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0010 Introduction & oggo Quick Referen
Guide

Inclusion of EMR ‘\\..f

EMERGENCY MEDICAL RESPONDER (EMR)

EMRs serve an essential role in their community, providing emergency medical care when higher level
providers may not be available and assisting in the care provided when higher level providers are
present. However, their scope of practice is not defined in the State of Colorado by statute (specifically

Chapter Two), and the acts allowed to be performed by these providers are outlined in the National EMS
Scope of Practice Model (revision dated February 2019). Recognizing the role that EMREs serve, as well

as the need to ensure consistency in the care provided in the prehospital setting, we have integrated
EMRs into our protocols. Therefore, all EMREs must be appropnately credentialed by their medical director

for each of the acts allowed, and these providers are subject to the same CQl practices as any other
provider within their agency. Furthermore, there are specific acts in these protocols that are outside of the

Mational EMS Scope of Practice Model (revision dated February 2019) for EMRs. Should a provider be
credentialled to perform these additional acts, is the responsibility of the agency medical director to
oversee training, verify proficiency, and perform the appropriate CQI process for any and all acts allowed.




1050 Supraglottic Airway

Guidance Regarding EMR Added \’*-""

Emergency Medical Responder (EMR) Supraglottic Airway Insertion:

1. Supraglottic airways are not within the national scope of EMR providers.

2. An EMR may be credentialed by a medical director to perform this procedure. See the
introduction for information regarding EMR credentialling by a medical director.




1060 NIPPV

Gray Box Added

For patient not tolerating
NIFPPY, consider anxiolysis
with benzodiazepines,
opioids, or antipsychofics.

Contact Base




1150 TASER® Probe Removal

Inclusion of TASER® 7 Probe Removal Guidance

4. Procedure for removal of TASER® 7 cartridge probe : _
a. The barbs have a round cylinder above the probe. DO e It

NOT PULL it out by the cylinder, it will detach and leave ) Tl
the barb in the skin/muscle. If not removed propery the ] _ !

probe could stay embedded in the person and may —= 8 1 el
cause some infection and/or complicate removal issues.
b. The TASER® 7 Cartridge safety clip is used to remove the
probes. The safety clip has a notch at on one end.
c. Slide the safety clip between the probe and the skin. sy
d. Pull the safety clip straight out. DO NOT TWIST. You may want to g
place your thumb on top of the cylinder to stabilize it as you pull out :
the probe. e eemmmmmmmmmmmm—smme——mme == 1
e. [f the cylinder has broken off there is a disc that remains 1L
and can be used to anchor the probe for removal. Slide - ' e
the Safety clip between the disc and the skin to remove ) 3
the probe. bbb L T T T =

@




2000 Obstructed Airway

New Flow and Updated to 2025 AHA
Guidelines

Previous

EMT AEMT

EMT- Paramedic

Exienged Care Supplement

If obstruction is complete, patient
will be mute.

If patient can speak, obstruction is
incomplete

2000 OBSTRUCTED AIRWAY

Attempt to determine
cause of obsiruction

¥

Dioes patient show universal

2000 OBSTRUCTED AIRWAY

= Parform Heimlich maneuver
- Forvisibly pregnant or obese

sign of choking?

patients perform chest thrusts
only

ne]

= For infants_5 chest thrusts then §
back blows.

Assess severity of
obstruction

!

3

}

If Responsive:

« |f pafient can make sounds and cough loudly,
encourage patient to continue coughing and maonitor for
worsening airway obstruction.

» |f the patient cannot breathe, has a silent cough,
cannot talk, or makes the universal choking sign,
alternate between 5 back blows and 5 abdominal
thrusts until the object is cleared or the patient
hecomes unresponsive.

EMT

EMT-I Paramedic

Extandad Care Supplement

Severe or Complets Obstruction
[mute, silent cough, severe stridar]

Unconscious Patient

Mild or Moderate Obstruction

« For infanis, altemate between 5 back blows and 5
chest thrusts.

)

i

= Open arway with head tit-chin Iift or

jaw thrust if craniofacial trauma [—

« Attempt ventiation with VM

Begin chest thrusts

Each time airway is opened look in
meuth for FB and  found, remove it

Able to ventiate or

)

Do not interfere with a spontanecusly
breathing of coughing patient
Pesition of comfort

Give high flow oxygen

Suction if needed

If patient is pregnant, obese, orin a
wheelchair, perform chest thrusts
instead of abdominal thrusts

obstruction cleared?

= Perform lanyngoscopy

« Ifforeign body visualized, use
McGil forceps to remaove or
consider pushing object into
mainstem bronchus with ETT

Able to ventiate or
obstruction cleared?

Once obstruction relieved:

- Position of comfort or left lateral
recumbent position

& cleared?

No

v

= Supportive care and rapid
transport
« If patient deterioraiing or

.

©O2 via NRE 15 Lpm

Manitor ABCs, SpOZ. vital signs.
Suction PRN and be prepared
for vomiting, which commonly
occurs afier obstruction relieved

.

.

= Perform abdominal thrusts or
chest thrusts until obstruction
relieved then reattempt
wentiations with BVM

» For infants, 5 chest thrusts,
then 5 back blows

!

Consider gricotrotomy

and unable to oxygenate with
BVM

develops worsening distress
proceed as for complete
obstruction

If Obstruction Relieved:

» Encourage transport for evaluation

« Posiiion of comfort or left lateral recumbent position

« (Give oxygen, as needed

« Monitor ABCs, SpOe, vital signs

+ Suction as needed and he prepared for vomiting, which
commonly occurs after abstruction relieved

If Unresponsive:
« Begin CPR
» Prior to ventilations, visualize oropharynx and look for
foreign body. Remove if visible.

» [f not visible, perform laryngoscopy

« [f foreign body visualized, use McGill forceps to remove
or consider pushing object into mainstem bronchus
with endotracheal tube.

« Attempt to ventilate with BVM.
« Confinue cycles of compressions with visualizing the
aropharyn prior to venfilations until object cleared.

» Consider cricothvrotomy if suspected supraglottic
obstruction and unable to oxygenate with BVM




2040 Pediatric Wheezing

2040 PEDIATRIC WHEEZING

2040 PEDIATRIC WHEEZING

New

Previous

Respiratory Disiress protocol Inifiating specific therapy EMT BT = Aszess: 5pd, consider | | Initial best indicator is age. Ifpatient £ 2

= Assess: Sp0,. consider I Initial best indicator is age. If patient < 2 waveform capnography, AR, years ald, bronchidits is rmore likdy. Age =
waveform capnography, RR., years old. bronchiolitis is more likely. Age > lung sounds, accessory 2 reactive ainvays disease is more likely. EMTH
lung sounds, accessory 2 rzactive airways dissase is more likely. EMT-I i muscle use and mental stas

muscle use and mental status

Consider the cause of wheezing before

’

= Pediafric Universa
Respiratory Distress protocol

Consider the cause of wheezing before
initiating specific therapy

I _

'

v

| -

EMT

Although bronchiolitis and
Age £ 2 years old Age > 2 years old T el Age = 2 years old Age > 2 years old asthma are the most
asthma are the most Bronchiolitis more common Asthma more common common causes of
Bronchiolitis more common Asthma more common common causes of ; ) - wheezing ininfants and
) wheezing in infants and = Wiralillness characterzed by faver, Fresentation suggests asthma: children, respectively, you
= Viral iliness characterzed by fever, Fresentation suggests asthma: children, respectively, you copious secrefions and respimtory wheezing, profonged expiratory should consider pulmonary
copious secretions and respiratory wheezing, prolonged expiratory should consider pulmonary distress typically seen Mowermber phase, decreased breath sounds, and non-pulmonary causes
distress typically seen November phase, decreased brearh sounds, and non-pulmonary causes through April accessory muscle use, known hx of of respiratory distress,
through April accessory muscle use. known hx of of respiratory distress, = Mast impartant intervertions areto asthma or aiburerol use especially if patient not
* Most imponiant interventions are 1o asthma or albuterol use especially if patient not provide supplementd oxygenand responding as expected to
provide supplemental oxygen and responding as expected to suction secreions adequately l treatment:
suction secretions adegquately treatment: = |n children = 3 months of age witha
* Inchidren > 3 months of age with a r : strong family history of asthrma, prior Giwe nebulized albutersl + ipratropium Exarples: pneumaria,
strong family history of asthma, prior - ) ) ) Examgles: pneumonia. albuterol use, or prematurity, a triad of May repeat x 2 for tolki of 3 doses. pulrmonary edema, congerita
albutersl use, or prematurity, a rial of Give nebulized albuterol + ipraropium pulmonary edema, congenital albuteral rray e warranted. Ifclinicaly Ehgﬂ gf:e continuous sl for heart dizeasa anaphylaxis,
albuterol may be warranted. If clinically May repeat x 3, then give continuous heart disease, anaphylaxis, responsive consider single dose of severs respistory diskess pneumatharax, seps,
responsive, consider addtional albuterol for severe respiratory distress preumothorax, sepsis, albuterol rmetabolic acidosis (2.9 DRA,
bronchodilators (albuteral + pratropium) metabalic acidosis (e.9.: DKA, toxic ingestion), foreign bady

.

= Administer oxygen to obtain saturations
= 00%

Masal suction with 3 mL saline
Transport in position of comfort

Maonitor Sp02, RR. mental status
Consider 20m kg M3 bolys

toxic ingestion), foreign body
aspiration, and croup.

l

Yes
s response to treatment .!quLIE'W

a

Severe exacerbation

I

If worsening respiratory distress despite
above therapies, re-suction nostris and
assist ventilations with BVM

BVMIOPA ventilation prefemed in peds

IM gpinephrine if no response to neb
and severe distrass
Start IV

W §
20mlL/kg NS bolus

l

Vm Iprednisolone

Will help resolve acute asthma
exacerbation over hours, without
mmediate effect In severe exacerbations,
it may be given prehospital but should not
be given for mild attacks responding well
to bronchodilators.

Yes
's response fo treatment adequate? l—

No

Assess for pneumathorax
Assist ventilations with BVM

BVMWOPA ventlation prefermed in peds

Nasal Aspirators

= Masal aspirators are safe
and effective.

= Masal aspiration with saling
significantly improves upper
respiratory tract symptoms.

Administer oxygento obtain sauratons
=80%

Mazal suctionwith 3 L saline
Transpaort in posifon of comnfort
Monitor SpO02, RR, mentalstatus
Consider 20ml kg NS balus

aspiration, and croup.

|5 responseto treament adequae

fes

Mo

¥

Severe exacerbation

!

= M epinephrine if no response toneb
and severa disfrass

If worsening respiratory distress despite
above therapies, re-suction nostrils and
assist wentilatons with BV

= Start IV

= [\ methylprednsokbne
= 20mifkp NS bolus

BVMOPA ventiation preferred in peds

1M epinephrine
|5 indicated for sever exacebation and
nat respending t2 inhaled bronchodilators.
IV methylprednisolone
Wil help resolve acute asthrma

exacerbation over hours, without
irnmediate effect. In severs exacarbations,

|= responseto treament adequae?

l\‘i‘

g

= Aszess for pneumothorax
« Assist ventlations with BV

BEWVIWIOPA ventiation prefermed in peds

Masal Aspirators

= Masal aspirators are =afe
and effective.

= Masal aspirationwith saine
significanty improves upper
respiratory tract symptoms.

- : - May consider IV magnesium if no -
IM epinephrine *- it may be given prehospital but should not r\esgunse to neh, Eignm. and T
. . be given for mild attacks responding well ini i i
Is indicated for the most severe attacks + Continue monitoring and assessment a i hrunchudilaburzu ™ administration of methypredrisdone ——

deemed life-threatening and niot
responding to inhaled bronchodilaters.

.

.

en-route

Be prepared fio assist ventilations as
needed
Contact Base for medical consult if

'

Continue rmanitering and assessment

en-route
deterioration . -
= Be prepared to assistventlaions as ‘ =
neaded r

Contact Base for medical consultif
deterioration




2040 Pediatric Wheezing

Previous

¥

Age = 2 years old
Bronchioliis more common

« Viral iliness charactenzed by fever,
copious secretions and respiratony
distress typically seen Novernber
through April

« Most important interventions are 1o
provide supplemental cxygen and
suchon secretions adequately

+ |n chidren > 3 months of age with a

strong family history of asthma, prior
albuterol use, or prematurity, a tral of
albuterol may be warranted. If clinically
responsive, consider additional

bronchodilators {(albuterol + pratropium)

New

+

Age= 2 years old
Bronchiolitis more common

= Viralillness chaactenzed by fever,

copious secrefons and respiEtory
distress typically seenMNovernber
through April

« Most important infervertions areto
provide supplementd oxygenand
suction secrefions adequately

= |n children > 3 months of age witha

strong family history of asthra, prior
albuterol use, or prematurity, a trid of
albuteral rmay be warranted. [fclincaly

responsive consider singledose of
albuteral




2040 Pediatric Wheezing
Previous New ‘\\..f

\d ¥
Give nebulized albuterol + ipratropium G.il:: "Eh”"Efd;:F:fﬂiﬁammmu“
Mzy repeaf x 3, then give confinuouws thé‘rn g'.'l-E]' c:-;-n#nr.r-::-r.rs sihirernd for

albuferal for severe respiratory disiress SEVErE respialion disress
| |




2040 Pediatric Wheezing

Previous New
— ¥
« Assess for pneurnothorax
« Assess for pneumothoras « Assist ventilations with B

= Assist ventilations with BYM _ _
BYIWYOPA ventiation prefermed in peds

EVMOPA ventdabon prefermed in peds

May consider IV rmagnesiumi if no
response to neb, epinephine, and
adrrinistration of methyprednisdone




2040 Pediatric Wheezing

Previous New

IV methylprednisalone IM epinephrine

: Is indicated for sewem exacerbation and
Will help reschve acute asthma not responding t0 inhaled bronchodilatars.

exacerbation over hours, without

mmediate effect. In severe exacerbations, IV methylprednisol one

it may be giwen prehospital but should not

be given for mild attacks responding well Willl help resalve acute asthrma
to bronchodilators. axacerbation over hours, without

irmmediate effect. |n severe exacerbaiones,
it rmay be given prehospial but should not

Is indicated for the most severe attacks be given for mild attacks responding well
deemed life-threatening and not ta bronchaodilators.

responding to inhaled bronchodilators.

IM epinephrine




6015 Post Sedation Resuscitation and
Monitoring

Addition to Gray Box

General Guidelines

« Patients receiving sedative medications have a
broad range of responses both from the
medication given and the underlying etiology of
the agitation. They should be treated as high risk
for respiratory or cardiovascular compromise.

e (oal is to initiate resuscitation/monitoring as soon
as possible.

1 « Each individual element of post-sedation
el resuscitation/monitoring should be initiated as
soon as possible to do so.

) « Document a RASS score before and after
TS sedation administration et




8050 Spinal Trauma

PrEViOUS 8050 SPINAL TRAUMA N eW

8050 SPINAL TRAUMA

Ci let d int it ific: to spinal "
O e - —peciie i spina EMT AEMT EMT- | Pammedic Mechanism with potential for spinal injury eMT
¢ Extended Care Supplement Yes
Does patient have any of the following: r
= Midline C/T/L spine tenderness on palpation. Signs of Spinal Cord Injury: . . i Yes . . - o
= Meurologic complaints or deficits. This includes « Sensory loss, weakness andfor paralysis Isolated penetrating trauma with intact neurclogic » Spinal maotion restriction not indicated
sensory changes, weakness. » Typically bilateral, but may be asymmetrical exam? Continue General Trauma Care protocol
= Other injuries which are potentially distracting. = Sensory changes typically have a level, comesponding to the
= Alteration in mentation or under influence of drugs or level of the injury Mo
EtCH. = Mumbness, tingling or painful burning in arms, legs
= Barner to evaluate for spinal injury (e.g., language or = Central cord syndrome is an incomplete spinal cord injury ¥
developmental bamier). and causes painful buming or sensory changed in shoulders . .
» Elderty patient with head njury and upper extremities biaterally and spares the lower Are there clear indications for SMR? *Intoxicated patients:
= The provider feels there is a potential spinal injury extremities. |t may b= subtle Age =65 years with midline neck pain Ot This protocol may be applied to
(see Spinal Motion Restricions Considerations) Paresthesias in extremities OR intoxicated patients if they are alert and
Objective neunlogic deficit OR cooperative regardless of blood aleohol
Yes | No Patient is uncooperative/cannaot follow instructions™ content
l l Indications for SMR in pediatric patient: Yes
P, c-collar = [F NONE of abo iteria, GCS5 3-8 0R .
s d “:n 3have criena Refer to next page for spinal **Simple rearend MVC excludes:
patient and ask them and you do not think - =y o Abnormal ABC's OR _
" S motion restriction and pediatrie - , » Pushed into traffic
to not move neck patient has a spinal injury, iderati Focal neurclogic deficit "
cervical collar and other S EERET * Hit by bus or large truck
SMR may be omitted. Mo * Rollover
» Continue General Trauma » Hit by high-speed vehicle (260 mph]
Care protocol
¥
Is there a low-risk factor present to allow for safe
Patent assessment of range of motion?
atient is anhdalm,r on .
s there an ohjsctive No scene at time of EM3 Yos S."r."ple rearend MUC™™ OR
eurslogical deficit? #  amival AND sble to Sitiing position on scene OR
o9 : comfortably lay stil and Ambulatory at any time OR No
ith instructions. Aby of midli ime tend
-~ comply with ins! ons sence of midline c-spine emess Apply spinal ile recticlion
"ol Areall fing absent in a pediatric patient? 7| Continue General Trauma Care profocol
¥ MNeck painftendemess AND
Full spinal mat Transport patient in position Altered Mental Status AND
» ' spinat mabon of comfort on stretcher with Torso trauma AND ¥
restrictions are indicated ccollar Head injury
» Document neuro assessments before and after
spinal motion restriction
| Yes Mo # Transport to appropriate trauma center
‘. » Monitor for status changes and progression of
- " sensory level changes
= Document newro assessments before and after P""‘?““"'E to actively rotate neck 45° Ieﬂqmd T —
spinal mokion restriction right? If so, able to extend and flex 45°7 L x
= Rapid transport to trauma center
= Monitor for status changes and progressien of Yes If hypotension for age andior signs of
sensary level changes | poor perfusion see Traumatic Shock protocol
l L e
Spinal motion restriction not indicated
If hypotension for age andior signs of Continue General Traums Care protecol N . R
§ gt pai e
poor perfusion se& Traumatic Shock protocol Censider pain management ¥

' i '

| Consider < Refer to next page for spinal | See eneral Trauma Care protocs] =
} motion restriction and pediatric E
considerations.
| See General Trauma Care protocol |




8050 Spinal Trauma

Mechanism with potential for spinal imjury

l Yes

Isolated penetrating trauma with intact neurclogic
exam’?

Yes

| Mo

EMT AEMT EMT-|

Spinal motion restriction mot indicated
Continue General Trauma Care profocol




8050 Spinal Trauma —Upd

¥

Are there clear indications for SMR?

Age 2 G5 years with midline neck pain OR
Paresthesias in exiremities OR
Chhjective neurslogic deficit OR

FPatient is uncooperative’canmot follow instnections®

Indications for SMR in pediatric patient:

GC5 3-8 0R
Abnomal ABC's OR
Focal neurdlogic deficit
Mo
'*:F:-
-4
'“JI_'

Yes

ated Criteria

Are there clear indications for SMR?

Age 2 G5 years with midlime neck pain OR
Paresthesizs in extremities OR
Objective neurclogic defict OR

Patient is uncooperativedcanmot follow instructions®

Indications for SMR in pediatric patient:

Abnomal ABC's OR
Focal neurclogic deficit

Mo

L A

Is there a low-risk factor present to allow for safe
assessment of range of motion?
Simple rearend MJVC™ OR
Sittimg position on scene OR
Ambulatory at any time OR
Absence of midline c-spine tendemess

Yes

No

*Intoxicated patients:
This protccol may be applied to
intoxicated patients if they are alert and
cooperative regardless of blood alcohol
content

“Simple rearend MVC excludes:
* Pushed into traffic
+ Hit by bus or large truck
¢ Ruollower
# Hit by high-speed wehicle (260 mph]]

Are all following absent in a pediatric patient?

Patient able to actively rotate neck 45° left and
right? if so, able to extend and flex 457

Yes

L

Spinal motion restriction not indicated
Continue Seneral Trauma Care protocol

Refer to next page for spinal
miction restriction and pediatric
considerations

Apply spinal mobile restriction
Continue General Trauma Care protocol

¥

Diocument neurs assessments before and after
spinal motion restriction

Transport to appropriate trauma cemnter
Monitor for status changes and progression of
sensory level changes

¥

If ypotension for age andlor signs of
poor perfusion see Traumstic Shock protocol

.

Consider pain management

It v




8050 Spinal Trauma —Updated Criteria

Are there clear indications for SMR?
Age 2 G5 years with midlime neck pain OR
Paresthesias in extremities OR intoxicated patients if they are alert and
Objective neurclogic deficit OR cooperative regardless of blood aleohol
Patient is uncooperativedcanmot follow instructions® confent

- =

*Intoxicated patients:
This protccol may be applied to

Indications for SMR in pediatric patient:

e Ames oR sSimple rearend MVC excludes:
= lonic deficit ¢ Fushed into traffic
+ Hit by bus or large truck
4’ No + Rollover
s Hit by high-speed vehicle (260 mph]]
Is there a low-risk factor present to allow for safe ¥
assessment of range of motion™? Is there a low-risk factor present to allow for safe
assessment of range of motion?
Simple rearend MVC* OR Simple resrend MUC™ OR
Sittimg position on scens OR Sitting positicn on scene OR
: Ambulatory at any time OR
M‘bula’g-:r;.f at -EI'I}". time OR Mo Absence of midline c-spine tendemess Mo . § -
Absence of midline c-spine tendemess > Apply spinal mobile restriction
Are all following absent in a pediatric patient? Continue General Trauma Care profocol
Are all following absent in a pediatric patient? Meck painftendemess AND
Meck painftendemess AND Torso trauma AND ¥
Altered Mental Status AND Iy + Document neuro assessments before and after
Torso trauma AND Yes No spinal motion restriction
H i ili..lrjl' « Transport to appropriate trauma center
¥ » Monitor for status changes and progression of
Patient able to actively rotate neck 45° left and sensory level changes
o Yes Mo right? If so, able to extend and flex 45°7
e ¥
-4 Yes If rypotension for age andlor signs of
s JI | poor perfusion see Traumstic Shock protocol
%i.‘ Spinal motion restriction not indicated J'
u Continue General Trauma Care protocol Consider pain management :
g
o =
k4 i
1
) General Trauma Care protocs ﬁi"
Refer to next page for spinal See : s
motion restriction and pediatric =

considerations.




8050 Spinal Trauma —Upd

ated Information .

*Intoxicated patients:

Are there clear indications for SMR?

Age 2 G5 years with midlime neck pain OR
Paresthesizs in extremities OR
Objective neurclogic defict OR

Patient is uncooperativedcanmot follow instructions®

This protocol may be applied to
intoxicated patients if they are alert and
cooperative regardless of blood alcohol

Indications for SMR in pediatric patient:

Abnomal ABC's OR
Focal neurclogic deficit

content

Mo

L A

Simple rearend MVC excludes:
Pushed into traffic

Is there a low-risk factor present to allow for safe
assessment of range of motion?
Simple rearend MJVC™ OR
Sittimg position on scene OR
Ambulatory at any time OR
Absence of midline c-spine tendemess

Yes

No

e

*Intoxicated patients:

This protccol may be applied to
intoxicated patients if they are alert and
cooperative regardless of blood alcohol
content

“Simple rearend MVC excludes:
* Pushed into traffic
+ Hit by bus or large truck
¢ Ruollower
# Hit by high-speed wehicle (260 mph]]

Hit by bus or large truck
Ruollowver
Hit by high-speed vehicle (260 mph]

Are all following absent in a pediatric patient?

Patient able to actively rotate neck 457 left and
right? if so, able to extend and flex 457

Yes

L

Spinal motion restriction not indicated
Continue Seneral Trauma Care protocol

Refer to next page for spinal
miction restriction and pediatric
considerations

Apply spinal mobile restriction
Continue General Trauma Care protocol

¥

Diocument neurs assessments before and after
spinal motion restriction

Transport to appropriate trauma cemnter
Monitor for status changes and progression of
sensory level changes

¥

If ypotension for age andlor signs of
poor perfusion see Traumstic Shock protocol

.

Consider pain management

It v




050 Spinal Trauma -Upd

ated Criteria

Are there clear indications for SMR?

Age 2 G5 years with midlime neck pain OR
Paresthesizs in extremities OR
Objective neurclogic defict OR

Patient is uncooperativedcanmot follow instructions®

Indications for SMR in pediatric patient:

Abnomal ABC's OR
Focal neurclogic deficit

Mo

L A

Yes Mo

Patient able fo actively rotate neck 45° left and
right? if so, able to extend and flex 45°7

Is there a low-risk factor present to allow for safe
assessment of range of motion?
Simple rearend MJVC™ OR
Sittimg position on scene OR
Ambulatory at any time OR
Absence of midline c-spine tendemess

Yes

No

*Intoxicated patients:
This protccol may be applied to
intoxicated patients if they are alert and
cooperative regardless of blood alcohol
content

**Simple rearend MVC excludes:
#» Pushed into traffic
= Hit by bus or large truck
# Ruollower
# Hit by high-speed wehicle (260 mph]]

|"|"Er5

Are all following absent in a pediatric patient?

Patient able to actively rotate neck 457 left and
right? if so, able to extend and flex 457

Yes

L

Spinal motion restriction not indicated
Continue Seneral Trauma Care protocol

Refer to next page for spinal
miction restriction and pediatric
considerations

Apply spinal mobile restriction
Caontinue General Trauma Care protocol

¥

Drocument neurs assessments before and after
spinal motion restriction

Transport to appropriate trauma cemnter
Monitor for status changes and progression of
sensory level changes

¥

If ypotension for age andlor signs of
poor perfusion see Traumstic Shock protocol

.

Consider pain management

|
i
By




Spinal Motion Restriction Considerations

= [f patient in athletic safety equipment, refer to Suspected Spinal Injury with Athletic Equipment protocol

» |f for any reason you suspect the patient has a spinal injury, then take measures to prevent inadverient
movement of the spine utilizing spinal motion restriction.

= The routine use of long spine boards or other rigid immaobilization devices is not recommended as the risk of
patient injury exceeds any benefit of their use. The use of these devices should be reserved for patient
extrication and the patient should be removed from the device as quickly as possible.

« Patients over the age of 65 are at higher risk of spinal injuries, even from ground-level falls.

= LIse caution when assessing for spinal injury in elderly patients, who are at much higher risk and may have
minimal or even no symptoms of neck pain despite c-spine injury.

. Enmmunmate to receiving T:EIEIIII}’ splnal motion reatnctlnn IS in place

The goal of both SMR and spinal |mmc-hlllzahﬂn in the trauma patient is to minimize unwanted movement of

the potentially injured spine.
o The chosen modality of spinal motion restriction should be based on the individual needs of the patient

and agency equipment/procedures
o Consideration should be given to the protection of the airway and minimizing further harm to the patient

when applying SMR




8080 Extremity Trauma

Previous

v

Total Amputation

v

¥

:

Partial Amputation

Total Amputation

¥

Amputated part:

e Cover with moist, sterile
dressing

¢ Place in sealed plastic bag

¢ Keep part cool for transport, if
possible

¢ Do not allow freezing of part

Stump:

¢ Cover with moist, sterile
dressing covered by dry
dressing

:

!

Fartial Amputation

¢ Cover with moist, sterile
dressing

¢ Splint near-amputated part
in anatomic position to
preserve intact function

!

Control bleeding with direct
pressure to area or vessel

Amputated part:

Cover with moist, sterile
dressing or most appropriate
dressing available

Flace in sealed plastic bag
Keep part cool for transport, if
possible

Do not allow freezing of part

Stump:

Cover with moist, sterile
dressing covered by dry
dressing or most appropriate

y

+ Cover with moist, sterile
dressing or most appropriate
dressing available

+ 5plint near-amputated part in
anatomic position to preserve
intact function

!

Control bleeding with direct
pressure to area or vessel

dressing available.
I




8080 Extremity Trauma

Amputation Transport Considerations Added

Amputation Transport Considerations:

e |f there is a higher concern for trauma, transportation to

an appropriate trauma center is the priority
o Consider direct transport of isolated extremity amputation
to designated replantation center if time and condition

allow.




9070 Benzodiazepines

Previous LoRAZEPAM:

Seizure:

Adult:
IVAOHIM route: 2 mg
» [Dose may be repeated x 1 after 5 minutes if still seizing. Contact Base for more than
2 doses.

Pediatric:
IVAOHIM route: 0.1 mgikg
*  Maximum single dose is 2 mg. Dose may be repeated x 1 after 5 minutes if still
seizing. Contact Base for more than 2 doses.

N ew LORAZEPAM:

Seizure:

Adult:
IV/IO/*IM route: 4 mg
 Dose may be repeated x 1 after 5 minutes if still seizing. Contact Base for more than
2 doses.
Pediatric:
IVIIO/*IM route: 0.1 mg/kg Tt
¢ Maximum single dose is 4 mg. Dose may be repeated x 1 after 5 minutes if still ﬁ
J seizing. Contact Base for more than 2 doses.




9120 Epinephrine

Previous

Adult Wheezing / Systemic Allergic Reaction:
0.3 mg (0.3 mlof 1mg/mL solution) IM. May repeat dose x 1.

« |f refractory, consider push dose epinephrine or infusion

New

Adult Wheezing / Systemic Allergic Reaction:
e 0.5 mg (0.5 ml of Tmg/mL solution) IM. May repeat dose x 1.
e |f refractory, consider push dose epinephrine or infusion




goooX Medication Extended Care
Supplements

. CORITCOSTEROID — DEXAMETHASONE
Addition of Dexamethasone

A. Description

Dosi n g fo r Ped iat ri c Stri d o r/C ro U p 1. Potent glucocorticoid with minimal to no mineralocorticoid activity. Decreases inflammation by

suppressing migration of polymorphonuclear leukocytes (PMNs) and reducing capillary

- - permeability; stabilizes cell and lysosomal membranes, increases surfactant synthesis,

I n Exte n d e d C a re S e ct I 0 n incre:_ases serum vitamin A con centratic_m, and inhibits pro_staglandin an d. pr_c:ni_nﬂ':m_'m'la_tu:srj..r
cytokines; suppresses lymphocyte proliferation through direct cytolysis, inhibits mitosis,
hreaks down granulocyte aggregates, and improves pulmonary microcirculation

B. Indication

1. Pediatric stridorfcroup
C. Contraindications

1. Known hypersensitivity

2. Systemic fungal infection
3. Cerebral malaria

D. Dosing
1. Pediatric Dosing for POYV/IM administration

L

EMTH Paramedic

Ase LBT Estimated | Dexamethasone
B color Weight (kg) Dose (mg)
6 months Pink 6.5 kg 4 mg
& months
1 year
2 years Yellow 13 kg g8 mg &
3-4 years White 16.5 kg g8 mg
5-6 years Blue 21 kg =t
¥ el
1
10-11 years Green 33 kg 16 mg
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REMINDER — Evidence Based Sources List 4

A list of evidence-based
sources used for protocol
development is available

DMEMSMD Evidence Based Sources : Evidence Based Sources

9120 Epinephrine

9120 Epinephrine

9070 Benzodiazepines

9070 Benzodiazepines
9045 Antipsychotics

9070 Benzodiazepines
9045 Antipsychotics

9070 Benzodiazepines
9045 Antipsychotics

9045 Antipsychotics

9070 Benzodiazepines

9190 Magnesium Sulfate
9150 Magnesium Sulfate
9190 Magnesium Sulfate
9190 Magnesium Sulfate

9190 Magnesium Sulfate

9190 Magnesium Sulfate

9190 Magnesium Sulfate
9190 Magnesium Sulfate

9045 Antipsychotics

9045 Antipsychotics

Weant K et al.

Holden et al.

Uebinger RM, Zaidi HQ, Tataris KL,

etal

Chan EW, Taylor DM, Knott JC,
Phillips GA, Castle DJ, Kong DC.

Yap CYL, Taylor DM, Knett JC,
Taylor SE. Phillips GA, Karro J,
Chan EW, Kong DCM, Castle DJ

Taylor DM, Yap CYL, Knott JC,
Taylor SE, Phillips GA, Karro J,
Chan EW, Kong DCM, Castle DJ

Page CB, Parker LE, Rashford 5J,

etal

Guterman EL, Sporer KA, Newman

TB, Crowe RP, et al

Camargo CA Jr, Rachelefsky G,

Schatz M.

Schiermeyer RP, Finkelstein JA

Altman D, Carroli G, Duley L, et al.
Crowther CA, Brown J, McKinlay CJ,

Middleton P.
Grissinger M

Beach SR, Gross AF, Hartney KE,

Taylor JB, Rundell JR.

Stollings JL, Boncyk CS, Birdrow Cl,
Chen W, Raman R, Gupta DK,
Roden DM, Rivera EL, Maiga AW,
Rakhit S, Pandharipande PP, Ely

EW, Girard TD, Patel MB

Efficacy of bolus-dose epinephrine to manage
hypotension in the prehospital setting

Safety Considerations and Guideline-Based Safe Use
Recommendations for "Bolus-Dose” Vasopressors in
the Emergency Department

Retrospective Study of Midazolam Protocol for
Prehospital Behavioral Emergencies

Intravenous droperidol or olanzapine as an adjunct to
midazolam for the acutely agitated patient: a
multicenter, randomized, double-blind, placebo-
controlled clinical trial.

Intravenous midazolam-droperidol combination,
droperidol or olanzapine monotherapy for
methamphetamine-related acute agitation: subgroup
analysis of a randomized controlled trial

Midazolam-Droperidol, Droperidol, or Olanzapine for
Acute Agitation: A Randomized Clinical Trial

A Prospective Before and After Study of Droperidol for
Prehospital Acute Behavioral Disturbance

Real-World Midazolam Use and Outcomes With Out-of-
Hospital Treatment of Status Epilepticus in the United
States

Managing asthma exacerbations in the emergency
department: summary of the National Asthma
Education and Prevention Program Expert Panel
Report 3 guidelines for the management of asthma
exacerbations

Global Initiative for Asthma (GINA) 2024 guidelines
Rapid infusion of magnesium sulfate cbviates need for
intubation in status asthmaticus

Gestational Hypertension and Preeclampsia: ACOG
Practice Bulletin

Which anticonvulsant for women with eclampsia?
Evidence from the Collaborative Eclampsia Trial

Do women with pre-eclampsia, and their babies, benefit
from magnesium sulphate? The Magpie Trial: a
randomised placebo-controlled trial

Magnesium sulphate for preventing preterm birth in
threatened preterm labour

Avoiding patient harm from a magnesium bolus dose

Intravenous haloperidol: A systematic review of side
effects and recommendations for clinical use

Antipsychotics and the QTc Interval During Delirium in
the Intensive Care Unit: A Secondary Analysis of a
Randomized Clinical Trial
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https:/ipubmed.ncbi.nlm.nih.gov/34303186/

https:/ipubmed.ncbi.nlm.nih. gov/28601272/

hitps:/iwww.ncbi.nlm.nih. gov/ipmc/articles/PMCT2.

https:/ipubmed.ncbi.nim.nih. govi22981685/

https:/ipubmed.ncbi.nlm.nih. gov/28160494/

https:/ipubmed.ncbi.nlm.nih. gov/27 745766/

https-lipubmed ncbi nlm nih gov/i29558224/

https-//pubmed ncbi nlm.nih gov/35931608/

https:lipubmed.ncbi.nlm.nih. govi19683665/
https:liginasthma.ora/wp-content/uploads/2024/0F
Strategy-Report-24_05_22_WMS pdf

https-/iwww sciencedirect.com/science/article/abs,
94902380

https://pubmed.ncbi.nim.nih. gov/32443079/

https:/ipubmed.ncbi.nlm.nih. govi7769899/

https:/ipubmed.ncbi.nlm.nih.gov/i12057545/

https-//pubmed nebi nlm.nih gov/i25126773/

https:/ipubmed.ncbi.nlm.nih. gov/i2466917 4/

https-/ipubmed.ncbi.nim.nih.govi32979582/

https-//pubmed.ncbi.nlm.nih.gov/382524 39/



https://docs.google.com/spreadsheets/d/e/2PACX-1vS5mC3Z3K8WLlMmvpxnhR8iWpoqDhT2bTCNCTre6Ll9LYgvd3D3AHOq90Jb2fkq0hvfSii7t_zFFZ-K/pubhtml?gid=0&single=true
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