NO

Y

Call for help/ additional
resources
Stage until scene safe

Bring all necessary equipment to patient

Demonstrate professionalism and courtesy

Consider WMD in mass assemblies
Utilize appropriate PPE

Consider Airborne, Contact, or Droplet Isolation
if indicated

Initial assessment
BLS maneuvers
Initiate oxygen if indicated

Adult Assessment Procedure

Pediatric Assessment Procedure

Conduct Screening for Weapons

Trauma
Patient

Required VS:
Blood pressure

Palpated pulse rate
Respiratory rate
Pulse ox if available

If Indicated:
Glucose

12 Lead ECG
Temperature
Pain scale

CO Monitoring
EtCO2 Monitoring

<—< Medical or Trauma >—>

Y

Medical
Patient

< Evaluate MOI >

v

v

Significant MOI

v

Primary and
Secondary
trauma
assessment

< Mental Status Exam >
I

v v

No Significant MOI Unresponsive

+ Primary and

Primary and secondary
Secondary trauma assessment

assessment o
Obtain history of

present illness from
available sources /
scene survey

Focused assessment
on specific injury

v

Responsive

v

Obtain
Chief Complaint

Primary and

Secondary

assessment
Focused assessment
on specific complaint

Patient does not
fit specific
protocol

L

L]

cum Spinal Motion Restriction Procedure / Protocol TB 8
soe as indicated

Obtain VS

Obtain SAMPLE

Repeat assessment while preparing for transport

Exit to
Age Appropriate Protocol(s)
as indicated

Continue on-going assessment
Repeat initial VS
Evaluate interventions / procedures

Transfer
Patient hand-off includes patient information, personal
property and summary of care and response to care

v

Notify Destination or
Contact Medical Control




CAPACITY/REFUSAL CHECKLIST:

Is the patient age >18 and/or emancipated minor?

Can the patient retain and comprehend relevant information?

Can the patient use information to make a choice?

Is the patient NOT DANGEROUS to self or others (i.e. no suicidal or homicidal ideation)

***If all = “YES,” then the patient has capacity to decline further care/transport.
***If any = “NO,” then the patient does not have capacity to make his or her own medical decisions.

Document these concepts clearly in your narrative- simply stating “alert and oriented” is not sufficient.
Refer to Medical Policy 2 — Definition of a Patient

Recommended Exam: Minimal exam if not noted on the specific protocol is vital signs, mental status with GCS, and
location of injury or complaint.
Any patient contact, which does not result in an EMS transport, must have a completed Patient Care Report.
Vital signs should be obtained before, 10 minutes after, and at patient hand off with all pain medications.
Two complete vital sign acquisitions should occur at a minimum with any patient encounter.
Patient Refusal (Declining Treatment and/ or Transport):
Patient refusal is a high risk situation. Encourage patient to accept transport to medical facility.
Encourage patient to allow an assessment, including vital signs. Documentation of the event is very important including a
mental status assessment describing the patient’s capacity to refuse care.
Guide to Assessing capacity:
C:Patient should be able to communicate a clear choice: This should remain stable over time. Inability to
communicate a choice or an inability to express the choice consistently demonstrates incapacity.
R: Relevant information is understood: Patient should be able to voice a factual understanding of the illness/ injury, the
options, and the risks and benefits of recommended treatment or transport.
A: Appreciation of the situation: Ability to communicate an understanding of the facts of the situation. The patient
should be able to recognize the significance of the outcome potentially from their decision.
M: Manipulation of information in a rational manner: Demonstrate a rational process to come to a decision.
Should be able to describe the logic they are using to come to the decision, though you may not agree with
decision.
e Pediatric Patient General Considerations:
A pediatric patient is defined by fitting with a Pediatric Medication/ Skill Resuscitation System, Age < 15, weight
< 49 kg.
Special needs children may require continued use of Pediatric based protocols regardless of age and weight.
Initial assessment should utilize the Pediatric Assessment Triangle which encompasses Appearance, Work of
Breathing and Circulation to skin.
The order of assessment may require alteration dependent on the developmental state of the pediatric patient.
Generally the child or infant should not be separated from the caregiver unless absolutely necessary during assessment and
treatment.
Timing of transport should be based on patient's clinical condition and the agency transport policy.
Consider consultation with Medical Control for patient(s) refusing treatment/ transport.
Blood Pressure is defined as a Systolic/ Diastolic reading. A palpated Systolic reading may be necessary at times.
SAMPLE: Signs/ Symptoms; Allergies; Medications; PMH; Last oral intake; Events leading to illness/ injury




Able to Walk YES

NO

Reposition Upper Airway
Follow Adult or Ped Arm

I
YES NO

{ | !

Pediatric Adult

S

YES
Y

2 Rescue Breaths

Breathing NO

YES

Respiratory Adult > 30 / minute
Rate Ped <15 0or > 45

Adult < 30 / minute
Ped >150r<45

Cap Refill > 2 Sec (Adult)
No palpable Pulse (Pediatric)

Perfusion

Obeys Commands

Adult
DELAYED
Appropriate to AVPU

Pediatric

NO




.When approaching a multiple casualty incident where resources are limited:
Triage decisions must be made rapidly with less time to gather information
Emphasis shifts from ensuring the best possible outcome for an individual patient to ensuring the best possible
outcome for the greatest number of patients.
Scene Size Up:
1. Conduct a scene size up. Assure well being of responders. Determine or ensure scene safety before
entering. If there are several patients with the same complaints consider HazMat, WMC or CO

poisoning.
2. Take Triage system kit.
3. Determine number of patients. Communicate the number of patients and nature of the incident and establish
incident command.
4. Direct incoming resources. Identify ingress and egress path. Establish a staging area. Assign a medical officer,
triage officer, transportation officer, and staging officer as personal become available.
Triage is a continual process and is a continuous process in each section as resources allow.
1: Gl | ing:
Call out to those involved in the incident to walk to a designated area and assess group last.
For those who cannot walk, have them wave/ indicate a purposeful movement and assess them second.
Those involved who are not moving, or have an obvious life threat, assess first.
Step 2: Individual assessments:
Control major hemorrhage.
Open airway and if child, give 2 rescue breaths.
Perform Needle Chest Decompression Procedure if indicated.
Administer injector antidotes if indicated.
Assess the first patient you encounter using the three objective criteria which can be remembered by RPM.
R: Respiratory (Respiratory rates are difficult to measure quickly, use work of breathing and respiratory distress)
P: Perfusion (Capillary refill can be altered by many factors including skin temperature — use age appropriate heart rates)
M: Mental Status (Motor component of GCS score is important indicator — ability to follow commands)
If your patient falls into the RED TAG category, stop, place RED TAG and move on to next patient. Attempt only to correct airway
problems, treat uncontrolled bleeding, or administer an antidote before moving to next patient.
Treatment:
Once casualties are triaged, a focus on treatment can begin. You may need to move patients to treatment areas.
RED TAGs are moved!/ treated first, followed by YELLOW TAGs. BLACK TAGs should remain in place.
You may also indicate deceased patients by pulling their shirt/ clothing over their head.
As more help arrives, then the triage/ treatment process may proceed simultaneously.
Lightning strike (Reverse Triage):
Lightning strike victims are amenable to airway, breathing, cardiac compressions as well as early defibrillation.
Use concept of reverse triage with multiple casualties. Resuscitate lightning strikes as the priority.
Lightning strike victims found alive do not often deteriorate quickly.
SMART ftriage tag system is utilized in NC.




Age

Time of last meal

Last bowel movement/emesis

Improvement or worsening
with food or activity

Duration of problem

Other sick contacts

Past medical history

Past surgical history

Medications

Menstrual history (pregnancy)

Travel history

Pain

Character of pain (constant,
intermittent, sharp, dull, etc.)

Distention

Constipation

Diarrhea

Anorexia

Radiation

Fever, headache, blurred vision,
weakness, malaise, myalgias, cough,
headache, dysuria, mental status

** See Page Two for
approved alternate

Bloody emesis / diarrhea changes, rash

Consider
Blood Glucose Analysis
Procedure

B 12 Lead ECG Procedure

228 IV or 10 Access Protocol UP 6

Cardiac Montior

Age Appropriate Diabetic
Protocol AM 2/ PM 2
if indicated

Pain Control
Protocol UP 11
if indicated

Age Appropriate Cardiac
Protocol(s)
if indicated

CNS (increased pressure, headache, stroke,

CNS lesions, trauma or hemorrhage, vestibular)

Myocardial infarction

Drugs (NSAID's, antibiotics, narcotics,
chemotherapy)

Gl or Renal disorders

Diabetic ketoacidosis

OB-Gyn disease (ovarian cyst, PID, Pregnancy)

Infections (pneumonia, influenza)

Electrolyte abnormalities

Food or toxin induced

Medication or Substance abuse

Psychological

Age Specific Blood Pressure
indicating possible shock

Age 0 — 28 days: SBP < 60
Ages 2 1 month: SBP <70
Age 1-9: SBP <70 + (2x Age)

Ages 10 — 64: SBP <90
Ages 2 65: SBP <110

All ages Shock Index:
HR > SBP

IV or IO Access Protocol UP 6
Consider 2 Large Bore sites

v

Serious Signs/ Symptoms
Hypotension, poor
perfusion, shock

I
NO
Y

Normal Saline IV TKO
Or Saline Lock

Normal Saline 500 mL Bolus
Repeat as needed
Titrate SPB 2 90 mmHg
Maximum 2 L
Peds: 20 mL/kg IV / 10
Repeat as needed

Age Appropriate
SBP =70 + (2 x Age)
Maximum 60 mL/kg

Titrate to

Ondansetron 4 mg
IV/IO/ODT/PO/IM
Peds: 0.2 mg/kg
Peds Maximum 4 mg
May repeat in 15 minutes

If no response in adults

Compazine 5mg IM/ IV /IO
May repeat x 1 as needed

Ondansetron 4 mg
IV/10/0ODT/PO/IM
Peds: 0.2 mg/kg
Peds Maximum 4 mg
May repeat in 15 minutes

Age Appropriate
Hypotension/ Shock
Protocol AM 5/ PM 3

if indicated

e

Monitor and Reassess

v

Medications **

Notify Destination or
Contact Medical Control




Prochlorperazine (Compazine)

Use with caution as it has a strong sedative effect.
Consider combined effects with narcotic co-administration.
Dilute in 10ml of saline- flush and administer slowly.

May be administered first line when PT is allergic to Zofran

Dystonic reactions:

» can occur with co-administration of psych meds.

« involuntary contractions of muscles in the extremities, face, neck, abdomen, pelvis, or larynx in either sustained or intermittent patterns that lead to
abnormal movements o r postures

* Treat with Benadryl 25-50mg IV/IM/IO

LR (Lactated Ringers), Normosol, Plasmalyte are acceptable substitutes for Normal Saline

Alternative Agents: To be used in times of drug shortage / Special Permission from Med Director

e  Promethazine (Phenergan) 25mg IM x 1- - May only be given once IM (Not |V) Weight > 40kg
e  Metoclopramide (Reglan) 5mg IV/IO/IM — May repeat x 1
e  Droperidol 1.25mg IV - May repeat x 1 - Very sedating / may cause significant QT prolongation

Recommended Exam: Mental Status, Skin, HEENT, Neck, Heart, Lungs, Abdomen, Back, Extremities, Neuro

Abdominal/ back pain in women of childbearing age should be treated as pregnancy related until proven
otherwise.

The diagnosis of abdominal aneurysm should be considered with abdominal pain, with or without back and/
or lower extremity pain or diminished pulses, especially in patients over 50 and/ or patients with shock/
poor perfusion. Notify receiving facility early with suspected abdominal aneurysm.

Consider cardiac etiology in patients > 35, diabetics and/ or women, especially with upper abdominal
complaints.

Heart Rate: Tachycardia is one of the first clinical signs of dehydration and volume depletion and typically
increases as dehydration becomes more severe.

Nausea without vomiting should be treated like vomiting. Patient will benefit from symptom control with
antiemetic even if not actively vomiting.

Isolated vomiting in children is common but can be a sign of more serious pathology. Pyloric stenosis, bowel
obstruction, and CNS processes (bleeding, tumors, or increased CSF pressures) all often present with
vomiting.

Vomiting and diarrhea are common symptoms, but can be the symptoms of uncommon and serious pathology such
as stroke, CO poisoning, acute MI, new onset diabetes, diabetic ketoacidosis (DKA), and organophosphate
poisoning. Maintain a high index of suspicion for serious patholgy.




Known diabetic, medic alert
tag

Drugs, drug paraphernalia

Report of illicit drug use or
toxic ingestion

Past medical history

Medications

History of trauma

Change in condition

Changes in feeding or sleep
habits

Age Appropriate

2 Airway Protocol(s) AR 1, 2, 3,5, 6

if indicated

Blood Glucose Analysis Procedure

12 Lead ECG Procedure

IV or 10 Access Protocol UP 6

Age Appropriate Diabetic
Protocol(s) AM 2/ PM 2
if indicated

Y

Signs of shock/ Poor perfusion
Traumatic Injury

I
NO

Y

Signs of OD/ Toxicology

I
NO
y

Signs of CVA Or Seizure

|
NO

Y

Signs of Hypo/ Hyperthermia

|
NO

Y

Arrhythmia / CP / Cardiac

|
NO

Y

Fever/ Sepsis

Decreased mental status or lethargy
Change in baseline mental status
Bizarre behavior

Hypoglycemia (cool, diaphoretic
skin)

Hyperglycemia (warm, dry skin; fruity
breath; Kussmaul respirations;
signs of dehydration)

Irritability

Head trauma

CNS (stroke, tumor, seizure, infection)
Cardiac (MI, CHF)

Hypothermia

Infection (CNS and other)

Thyroid (hyper / hypo)

Shock (septic, metabolic, traumatic)
Diabetes (hyper / hypoglycemia)
Toxicological or Ingestion

Acidosis / Alkalosis

Environmental exposure
Pulmonary (Hypoxia)

Electrolyte abnormality

Psychiatric disorder

Exit to
Age Appropriate

Hypotension/ Shock Protocol AM 5/ PM 3

Multiple Trauma Protocol TB 6
Head Injury Protocol TB 5

Exit to
Overdose/ Toxic Exposure
Protocol TE 7

Exit to
Suspected Stroke Protocol UP 14
Seizure Protocol UP 13

Exit to
Hypothermia Protocol TE 5
Hyperthermia Protocol TE 4

Exit to
Age Appopriate
Appropriate Cardiac Protocol(s)

Exit to
Fever Protocol UP 10
Suspected Sepsis Protocol UP 15

NO
— >

Notify Destination or
Contact Medical Control




Recommended Exam: Mental Status, HEENT, Skin, Heart, Lungs, Abdomen, Back, Extremities, Neuro.
AMS may present as a sign of an environmental toxin or Haz-Mat exposure, protect personal safety.
General:

The patient with AMS poses one of the most significant challenges.

A careful assessment of the patient, the scene, and the circumstances should be undertaken.

Assume the patient has a life threatening cause of their AMS until proven otherwise.

Pay careful attention to the head exam for signs of bruising or other injury.

Information found at the scene must be communicated to the receiving facility.

Patients not able to communicate with you coherently require a complete secondary survey (head-to-

toe) exam to assess for trauma, infection, or signs of maltreatment/ abuse, or neglect.

Acute Stroke should be considered in all patients with acute AMS when < 24 hours from onset.
Substance misuse:

Patients ingesting substances can pose a great challenge.

DO NOT assume recreational drug use and/ or alcohol are the sole reasons for AMS.

Misuse of alcohol/ recreational drugs may lead to hypoglycemia or occult trauma.

More serious underlying medical and trauma conditions may be the cause.
Behavioral health:

The behavioral health patient may present a great challenge in forming a differential.

DO NOT assume AMS is the result solely of an underlying psychiatric etiology.

Often an underlying medical or trauma condition precipitates a deterioration of a patients underlying disease.
Spinal Motion Restriction/ Trauma:

Only utilize spinal immobilization if the situation warrants.

The patient with AMS may worsen with increased agitation when immobilized.
It is safer to assume hypoglycemia than hyperglycemia if doubt exists. Recheck blood glucose after

Dextrose or Glucagon

Consider Restraints if necessary for patient's and/ or personnel's protection per USP 5 Restraints: Physical
procedure.




Age

Past medical history

Past surgical history

Medications

Onset of pain / injury

Previous back injury

Traumatic mechanism

Location of pain

Fever

Improvement or worsening with
activity

Consider Cardiac Etiology
12 Lead ECG Procedure
if indicated

Cardiac Monitor
if indicated

Age Appropriate
Cardiac Protocol(s)
if indicated

v

Injury or Traumatic
Mechanism

!
NO

Pain (paraspinous, spinous
process)

Swelling

Pain with range of motion

Extremity weakness

Extremity numbness

Shooting pain into an extremity

Bowel / bladder dysfunction

Muscle spasm / strain
Herniated disc with nerve compression
Sciatica

Spine fracture

Kidney stone
Pyelonephritis
Aneurysm

Pneumonia

Spinal Epidural Abscess
Metastatic Cancer

AAA

Spinal Motion Restriction
Procedure WTP 2/ Protocol TB 8
If indicated

y

Shock/
Hemodynamic Instability

!
NO

IV or 10 Access Protocol UP 6

Age Appropriate

if indicated

Airway Protocol(s) AR 1, 2, 3,5, 6

Normal Saline
Bolus 500 mL IV
Titrate to SBP =2 90
2 L Maximum

Peds: 20 mL/kg IV /10
Titrate age appropriate
SBP =70 + (2 x Age)
Maximum 60 mL/kg

Age Appropriate
Hypotension/ Shock
Protocol(s) AM 5/ PM 3
if indicated

Multiple Trauma Protocol TB 6
if indicated

L]

Pain Control Protocol UP 11
if indicated

Monitor and Reassess

L]

Notify Destination or
Contact Medical Control




Consider Abdominal Aortic Aneurysm with severe back pain. Classic presentation is abdominal pain radiating to the back.
A pulsatile mass may be felt on thin patients.

Avoid Toradol in these patients

Consider Thoracic Aortic Dissection with severe upper back pain - Pain between the shoulder blades and chest pain.

Recommended Exam: Mental Status, Heart, Lungs, Abdomen, Neuro, Lower extremity perfusion, Back

Back pain is one of the most common complaints in medicine and affects more than 90% of adults at some
point in their life. Back pain is also common in the pediatric population. Most often it is a benign process
but in some circumstances can be life or limb threatening.

Consider pregnancy or ectopic pregnancy with abdominal or back pain in women of childbearing age.

Consider abdominal aortic aneurysm with abdominal pain especially in patients over 50 and/ or patients with
shock/ poor perfusion. Patients may have abdominal pain and/ or lower extremity pain with diminished
pulses. Notify receiving facility early with suspected abdominal aneurysm.

Consider cardiac etiology in patients > 35, diabetics and/ or women especially with upper abdominal
complaints.

Red Flags which may signal a more serious process associated with back pain:
Age >50 0r<18
Neurological deficit (leg weakness, urinary retention, or bowel incontinence)
IV Drug use
Fever
History of cancer, either current or remote
Night time pain in pediatric patients

Cauda equina syndrome is where the terminal nerves of spinal cord are being compressed (Symptoms
include):.

Saddle anesthesia (numbness between the genitalia and rectum)
Recent onset of bladder and bowel dysfunction. (Urine retention and bowel incontinence)
Severe or progressive neurological deficit in the lower extremity.
Motor weakness of thigh muscles or foot drop
Back pain associated with infection:
Fever/ chills.
IV Drug user (consider spinal infection)
Recent bacterial infection like pneumonia.
Immune suppression such as HIV or patients on chronic steroids like prednisone.
Meningitis.
Spinal motion restriction in patients with underlying spinal deformity should be maintained in their functional position.
Kidney stones typically present with an acute onset of flank pain which radiates around to the groin area.




Chronic medical conditions Fever Infection or sepsis
requiring recurrent need for IV Bleeding Infection of catheter
access for medication, Hypotension Clotted IV catheter
hydration, or blood sampling. Redness, swelling, and/or pain at Air embolism
Medical condition requiring IV catheter site Pneumothorax
administration of IV Shortness of breath Overdose of home medication
medications at home. e Chest pain Shock
End-stage renal disease e |V catheter patency
requiring hemodialysis.
Chronic medical condition
requiring IV nutrition.

Exit to Patient requires

oEmE 1

o8 Age Appropriate ‘NO< IV /10 access >
Protocol(s)

I
YES
Y

Patient has current NO Serious Signs or Symptoms NO
Central IV access Unstable condition
I I
YES YES
I A J

+ + + Consider 10 initially

Dialysis Catheter PICC Line -
VasCath or Permcath Central Line Limit IV attempts .to 3
If unsuccessful:

+ + + Insert 10

May utilize if DO NOT ACCESS May Access

already accessed -
UNSTABLE PT’s ONLY Parenteral Access: Existing
Port-a-Cath Parenteral Existing Catheters Procedure PAS-7
Access Procedure Catheters Procedure +

Port-a-cath

PAS 13

if available Exit to

DO NOT ACCESS P 038 Age Appropriate &
Unless trained Protocol(s)

Frequent encounter of patients with IV access devices and confusion as to which device can be accessed
and used by EMS providers are common.

If unclear about device use, always ask “Is this device used for dialysis?”

When accessing central catheter, always ensure sterility of catheter connection point by cleaning port with
alcohol, or similar disinfectant, 2 — 3 times prior to access.

Central line catheters placed for administration of chemotherapy, medications, electrolytes, antibiotics, and
blood are available to EMS providers for access and administration of fluids, medications, antibiotics,
and blood products.

Central line catheters placed for hemodialysis are NOT available for access by EMS providers unless the
patient is in cardiac arrest.

Long term IV access is frequently needed for a variety of indications:

Medication administration such as antibiotics, pain relief, or chemotherapy.
Administration of IV nutrition or feeding.

Need for multiple IV line access or recurrent blood sampling.

Poor vasculature requiring repeated attempts at IV access.

End-stage renal disease requiring hemodialysis.

Common complications of central access devices:

Infection Loss of patency due to clogging or clotting
Damage to vasculature Pneumothorax
Air embolism




Types of IV catheters:

Port-a-Cath® :

Surgically implanted device allowing easy access to venous system.

The port and the catheter are all placed beneath the skin.

Requires a special kit and a specific needle to access. Skins

Paramedic does NOT routinely access this device. Port undey’ [{

Paramedic may utilize if already accessed with needle/ extension. ‘

Paramedic may access if trained on procedure
with proper equipment available.

=4
Vein )

Dialysis Catheter:

Surgically implanted device used to access the vasculature for
hemodialysis.

May be tunneled under the skin with access on outside of skin
surface or may be non-tunneled with greater portion of
catheter on outside of skin surface.

Catheter has a RED port indicating use for dialysis: e
Most catheters have a RED port and a BLUE port.
Some catheters have a RED port and a WHITE port. |

Dialysis catheters may be used for both short and long-term dialysis n
and should not accessed or used for delivery of fluids, ;T ‘
medications, antibiotics, or blood products as it increases risk & ! ;
of infection, which then requires removal and subsequent loss / i /\
of dialysis access.

Paramedic and AEMT do NOT routinely access this device. Ciiaies

Paramedic and AEMT MAY access during cardiac arrest only diivie / 7 g
(Only if IV or 10 access cannot be established.) machine

Right atrium
of heart

PICC (Peripherally Inserted Central Catheters):

Long catheter inserted into a vein in arm or leg (less common)
with the tip of the catheter positioned into the central
circulation.
Used for long-term |V fluids, medication administration, blood ' ‘ (. ok
administration or blood draws. '
May have 1 or 2 ports (possibly more, but less common.) e,
Port ends usually white, blue, or purple. (May be red, less common ' 4
and is not used for dialysis.) \
Paramedic and AEMT may access and utilize following '
clean technique.

Central Lines: N [EEYRSIERTER
. . . . vein insertion
Catheter placed in large vein in the neck, under the clavicle, or W S
in the groin. -
i

Used for long-term 1V fluids, medication administration, blood +
administration or blood draws.

>

Subclavian vef

May have 1 - 4 ports (possibly more, but less common.) [hisin
Port ends usually white, blue, or purple. (May be red, less common

and is not used for dialysis.)
Paramedic and AEMT may access and utilize following

sterile technique.




Age Bleeding

Past medical history Pain

Medications Fever

Onset of pain / injury Swelling

Trauma with "knocked out" tooth Tooth missing or fractured
Location of tooth

Whole vs. partial tooth injury

Decay

Infection

Fracture

Avulsion

Abscess

Facial cellulitis

Impacted tooth (wisdom)
TMJ syndrome
Myocardial infarction

Dental or Jaw Pain
Suspicious for Cardiac

| Cardiac Monitor

12 Lead ECG Procedure

Age Appropriate
NO Cardiac Protocol(s)

Y

Control Bleeding with Direct Pressure
Fashion gauze into a small square and
place into socket with patient closing
teeth to exert pressure
‘ Tranexamic Acid TXA

Topical application

Bleeding

NO See Pearls

¢ Place tooth in Milk/ Commercial

< Preparation/ Saliva/ IV Solutions

Dental Avulsion May rinse gross contamination
Do not rub or scrub tooth

| See Pearls
NO

Y

Significant Pain Pain Protocol UP 11

Monitor and Reassess

I
NO
\ J
Exit to
ggg Age Appropriate
Protocol(s)

A 4
Notify Destination or
Contact Medical Control




** May utilize TXA soaked gauze or nebulized for severe oral pharyngeal bleeding **

Procedure:

* Apply 10 ml of a 1 g/10 ml Tranexamic acid (TXA) solution to a gauze pad or cotton
Pack tranexamic acid-soaked gauze or cotton into the bleeding tooth socket and apply direct pressure with
patient closing teeth to exert pressure
Gauze may be removed after 20 minutes, and bleeding has stopped.

Recommended Exam: Mental Status, HEENT, Neck, Chest, Lungs, Neuro
Significant soft tissue swelling to the face or oral cavity can represent a cellulitis or abscess.
Scene and transport times should be minimized in complete tooth avulsions. Reimplantation is possible within 4
hours if the tooth is properly cared for, but unlikely when > 1 hour from time of injury.
Cardiac chest pain may radiate to the jaw and teeth mimicking dental pain.
Avulsed tooth:
Handle tooth by the crown, do not touch the root.
Rinse tooth if soiled but do not scrub, as this can damage the ligaments vital for possible reimplantation.
Rinse with mild, commercial tooth solution, normal saline or lactated ringers, or the patient’s own saliva if dry.
Transport tooth in milk, commercial solution, patient’s own saliva, or IV solution in a container to protect.
IXA Use in Dental Bleeding:
May be used topically or nebulized for severe oropharyngeal bleeding
TXA offers modest benefit as TXA instilled gauze combined with direct pressure.




Central Venous Catheter Type
Tunneled Catheter
(Broviac/ Hickman)

PICC (peripherally inserted
central catheter

Implanted catheter
(Mediport/ Hickman) Air embolus

Occlusion of line Erythema, warmth or drainage

Complete or partial dislodge about catheter site indicating

Complete or partial disruption infection

External catheter dislodgement Fever

Complete catheter dislodgement Hemorrhage

Damaged catheter Reactions from home nutrient or medication
Bleeding at catheter site Respiratory distress

Internal bleeding Shock

Blood clot

Exit to
Circulation Problem YES— 3 Age Appropriate
Protocol(s)

NO

y

Suspect Air Embolus

Tachypnea, Dyspnea, Place on left side in head down position
Chest Pain

NO Clamp catheter

Use Sterile Technique:
e  During manipulation of central line
e  When accessing central line

Stop infusion if ongoing

Age Appropriate
Airway Protocol(s) AR 1, 2, 3,5, 6
as indicated

< Hemorrhagﬁeat catheter }YES—P Apply direct pressure around catheter

NO

Clamp catheter proximal to disruption

< Damage to catheter > YES—» May use hemostat wrapped in gauze
| Stop infusion if ongoing

NO

Catheter completely or .
< partially dislodged }YES—» Apply direct pressure around catheter

| Stop infusion if ongoing
NO

Y

. . Continue infusion
< OngomgI infusion >—YES—» Do not exceed 20 mL/kg
NO

‘ Notify Destination or
Contact Medical Control

Always involve family/ caregivers as they may have specific knowledge and skills related to catheter device.
Use strict sterile technique when accessing/ manipulating an indwelling catheter.

Cardiac arrest: May access central catheter and utilize if functioning properly.

Do not attempt to force catheter open if occlusion evident.

Some infusions may be detrimental to stop. Ask family or caregiver if it is appropriate to stop or change infusion.
Hyperalimentation infusions (IV nutrition): If stopped for any reason, monitor for hypoglycemia.




Age Bleeding from nasal passage Trauma

Past medical history Pain Infection (viral URI or Sinusitis)
Medications (HTN, anticoagulants, Nausea Allergic rhinitis

aspirin, NSAIDs) Vomiting Lesions (polyps, ulcers)
Previous episodes of epistaxis Hypertension

Trauma

Duration of bleeding

Quantity of bleeding

I . Age Specific Blood Pressure
Significant or Multi- .
IgylstlgmnT?;umual Direct Pressure indicating possible shock

| = Appropriate Trauma

Age 0 — 28 days: SBP < 60
NO Protocol(s) TB 5/ TB 6/ TB 8 Ages = 1 month: SBP < 70

* Age 1-9: SBP <70 + (2x Age)

Compress Nostrils with Direct Pressure
A 10 — 64: SBP <90
< Active Bleeding }YES* Head Tilt Forward Agzz >65: SBP < 110
| Position of Comfort -

NO Have Patient Blow Nose All ages Shock Index:
L/ Suction Active Bleeding HR > SBP

Leave Gauze in place if present RHINO ROCKET or Equivalent

Head Tilt Forward if available/ indicated
Position of Comfort

Oxymetazoline 2 Sprays to Nostril
Followed by Direct Pressure

Monitor and Reassess

Tranexamic Acid (TXA) May soak RHINO ROCKET in TXA

Topical application prior to insertion
See Pearls

IV or IO Access Protocol UP 6
If indicated ** Reserve hemostatic
Age Appropriate devices for severe
Hypotension/ Shock
Protocol AM 5/ PM 3 bleeds not stopped by
+ traditional means **

Monitor and Reassess

y

Notify Destination or
Contact Medical Control




Epistaxis

Pearls

Apply 10 ml of a 1 g/10 ml Tranexamic acid (TXA) solution to a gauze pad
Insert tranexamic acid-soaked gauze into nasal cavity
Gauze may be removed after 20 minutes, and bleeding has stopped.

Recommended Exam: Mental Status, HEENT, Heart, Lungs, Neuro

Tranexamic acid (TXA) Use in Epistaxis:
May be used topically or nebulizer
No clear evidence that Tranexamic acid (TXA) provides benefit over conventional vasoconstrictors and sustained
direct pressure.

It is very difficult to quantify the amount of blood loss with epistaxis.

Bleeding may also be occurring posteriorly. Evaluate for posterior blood loss by examining the posterior pharnyx.

Anticoagulants include warfarin (Coumadin), Apixaban (Elequis), heparin, enoxaparin (Lovenox), dabigatran
(Pradaxa), rivaroxaban (Xarelto), and many over the counter headache relief powders.

Anti-platelet agents like aspirin, clopidogrel (Plavix), aspirin/ dipyridamole (Aggrenox), and ticlopidine (Ticlid) can
contribute to bleeding.

Revised U P 9

9/01/25
01/05/26 Any local EMS System changes to this d Il the NC OEMS Protocol Change Policy and be approved by OEMS




Age Warm Infections / Sepsis
Duration of fever Flushed Cancer / Tumors / Lymphomas
Severity of fever Sweaty Medication or drug reaction
Past medical history Chills/Rigors Connective tissue disease
Medications Arthritis
Immunocompromised (transplant, Vasculitis

HIV, diabetes, cancer) Myalgias, cough, chest pain, Hyperthyroidism
Environmental exposure headache, dysuria, abdominal pain, e Heat Stroke
Last acetaminophen or ibuprofen mental status changes, rash e Meningitis

Contact, Droplet, and Airborne Precautions
See Pearls

Temperature Measurement Procedure
if available

IV or 10 Access Protocol UP 6
If indicated

L

Temperature = 100.4° F
(38° C) v

Ibuprofen 10 mg / kg PO
(if age > 6 months)
Exit to Adult Ibuprofen 400 — 600 mg PO
Age Appropriate And/ Or

Protocol(s) Acetaminophen 15 mg / kg PO
as indicated Adult Acetaminophen 325 — 1000 mg PO

Acetaminophen 1g IV/IO x 1
(Peds: 15mg/kg IV/IO over 15 min)

v

** Do not give if PO or PR dose already given within the past 4 hours™* Exit to

(May be given via 10 only if 10 is ALREADY in place for patient care) 5eE  Age Appropriate

mes Protocol(s)

as indicated

Recommended Exam: Mental Status, Skin, HEENT, Neck, Heart, Lungs, Abdomen, Back, Extremities, Neuro
Febrile seizures are more likely in children with a history of febrile seizures and with a rapid elevation in temperature.
Patients with a history of liver failure should not receive acetaminophen.

Rehydration with fluids increases the patient’s ability to sweat and improves heat loss.

Allergies to NSAIDs (non-steroidal anti-inflammatory medications) are a contraindication to Ibuprofen not acetaminophen.
NSAIDs should not be used in the setting of environmental heat emergencies.

Do not give aspirin to a child, age < 15 years.

Manufacturer recommends to be infused over 15 minutes. This recommendation is related to the formulation propacetamol, the
prodrug to acetaminophen, approved in Europe, which caused pain on infusion, and data from the clinical development of
acetaminophen. The formulation of IV acetaminophen is not a prodrug and does not have the same adverse reaction. An
objective chart review study has shown the lack of side effects of rapidly infusing intravenous acetaminophen. There it is
acceptable to infuse IV Acetaminophen over 3 to 4 minutes in adults only. Pediatrics has not been studied.

Agency Medical Director does not require contact of medical control prior to EMT/ EMR administering any medication.




Age Severity (pain scale) Per the specific protocol
Location Quality (sharp, dull, etc.) Musculoskeletal
Duration Radiation Visceral (abdominal)
Severity (1 - 10) Relation to movement, respiration Cardiac

If child use Wong-Baker faces scale Increased with palpation of area Pleural/ Respiratory
Past medical history Neurogenic

Medications Renal (colic)
Drug allergies

Specific Complaint Protocol

v

Assess Pain Severity

Combination of Pain Scale, MO,
circumstances, Injury or lliness severity
y
A
Mild <6/10 Moderate to Severe > 6/10

v Y

Ibuprofen 10 mg/kg PO IV or IO Access Protocol UP 6
400 — 600 typical adult
( Maximnl‘]?n )8,8:)(::1; ) Cardiac Monitor

Or Fentanyl 50 — 100 mcg IV /10 /IM/IN

Repeat 25 mcg every 10 minutes as needed

Acetaminophen 15 mg/kg PO Maximum 300 mcg

(325 — 1000 mg typical adult)
Maximum 1000 mg

Adult & Ped (>6 mo): 1 mcg/ kg IV/IO/IM/IN
Repeat 0.5 mcg / kg every 10 minutes prn
Nitrous Oxide 70:30 to 50:50 Mix NO/O, Max single dose: 100 mcg
Adult Maximum: 300 mcg
Pediatric Maximum: 100 mcg

IV or IO Access Protocol UP 6

Ketorolac 15 mg IV /10

30 mg IM OR

Peds: 0.5 mg/kg IV/10 /M
Maximum 30 mg Morphine2-4mg IV /IO /IM

Repeat every 5 minutes as needed

IV APAP - If not already given PO Maximum 20 mg

Acetaminophen 1g IV/IO x 1 -
Peds: 15mgfkg v c?ver 10 min Ketamine 0.3 mglkg IV /10

Max: 1 gram Infuse or IV push over 10 minutes

Monitor and Reassess May repeat every 20 minutes
Every 10 minutes following medication Maximum 30 mg single dose

If no improvement reassess pain Maximum 3 total doses

Consider Paramedic Level Medications . Or
if indicated Ketamine 1 mg/kg IN
Maximum 1 total dose

—
Notify Destination or
Contact Medical Control




=

Fentanyl dosing in adults is at the provider discretion on which method to use — weight based or aliquot methods

Ketamine is a 2" line option after one dose of opioid has been given.

Nitrous Oxide is a nonscheduled medical gas. Nonparamedic services wishing to utilize Nitrous Oxide
will need a security plan and a method to track usage in PSI, Weight(grams), or minutes administered
per use. Nitrous does not require a controlled substance license

(State or Federal DEA is not necessary)

Must be approved by the medical director

Alternative Medications for Pain: Hydromorphone Adult: 0.5 mg IV / IO / IM -- Repeat every 10 minutes as

Recommended Exam: Mental Status, Area of Pain, Neuro
Pain severity (0-10) is a vital sign to be recorded before and after PO, IV, 10 or IM medication delivery and at patient hand
off. Monitor BP closely as sedative and pain control agents may cause hypotension.
Ketamine:
Ketamine may be used in patients who are outside a Pediatric Medication/ Skill Resuscitation System product.
Ketamine may be used in patients who fit within a Pediatric Medication/ Skill Resuscitation System product only
with DIRECT ONLINE MEDICAL ORDER, by the system MEDICAL DIRECTOR or ASSISTANT MEDICAL
DIRECTOR.
Ketamine: appropriate indications for pain control:
Patients who have developed opioid-tolerance. Sickle cell crisis patients with opioid-tolerance.
Patients who have obstructive sleep apnea.
May use in combination with opioids to limit total amount of opioid administration.
Ketamine: caution when using for pain control:
Slow infusion or IV push over 10 minutes is associated with less side effects. Do not administer by rapid IV push.
Avoid in patients who have cardiac disease or uncontrolled hypertension.
Avoid in patients with increased intraocular pressure such as glaucoma.
Avoid use in combination with benzodiazepines due to depressed respiratory drive.
Both arms of the treatment protocol may be used in concert. For patients in Moderate pain for instance, you may use
the combination of an oral medication and parenteral if no contraindications are present.
Pediatrics:
For children use Wong-Baker faces scale or the FLACC score (see Assessment Pain Procedure ASP 2)
Use Numeric (> 9 yrs), Wong-Baker faces (4-16yrs) or FLACC scale (0-7 yrs) as needed to assess pain.
Vital signs should be obtained before, 10 minutes after, and at patient hand off with all pain medications.
All patients who receive IM or IV medications must be observed 15 minutes for drug reaction in the event no transport occurs.
Do not administer Acetaminophen to patients with a history of liver disease.
Burn patients may required higher than usual opioid doses to titrate adequate pain control.
Consider agency-specific anti-emetic(s) for nausea and/ or vomiting.




Traumatic Injury
Drug Abuse
Cardiac History
History of Asthma
Psychiatric History

External signs of trauma
Palpitations

Shortness of breath
Wheezing

Altered Mental Status
Intoxication/Substance Abuse

Agitated Delirium Secondary to
Psychiatric lliness

Agitated Delirium Secondary to
Substance Abuse

Traumatic Injury

Closed Head Injury

Asthma Exacerbation
Cardiac Dysrhythmia

Utilize
Evidence of Traumatic Injury or Age Appropriate
Medical lliness? Protocol(s)

| as indicated

NO

y

Use of Irrigate face and eyes copiously
Chemical Spray Remove contaminated clothing

Age Appropriate Respiratory Distress
EH Protocol(s) AR 4, 7
if indicated

Wound Care-Taser Probe
Use of Removal Procedure

Conducted Electrical Weapon Wound Care Procedure(s)

as indicated

Exit to
Behavioral Health Crisis
Protocol UP 17

And/ or
>‘YES_> Behavioral Agitation Sedation Guide
Protocol UP 18

as indicated

oog
oom
@om

< Behavioral Disturbance

Exit to

Hyperactive Delirium with Severe YES» Behavioral Hyperactive Delirium with
Agitation Severe Agitation Protocol UP 19

| o
NO
A
Notify Destination or
Contact Medical Control




Patient does not have to be in police custody or under arrest to utilize this protocol.

Local EMS agencies should formulate a policy with local law enforcement agencies concerning patients
requiring EMS and Law Enforcement services simultaneously.

Agencies should work together to formulate a disposition in the best interest of the patient.

Patients restrained by law enforcement devices must be transported and accompanied by a law enforcement
officer in the patient compartment who is capable of removing the devices. However, when rescuers have
utilized restraints in accordance with Restraint Procedure, the law enforcement agent may follow the
ambulance during transport.

All patients who receive either physical and chemical restraint must be continuously observed by ALS
personnel on scene or immediately upon their arrival.

The responsibility for patient care rests with the highest authorized medical provider on scene per North Carolina law.

If an asthmatic patient is exposed to irritant/ pepper spray and released to law enforcement, all parties should be
advised to immediately contact EMS if wheezing/ difficulty breathing occurs.

All patients with decision-making capacity in police custody retain the right to participate in decision-making regarding
their care and may request care or refuse care of EMS.

If extremity/ chemical/ law enforcement restraints are applied, follow USP 5 Restraints: Physical.

Consider Haldol or Droperidol for patients with history of psychosis or a benzodiazepine for patients with
presumed substance misuse.

Haldol is acceptable treatment in pediatric patients =2 12 years old. Safety and efficacy is not established in
younger ages. Contact Medical Control for advice as needed.

Hyperactive Delirium with Severe Agitation:

Medical emergency: Combination of delirium, psychomotor agitation, anxiety, hallucinations, speech disturbances,
disorientation, violent/ bizarre behavior, insensitivity to pain, hyperthermia and increased strength.

Potentially life-threatening and associated with use of physical control measures, including physical restraints and
Tasers.

Most commonly seen in male subjects with a history of serious mental iliness and/or acute or chronic drug abuse,
particularly stimulant drugs such as cocaine, crack cocaine, methamphetamine, amphetamines or similar
agents. Alcohol withdrawal or head trauma may also contribute to the condition.

If patient suspected of Hyperactive Delirium with Severe Agitation suffers cardiac arrest, consider a fluid
bolus, administration of calcium gluconate (or chloride), and sodium bicarbonate early.

Do not position or transport any restrained patient is such a way that could impact the patients respiratory or circulatory
status.

Pepper Spray (Oleoresin Capsicum)/ CS Gas (Tear Gas) Exposure Care:

Be aware of cross contamination when treating patients

Severe complications are possible with the following patients:

- Elderly

- Cardiac

- COPD

- Asthma

Flush the affected eye(s) with normal saline - Be careful not to flush into an unaffected eye -

Capsicum exposure can also be neutralized with commercial wipes or spray

Always wear gloves & eye protection when flushing contaminated patients

Patients exposed to chemical spray, with or without history of respiratory disease, may develop respiratory complaints
up to 20 minutes post exposure.




Reported / witnessed seizure
activity

Previous seizure history

Medical alert tag information

Seizure medications

History of trauma

History of diabetes

History of pregnancy

Time of seizure onset

Document number of seizures

Alcohol use, abuse or abrupt
cessation

Fever

Age Appropriate

B Airway Protocol(s) AR 1, 2, 3,5, 6

as indicated

Altered Mental Status
Protocol UP 4
if indicated

Childbirth/ Labor Protocol AO 1
Obstetrical Emergency Protocol AO 3
if indicated

Behavioral Protocol UP 17, 18, 19
if indicated

Loosen any constrictive clothing
Protect patient

< Active Seizure Activity >—YESYES
|
NO NO
y

Decreased mental status
Sleepiness

Incontinence

Observed seizure activity
Evidence of trauma
Unconscious

CNS (Head) trauma

Tumor

Metabolic, Hepatic, or Renal failure
Hypoxia

Electrolyte abnormality (Na, Ca, Mg)
Drugs, Medications,
Non-compliance

Infection / Fever

Alcohol withdrawal

Eclampsia

Stroke

Hyperthermia

Hypoglycemia

249kg
Midazolam 5 - 10 mg IM / IN
May repeat in 5 minutes if needed
Maximum 20 mg

<49 kg
Midazolam 0.2 mg/kg IM / IN
Maximum single dose 5 mg

May repeat in 5 minutes if needed
Maximum 10 mg

Midazolam 2 -2.5mg IV /IO
May repeat every 3 to 5 minutes as needed
Maximum 10 mg

Peds: Midazolam 0.2 mg/kg
IV/10
Maximum single dose 2.5 mg
May repeat every 3 to 5 minutes as needed
Maximum 10 mg

v

Blood Glucose Analysis Procedure

For seizures refractory to Benzo's:
Minimum: Two Benzo Doses

Ketamine 1mg/kg IV/IO x 1
Or
Levetiracetam (Keppra)1 gram IV/IO x 1
Peds: 15 mg/kg of mixture over 5 minutes

Max 1 gram
** |f refractory after 5 minutes give both **

omg
oom
oog

IV or 10 Access Protocol UP 6
if indicated

Cardiac Monitor
if indicated

Monitor and Reassess

v

Notify Destination or
Contact Medical Control
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Alt—ernative Seizure Medications

- Lorazepam 1-2 mg IV only (due to long onset)
- May repeat in 3-5 minutes Max Dose 4mg total
- Diazepam 5mg IV / 10 Adults, Peds 0.1 - 0.3 mg/kg, Ped Rectal 0.5 mg/kg

- Ketamine 1mg/kg IV / 10 x 1 -- use only if allergic to Benzodiazepines OR active
seizures greater than 5 minutes refractory to Benzodiazepines — two doses

- Keppra is produced in 100mg/ml vials or several premixed forms — Keppra is safe for
rapid infusion over 5 minutes maximun. Rapid infusion is safe and preferred in status
epilepticus.

Active seizure in known or suspected pregnancy greater than 20 weeks, administer
Magnesium Sulfate 2g IV/IO over 2-3 minutes, may repeat dose x1.

Pearls
Recommended Exam: Mental Status, HEENT, Heart, Lungs, Extremities, Neuro
Items in Red Text are key performance measures used to evaluate protocol compliance and care.
Brief seizure-like activity can be seen following ventricular fibrillation or ventricular tachycardia associated
cardiac arrest.
Status epilepticus is defined by seizure activity lasting > 5 minutes or multiple seizures without return to
baseline.
Most seizure activity is brief, lasting only 1 — 2 minutes, and is associated with transient hypoventilation.
Be prepared for airway problems and continued seizures.
Seizure activity may be a marker of closed head injury, especially in the very young, examine for trauma.
Adult:
Midazolam 10 mg IM is effective in termination of seizures.
Do not delay IM administration with difficult IV or 10 access. IM Preferred over IO.
Pediatrics:
Midazolam 0.2 mg/kg (Maximum 5 mg) IM is effective in termination of seizures.
Do not delay IM administration with difficult IV or 10 access. IM Preferred over 1O.
Do not delay administration of anti-epileptic drugs to check for blood glucose.
Grand mal seizures (generalized) are associated with loss of consciousness, incontinence, and tongue trauma.
Focal seizures affect only a part of the body and are not usually associated with a loss of consciousness, but can
propagate to generalized seizures with loss of consciousness.
Be prepared to assist ventilations especially if diazepam or midazolam is used.
For any seizure in a pregnant patient, follow the AO 3 Obstetrical Emergencies Protocol.
Midazolam (Versed) is shown to be as effective with IM route as Lorazepam (Ativan) is via the IV or IO route.
Lorazepam (Ativan) is not as effective when administered IM. IV or |O route is preferred.
Diazepam (Valium) is not effective when administered IM. Give IV or Rectally.
Optimal conditions for patients refusing transport following a seizure:
Known history of seizures/epilepsy Seizure not associated with drugs or alcohol
Full recovery to baseline mental status Only 1 seizure episode in the past hour
No injuries requiring treatment or evaluation Seizure not associated with pregnancy
Adequate supervision




Previous CVA, TIA's

Previous cardiac / vascular surgery
Associated diseases: diabetes,
hypertension, CAD

Atrial fibrillation

Medications (blood thinners)
History of trauma

Sickle Cell Disease

Immune disorders

Congenital heart defects
Maternal infection / hypertension

Altered mental status See Altered Mental Status
Weakness / Paralysis TIA (Transient ischemic attack)
Blindness or other sensory loss Seizure

Aphasia / Dysarthria Todd’s Paralysis

Syncope Hypoglycemia

Vertigo / Dizziness Stroke

Vomiting Thrombotic or Embolic (~85%)
Headache Hemorrhagic (~15%)
Seizures e  Tumor

Respiratory pattern change e Trauma

Hypertension / hypotension Dialysis / Renal Failure

EMS Stroke Screen Assessment Transport Destination Facility based on:

Stroke
EMS Triage and Destination Plan

Blood Glucose Analysis Procedure

Exit tg e Refer to plan for Last Known Well
azg AAppropriate -«NO Consistent with Acute Stroke Times and Stroke Severity
o Prf)to?ol(s) Assessment Values
as indicated e Combination of factors will drive
transport destination decision-making
based on your local region

|
YES
Y
Determine:
1. Last Known Well Time
2. Time of Symptom Discovery

v

Time of Onset or Stroke Severity Screen
Time Last Seen Normal Assessment

< 24 Hours +

I
NO Transport based on:
) J STROKE

Altered Mental Status
Protocol UP 4
if indicated

EMS Triage and Destination Plan

Keep Scene Time to < 15 Minutes
12 Lead ECG Procedure Provide Early Notification of

Destination Facility
IV or IO Access Protocol UP 6 Suspected Stroke Alert

Age Appropriate Cardiac Protocol(s) ‘

W Indicated Reperfusion Checklist Procedure
Head Trauma Protocol TB 5 if time allows completion
Multiple Trauma Protocol TB 6
if indicated

Seizure Protocol UP 13
if indicated

Cardiac Monitor

IV or IO Access Protocol UP 6
Preferably 2 Sites
See Pearls

Venous Access Blood Draw
Procedure
if applicable

Cardiac Monitor

Persistent Hypertension:
If SBP = 185 or DBP 2 110 mmHg

* X After 3 readings, 5 minutes apart

Notify Destination or Contact Receiving Facility for
Contact Medical Control guidance on hypertension treatment




@

Utilize RACE Scale EMS Stroke Assessment Tool

All patients with a positive stroke screen with symptoms less then 24 hours are time critical

If LKWT is less than 4.5 hours - pt’'s are candidates for thrombolytics if they qualify. Transport to
nearest stroke capable hospital.

If LKWT is 4.5hrs to 24hrs with NEW SEVERE UNILATERAL DEFICITS.

Please transport or fly the patient to the nearest comprehensive stroke center to be evaluated by
interventional stroke team. CEMC is acceptable if timing unclear, aeromedical unavailable, or
operational limitations preventing transport to comprehensive stroke center

If transporting to CarolinaEast (CEMC) and symptoms less then 24 hours — please utilize Pulsara for a
STROKE ALERT.

Recommended Exam: Mental Status, HEENT, Heart, Lungs, Abdomen, Extremities, Neuro
Items in Red Text are key performance measures used in the EMS Acute Stroke Care Toolkit.
Acute Stroke care is evolving rapidly. Time of Onset/ Last Seen Normal may be changed at any time
depending on the capabilities and resources of your regional hospital(s).
Refer to your Stroke: EMS Triage and Destination Plan which should be updated when community resources
change.
Time of Onset or Last Seen Normal:
One of the most important items the pre-hospital provider can obtain, of which all treatment decisions
are based.
Be very precise in gathering data to establish the time of onset and report as an actual time (i.e. 13:47
NOT “about 45 minutes ago.”)
Without this information patient may not be able to receive thrombolytics at facility.
Wake up stroke: Time starts when patient was last awake or symptom free. Likely Bedtime.
Time of Symptom Discovery:
Time when symptoms of stroke are first noticed by patient, bystanders, withesses, or family/ caregivers.
Sources of information pertaining to Last Known Well Time or Symptoms Onset:
You are often in the best position to determine the actual Time of Onset while you have family, friends or
caretakers available.
Often these sources of information may arrive well after you have delivered the patient to the hospital.
Delays in decisions due to lack of information may negatively impact patient care.
Obtain contact information (phone number and name) of best witnesses and give to hospital providers.
The Reperfusion Checklist should be completed for any suspected stroke patient as time allows.
If possible place 2 IV sites, preferably above the wrists, and if possible both in the left upper extremity.
Blood Draw:
Many stroke centers utilize EMS venous blood samples. Follow your local policy and procedures.
The differential listed in the UP 4 Altered Mental Status Protocol should also be considered.
Be alert for airway problems (swallowing difficulty, vomiting/aspiration).
Hypoglycemia can present as a localized neurologic deficit, especially in the elderly.
Document the EMS Stroke Screen, Stroke Severity Score, and Stroke Alert notification time in the ePCR or PCR.
Agencies may use validated pre-hospital stroke screen of choice.
Pediatrics:
Strokes do occur in children, they are slightly more common in ages < 2, in boys, and in African-Americans.
Newborn and infant symptoms consist of seizures, extreme sleepiness, and using only one side of the body.
Children and teenagers symptoms may consist of severe headaches, vomiting, sleepiness, dizziness, and/or
loss of balance or coordination.




Duration and severity of fever Warm Infections: UTI, Pneumonia, skin/
Past medical history Flushed wound
Medications/ Recent antibiotics Sweaty Cancer/ Tumors/ Lymphomas
Immunocompromised (transplant, Chills/ Rigors Medication or drug reaction

HIV, diabetes, cancer) Delayed cap refill Connective tissue disease: Arthritis,
Indwelling medical device Mental status changes Vasculitis
Last acetaminophen or ibuprofen Hyperthyroidism
Recent Hospital/ healthcare facility Heat Stroke
Bedridden or immobile myalgias, cough, chest pain, Meningitis
Elderly and very young — at risk headache, dysuria, abdominal pain, Hypoglycemia/hypothermia
Prosthetic device / indwelling device rash MI/ CVA

Consider: Contact, Droplet, and Airborne Precautions
Age Specific Blood Pressure

indicating possible shock

Temperature Measurement Procedure
if available

Fever/ Infection Control Protocol UP 10 Age 0 — 28 days: SBP < 60

if needed Ages 2 1 month: SBP < 70
Altered Mental Status Protocol UP 4 Age 1-9: SBP <70 + (2x Age)

if needed
12 Lead ECG Procedure Ages 10 — 64: SBP < 90
> .
IV or IO Access Protocol UP 6 Ages 2 65: SBP < 110

I indicated All ages Shock Index:
Cardiac Monitor HR > SBP

Exit to
wmm  Age Appropriate <-NO Sepsis Screen

oom

SEPSIS ALERT
Notify Receiving Facility
Immediately

Venous Access Blood Draw
if applicable

B8 Condition Appropriate Positive
Protocol(s)

Adult SIRS Criteria Normal Saline 500 mL Bolus
Temperature Repeat as needed
>100.4° F (38° C) Titrate SPB = 90 mmHg
Or MAP > 65 mmHg

MAP <96.8°F (36° C) Maximum 2 L
: AND
(Mean Arterial Pressure) Any 1 of the following: Peds: 20 mL/kg IV / 10

HR > 90 ;
Repeat to titrate
+ RR > 20 \
SBP + 2(DBP) 32 DBP EICO < 25 mmHg Age Appropriate
. . SBP =270 + 2 x Age
Monitor usually calculates this Adult gSOFA Criteria Maximum 60 mL/kg
value on screen SBP = 100 mmHG Draw Blood Cultures if equipped/

RR 222 trained
AMS or new mental status change

- o Rocephin 1g IV/IO x 1
Pediatrics SIRS Crit
o emporatare Peds: 50mg/kg IV/IO up to 1gm

Same as adult over 10 minutes
See Page 2 **
AND

Heart Rate .
1 month — 1 year > 180 Age Appropriate

2_ 5 years > 140 i Hypotension/ Shock
6 — 12 years > 130 Protocol AM 5/ PM 3

13 — 18 years > 120

Notify Destination or
Contact Medical Control
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** Organizations may utilize Zosyn 3.375g or 4.5g IV OR Cefepime 2g IV as an alternative for Sepsis also **

One Antibiotic is required
Rocephin may be used for patients with mild allergy to penicillin.

Avoid in severe allergies and anaphylaxis - Avoid when allergic to Cephalosporins - Keflex, Omnicef, Cefdinir,
Cefuroxime

If less than age 18 - Rocephin dosage 50mg/kg - Max 1g over 10 minutes (May slow push adults)

Blood Cultures using Steripath is highly recommended but not required for nonhospital agencies.

If transporting to CarolinaEast — use Pulsara to activate a Sepsis Alert

Recommended Exam: Mental Status, Skin, HEENT, Neck, Heart, Lungs, Abdomen, Back, Extremities, Neuro

Recommended Exam Pediatrics: In childhood, physical assessment reveals important clues for sepsis. Look for mental
status abnormalities such as anxiety, restlessness, agitation, irritability, confusion, or lethargy. Cardiovascular
findings to look for include cool distal extremities, capillary refill >3 seconds, or mottled skin.

Sepsis is a life threatening condition where the body’s immune response to infection injures its own tissues and organs.

Severe sepsis is a suspected infection with 2 or more SIRS criteria (or gSOFA) along with organ dysfunction, such as
AMS, hypotension, or hypoxia.

Septic shock is severe sepsis and poor perfusion unimproved after fluid bolus.

Agencies administering antibiotics should inquire about drug allergies specific to antibiotics or family of antibiotics.

Following each fluid bolus, assess for pulmonary edema. Consider administration of agency specific vasopressor.

Supplemental oxygen should be given and titrated to oxygenation saturation 2 92%.

EKG should be obtained with suspected sepsis, but should not delay care in order to obtain.

Abnormally low temperatures increase mortality and are found often in geriatric patients.

Quantitative waveform capnography can be a reliable surrogate for lactate monitoring in detecting metabolic distress in sepsis
patients. EtCO, < 25 mm Hg are associated with serum lactate levels > 4 mmol/L.

Patients with a history of liver failure should not receive acetaminophen.

Droplet precautions include standard PPE plus a standard surgical mask for providers who accompany patients in the back of
the ambulance and a surgical mask or NRB O2 mask for the patient. This level of precaution should be utilized when
influenza, meningitis, mumps, streptococcal pharyngitis, and other ilinesses spread via large particle droplets are suspected.
A patient with a potentially infectious rash should be treated with droplet precautions.

Airborne precautions include standard PPE plus utilization of a gown, change of gloves after every patient contact, and strict
hand washing precautions. This level of precaution is utilized when multi-drug resistant organisms (e.g. MRSA), scabies, or
zoster (shingles), or other illnesses spread by contact are suspected.

All-hazards precautions include standard PPE plus airborne precautions plus contact precautions. This level of precaution is
utilized during the initial phases of an outbreak when the etiology of the infection is unknown or when the causative agent is
found to be highly contagious (e.g. SARS, SARS-CoV-2, COVID-19, MERS, Monkeypox).

Allergies to NSAIDs (non-steroidal anti-inflammatory medications) are a contraindication to Ibuprofen.

Agency Medical Director may require contact of medical control prior to EMT / MR administering any medication.

Sepsis Screen:

Agencies may use Adult / Pediatric Systemic Inflammatory Response Syndrome (SIRS) criteria or quickSOFA (qSOFA)
criteria.
Receiving facility should be involved in determining Sepsis Screen utilized by EMS.




Cardiac history, stroke, seizure Loss of consciousness with recovery
Occult blood loss (Gl, ectopic) Lightheadedness, dizziness
Females: LMP, vaginal bleeding Palpitations, slow or rapid pulse
Fluid loss: nausea, vomiting, Pulse irregularity

diarrhea Decreased blood pressure
Past medical history
Medications

Vasovagal

Orthostatic hypotension
Cardiac syncope

Micturition / Defecation syncope
Psychiatric

Stroke

Hypoglycemia

Seizure

Shock (see Shock Protocol)
Toxicological (Alcohol)
Medication effect (hypertension)
PE

AAA

Age Appropriate

Airway Protocol(s) AR 1, 2, 3, 5, 6 Age Specific Blood Pressure

if indicated indicating possible shock

Blood Glucose Analysis Procedure Age 0 — 28 days: SBP < 60
Ages 2 1 month: SBP <70
12 Lead ECG Procedure Age 1-9:SBP <70+ (2X Age)

IV or 10 Access Protocol UP 6

Ages 10 — 64: SBP <90
Cardiac Monitor Ages 2 65: SBP <110

Altered Mental Status
Protocol UP 4
if indicated

All ages Shock Index:
HR > SBP

Age Appropriate Cardiac
Protocol(s)
if indicated
Age Appropriate
Hypotension/ Shock
Protocol AM 5/ PM 3
if indicated
Multiple Trauma Protocol TB 6
Spinal Motion Restriction
Procedure/ Protocol TB 8
if indicated

IV or IO Access Protocol UP 6
Consider 2 Large Bore sites

Normal Saline / LR 500 mL Bolus
Repeat as needed
Titrate SPB =2 90 mmHg
Maximum 2 L

Serious Signs/ Symptoms
Hypotension, poor

perfusion, shock Peds: 20 mL/kg IV /10

Repeat as needed

| Titrate to Age Appropriate
NO SBP 270 + 2 x Age
Maximum 60 mL/kg

v

Exit to
sam  Age Appropriate
858 Condition Appropriate
Protocol(s)

Notify Destination or
Contact Medical Control




Recommended Exam: Mental Status, Skin, HEENT, Heart, Lungs, Abdomen, Back, Extremities, Neuro

Syncope is both loss of consciousness and loss of postural/ muscle tone with collapse. Symptoms
preceding the event are important in determining etiology.

Syncope often is due to a benign process but can be an indication of serious underlying disease in both the
adult and pediatric patient.

Often patients with syncope are found normal on EMS evaluation. In general patients experiencing syncope
require cardiac monitoring and emergency department evaluation.

Differential should remain wide and include:
Cardiac arrhythmia  Neurological problem Choking Pulmonary embolism
Hemorrhage Stroke Respiratory  Hypo or Hyperglycemia
Gl Hemorrhage Seizure Sepsis

High-risk patients:
Age = 60 Syncope with exertion
History of CHF Syncope with chest pain
Abnormal ECG Syncope with dyspnea

Abdominal/ back pain in women of childbearing age should be treated as pregnancy related until proven
otherwise.

The diagnosis of abdominal aneurysm should be considered with abdominal pain, with or without back and/
or lower extremity pain or diminished pulses, especially in patients over 50 and/ or patients with shock/
poor perfusion. Notify receiving facility early with suspected abdominal aneurysm.

Consider cardiac etiology in patients > 35, diabetics, and/ or women especially with upper abdominal
complaints.

Heart Rate: Tachycardia is one of the first clinical signs of dehydration, typically increases as dehydration
becomes more severe.

Syncope with no preceding symptoms or event may be associated with an arrhythmia.

Assess for signs and symptoms of trauma if associated or questionable fall with syncope.

Consider dysrhythmias, Gl bleed, ectopic pregnancy, and seizure as possible causes of syncope.

In general these patients should be transported: Patients who experience syncope associated with headache, neck
pain, chest pain, abdominal pain, back pain, dyspnea, or dyspnea on exertion need prompt medical evaluation.

More than 25% of geriatric syncope is cardiac dysrhythmia based.




Situational crisis

Psychiatric illness/medications
Injury to self or threats to others
Medic alert tag

Substance abuse / overdose
Diabetes

Call for help
Call for additional resources
Stage prior to arrival
or
Wthdraw from scene until safe

<

Anxiety, agitation, confusion
Affect change, hallucinations
Delusional thoughts, bizarre
behavior

Combative violent

Expression of suicidal / homicidal
thoughts

Screen patient for weapons
Screen for scene safety

v

Altered Mental Status

Alcohol Intoxication

Toxin / Substance abuse

Medication effect / overdose / withdrawal
Depression

Bipolar (manic-depressive)
Schizophrenia

Anxiety disorders

Assess for underlying medical or traumatic -=a Age Appropriate
condition causing behavioral disturbance 858 Protocol(s)

v

Exit to
Behavioral

Establish rapport
Genuine respect for feelings/ circumstances
Active listening
Eye contact and at meet at eye level

Create a quiet and safe environment
Only 1 provider talks to patient to limit stimuli
Decrease unnecessary stimuli

Identify major problem or crisi
“What happened to upset you?”
“How are you feeling right now?”

Assess for suicidal and/or homicidal thoughts

Agitation/ Sedation Guide
UP 18

Hyperactive Delirium with
Severe Agitation

Assess and score: BARS
Behavioral Activity Rating Scale

UP 19
Age Appropriate
Protocol(s)

oom
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Evaluation and Screening
Mental Health and Substance Use Protocol
CIT Paramedic Only
if available
Page 3

Y

BARS
1 — Difficult or unable to wake

2 — Asleep, but responds normally to
verbal or physical stimuli

3 — Drowsy, appears sedated
4 — Quiet and awake (normal activity)

5 — Overt activity (physical or verbal)
Agitated but not disruptive

6 — Extremely or continuously active,
Agitated, disruptive, but not violent

7 - Violent, requires restraint
Agitated and violent

Triage and Alternative Destination
Mental Health / Substance Abuse
if available
Page 3

Y

Notify Destination or
Contact Medical Control




Recommended Exam: Mental Status, Skin, Heart, Lungs, Neurologic status
Crew/ responders safety is the main priority. Call for assistance, stage, or withdraw from scene if necessary.
Law Enforcement:
Any patient who is handcuffed or restrained by Law Enforcement and transported by EMS, must be accompanied by
law enforcement during transport.
Patient should not be transported with upper extremities hand-cuffed behind back as this prevents proper
assessment and could lead to injury.
Consider multidisciplinary coordination with law enforcement to approach verbal de-escalation, restraint, and/ or
USP 6 Restraints: Therapeutic Take-down Procedure.
Maintain high-index of suspicion for underlying medical or traumatic disorder causing or contributing to behavioral
disturbance. Medical causes more likely in ages < 12 or > 40.
General communications techniques
Ask Open-ended questions (questions that cannot be answered with a yes/no)
“Tell me how we can help you?” “What caused you to call 911 today?”
Active listening (stay engaged, be able to summarize patient’s story, use your body language to convey listening)
Eye contact, nodding your head, periodically repeating back part of patient’s story
Encouraging (remain positive, convey interest in patient’s crisis)
“Tell me more about that...”
Clarifying questions (ask patient to rephrase or repeat if you don’t understand)
“I'm not sure | understand, can you...?”
Emotional labeling (naming emotions patient is demonstrating, validating emotions
“You look upset.” “You seem angry.”
Conversational pause (okay to allow a period of silence for patient to process information)
Behavioral health disturbance incidents are increasing and commonly involve the following:
Substance misuse Psychosis
Depression/ Anxiety/ Stress Reactions / Bipolar Schizophrenia or schizophrenia-like illness
Restraints:
All patients who receive either physical or chemical restraint must be continuously observed by ALS personnel on
scene or immediately upon their arrival.
Do not position or transport any restrained patient is such a way that could impact the patients respiratory or
circulatory status (i.e. prone position)
Maintain high-index of suspicion for medical, trauma, abuse, or neglect causes:
Hypoglycemia, hyperglycemia, overdose, substance abuse, hypoxia, head injury, shock, sepsis, stroke, etc.
Domestic violence, child or geriatric abuse/ neglect.
Extr ramidal r ions:
Condition causing involuntary muscle movements or spasms typically of the face, neck and upper extremities. May present
with contorted neck and trunk with difficult motor movements. Typically an adverse reaction to antipsychotic drugs like
Haloperidol and may occur with your administration. When recognized, give Diphenhydramine 50 mg IV /10 /IM / PO in
adults or 1 mg/kg IV /10 / IM / PO in pediatrics, Maximum 50 mg.
May add page 3 to protocol for specific for local mental health and / or substance misuse resources or destinations.




Complete EMS CIT Behavioral
Health Data Sheet

v

Complete EMS CIT Behavioral
Assessment Form

v
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Blood/Vomit/Difficulty Breathing/Acute Medical Issue
Blood Glucose <70 or >250 & symptomatic

Head Trauma or fall in past 7 days

In and out of consciousness

Seizure activity in past 24 hours

Unable to speak or walk

On IVC or Emergency Custody

Violent or Aggressive

Provider can't see within 2 hours at alternative site
Acute Withdrawal

Hospital transport requested by patient

BP 2210/130 or 2180/110 and symptomatic

BAC > .35

Oxygen Dependent

This is a continuation of the Evaluation and Screening for
Mental Health and Substance Abuse Procedure

Alternative Destinations other than Hospital ED
Call Access Line for all referrals:
Contact Number

If appropriate, contact Mobile Crisis:
Contact Number

Transport to

I
NO
Y

Suicidal (with plan and/or intent)

Homicidal Ideation

Psychosis (auditory/visual hallucinations or delusions)

Request for Detox

Med Request during 8:00 am and 3:00pm and client can
ot wait until next day for meds

I
NO
Y

No current suicidal ideation

Anxiety/Panic

Tearful crying with no suicidal plan or intent

Med request in which EMS/Mobile Crisis able to triage
nd client is "ok" to go M-F for meds.

Emergency Department

v

Notify Destination or
Contact Medical Control

Triage and Alternative

Destination
Mental Health / Substance

Contact
Provider

Abuse

Contact Mobile Crisis
Treatment |
No Transport Contact Number

If needed

Alternative Destinations / Crisis Providers For Centerpoint

County

Resource Agency

Resource Agency

Resource Agency

Hours of Operation

Hours of Operation

Hours of Operation




Behavioral Activity Rating Scale (BARS)

Behavioral Activity Rating Scale
< BARS scoring: 1 -4 }YES*

I
NO
A J

Behavioral Activity Ratin

BARS scoring: 5
Agitated but not disruptive
Able to calm and redirect

Exit to
Age Appropriate
Protocol(s)
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No sedation required

Verbal De-escalation Procedure ASP 11

PO / ODT Medication — if available
Haloperidol 5mg PO x 1
Lorazepam 2mg PO x 1
Benadryl 50 mg PO x 1
Or
Midazolam 2.5mg IN

* Exit to

Y

Behavioral Activity Rating Scale
BARS scoring: 6

Agitated and disruptive
Not violent

NO< Condition Improving? }YES—P Agger?ggglr(ng)ate
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Verbal De-escalation Procedure ASP 11

IV or 10 Access Protocol UP 6
if indicated

Haloperidol 5 mg IM
Or
Geodon 20mg IM - Single Dose

May repeat Haldol every 10min as needed
Maximum 10 mg

Midazolam 2.5 mg IV /10 /IN
5mg IM

Peds: 0.1 — 0.2 mg/kg
IV/IO/IM/IN
Repeat every 2-3 minutes as needed
Consider
Restraint Physical Procedure USP 5
Monitor per restraint procedure
if indicated

Exit to

y
Behavioral Activity Ratin
BARS scoring: 7

Agitated and violent

NO—< Condition Improving? >—YES-> Aggrgi);)crgl;();l)ate
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oom

Exit to -
o@g . . . . .
g28 Hyperactive Delirium with Severe Agitation
Protocol UP 19




Scene

Safe

NO
Y

Call for help
Call for additional resources
Stage prior to arrival
or
Withdraw from scene until safe

Behavioral Activity Rating Scale (BARS)

Behavioral Activity Rating Scale
BARS scoring: 7

Ketamine 4 mg/kg IM
Maximum 400 mg See Pearls

Pediatrics:
2 mg/kg IM
Maximum 400 mg See Pearls

Or
Midazolam 10 mg IM
+
Haldol 5mg IM
May repeat in 5-10 minutes as needed
Or
Geodon 20mg IM x1

Pediatrics:
Midazolam 0.1 — 0.2 mg/kg IM
Max Single Dose 10mg
Repeat every 5 minutes as needed

Haldol Max Total Dose 20 mg
Midazolam Max Total Dose 20 mg

IV or IO Access Protocol UP 6
Preferably 2 large bore

General Guidance
Use of protocol is indicated when a medical
emergency requires a combination of both
physical restraint and chemical restraint in
order to prevent imminent injury to a
patient and/ or providers.

Use of this protocol requires medical
judgement and consultation with Medical
Control is not mandatory.

Non-medical personnel requests or
opinions should not be used as a factor
when implementing this protocol.

Normal Saline / Lactated Ringers 1 L Bolus
Then 150 — 200 mL / hr
May repeat 500 mL Bolus
as needed
Maximum 2 L

Peds: 20 — 60 mL/kg IV /10
Maximum 60 mL/kg

Restraint Physical Procedure USP 5
Monitor per restraint procedure
if indicated

Restraint Therapeutic Take Down Procedure USP 6

if indicated

Hyperthermia Protocol

Cardiac Monitor

v

Notify Destination or
Contact Medical Control




All patient who have received medications per protocols UP18 & UP19 must be transported to the
hospital or left in the care of a community paramedic.

Patients with a BARS Score of 7 who utilized this protocol must be transported to the hospital — No
exceptions unless granted directly by Medical Director

We do not medicate for Jail. If IV/IO/IM medicine is given — the patient must be medically monitored
and is not considered stable for jail. Releasing a sedated patient to law enforcement for jail will be
considered abandonment. This population is at high risk for cardiac arrest post event.

Haldol + Midazolam have synergistic properties and it is recommended they are used together.

Ketamine for sedation purposes:

Ketamine may be used in pediatric patients who fit within a Pediatric Medication/ Skill Resuscitation
System product, <15 years of age, or < 49 kg) with DIRECT ONLINE MEDICAL ORDER by the
system MEDICAL DIRECTOR only.

o Hyperactive Delirium with Severe Agitation:

Medical emergency: Combination of delirium, psychomotor agitation, anxiety, hallucinations, speech
disturbances, disorientation, violent/ bizarre behavior, insensitivity to pain, hyperthermia and
increased strength.

Potentially life-threatening and associated with use of physical control measures, including physical
restraints.

Most commonly seen in male subjects with a history of serious mental iliness and/or acute or chronic drug
abuse, particularly stimulant drugs such as cocaine, crack cocaine, methamphetamine,
amphetamines or similar agents.

Alcohol or substance withdrawal as well as head trauma may also contribute to the condition.

Restraint use:

Physical restraints are not contraindicated in agitated or excited delirium, but you must use caution.

Once sedated, prevent patient from continued struggle, which can worsen metabolic condition.

Prevent patient from assuming a prone position for prolonged period, move to supine position as quickly as
possible.

Team approach for sedation and Restraint Therapeutic Take Down Procedure USP-6:

1 provider for each limb.
1 provider to lead restraint, maintain airway and control head.
1 Provider to administer medication.
Do not position prone or prone with restraints, as this can impede respiration and ventilation.
Hyperthermia: Assess for and treat hyperthermia.




Past medical history
Medications

Recent illness

Prior pain crisis location
Pain regimen at home

Apply Hot Packs to affected
areas: especially joints and
areas of increased pain

Provide emotional support
Calm and continual
reassurance

Pain

One sided paralysis / weakness
Difficulty walking / speaking
Sudden vision changes
Unexplained numbness
Severe headache

Fever

SOB

Chest Pain

Abdominal Pain

Pallor

B

Blood Glucose Analysis as needed
Assess Pain Severity
12 Lead ECG Procedure

oEg
oom
oog

IV or 1O Access Protocol UP 6

Cardiac Monitor

Altered Mental Status
Protocol UP 4
if indicated

Manage Airway as appropriate
Protocol AR 1 & AR5
if indicated

Suspected Stroke
Protocol UP 14
if indicated

Suspected Seizure
Protocol UP 13
if indicated

Hypotension/ Shock
Protocol AM 5 & PM 3
if indicated

Sickle Cell Crisis
- Acute Chest Syndrome
- Abdominal Crisis
- Joint Crisis

YES

v

Pain Control
Protocol UP 11

Sickle Celle Pain Crisis
Aplastic Crisis

Acute Chest Syndrome
Alcohol / drug use

Toxic ingestion

Seizure

Stroke

Altered baseline mental status
Sepsis

Pneumonia

Fluids indicated if signs of
shock or hypotensive

Notify Destination or
Contact Medical Control




PEARLS

Patterns of an acute sickle cell crisis are now recognizable. They are based on the part of the body
where the crisis occurs.

Is this their typical pain crisis? If not, what is different about it?

Any fever, SOB, pleuritic chest pain?

Acute chest syndrome:

Sudden acute chest pain with coughing up of blood can occur. Low-grade fevers can be present. The person is
usually short of breath. If a cough is present, it often

is nonproductive. Acute chest syndrome is common in a young person with sickle cell disease.

Chronic (long-term) sickle cell lung disease develops over time because the acute and subacute

lung crisis leads to scarred lungs as well as other problems.

Abdominal crisis:

The pain associated with the abdominal crisis of sickle cell disease is constant and sudden. It becomes

unrelenting. The pain may or may not be localized to any one area of the abdomen. Nausea, vomiting, and diarrhea may
or may not occur.

Joint crisis:

Acute and painful joint crisis may develop without a significant traumatic history. Its focus is either in a single

joint or in multiple joints. Often the connecting bony parts of the joint are painful. Range of motion is often restricted
because of the pain. Avascular necrosis of the hips can occur, causing permanent damage.

Stroke:
Many sickle cell patients can present with strokes at a younger age than average. Ensure hospital pre-notification
indicating it is a sickle cell patient as the standard of care for a Sickle Cell Stroke can involve exchange therapy as

opposed to other treatments such as tPA.
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