorithm with following changes if
hypothermic:
o Single defibrillation atte mpt

Handle wery gently/keep horizontal

Insulate patient

Start IV w. warm |V fluids
Remove wet gaments, dry and insulate patient
Consider spinal motion restriction if trauma suspected or
patient has signs of spinal cord injury, although rescue
breathing and CPR should be prioritized

Consider advanced airway, especially if suspected pu
e

General Information

Encourage transport, even if patient is asymptomatic, as
pulmonary edema may present in a delayed manner after
drowning.

Drowning and Hypoth; ia
Drowning/submersion commenly associated with
hypothermia.

In the moderate to severe hypothermic patient rough
extrication can lead to cardiac irmitability and destabilization
into ventricular fibrillation. This includes sudden position
change or rough handling so extrication should be rapid but
gentle.

Even profound bradycandias may be sufficient in setting of
severe hypothermia and decreased O2 demand.

Good outcomes after even prolonged hypothemic amest are
possible, therefore patients with suspected hypothermia
should generally be transported to the hospital.

BLS: pulse and respirations may be very slow and difficult to
detect if patient is sevarely hypothermic. If no definite pulse,
and no signs of life, begin CPR.

ALS: advanced airway and resuscitation medications are
indicated.

If responsive:

= Administer oxygen

* Provide ventllatluns and suction as indicated,
Consider 5 | estric if trauma suspected or
patient has signs ofsnmal cord injury
Consider all causes of altered mental status
Remove wet garments, dry and insulate patient
Start IV, w. warm fluids if hypothermic
Menitor ABC, VWS, mental status, waveform capnography
Delayed pulmonary edema can occur after drowning, consider
PEEP/CPAP if suspected pulmenary edema

[ vortorcamemmn |
BVM/OPA ventilation prefarred in padiatrics

Specific Information Needed

Length of submersion

Degree of contamination of water

Water temperature - All open water drownings in Colorado
could likely be considered cold water drowning

Diving accident andior suspected trauma




Dress injured area lightly in clean ) ) ) )
cloth to protect from further injury Awake but altered LOC

« Do not rub, do not break blisters
= Do not allow injured part to
refreeze. Repeated thaw freeze Remove wet garments, dry and
cycles are especially harmful insulate patient
Manitor for signs of systemic Suction as needed Pulse Present?
hypothermia Start IV, chack BGL, give axygen
Transport
Moniter ABC, VS, mental status

e CHANGED:
“BLS Airway” changed to

Start CPR
Attach AED{menitor/defibrllator
Single defibrillation atternpt only
Treat per Medical Arrest Algorithm with
following changes:
o Handle very gently
Start IV with warm [V fluid
o Insulate patient
o For asystole, v-fib, or pulseless v-tach,
single dose apinephring VIO
Consider advanced airway espedcially if
suspected pulmonary edema

Remove wet garments, dry and insulate
patient

Consider all causes of Altered Mental Status

Suction as needed
Start IV, obtain BGL and give oxygen
Transport
Monitor ABC, VS, mpseeStatus, waveform
capnograp

' brsider advanced airway espacially if
suspactad pulmonary edema

= Maonitor cardiac rhythm

= |

“BVM/OPA ventilation”



REMOVED:
hyperactive delirium

6010 AGITATED/COMBATIVE PATIENT PROTOCOL

maximized while honoring patient dignity and treating the patient's medical condition in a e Rasa o mpos
professional manner. JMC-RATFI S or hd IMC-RASS +4
AND

« EMS Safety. The safety of field personnel is paramount. Although EMS EMT LO 0 k fl OW a n d t re at m e nt
personnel have a duty to freat patients experiencing emergency medical ) ) Imminent risk of bedily harm to selfiothers
conditions, they must not take risks that are threats to safety. Risks to personnel
or scene safely should be commensurate to the benefit a patient may receive. "
= Patient safety. Patient safety and the aid they receive from our care is the reason EMS exists. All tri
should be designed to reduce potential harm and maximize potential benefit. g u I d a n Ce CO I O r CO d e d to
= Dignity. All patients and providers deserve dignity and respect. It is essential that EMS professio,
recognize our own biases. We owe it to our patients, especially those in disenfranchised group!

equitable care. We strive to maximize the dignity of both patients and providers by practicini ini - y .
+ IMC-RASS Scoring
o !

Initial Assessme

| 6010 AGITATED/COMBATIVE PATIENT PROTOCOL
e CHANGED: )
While treating patients experiencing agitation, the safety of EMS providers should be EMT AEMT * Patientis agitated and combative Patient Is agitated and combative
Routine EMS care impossible < Routine EMS care impossible

Y

Consider Cause of Agitation: l

» E1OH (butyrophenane) Sedate and Restrain
+ Sympathomimetic (benzodiazepines)

Administer:

Psych (butyrophencne) 10 mg midazolam IM
OR

Head injury (butyrophenone)

10 myg droparidol IM
Goal is rapid treatment in order to

- ) ) o o . . minimize threat to patient and provider
The most critical initial step in managing agitation is the determination of an emergency medical condition. safety
+ Patients assessed as having non-medical agitation do not require emergency medical intervention. EMS 6010 AGITATED/COMBATIVE PATIENT PROTOCOL oERGN B g + Resiraint protocol
should never intervene solely for the support of another 811 function. \nitial dose of bulyroohenone and Initial dose of benzodiazeping and
butyrophenone benzodiazeping
+ EMS should only intervene in the medical management of agitation when the patient is assessed and . e . restraint protecol restraint protocol l
suspected to have an emergency medical condition. Improved Montgomery County Richmond Agitation Sedation Scale (IMC-RASS) Lt S
«  Prior to any physical restraint or medication administration, all patients must first be assessed and suspected Continue Assessment Continue Assessment Initiate Resusc itation
to have an emergent medical condition. Depending on the acuity of the situation, some initial assessments = Administer oxygen and monitor = Administer exygen and moniter « Maintain airway
must be made in seconds while others may require more time. - - capnography and Sp0; as soon capnography and SpO; as soon « High flow oxygen
« In some situations, it may be appropriate for EMS to stand by in case a person develops a medical emergency. : Overtly combative, violent, Una_afe to (E=IE! for patient w“h'?Ut as possibie to do so as D‘_’Ss'“‘ todo so « Capnography and Sp02 monitoring
« Some patients with emergency medical conditions such as trauma or dyspnea may also exhibit agitation. That +4 Combative s A A (m maximal assistance, may require law | - Cordacmonkor | s_Cardiac monitor + Start 2 large bore Vs
agitation should only be treated if the paramedic assesses that the patient lacks decision making capacity to enforcement assistance » Transport to appropriate » Transporl to appropriate » Administer 2 L NS bolus
care for thelr ilness ar injury. Emergency Department Emergency Depariment « Ghack blood glucose
« Assoon as safely possible, EMS providers should assess and treat for underlying conditions that may present . Pulls or removes tubes and Struggles agaressively and forcefully l C (TR Wi D
as agitation. +3 Very agitated catheters, aggressive against care. Routine EMS care * Monitor for hyperkalemia
+ EMS safety is paramount. In some uncommon circumstances it may be necessary to separate from an impossible. If patient still agitated and disruptive If patient stil agitated and disruptive » Rapid transpert
agitated patient in order to protect the patient and personnel on scene. Frequent, non-purposeful Resists EMS care, requires gentle 3;‘!‘;‘a?ag;rsﬂsmiﬂbi?ﬁ?hg‘;: 5 minutes after first benzodiazepine
. Wherl we have tension betwgen the duty to tr‘eat‘and the safety of field personnel, we should apply the +2 Agi movements, fights physical redirection to allow for routine butyrophenone dose or switch o dose, (IMC-RASS +3 or +4), switch
principles of EMS safety, patient safety and dignity. H . benzodiazepi to butyrophenone
interventions EMS care benzodiazeping

If still significantly agitated 5 minutes after
medication, Contact Base

Treatmel algorithm color relates to IMC-RASS score)

Verbally redirectable, follows

Anxious but movements are 3
Al Patient is agi out B | Patient s agitated and Pediatric Considerations +1 Restless not aggressive o vigorous comr_nands, routine EMS care ‘
cooperative [MC-RASS +1 or 42 ‘oﬂmhat‘lf. Routine EMS care Itis imporant to consider eticlogy for possible CONTACT BASE for rcre an 2
«  Attemplio address (oG IMC-RASS +3 or +4 agitation when determining treatment: ad d i still ted and
patient concerns and verbally + Continue lo address patient « Davelopmental delay or known Autism 0 Alert and Calm sedative doses i still agitated an
deescalate concerns and verbally deescalate o Involve caregivar disruptive after 5 minutes
+ Assembla parsannel and o Sensary tools and calming Not fully alert but has IMC-RASS 43 or +4)
l restigcitation aquipment b ey -1 Drowsy sustained awakening and eye | Awakens to voice
. L G s e e (e contact to voice (>10 seconds)
Patient responds to verbal de- o Eroi] i -
escalation techniques « Pain = Briefly awakens with eve Awakens to bumps/potholes in s Complate post sedation protocol
. ) = . » Evaluate and treat for medical
l Given risk of complications, medication for -2 Light sedation tay(':l b ice (<10 i roadway during transport or > C:;‘Z BS:E m:::do;lz:“a:c;ﬂms <
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6010 AGITATED/COMBATIVE PATIENT PROTOCOL

While treating patients experiencing agitation, the safety of EMS providers should be
maximized while honoring patient dignity and treating the patient's medical condition in a

profe
.

Ini

ssional manner.
EMS Safety. The safety of field personnel is paramount. Although EMS
personnel have a duty to freat patients experiencing emergency medical
conditions, they must not take risks that are threats to safety. Risks to personnel
or scene safely should be commensurate to the benefit a patient may receive.
Patient safety. Patient safety and the aid they receive from our care is the reason EMS exists. All treatments
should be designed to reduce potential harm and maximize potential benefit.
Dignity. All patients and providers deserve dignity and respect. It is essential that EMS professionals
recognize our own biases. We owe it to our patients, especially those in disenfranchised groups, to provide
equitable care. We strive to maximize the dignity of both patients and providers by practicing with clinical
expertise and professionalism.

itial Assessment:

The most critical initial step in managing agitation is the determination of an emergency medical condition.

Patients assessed as having non-medical agitation do not require emergency medical intervention. EMS
should never intervene solely for the support of another 811 functio

EMS should only intervene in the medical management of agitation when the patient is assessed and
suspected to have an emergency medical condition.

Prior to any physical restraint or medication administration, all patients must first be assessed and suspected
to have an emergent medical condition. Depending on the acuity of the situation, some initial assessments
must be made in seconds while others may require more time.

In some situations, it may be appropriate for EMS to stand by in case a person develops a medical emergency.

Some patients with emergency medical conditions such as trauma or dyspnea may also exhibitagitation. That
agitation should only be treated if the paramedic assesses that the patient lacks decision making capacity to
care for their illness or injury.

As soon as safely possible, EMS providers should assess and treat for underlying conditions that may present
as agitation.

EMS safety is paramount. In some uncommon circumstances it may be necessary to separate from an
agitated patient in order to protect the patient and personnel on scene.

When we have tension between the duty to treat and the safety of field personnel, we should apply the
principles of EMS safety, patient safety and dignity.

m color relates to IM

m Patient is agitated but B Patient is agitated and Pediatric Considerations

cooparative [MC-R 2 combative. Routine EMS care Itis important to consider eticlogy for
agitation when determining treatment:

« Davelopmental delay o known Autism
o Involve caregiver
o Sensory tools and calming

interventions

« Suspected psychiatric diagnosis
o Use de-escalation techniques

« Chack blood glucose, assess for rauma

= Pain

Given risk of complications, medication for

sedation of children is rarely needed and is

highly uncommen. Sedation of children <8

years old requires Base Contact for a

physician order.

« Benzodiazepines are preferred in
Children for most conditions except as
belbow.

« Bulyrophenones
o Head injury
o Developmental delay or known

Autism
Alr

Pediatric Considerations

It Is important 1o consider atiology for

agitation whan detarmining reatmant:

» Developmental delay ar known Autism
o Involve caregiver

Sensory tools and calming
interveniions
Suspected psychiatric diagnosis
o Usze de-ezcalation technigues

# Check blood glucose, assess for rauma

« Pain

Given risk of complications, medication for

sedation of children is rarely needed and is

highly uncommon. Sedation of children <8

vears old requires Base Contact for a

physician order.

+ Benrodiazepines are prefemred in
children for most conditions except as
below.

Bulyr ENonas

o Head injury

o Developmental delay or known
Autism

o Aleohol intoxication

ADDED:
Pediatric Considerations
box
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Prolapsad Umbilical Cord

Discourage pushing by mother

Position mother in Trendelenburg or supine with hips
elevated

Place gloved hand in mother's vagina and elevate the
prasenting fetal part off of cord until relieved by physician
Feel for cord pulsations

Keep exposed cord meist and warm

Breach Delivery

CHANGED:
Colored magnesium
treatment box for seizures
with eclampsia

» Never attempt to pull infant from vagina by legs

» |F legs are delivered gently elevate trunk and legs to aid
delivery of head

= Head should deliver in 30 seconds. If not, reach e
into vagina to locate infant's @ vaginal wall

away from bakis pertfT 10 AcCess an airway
bpriThentle abdominal pressure to uterine fundus

= |F infant delivered see childbirth protocol = Postpartum care
of infant and mother

Postpartum Hemorrhage

Complications of Late Pregnancy
3 Trimester Bleeding (6-8 months)

High flow O, via NRB, IV access

Suspect placental abruption or placenta previa
Initiate rapid transport

Paosition patient on left side

Note type and amount of bleeding

IV M5 bolus for significant bleeding or shock

Pre-aclampsia/Eclampsia
High flow O via NRE, IV access

SBP > 140, DBP > 90, peripheral edema,
headache, seizure

» Transport position of comfort

Shoulder Dystocia

Support baby's head

Suction oral and nasal passages

DO NOT pull on head

May facilitate delivery by placing mother with
buttocks just off the and of bad, flax her thighs




Look for massive hemorrhage and stop:
* Toumiquet extremities

* Wound pack junctional wounds

¢ Seal truncal injuries

Address airway and support breathing:
« Emergent BLS airway management
+ Assist ventilations as indicated

« Meedle decompression for tension pneumothorax

* Semi-occlusive dressing for open chest wound
« Provide high flow oxygen

Assess circulation:

e If pelvis unstable, place binder.

e During transport, establish vascular
access and treat hypotension per
traumatic shock protocol

» Triage the scene
o ldentify number of patients
o Request additional resources as needed
o Determine ingress [ egress
o Set-up ambulance

Airway Management Goals:

Manage with the simplest method that provides
adequate ventilation and oxygenation

Intubation should be done en route unless there
is no other option

Masal intubation is relative contraindication with
suspicion of head injury

» BVM/OPA ventilation preferred in pediatrics

Prolonged Entrapment:

» Crush syndrome can occur after cells have been
under pressure from prolonged immobilization or
crush injury for >4 hours when skeletal muscles
can no longer survive from ischemia

» After release, intracellular potassium can be

CHANGED:
Updated text from
“BLS Airway
preferred” to
“BVM/OPA
ventilation”



ADDED:
Pediatric fluid bolus
dosing

Treat for SBP below
100mmHg with
500 mL fluid bolus

Treat for SBP below
80mmHg with
500 mL fluid bolus

Repeat fluid bolus as needed for persistent
hypotension for age

« Other causes of traumatic shock
o Tension Pneumothorax
o Pericardial Tamponade
o Neurcgenic
=+ Treat other causes as indicated
decompression )
+ Rapid treatment and transport to

Pediatric Minimum Elood Press

Age Minimum SE




CHANGED:
Updated text from
“BLS Airway
preferred” to
“BVM/OPA
ventilation”

8030 HEAD TRAUMA

Complete care and interventions specific to

injured patients
o With any suspicion of traumatic brain injury
(mechanism, GCS, exam) aggressive treatment
Goals of Treatment: to prevent hypoxia, hyperventilation, and

- hypotension is recommended.
Prevent and ireat hypoxia o High flow axygen on all TBI patients

Avoid hypervenilaion . o Maintain saturation =90%.
Address and treat hypotension o Do not hyperventilate; maintain end tidal COz
35-45 mmHg
o Maintain systolic BP =100 mmHg. Treat early
per traumnatic shock protocol.

Overview of Treatment

Decrease ICP by elevating head 30°, if
possible

Support vertilations with target of ETCO,
35-45mmHg

Consider advanced airway if adequate
ventilation and oxygenation cannot be
achieved with basic airway maneuvers
Nasotracheal intubation is a relative
contraindication in head frauma

*» BYM/OPA ventilation preferred in pediatrics

If hypotension for age and/or signs of
poor perfusion see Traumatic Shock protocel

inue General Trauma Care protocol

ADDED:
“Gray box” with
information from
the Arizona EPIC

TBI study



For severe airway bleeding:

» Use direct pressure if able without
obstructing airvay

» Consider advanced airway if adequate
ventilation and oxygenation cannot be
achieved with basic airway maneuvers

+ BVM/CPA ventilation preferred in pediatrics

Complete neuro exam

Assess for subcutaneous air

Cover/protect eyes as indicated

Do not try to block drainage from ears, nose

Rapid transport to appropriate Trauma
Center
Suction airway as needed

Eye Injury Consideratio

= Cover and protect eyes as indicated

do not apply pressure to eyes

s Orbital area fractures should be of hig
they can result in ocular muscle entrz

ocular compartment syndrome

Neck Injury Consideratio

Spinal motion restriction is not routine
penetrating neck injury, but should be

presence of neurclogic deficit

Laryngeal trauma should be suspects

following:

o Voice changes and stridor

o Respiratory distress

o External signs of bruising, swelling

CHANGED:
Updated text from
“BLS Airway
preferred” to
“BVM/OPA
ventilation”



Document serial respiratory exams in all
patients with suspected chest trauma

If unable to effectively oxygenate and
ventilate with basic airway maneuvers,
consider advanced airway

BVM/OPA ventilation preferred in pediatrics

Consider tension pneumothorax and chest
needle decompression when ALL the
following clinical indicators are present:
» Severe respiratory distress
s Hypotension
+ Unilateral absent or decreased breath
sounds

Meedle decompression is NEVER indicated
for simple pneumothorax

For open chest wounds, apply 3-sided
occlusive dressing

If hypotension for age and/or signs of
poor perfusion see Traumatic Shock protocol

CHANGED:
Updated text from
“BLS Airway
preferred” to
“BVM/OPA
ventilation”



Removed references
to “Hyperactive
Delirium”

ADDED:
Updates to pediatric
dosing for midazolam

and lorazepam

MIDAZOLAM

ALien
Adult:
IVIIO/IM route: 5 mg
+ |f patient still agitated and disruptive 5 minutes after first benzodiazepine dose, (IMC-

RASS +3 or +4), switch to butyrophenone
+ |f additional sedation medication needed Contact Base

Pediatric 8 to 11 years old:
IVIIOfIM route: 0.1 mg/kg, maximum single dose of 5 mg.

Age LBT Estimated | Midazolam
(years) | color | Weight (kg) | Dose (mg)

Paiatric <8 years old:
« Contact Base.

MOLVAVAS N\

Patient is agitated and combative, routine EMS care impossible, and IMC-RASS +3 or +4

Adult:
IVIIO/IM route: 2 mg
« |f patient still agitated and disruptive 5 minutes after first benzodiazepine dose. (IMC-

RASS +3 or +4), switch to butyrophencne

« If additional sedation medication needed Contact Base
Pediatric 8 to 11 years old:

IV/IO/IM route: 0.05 mg/kg; maximum single dose of 2 mg.

Age LBT Estimated | Lorazepam
(years) | color Weight (kg) | Dose (mg)




Removed references
to “Hyperactive
Delirium”

ADDED:
Updates to pediatric
dosing for droperidol

and haloperidol

DROPERIDOL

Patient is agitated and combative, routine EMS care impossible, and (IMC-RASS +3 or +4)

Adult:
IV/IM route: 5 mg slow IV or IM administration.
= If patient still agitated and disruptive 5 minutes after first butyrophencne dose {IMC-
RASS +3 or +4), repeat butyrophenone dose or switch to benzodiazepine
« [f additional sedation medication needed CONTACT BASE

Pediatric 8 to 11 years old:

IVAIO/IM route: 0.025 mg/kg; maximum single dose of 1.25 mg.

Estimated
. 2.5 mg/mL
Weight {ke) m Vol En"'ll

Adult:
IM route: 5 mg IM

« |f patient still agitated and disruptive 5 minutes after firstfutyrophenone dose (IMC-

RASS +3 or +4), repeat butyrophenone dose or switchflo benzodiazepine
» |f additional sedation medication needed CONTACT JBASE

Pediatric 8 to 11 years old:
IM route: 0.05 mg/kg; maximum single dose of 2.5 mg,

Haloperidol
Age LBT Estimated P
(years) | color | Weight (kg) 5 mg/mL
mg Vol (mL]

CHANGED/ADDED:
Updated pediatric
max dosing




Indications
° L[] l(
e Adult pulseless arrest associated with any of the following clinical conditions: I N d ICd t IoNS — K NOWnN

o Known or suspected hyperkalemia

o Renal failure with or without hemodialysis history Or Ssus p e Cte d

o Calcium channel blocker overdose

o Not indicated for routine treatment of pulseless arrest hy p er ka I em | 3 Wlth

Renal failure with known or suspected hyperkalemia

®
o
ECG changes

e Crush or suspension injury with known or suspected hyperkalemia
e Calcium channel blocker overdose with hypotension and bradycardia

ADDED:
. Side Effects/Notes
S I d e Effe Ct S/ N Otes —d d d e d e Extravasation of calcium chloride solution may cause tissue necrosis.

_ ) Because of the risk of medication error, if calcium chloride is stocked, consider limiting to 1 amp per
|a ng ua ge to fl us h | Ine |f medication kit to avoid accidental overdose. Calcium gluconate solution will require 3 amp supply for

If administering in same IV/IO line with sodium bicarbonate, flush IV/IO line with at least 10 mL of fluid

USIng the Same ||ne tO between medications.
administer sodium bicarb




CHANGED:

e Refer to agency-specific guideline Tor Triximg=ie ions, as dosing error is common. Slgn Ifl Ca nt C h a nges to
e Administer IV push of 10-20 mcg aliquots every 1-5 minutes as needed
the Adult Push Dose

Adult Push Dose:

CHANGED: area, with mixing
Adult Infusion Drip Rate Chart Reference ; . o 5
Throughout - Removed instructions being
g} Dripiet  Dpet “1:1000” ratio and

T updated to just Rl e,

4| wogumin | sogymin | “Img/ml” removal of

s sogmn | rsamn |

6| eosymn | sogwmn | '
oED. concentrations, and

80 gtt/min 120 gtt/min

s sogumn | sseumn : ' update to dosing

Drip Rate Chart Reference
added to bottom of
protocol

range.



ADDED:
Ketorolac pediatric dosing
for 8-11 year olds

Pediatric:
10 mg/kg PO — SEE CHART
Ketorolac

Pediatric 8-11 years old:
10 mg IV or IM

Pediatric <8 years old:
Not indicated

Protocol
¢ Pain management




CHANGED:

In Special Considerations -
Removed “1:1000” ratio
and updated to just
“Img/ml”

Special Considerations
Racemic epinephrine is heat and photo-se
Once removed from the refrigerator, the unopengd package is stable at room temperature until
the expiration date stated on the package.

Do not confuse the side effects with respiratory failure or imminent respiratory arrest.
If no racemic epinephrine is available, consider 5 mL of [Img/mL epinephrine|x 1 via nebulizer at

6-8 LPM to create a fine mist and administer over 15 minutes.




REMOVED/CHANGED:

Indications
1 1 . e Suspected hyperkalemic pulseless arrest: consider in patients with known renal failure/dialysis.
I n d |Cat 1ons remove d e Renal failure with known or suspected hyperkalemia
. o o e Known or suspected hyperkalemia with ECG changes
hyp erd Ctlve d e I Iirrum e Crush or suspension injury with known or suspected hyperkalemia
¢ Sodium bicarbonate therapy is indicated in patients with sodium channel blocker poisoning who
evelop widening of the interval > msec, hypotension, or a ventricular arr mia.
reference’ and devel ideni f the QRS int | >120 hypotensi icul hythmi
o Examples of sodium channel blockers include tricyclic antidepressants (TCA) such as
1 amitriptyline, also other medications like diphenhydramine, phenytoin, lidocaine,
u pd ated Wlth procainamide, or carbamazepine.

hyperkalemia and ECG

changes information ADDED:
Interactions — added content to

flush line if using the same line

ADDED: o :
¥ to administer calcium
Indications — TCA
I nform atlo n to SOd U m If administering in same IV/10 line with calcium, flush IV/1O line with at least 10 mL of fluid between
. medications.
C h ann el B | OC ke I | ine Alkalization of urine may increase half-lives of certain drugs.

Vasopressors may be deactivated.



1mcg/mL concentration. Use ma

Normal Saline Epinephrine Epinephrine 1mg/mL Epinephrine 0.1mg/mL
Volume Amount Concentration Amount Concentration Amount

—

I 7 S TS
mom | o | omm | wem

CHANGED:

In the table for mixing
Instructions- Removed
“1:1000” ratio and updated
to just “Img/ml”
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