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STIPULATIONS

» This protocol is for use by those individuals @terg in and under the authority of the Greater
Miami Valley EMS Council (GMVEMSC) Drug Bag Excham@rogram and certified by the State of

Ohio as a(n):
o First Responder
o EMT-Basic

* This protocol is to be used in the field only. Gouonications must be attempted as soon as practical
for potentially unstable patients or hospitals tlegjuest contact on all patients being transfeiwed
their facility.

» Procedures that are marked with a diamandare never to be performed without a MCP orddre T
diamond provides rapid identification of procedusesl medications that require on-line MCP
authorization.

* No procedures, techniques, or drugs will be usedout the proper equipment or beyond the training
or capabilities of the prehospital personnel. Nahn this protocol may be used without specific
pre-approval of the Medical Director for the lodapartment or agency.

* Procedures for EMT-Basics include those listed utite First Responder level.

* ltems enclosed in braces ({ }) are at the optiothef department and its medical director.

* EMS personnel of any level are not authorized ndufpate}, unless they have and can use
appropriate confirmation devices (Et&@etectors or monitors, and/or Esophageal Detection
Devices).

» Infrequently unusual patient situations and multiple compkaisith competing priorities may
prevent stepwise adherence to a specific sectitimprotocol. However, at no time should
treatment options exceed those authorized heréliout direct consultation with medical control.

In all such cases, contact with medical controlusthde considered when logistically feasible.

ADMINISTRATION
Non-Initiation of Care
» Resuscitation will not be initiated in the followgrtircumstances:
0 Burned beyond recognition

Decapitation
Deep, penetrating, cranial injuries
Massive truncal wounds
DNR Order - present and valid
Frozen body
Hemicorporectomy (body cut in half)
Rigor mortis, tissue decomposition, or severe dépenpost-mortem lividity
Triage demands
Blunt trauma found in cardiac arrestlessone of the following conditions are present:

= Patient can be delivered to an emergency departiménninutes.

= |f the arrest is caused by a medical condition.

= Focused blunt trauma to the chest (such as a dbgetize chest).

o0 Penetrating trauma found in cardiac arrest whema#tient cannot be delivered to an emergency
department within 15 minutes.
= Resuscitation will be initiated on victims of peraing trauma who arrest after they are
in EMS care.

Once en route, continue care even if the aboveltmits cannot be met.

OO0 O0OO0OO0O0OO0OO0Oo
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DNR: Comfort Care / Comfort Care Arrest
DNR-Comfort Care (CC)

(Permits any medical treatment to diminish pairdimcomfort that is not used to postpone the pdtatgath.)
The following treatments are permitted:

* Suctioning

* Oxygen

* Splint/immobilization
* Control bleeding

* Pain control

The following treatments areot permitted:
* Chest compressions
* Airway adjuncts
* Resuscitative drugs
» Defibrillation/cardioversion/monitoring
* Respiratory assistance (oxygen, suctioning are iffed

DNR-Comfort Care Arrest (CCA)
(Permits any medical treatment until the patieoe¢g into cardiac or respiratory arrest.)

» Any appropriate standing orders treatment untitlicer or respiratory arrest/agonal breathing occurs.

Note: When a Durable Power of Attorney for Healthcar@@HC) is present and the “Living Will and
Qualifying Condition” box is checked, the DPA-Haoat override the patient's DNR status. A patient
may change their DNR status at anytime verballyyiiting or action.

Field Termination of Resuscitation Efforts With No Available ALS
EMT-BASIC

* ¢ When EMS providerénot including First Responders) are faced with a paireardiac Arrest, no
ALS equipment is available at the scene, and Ti@amsine to a medical facility will exceed 20 miest
consider contacting a MCP for orders to terminageresuscitation.

* ¢ MCP must be contacted and must speak directly thétEMS provider, and must give consent for the
resuscitation effort to cease.

» This section does not normally apply to Paramedicsayonly be used when no Paramedics are
available or when Paramedics are present, but ALS equipmemtiavailable.

» The intent of this section is to avoid the riskeofergency transport of patients who are almosicdy
non-viable.

» Ensure that the EMS Coordinator of the hospital tha authorized the Field Termination receives a
copy of the run sheet for his/her records.
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PATIENT COMPETENCY / CONSENT
There are times when a “pink slip” or Involuntary Committal Form should be used. This REQUIRES
coordination with and support from on scene law erdrcement or health department officials, physicianor
psychiatrist to “pink slip”. Consult local rules, laws, policies, and / or guidelines.

« Determine patient competency and consent. Conaigetient may be incapable to make
medical decisions if they are:
= Suicidal
= Confused
= Severely developmentally or mentally disabled amalred/ill
= Intoxicated and injured/ill with an altered mergtdtus
= Physically/verbally hostile
= Unconscious

Per Ohio Revised Code 5122.01 and 5122.10, an EM@®BPR may not “pink slip” an individual
(transport a person to the hospital against thaifov mental health evaluation) who is alert and
oriented even if they are threatening harm to tledwes or others. Only a health officer (such aslae
officer, crisis worker, psychiatrist, licensed pityan) can “pink slip” a person. The GMVEMSC
strongly recommends that your fire/EMS departmientonsultation with your medical director/advisor
and local law enforcement, have a procedure towilthese types of situations.

INITIAL CARE
FIRST RESPONDER
* Follow basic life support and airway algorithmsradicated based on current AHA Guidelines.
e Obtain chief complaint (OPQRST), SAMPLE historytaVisigns per patient condition.

EMT-BASIC

» Utilize monitoring device {pulse oximeter, etc.} appropriate.

* ¢ In a patient with an existing IV pump who is eXpacing an allergic reaction, the pump may only be
discontinued after receiving approval from MCP h@&wise, the IV pump must be maintained.
Exception: hypoglycemic diabetic patients with asulin pump (see “Maintenance of Existing
Medication Pumps” section for details)

» Bring the patient's medications, or a list of thedigations, to the hospital and include the dosé, a
frequency of administration.

NOTE: For patient with an insulin pump: take extra tulpiand medication packet(s) to receiving facility
with patient, if available.
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AIRWAY MAINTENANCE
FIRST RESPONDER
* O as needed. Use the following rates as guidelines:
0 2 LPM by NC for patient with COPD.
0 4 -6 LPM by NC for other patients.
o 12-15LPMby NRB for severe trauma patients, distressed cardiaerpst patients with
respiratory distress, and other patients who apjpeaeed high flovD...

NOTE: COPD patients in severe respiratory distress ohwitest pain need the samgd@vices and
flow rates as any other patient in such condition.

* Ventilate patients who are symptomatic with an ffisient respiratory rate or depth.
» Consider if airway compromise or insufficient véations are present.

EMT-BASIC
* {Intubate} patient if pulseless and apenic
» Consider patient airway anatomy and condition lierdppropriate selection of the proper airway attjun
o If approved, adjuncts considered “rescue airwayshsas the LMA or Dual Lumen Airways may
be appropriate for a primary airway device.
» Confirm correct placement of advanced airway withical assessment and devices. CO2 detection
methods are recommended.

Assessment Methods:

» Physical assessment including auscultation of pigastrium, anterior chest, midaxillary areas, ttien
epigastrium again.

* Repeat visualization of the tube between the voaals.

» Condensation in the tube.

» Keeping an oral endotracheal tube at the 20-22 ank it the teeth will prevent inserting the ETT too
far, greatly reduces the chances of a right maim&te@nchus intubations. Don’t confuse right mairrste
intubation for a pneumothorax.

Confirmation Devices:
» {EtCO, Monitor}
* {EtCO, with waveform}
» {Esophageal Detection Device (EDD)}

Electronic End Tidal CO, (EtCO,) Monitors - Capnography
These devices measure the amount of carbon dioxithe exhaled ventilations of patients. They uae
mainstream sensors, which are located directhherenhdotracheal tube, or sidestream sensors, whioples the
ventilation more remotely from the patient. Caprapdy can be used with patients who are not inatgbdh-line
EtCO, monitors can be used on patient with or withowcpte perfusion. Electronic monitors are moreiseas
therefore changes can be seen in real-time.

Esophageal Detector Device (EDD)
These devices confirm tube placement mechanic#tliig. based on the principle that the esophagas is
collapsible tube, while the trachea is rigid. ADEIlooks like a bulb syringe. Collapse the bulistfiand then
place the device on the end of the ETT prior t&t fwentilation. As the bulb tries to refill withr ait creates
suction. If the tube is in the esophagus, thetssties will collapse around the holes in the Br@venting
expansion of the bulb. When the bulb does ndl fefi refills very slowly), the tube is presumedltie in the
esophagus. If the tube is in the trachea, themetising to occlude the movement of air. The wilbrapidly
refill, indicating that the ETT is properly placed.
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Limitations:

* Alarge amount of gastric air (i.e. caused by cadbed beverage, aggressive ventilations, misplaceme
of ETT) and late term pregnancy can give a falstpe finding

* A cold device may give a false negative resultthg rubber bulb is stiff from the cold, it wilil to fill
with air. The ETT will seem to be in the esophagusen it is actually in the trachea).

e Cannot be used continuously. It must be removet abnfirmation, though you may reuse it after
patient movement.

* May only be used on pediatric patients who arerdlugn 5 years of age and weigh at least 20kg/44
pounds.

Indications for Various Intubation Confirmation Devices

Oral ETT Pulseless Pt. Apneic Patient
Electronic Useful Useful Useful
Waveform
EtCO,
EDD Useful Useful Useful

NOTE:{Intubation} is not permitted unless at least afiehe above devices is utilized and the Medical
Director authorizes EMT-Basics to perform the piahoes.

» Always secure the ET tube in place as effectivelp@ssible, preferably with a commercial tube-segur
device.

» Cervical collar is effective in maintaining patienhead in a neutral position.

» Re-assess ET tube placement every time the paierdaved.

» {Dual Lumen Airways (i.e., Combitube or Pharyngatraal Lumen Airway (PtL), or a Laryngeal Mask
Airway (LMA)}, are acceptable rescue airway devieesl satisfy the “rescue airway” component. Use of
these devices is limited to patients who need afical airway, and are in cardiac arrest.

» If routine ventilation procedures are unsuccess$fulto visualize obstruction with laryngoscopé. |
foreign body is seen, attempt to remove it usirgisn, if possible.

Maintenance of Existing IV Pumps
Do not stop the flow of medication unless you reeelirect orders from MCP. There are some drugsh 8s
Flolan that could kill the patient if stopped. By think the patient is experiencing an allergecten, call MCP.
A possible reason for MCP to have you shut offghimp would be a patient having an allergic reactiio is
receiving a new antibiotic being administered IMhathe pump.

+ NOTE: The exception is a diabetic patient with asulin Pump who is hypoglycemic as confirmed by a
blood glucose monitor. If you are NOT familiar witte device, disconnect the tubing from the pump
(first choice) or remove needle assembly from #tept (second choice). Do NOT turn off the pump.
You may hit the wrong button and, inadvertentlyubdhe patient with a large amount of Insulinyadfi

are familiar with the device it is permissible t8uspend” the administration of Insulin.

Further info: http://www.ems.ohio.gov/policies/boardpolicypts%&gxisitingmedicaldevices.pdf
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CARDIOVASCULAR EMERGENCIES

General Considerations:
* CPR should not be interrupted for more than 10ms@saintil spontaneous pulse is established.

CARDIAC ARREST: Basic Life Support
FIRST RESPONDER / EMT- BASIC
* Assess patient for respiratory and cardiac arrest
* Initiate CPR and {AED/Defibrillator} using most aent American Heart Association Guidelines.
* Ratio of compressions to breaths of 30:2 at ach#dout 100 compressions per minute
* Consider {Impedence Threshold Device (i.e. Res Qo
* Transport patient as appropriate
» Consider treatable causes

NOTE: Current AEDs may not be programmed to the curfdt® Guidelines. Utilize AED as it is
programmed.

Suspected Cardiac Chest Pain

EMT-BASIC

* Ask male and female patients if they are takinggvéa Revatio, or similar medications within thet |24
hours. Do not administer Nitroglycerin if takingave medications.

* ¢ Give Aspirin, 324 mgto every patient with symptoms of ACS. Patient MUSHEW the Aspirin.
(Basicsmust have an order to access the drug)bBtay assist with patients own aspirin without an
order.

» ¢ If prescribed, SBP >100, and the patient is atti2ayears of age administeifG, 0.4 mg SL every 5
minutes x 3with vital signs between doses. Basics may apaistnts with their own initial dose of
their prescribed NTG, subsequent doses require MCP.

NOTE:Revatio is a drug approved for treatment of pulargrarterial hypertension (same disease that
may be treated with Flolan at end stage). The dnygroves exercise ability and contai®sgdenafil
which is Viagra. For this reason, organic nitrates are contraindiedtwith Revatio as they are with
Viagra. One major difference with Revatio is thas indicated for both men and women. Fortungtel
history of pulmonary hypertension is more likelyotoshared than one of erectile dysfunction. Rrend
should query patients, particularly PAH patientbpat Revatio before giving nitro.

CARDIAC DYSRHYTHMIAS
Bradycardia
EMT-BASIC
* Transport immediately unless ALS intercept is <iButes

Tachycardia
EMT-BASIC
* Transport immediately unless ALS intercept is <iButes.
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Stroke

FIRST RESPONDER

Complete GMVEMSC Prehospital Suspected CVA/TIA Qdist

Be prepared to ventilate and/or assist ventilatieitis oral or nasal airway and BVM or {FROPVD}.

EMT-BASIC

Be prepared to ventilate at a rate of 20 respinatjger minute (if signs of cerebral herniation gnesent)
and/or assist ventilations with oral or nasal ainaad BVM or {FROPVD}.
o {If signs of cerebral herniation are present andrgitative (i.e., numeric) End Tidal GCEtCG,)
readings are available, ventilate at a rate to mmirEtCQ readings at approximately 30 mmHg
(30 torn)}.
Re-evaluate patient condition, contact MCP to aglysu are en route with a stroke patient, and prans
to hospital.
If glucose <60, or there is strong suspicion ofdglpcemia despite glucometer readings
o Oral Glucose

Symptoms Mimicking Stroke

Seizures

Subdural hematoma

Brain tumor

Syncope

Toxic or metabolic disorders (i.e., hypoglycemia)

TRAUMA EMERGENCIES

General Considerations

Minor trauma patients may be transported to nonshaCenters.
Major trauma patients are to be transported as asqossible to the nearest appropriate facilgy, p
destination protocols.
Scene size-up, with rapid assessment and recagitimajor trauma/multiple system trauma, and
effective evaluation of the mechanism of injury assential to the subsequent treatment.
Document Glasgow Coma Scale including the individeanponents.
Hypothermia is a significant and frequent problenshock and major trauma patients. Maintain ptsen
body temperature.
If patient condition changes, notify hospital.
When patient is transported by helicopter, the EMtSsheet should be faxed to receiving Trauma Cente
Theonly procedures that should take precedence to transpllajor Trauma patients are:

0 Extrication

o0 Airway Management

o Stabilization of neck/back or obvious femur andsmefractures on a backboard

o Exsanguinating Hemorrhage Control

Exsanguinating Hemorrhage
Control external bleeding with direct pressureyal®n, pressure points, etc.
Treat for hypovolemic shock as indicated.
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Triage and Transport Guidelines

Concepts

After the trauma patient’s extrication, the on-s=éme should be limited to 10 minutes or lessegkc
when there are extenuating circumstances.

Trauma Patients, as identified in the documentuylshioe transported to the nearest appropriate aum
center.

Use of on-line, active MCP for medical directiortlire field, particularly for difficult cases, is
encouraged in compliance with regional standingisd

Pre-arrival notification of the receiving facilifg essential! Give Mechanism of Injury, Injuries, Vital
Signs, Treatment (MIVT) and ETA.

List in the EMS Run Report which of the State Traufniage Criteria was met by the patient.

Trauma Center/Facility Capabilities

Level | and Il Trauma Centers can care for the stimena patients.
Level lll Trauma Centers offer services, basednatividual hospital resources that provide for aditi
assessment, resuscitation, stabilization, andnesatfor the trauma patient.
In areas of the region where the Level Il Traunsni@r is the only verified trauma facility, (with8®
minutes ground transport time), this hospital metyas the primary receiving facility for the créity
injured patient.
In areas where the trauma patient is in close pribxito a Level 1l trauma center and a Level ILavel
Il trauma center is still within the 30 minute ts@iort guidelines established in this document EilkS
Provider should exercise professional judgmenbaghiether the patient would benefit more from an
immediate evaluation, stabilization treatment atghoximate Level Il trauma center or from direct
transport by EMS Provider to the Level | or LeMarduma center.
Regional Trauma Centers

o Levell Miami Valley Hospital Fax # 937-2082b

o0 Levelll Children’s Medical Center Fax # 93716@176

o Level lll Greene Memorial Hospital N/A Helicep will take trauma Pt. to Level |

o Level lll Middletown Regional Hosp. N/A Helicagtwill take trauma Pt. to Level |

In areas of the region where there are no verifidima Centers (within 30 minutes ground transport
time), the acute care hospital may act as the pyimeeiving facility for the critically injured &auma
patients. EMS Provider may arrange for air medi@adsport from the scene.

If a pediatric patient meets the trauma triage giines, then they are taken to a pediatric trauemtet.

If transportation time is > 30 minutes to a pedtaitauma center, then transport to the nearese acuwe
hospital for stabilization and transfer. EMS Pd®rimay arrange for air medical transport from the
scene.

All pregnant trauma patients should be transpdrdbe nearest adult Trauma Center, unless transpor
time > 30 minutes.

Air Medical Transportation

Pre-arrival notification of the receiving facility essential.

Prolonged delays at the scene waiting for air n@diansport should be avoided.

Traumatic cardiac arrest due to blunt traunoisappropriate for air transport.

In the rural environment, direct transfer of traupadients by air medical transport may be approgria
and should be encouraged.

Exceptions to Triage and Transportation Guidelines

It is medically necessary to transport the victinahother hospital for initial assessment and ktakibn
before transfer to an adult or pediatric traumaearen

It is unsafe or medically inappropriate to trangploe victim directly to an adult or pediatric traa
center due to adverse weather or ground conditoegcessive transport time.

8



GMVEMSC Prehospital First Responder / Basic Trainirg Manual - Adult
Version: January 1, 2008

Transporting the victim to an adult or pediatrauma center would cause a shortage of local emeygen
medical services resources.

No appropriate trauma center is able to receivepaodde trauma care to the victim without undue
delay.

Before transport of a patient begins, the patiegtiests to be taken to a particular hospital haot a
trauma center or, if the patient is less than IByef age or is not able to communicate, and auch
request is made by an adult member of the patiéntidy or legal representative of the patient.

Pre-hospital Field Adult Triage
Utilize for persons 16 and above
Patients to be taken to nearest hospital:
0 Unstable airway
0 Blunt trauma arrest, no pulse or respirations
All pregnant trauma patients should be transpdrdbe nearest adult Trauma Center, unless transpor
time >30 minutes.

Anatomy of Injury

All penetrating trauma to head, neck, torso, ariceexities proximal to elbow and knee
Abdominal injury with tenderness, distention, oatseelt sign

Chest injury: Flail chest and/or tension pneumaiko

Two or more proximal long bone fractures

Evidence of pelvic fracture (exception: isolated fiacture)

Spinal cord injury with signs and symptoms of pygse

Burns greater than 10% Total BSA or other signiftdaurns involving the face, feet, hands, genibals
airway

Amputation proximal to wrist and/or ankle

Evidence of serious injury of 2 or more body system

Crush injury to head, neck, torso, or extremitiesxpmal to knee or elbow

YES = Consider Trauma Center NO — Assess Physiolagi

Alert Trauma Team

Physiological

Glasgow Coma Scale (GCS) less than or equal ttw48 of consciousness at any time greater than five
minutes or alteration in level of consciousnes$witidence of head injury at time of exam or thiteea

or fails to localize pain.

Respirations < 10 or >29 or {intubation} or reltehsion pneumothorax

Pulse >120 in combination with any other physiotagiteria

SBP < 90 or absent radial pulse with carotid pplesent

YES = Consider Trauma Center NO = Evaluate Mechani® of Injury if high
energy impact

Alert Trauma Team
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Mechanism of Injury

Auto-pedestrian/auto-bicycle injury with signifidgr 5 mph) impact
Death in same passenger compartment
Ejection from motor vehicle
Extrication time > 20 minutes
Falls > 20 feet
High Speed Auto Crash
o Initial speed > 40 mph
0 Intrusion into passenger compartment > 12 inches
0 Major auto deformity > 20 inches
Open motor vehicle crash > 20 mph or with sepanatfarider from vehicle
Pedestrian thrown or run over
Unrestrained rollover

YES = Consider Trauma Center NO = Check Special Siations

Special Situations

Age > 55

Pre-existing cardiac and/or respiratory disease

Insulin dependent diabetes, cirrhosis, morbid dpeseizure
Patient with bleeding disorder or on anticoagulants
Immuno-suppressed patients (renal dialysis, tramsptancer, HIV)

All pregnant trauma patients should go to the retaedult trauma center, if within 30 minutes trarsp
time.

YES = Consider Trauma Center NO = To Local Hospital

May consult with Medical Control Physician (MCP)

Multiple Trauma

Patients meeting criteria for transport to a Tra@eater are considered “Load and Go”.

Place the patient in correct position to maintam airway.
Open pneumothorax: cover with an occlusive drgssape three sides down.
Tension pneumothorax:
o Lift one side of any occlusive dressing;
0 Use caution not to confuse right mainstem intulvatoy a pneumothorax.
Flail chest: immobilize with a bulky dressing onels taped to the chest.
Contact MCP and advise of patient condition witivVWland ETA, and need for Trauma Team.

Head Injury

FIRST RESPONDER

. Evaluate patient condition:
0 Level of Consciousness
0 Pupillary size and reaction
0o Glasgow Coma Scale
Be prepared to ventilate and/or assist ventilatigitis oral or nasal airway and BVM or {FROPVD}.

10



GMVEMSC Prehospital First Responder / Basic Trainirg Manual - Adult
Version: January 1, 2008

EMT-BASIC
» Be prepared to ventilate at a rate of 20 respinatfger minute (if signs of cerebral herniation gnesent)
and/or assist ventilations with oral or nasal ainaad BVM or {FROPVD}.
o {If signs of cerebral herniation are present andrgitiative (i.e., numeric) End Tidal GCEtCG,)
readings are available, ventilate at a rate to taerEtCQ readings at approximately 30 mmHg
(30 torn)}.
0 Blown or unequal pupil(s), bradycardia, posturiaggd decreased mental status.

GLASGOW COMA SCALE

GCS

EYES SPONTANEOUSLY

TO VERBAL COMMAND
TO PAIN

NO RESPONSE

o[RS

BEST ORIENTED & CONVERSES
VERBAL DISORIENTED & CONVERSES
RESPONSE INAPPROPRIATE WORDS
INCOMPREHENSIBLE SOUNDS
NO RESPONSE

A

=N+ ]0T

BEST OBEYS VERBAL COMMAND [0
MOTOR PURPOSEFUL MOVEMENT TO PAIN 5
RESPONSE WITHDRAWAL i
FLEXION 3
2
1

EXTENSION
NO RESPONSE

Maintain good ventilation at rate of about one breavery 5-6 seconds, with high flow oxygen. Prdattic
hyperventilation for head injury is not recommend&erebral herniation syndrome is the only siturath which
hyperventilation (rate of 20 per minute) is indezht

An increase in the level of G@hypoventilation) promotes cerebral vasodilatiod ancreased swelling, while
lowering the level of C@(hyperventilation) promotes cerebral vasoconstmcand cerebral ischemia.
Hyperventilation causes a significant decreaseielwral perfusion from vasoconstriction, which tessin
cerebral hypoxia. Thus, both hyperventilation hgdoventilation cause cerebral hypoxia and increaseality.

The one time you may hyperventilate is cerebrahiagion syndrome. In cerebral herniation, thera ssidden
rise in intracranial pressure. Portions of therbraay be forced downward, applying great pressorée
brainstem. This is a life-threatening situatioarettterized by a decreased LOC that rapidly pregses coma,
dilation of the pupil and an outward-downward dé&wia of the eye on the side of the injury, paradysi the arm
and leg on the side opposite the injury, and/oedswrate posturing. When this is occurring, thal @igns
frequently reveal increased blood pressure andybeadia. The patient may soon cease all moverstq,
breathing, and die. If these signs are developireghead injury patient, cerebral herniation isiment and
aggressive therapy is needed. Hyperventilatiohdeitrease ICP. In this situation, the dangenwhediate
herniation outweighs the risk of ischemia.

11
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Extremity Fractures, Dislocations, Sprains
FIRST RESPONDER / EMT-BASIC
» Assess pulse, motor and sensation before/aftartisggjiand during transport.
» For open fractures, control bleeding with diregaure and cover with dry, sterile dressing.
» Apply appropriate splinting device.
* To reduce swelling, elevate extremity and {appb#}ic

Drowning and Near Drowning
FIRST RESPONDER / EMT-BASIC
» Consider spinal immobilization.
» Consider hypothermia.
» Evaluate neurological status.
* Near drowning patients should be transported taumnta center.

Hypothermia with Arrest
FIRST RESPONDER
* Move patient to warm environment, remove all wettihg, dry the patient, and cover with blankets.
* Avoid any rough movement that may cause cardiachgtlsmias. It may be beneficial to immobilize the
patient on the backboard.
* Assess neurological status.
* It may be necessary to assess pulse and respgébionp to 30-45 seconds to confirm arrest.
» Consider possibility of other medical conditiong (ioverdose, hypoglycemia)
* Hypothermic patients should be transported to @nteacenter.
* If patient arrest:
0 CPR continuously
o If severe hypothermia (<86 (30°C)) is strongly suspected, limit defibrillationetipts to 1
except on orders from MCP.
0 If body temperature is >86 (30°C), follow normal arrest protocols.

EMT-BASIC
o {Intubate} and oxygenate the patient with {warmeudaumidified} 100%0..
o Continue resuscitative efforts while in transiteevf there is no response.

Hypothermia without Arrest
FIRST RESPONDER

» Do notinitiate CPR if there is any pulse presantmatter how slow.
* Rough handling and unnecessary stimulation mayeceaisliac arrest.
* Minimize movement.

» Use the least invasive means possible to secuwaair

EMT-BASIC
» Consider other medical conditions (i.e. overdogppglycemia, CVA)
» Transport to a trauma center.

Frostbite
FIRST RESPONDER / EMT-BASIC
* Protect injured area(s). Remove clothing and jewiebm injured parts.
* Do not attempt to thaw injured part with local heat
* Maintain core temperature.
» Severe frostbite injuries should be transporteal boirn center.
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Burns/Smoke Inhalation
General Considerations
» Stop the burning and minimize contamination.
» Severe burns should be transported to a burn cenkess ETA >30 minutes.
* Keep patient warm.
» Superficial and partial thickness burns <10% mayehaet dressings applied. Cover burn areas with
clean, dry sheets or dressings after cooling barb8% first.
* Remove clothing and jewelry from injured parts. i remove items, which have adhered to the skin.
* Inhalation injuries with unsecured airway shouldia@sported to the nearest facility.
e Chemical burns are Haz-Mat situations and mustrbssty decontaminated at the scene.
* BP may be taken over damaged tissue if no otheissdccessible.

Specific Care
FIRST RESPONDER

» Assess for respiratory distress, stridor, hoarsersemty sputum, singed eyebrows and nares, oslafirn
the face or airway.
» Determine type of burn and treat as follows:
* Radiation burns:
0 Treat as thermal burns except when burn is contaeihwith radioactive source. Then treat as
Hazmat situation.
o Consider contacting Haz-Mat team for assistan@®iriamination cases.

EMT-BASIC
* Inhalation Burns:
0 Provide {humidified}O..
» {CO oximeter}
» Consider Hyperbaric Oxygen Treatment for the foltayv
0 Underlying cardiovascular disease, or cardiovas@ylmptoms such as chest pain or shortness of
breath.
0 > 60 years of age.
o Obvious neurological symptoms, such as any inte¥ahconsciousness, loss of time, inability
to perform simple motor tasks, or loss of memory.
0 Pregnancy.

Heat Exposure
General Considerations

» Geriatric patients, pediatric patients and patienits a history of spinal injury or diabetes meifitare
most likely to suffer heat-related illnesses. @ttmntributory factors may include heart medicagion
diuretics, cold medications and/or psychiatric roations.

* Heat exposure can occur either due to increasddbamental temperatures, prolonged exercise, or a
combination of both. Environments with temperasuabove 9TF and humidity over 60% present the
most risk.

Specific Care
FIRST RESPONDER / EMT-BASIC
* Move patient to a cool environment.
» Strip the patient of clothing, cool the patientdapply water to the skin.
* If conscious and not vomiting or extremely nausqmaside oral fluids.
* Be prepared for seizures.
» Consider other medical conditions (i.e. overdogpplglycemia, CVA) and treat accordingly.
* Hyperthermia patients should be transported tauwnta center.
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Carbon Monoxide (CO) Poisoning
FIRST RESPONDER
» Provide high flowO, to all suspected CO poisonings.

EMT-BASIC
» Pulse Oximeter will give false readings and shadtibe utilized.
» {CO oximeter}
» Consider Hyperbaric Oxygen Treatment for the foltayv
0 Underlying cardiovascular disease, or cardiovas@ylmptoms such as chest pain or shortness of
breath.
0 > 60 years of age.
o Obvious neurological symptoms, such as any inteahconsciousness, loss of time, inability
to perform simple motor tasks, or loss of memory.
0 Smoke inhalation victims.
0 Pregnancy.
* Contact MCP to discuss transport considerations.

Eye Injuries
FIRST RESPONDER / EMT-BASIC
» If possible, contact lenses should be removednsprart contacts with patient.
* Nasal cannula and IV tubing for irrigation.
* Chemical Burns:
o lIrrigate immediately wittNS or water for a minimum of 20 minutes.
o Determine chemical involved. Bring MSDS, if avaliab
* Major Eye Trauma:
o Do notirrigate if penetrating trauma.
o Cover injured eye. Do not use a pressure or absbdressing on or near any eye that may have
ruptured, or have any penetrating trauma.
o Cover both eyes to limit movement.
o Transport with head elevated at least. 30

{Spinal Injury Clearance}
EMT-BASIC
Spinal injury clearance may be utilized, when atrigeal by the Medical Director and the patient igro¥6. It is
critical that each step be evaluated in sequeieg the steps proceed from the least to the greasé for the
patient. It is just as critical that the patiertrbanually immobilized until the evaluation is cdetp.

1. If patient unconscious with potential mechanisnmgfry: Immobilize.

2. If patient not alert, is disoriented, or has GCEx Immobilize.

3. If patient had loss of consciousness: Immobilize.

4. If suspicion of ETOH or drug intoxication: Immoizig.

5. If possible acute stress reaction: Immobilize.

6. If other painful or distracting injury: Immobilize

7. If cervical pain or other spinal column pain (patieomplaint) is present: Immobilize.
8. If neurological deficit (motor or sensory): Immbbe.

9. If cervical tenderness (on palpitation) or defoymitmmobilize.

10. If pain with cervical motion: Immobilize.
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If none of the above are present, personnel mayodapansport the patient without spinal immobitiaa. In any
case where there is the slightest doubt aboutdhsilgle need for spinal immobilization, the patisrtb be fully
and effectively immobilized.

All of the above items must be documented, andEtI& agency must have a mechanism in place for Quali
Improvement monitoring of each run where this pdoee is employed.

START Triage System (MCIs)
Use theSimple TriageAnd Rapid Treatment (START) method of triage to assess a large nurobeictims
rapidly. It can be used easily and effectivelyallyeMS personnel.

Procedure

* Initial Triage

o Utilize {Triage Ribbons [color-coded strips]}. Omsbould be tied to an upper extremity in a
VISIBLE location (wrist if possible, preferably dhe right).

= RED - Immediate

= YELLOW - Delayed

» GREEN - Ambulatory (minor)

= BLACK - Deceased (non-salvageable)

o If borderline decisions are encountered, alwayg&ito the most urgent priority (i.e.,
GREEN/YELLOW patient, tag YELLOW). Move as quickdg possible.

» Secondary Triage

o Will be performed on all victims in the TreatmenteA.

o Utilize the Triage Tags (METTAGs or START tags) attempt to assess for and complete all
information required on the tag. Affix the tagthe victim and remove ribbon. This is done after
patients enter the Treatment Area, not at theairitiage site!

* The Triage priority determined in the Treatmentashould be the priority used for transport.

* Locate and remove all of the walking wounded inte tocation away from the incident, if possible.
Assign someone to keep them together (i.e., PDoFjtially a bystander) and notity COMMAND of
their location. Do not forget these victimsSomeone should re-triage them as soon as passible

» Begin assessing all non-ambulatory victims wheey te, if possible. Each victim should be triaged
60 seconds or less, preferably much less.

*  AssesRESPIRATIONS:

0 If respiratory rate is 30/min. or less, go to PEFSFON assessment.

o If respiratory rate is > 30/min., tag RED.

o If victim is not breathing, open airway, remove wbstions, if seen and assess for above.

o If victim is still not breathing, tag BLACK.

e AssesPERFUSION:

o Performed by palpating a radial pulse or assesspdlary refill (CR) time.

o If radial pulse is present or CR is two secondess, go to MENTAL STATUS assessment.

o No radial pulse or CR is > two seconds, tag RED.

* AssesMental Status

0 Assess the victim’s ability to follow simple comnasnand their orientation to time, place and
person.

o If the victim follows commands and is oriented &8 GREEN. NOTE: Depending on injuries
(i.e., burns, fractures, bleeding), it may be nsapsto tag YELLOW.

o If the victim does not follow commands, is unconsg, or is disoriented, tag RED.
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Special Considerations

» Only correction of life-threatening problems (i.@rway obstruction or severe hemorrhage) should be
managed during triage.

* To help speed the process, consider utilizing edldRed, Yellow, Green, Black) ribbons to initially
mark patient categories. Triage Tags are theolatthand filled out once the patient reaches the
Treatment Area.

* When using Triage Tags, if the patient’s condithorthe triage priority changes, the bottom portibthe
tag should be removed, leaving only the injury infation. Add a new tag to identify the new triage
priority, and if time permits, the reason for thenge.

RESPIRATORY DISTRESS
EMT-BASIC
« Evaluate breath sounds, and:
o0 Clear: Treat cause (i.e. Ml, pulmonary embolisratabolic disturbance, and hyperventilation).
0 Wheezes: Treat cause (i.e. pulmonary edema, FB&tBma or allergic reaction).
0 Rales: Treat cause (i.e. pulmonary edema or pneano
0 Diminished or absent:
= Unilateral: Treat cause (i.e. pneumothorax, hentathgneumonia, surgically removed
lung)
= Bilateral: Treat cause (i.e. respiratory failuned stage COPD or asthma)
= Obtain {Pulse Oximeter and/or capnography} reading

Pulmonary Edema
FIRST RESPONDER
» Assess for and note cyanosis, clammy skilgence of fevecoughing, wheezing, labored breathing,
diaphoresis, pitting edema, rales in bilateral Ioluag fields, tachypnea, apprehension, JvD, and
inability to talk.

EMT-BASIC
+ {CPAP}
Asthma/Emphysema/COPD
EMT-BASIC
+ If patient develops wheezing, assist them withrtgkheir prescribed Proventil (Albuterol) meterexel
inhaler.

» ¢ The patient is currently prescrib@tbuterol Metered Dose Inhaler but has outdated, damaged, or
contaminated medication on hand, or does not Haiedwn medication with them at the time of the
Emergency, the EMT-Basic may administédfuterol Metered Dose Inhaler} only

» Transport immediately, unless an ALS unit is erteaand has an ETA of less than 5 minutes

ALTERED LEVEL OF CONSCIOUSNESS: Diabetic or Unknown Cause
EMT-BASIC
» If glucose <60, or there is strong suspicion ofdglgcemia despite {glucometer} readings
o {Oral Glucose}
0 ¢ In adiabetic patient with an insulin pump andacgke <60, disconnect patient from the pump
or “suspend” the device if you are familiar with dperation.
0 Maintain normothermia.
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Oral Glucose Administration Oral glucose is indicated for any awake but disoted patient with BS
<60 or strong suspicion of hypoglycemia despitetlsugar readings. Oral glucose may also be
administered carefully under the tongue or betwibengum and cheek of an unresponsive patient who
must be placed in the lateral recumbent positiopramote drainage of secretions away from the ayrwa

DIABETIC EMERGENCIES: Refusal of Treatment

FIRST RESPONDER / EMT-BASIC

Patients 18 years of age or older may be pernititteefuse Follow these guidelines:

0 Repeat physical examination and vital signs. Ratiaist be A&O X 3.

0 Warn the patient that there is a significant risgaing back into hypoglycemia, especially if on
oral hypoglycemics.

0 Advise the patient to eat something substantial édiately.

0 Advise the patient to contact their family physicas soon as possible to minimize future
episodes.

0 Advise the patient to stay with someone, if possibl

o Follow normal patient refusal procedures.

Note: Ensure that the EMS Coordinator of the hospitak tteplaces your Supplies receives a copy of the
run sheet for his/her records.

ALLERGIC REACTION/ANAPHYLAXIS

FIRST RESPONDER

If severe allergic reaction, assist patienh@ministering {Epi-Pen} if patient has his/her medication.

EMT-BASIC

¢+ If patient is currently prescribed Epi-Pen, but batdated, damaged, or contaminated medication or
does not have their own medication with them atithe of the emergency, the EMT-B may access the
BLS Drug Bag foiEpi-Pen only on orders fromMCP. The EMT-B may not administer Epi-Pen to a
patient that is not currently prescribed Epi-Peeminephrine.

IF MEDICATION IS NOT AVAILABLE — Transport immedialy, unless ALS unit is en route and has
an ETA of less than 5 minutes. Contact MCP.

If patient develops wheezing, assist them withrtgkheir prescribed Proventil (Albuterol) meterexel
inhaler.

¢ The patient is currently prescribédbuterol Metered Dose Inhaler but has outdated, damaged, or
contaminated medication on hand, or does not Haiedwn medication with them at the time of the
Emergency, the EMT-Basic may administéifuterol Metered Dose Inhaler}

If applicable, apply {ice pack} and/or constriajilvand.

Assisting with Epi-Pen

When assisting patient with severe allergic reactiith his/her own prescribed Epi-Pen, do the feif:

Assure medication is prescribed for patient

Check medication for expiration date.

Contact MCP, if possible.

Administer medication in mid-thigh and hold injecfomly against leg for at least ten (10) secotals
assure all medication is injected.

Record patient reaction to medication and relaVi@P — be sure to have vital signs.
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SEIZURES
FIRST RESPONDER
* BVM and nasopharyngeal airwayring seizure as needed.

EMT-BASIC
» If glucose <60, or there is strong suspicion ofdglgcemia despite {glucometer} readings
o Oral Glucose
0 In adiabetic patient with an insulin pump and@cgke <60, disconnect patient from the pump or
“suspend” the device if you are familiar with itgepation.
0 Maintain normothermia.

When obtaining history be sure to include the feifa:
» Description of seizures, areas of body involvedi duaration
» Other known medical history; i.e. head injury, dééds, drugs, alcohol, stroke, heart disease.

OVERDOSE
FIRST RESPONDER
* Manage Airway, gather appropriate history
* Thorough search for source substance

EMT-BASIC _
* {Glucometer}
* Ingested Poison
o Transport container and / or remaining medicatmthé hospital with the patient.

HAZ-MAT

Contact receiving hospital immediately to allow $&t up of decontamination equipment. If substésice
determined, notify receiving facility as early aspible.

Important steps in field decontamination:

* Remove contaminated clothing.

* Thoroughly wash with {Dawn}, paying special attemtito skin folds and other areas where simple
irrigation may not remove it.

» Do not transport a patient until gross decontarionas completed.

» Obtain permission from hospital personnel befoteramy hospital with a potentially contaminated
patient and/or crew.

» Consider decontamination of vehicle prior to legvin

Field decontaminationmust be initiated. An example of the often ovekied importance of decon is a patient
soaked in diesel fuel. Diesel fuel can cause ctalrburns when left in contact with the skin.
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The Centers for Disease Control (CDC) has madememmndations about antidotes for MCI, including the
following:

It is likely that a terrorist attack would utilizeaterials that could be stolen or purchased irtise,

rather than importing weapons such as Nerve Gaprovised weapons could include cyanide stolen
from industry, or organophosphates, which havergisdly the same effect as Nerve Agents, yet can be
purchased inexpensively. In spite of what is comiypbelieved, many people exposed to cyanide,
organophosphates, or Nerve Gas are potentiallagahble.

It is critically important that the antidotes be&en as quickly as possible.

Atropine is the most important drug to be givenabpfor organophosphate or nerve agent poisond, an
often the patients need repeated doses of Atropine.

CDC recommends that suspected victims of cyanitgopomg in MCls should be treated with Oxygen,.
EMS agencies in major cities should be preparettéd with at least 500 - 1,000 casualties fromeeith
cyanide or organophosphates/Nerve Agents, andstimdd deploy antidotes on prehospital apparatus.

Guidelines for Dealing With Exposure To Hazardous Bug
Hazardous Drug: Exposures and Spills

Hazardous drug situations include
o Patients who have continuous IV chemotherapy atehom
o Patients who have just had IV chemotherapy atlihie @r hospital and their body fluids could
have traces of hazardous drug for 48 hours
o Patients taking oral chemotherapy drugs
Potential routes of exposure include:
0 absorption through skin or mucous membranes
0 accidental injection by needle stick or contamidatiearps
0 inhalation of drug aerosols, dust, or droplets
0 ingestion through contaminated food, tobacco prtejieverage, or other hand-to-mouth
behavior
PPE should be worn whenever there is a risk ofridars drug being released into the environment. Fo
EMS personnel, the situations might include:
o Handling leakage from tubing, syringe, and conmecsites
Disposing of hazardous drugs and items contamirtatéthzardous drugs
Handling the body fluids of a patient who receivedardous drugs in the past 48 hours
Cleaning hazardous drug spills
Additional situations apply to healthcare worketsownix and administer hazardous drugs

Oo0oOo0o

Guidelines for PPE:

o0 Gloves: disposable, powder-free, latex or nitfleuble gloves are recommended. Change
gloves immediately after each use, if a tear, punector drug spill occurs; or after 30 minutes of
wear

o Gowns: disposable, lint-free, low-permeabilityriab Solid front, long-sleeves, tight cuffs, back
closure. Inner glove cuffs should be worn undergbwn cuffs and the outer glove cuffs should
extend over the gown cuffs

0 Respirators: Wear a NIOSH-approved respirator nadsn cleaning hazardous drug spills.
Surgical masks do not provide adequate protection

o0 Eye and face protection: wear a face shield wheartbeee is a possibility of splashing

Body Fluids — use universal (standard) precautwimsn handling the blood, emesis, or excretions of
patient who has received IV or oral chemotheraghiwithe previous 48 hours.

Accidental skin exposure: Remove contaminated gatsy place in leakproof plastic bag, and
immediately wash contaminated skin with soap anmwaRinse thoroughly. Report to physician for
examination and documentation.
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Accidental eye exposurammediately flush eye with saline solution or wdtarat least 15 minutes.
Report to for examination and documentation.

Contaminated Linen/Clothingptace linens in a plastic bag. Wash items twickdanhwater, separately
from other items. (Hospital linens are placed rag labeled “contaminated linen” and pre-washed
before being added to other linen.)

Spills, contaminated equipment: DO NOT touch {h# with bare hands. Post a sign or warn others to
prevent spread of contamination and others fromgbekposed. Wipe up liquids with an absorbent pad
or spill-control pillow. Clean the spill area framost contaminated to least contaminated threestime
using a detergent solution followed by clean wafinse thoroughly.

Disposal of hazardous drugs and materials contaednaith hazardous drugs - place items in a seslabl
leakproof plastic bag or rigid cytoxic waste con&imarked with a brightly-colored label that cites
hazardous nature of the contents. Dispose of eeeuaild syringes intact — DO NOT break or recap
needles or crush syringes.

Report and document spills as required (considéy, EFSHA, and Regional/local HazMat team if more
than 5 mL)

Who should you call for more help? (the patientusthdnave these phone numbers)

o the homecare agency that is supplying/monitorimgirfusion

o the physician who ordered the infusion (usuallyesdiwal oncologist)

o ask for pharmacy support from a hospital, if neapsghere should be a label on the IV bag with
the name of the drug and the dosage/concentration)

o Consult with the Regional HazMat team (or local Mazteam for areas outside the Dayton area)

Haz-Mat: Hydrofluoric Acid (HF)

FIRST RESPONDER / EMT-BASIC

Deaths have been reported after burns involvinge<B®dy Surface Area. Assure safety of all
personnel!

Begin decon immediately, as soon as it can be aggltsimed without putting EMS personnel at risk!
Strip the patient of any clothing, which may be teonminated.

Irrigate the chemical burn with water as quicklypassible. DON'T DELAY IRRIGATION/DECON!
Continue to flush affected skin and eyes with capiamounts of water &alinefor at least 30 minutes.
If ingested, do not induce vomiting. Dilute witrater or milk.

Hazmat: Cyanide

FIRST RESPONDER

In any case of known or strongly suspected cyaimibeication including smoke inhalation, utilizesth
following:

o Evaluate ABCs, treat accordingly

O |Ifin cardiac arrest defibrillation{AED}

EMT-BASIC

{Intubation}if in cardiac arrest
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Hazmat: Organophosphate or Nerve Agent Posioning (Kl Only)

» Any case of known or strong suspected organophtsginaarbamate (i.e., insecticides such as parathi
malathion); or nerve agent (i.e., Tabun, Sarin, &pnvX, etc.) exposure, symptoms may include miosis
(pinpoint pupils), rhinorrhea (runny nose), copigasretions, localized sweating, hausea, vomiting,
weakness, seizures, dyspnea, loss of consciousess, diarrhea, flaccid paralysis and cardiagsarr

» Patients with severe poisoning may or may not beywardic.

» ¢ Atropine 1 -2 mg. every 3-5 minutes, as available untiblare clear to auscultatioAtropine may be
given byMark | auto-injector.#1.

0 Atropine 1 - 2 mg by Autoinjectd mg, for adults and children weighing over 90 pounds.
o Children weighing 40 - 90 pounds should be giveropén1.0 mgauto- injector.
o Children weighing less than 40 pounds should bergAtroper0.5 mgauto- injector.

* ¢ Pralidoxime 600 mg IM (2-PAM) should followAtropine, from slot 2 of Mark | auto- injector

* In some cases, the Mark | Kits have been replagédboDotes. DuoDoteshave the same drugs as Mark |
Kits, but administered through a single auto- itgec

* ¢ Treat seizures witbiazepam (CANA) Auto- injector.

* Ina MCI, contact 866-599-LERP and request a CHEMPAK, AND contact 937-333-USAR and
request additional Nerve Agent Antidotes

In the event of a large MCI involving WMD such aga@ide or Nerve Agents, contact MCP, and request an
“Antidote free” order, allowing you to treat all tfe patients on the scene with the appropriatd@et Calling
for separate orders for each individual patienttierly impractical. Multi-dose vials or Atropinete been added
to the Drug Box. However, Squads must carry sysngnd needles for administering the Atropine.

Departments are authorized to {stockpile large tjtias of Atropine and supplies (syringes, need#s.), as
well as 2-PAM, if desired on selected units. Ttoelpiles can also be in the form of auto-injectstech as the
Mark I kits or DuoDotes. Auto-injectors can betgquexpensive, but enough atropine in multi-dosks @ an
initial dose of Atropine for between 200 and 40@guds, with syringes, needles and alcohol pregrsexample,
is very inexpensive}.

Administering the Nerve Agent Antidote Auto-Injector Kit (Mark I)
When first responder arrives on a scene potentialhtaminated with nerve agents, s’lhe must dorogppte
PPE. If symptoms of nerve agent exposure manifest:

1. Remove Mark I kit from protective pouch.

2. Hold unit by plastic clip.

3. Remove AtroPen from slot number 1 of the plasiig. cThe yellow safety cap will remain in the clipd
the AtroPen will now be armed. Do not hold unitdrgen tip. The needle ejects from the green tip.

4. Grasp the unit and position the green tip of theRén on victim’s outer thigh.

5. Push firmly until auto-injector fires.

6. Hold in place forl0 seconddo ensure Atropine has been properly delivered.

7. Remove Pralidoxime (2-PAM) Combo Pen from slot namb of the plastic clip. The gray safety cap
will remain in the clip and the Combo Pen will nb& armed. Do not hold the unit by the black fifne
needle ejects from the black tip.

8. Grasp the unit and position the black tip of thenBo Pen on victim’s outer thigh.

9. Push firmly until auto-injector fires.

10. Hold in place forl0 second4o ensure Pralidoxime has been properly delivered.

11. If nerve agent symptoms are still present d@ffeminutes repeat injections. If symptoms still exist after
an additionall5 minutes repeat injections for a third time. If after titvrd set of injections, symptoms
remain, do not give any more antidotes but seekahbdlp.
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Recommended Auto-injector Site:

Anterolateral Thigh_ -

CHEMPACKS and Other Resources for Mass Casualty Iniclents (MCI)
In addition to our “WMD” medications in the GMVEMSDrug Bags, there are now additional resourcesiserin MCls.
Among those resources &B#IEMPACKS: containers with enough antidotes to trat roughly 500 victims,placed by the
Centers for Disease Control (CDC) in hospitals adbthe nation.

The Ohio Region 2 Regional Physician Advisory Bo@BAB), in concert with the Dayton Metropolitan Medi¢@sponse
System (DMMRS), Greater Dayton Area Hospital Asatiah Domestic Preparedness Committee, GMVEMSC cdimek's,
has developed a “Deployment Protocol” for preparattransport, training, and usage of CHEMPACGK $he West Central
Ohio Region. This protocol has been revised todrepliant with the newly enacted State of Ohio CHEACK PLAN.

All EMS personnel must now know how to recognize tise of chemical agents, when to utilize antidated how they are
administered. Ohio Law and Region 2 EMS Standinde@ now permit EMT-Intermediates, EMT-Basics, &irdt
Responders to utilize WMD auto-injectors in an MTlhey must also understand the process for usm@HEMPACK
agents. A training video on signs, symptoms, &iekd@HEMPACK protocol is being produced and distiglou Personnel
must further understand that the CHEMPACK agents are antidotes used to treat symptomatic patients; thyeare not
to be given prophylactically (i.e., to persons whdo not have symptoms).

CHEMPACKS contain three drugs:
« Atropine (which blocks the effects of excess aadtgline at its site of action);
« Pralidoxime Chloride (2-PAM) (which reactivates gteholinesterase and therefore reduces the lefels
acetylcholine); and
» Diazepam (which lessens the severity of convulstbascan contribute).

There are two types of CHEMPACKS: Hospital and EMEth contairthe same drugs The difference between the two
is the ratio of drug packaging: auto-injectors toltirdose vials. Hospital CHEMPACKS have more riadlise vials to
permit precise dosing of children and patients irdai prolonged treatment. EMS CHEMPACKS have maunéo-injectors
to ease administration at the site, and by perdame@ring high levels of Personal Protective Eqepin(PPE).

There are five types of auto-injectors in CHEMPACKAI five work just like the Epi-pens you are eddy familiar with.
e 0.5 mg Atropens — Pediatric dose of Atropine (Jp40nds)
e 1.0 mg Atropens — Pediatric dose of Atropine (4D-pounds)
e Mark 1 Kits containing a 2 mg Atropine auto-injectand another auto-injector with 2-PAM (> 90 posind
e CANA's — (which believe it or not, stands for “Cansive Antidote, Nerve Agent”) containing 10 mg
Diazepam (Valium) for treating convulsions
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The RPAB also developed a series of Job Aids, whitlhbe distributed to all EMS agencies and haasgiin our region.
“Job Aid” is NIMS-terminology for a step-by-stepeaxtklist. There are CHEMPACK Job Aids for Incid€ldmmanders,
EMS Branch Directors, Dispatchers, public safefyspenel who transport CHEMPACK Antidotes, hospjitaisonnel, and
MCPs.

To request a CHEMPACK, EMS or hospitals simply eashthe Ohio Joint Dispatch Facility @66-599-LERP (5377).866-
599-LERP will notify the closest CHEMPACK hospitatd dispatch an OSP Trooper or other Law Enforcérmgancy to
pick up the contents of the CHEMPACK, and delitdpia Staging Location designated by you. Youtradsise866-599-
LERP that the incident meetsoth of the following criteria:
o Alarge number (50 or more) of confirmed or potalngidult or pediatric patienfsND
o Either a Nerve agent/Organophosphate was identifi¢dere are patients exhibiting signs or symptomsistent
with exposure to a nerve agent

CHEMPACK antidotes are only useful against nervenagjor chemical pesticides. There is no proviforbiological
releases, cyanide incidents, etc. Furthermore, MPIECKS mayonly be utilized when other resources (antidotes in
regional Drug Boxes and area hospitals) are inaatedfor the number of victims.

However, our region does have other resourcesyanide and Biological Incidents. In addition te trugs in regional
Drug Bags, all area hospitals have antidotes. Ntmae that, EMS can access regional WMD Drug CafdreICls by

calling the “Regional Rescue Coordination Cent¢id37-333-USAR (8727) You will see that information listed in the Job
Aids. Contact 333-USAR when you need additiongildates for Cyanide, Nerve Agent, or OrganophosphéCls.

If a hospital opens its own CHEMPACK, it also mnstify 866-599-LERP, so they are aware the resauace not available

for use elsewhere. Hospital CHEMPACKS have beetitipaed into thirds. Each third is marked withl@red dots (Red,
Blue, and Yellow). Hospitals keep at least theariats with the Yellow dots for potential use a& tBtoring Hospital.
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The information following is excerpted from the RBPRegion 2 CHEMPACK Job Aids:

Mnemonic for Signs & Symptoms of Nerve Agents or Qganophosphates: SLUDGEMM

Salivation Gastrointestinal upset

Lacrimation Emesis

Urination Muscle twitching

Defecation Miosis (abnormally constricted pupils)
Initial Actions:

Personnel safetyDistance, Uphill/lUpwind, PPE, etc.)

Call for additional resources
(Medic Units, Engines for personnel/resources/DeElaz-Mat, Law Enforcement, etc.)

Consider potential for secondary devices

DECON!

Antidotes in ALS Drug Bags and/or County Caches:
e Mark I Kits or DuoDotes e CANA for seizures (Diazepam Autoinjectors)

e Atropine e Diazepam or Midazolam for seizures

* Oxygen
Note: First Responders, EMT-B’s, and EMT-I's may amly administer O2 and Autoinjector WMD
Drugs

Contact Medical Control

Provide the following information:
= Estimated number of confirmed or potential adutt padiatric patients
Signs and symptoms exhibited by the patients
Name and/or identification information of the neagent if known
Form of the released nerve agent (liquid, gas) #gtknown
Routes of exposure of the patients (percutanenhalation, ingestion, etc.) if known
= Additional anticipated decontamination needs ifassary

Incident Is Appropriate for CHEMPACK Utilization IF_ BOTH of the following are present:

* Alarge number (50 or more) of confirmed or potaindidult or pediatric patienfsND
* Nerve agent/Organophosphate identified or Pater@®xhibiting signs or symptoms consistent
with an exposure to a nerve agent

If incident is less than 50 victims, or involvesyanide or bio agents, contact 937-333-USAR and
request antidotes.

If incident does meet the criteria in the box abovemmediately have your Dispatch contact the
Ohio Joint Dispatch Facility at 1-866-599-LERP, andequest CHEMPACK deployment to the
scene. Simultaneously, contact 937-333-USAR andjuest additional Nerve Agent Antidotes.

Receive CHEMPACK from Transporting Law Enforcement Agency

Sign the CHEMPACK CONTROLLED SUBSTANCE TRANSFER FORM” and receive copy

Obtain authorizatiofrom MCP to administer CHEMPACK antidotes.

To avoid the need for numerous calls to MCP in a MG request an “Antidote Free” order,
allowing you to treat all patients on the scene
= Region 2 EMS personnel need authorization from @PN&Cadminister CHEMPACK drugs, &
well as cyanide antidotes.
= Calling for separate orders for each individualgrdtis impractical.
= This terminology (“Antidote Free”) has been adopiedn law enforcement and the military
for this type of medical scenario. Itis a blanketer to allow EMS to treat Mass Casualty
victims as needed. “Weapons free” (as opposedcetpans tight) is a weapon control order
whereby weapons systems may be fired at any taoggiositively recognized as friendly.

AS
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Once Authorized, Administer Antidotes to Patients a Needed

Antidote dosing and administration of treatment (field, transport, and hospital):
+ AdministerAtropine (Atropine Sulfate) 2 mg every 3 - 5 minutes, as available until lungs a
clear to auscultationAtropine may be given b¥ark | or DuoDote auto-injector
> Atropine 2 mg Auto-injector, for adults and childreeighing over 90 pounds
> Children weighing 40 - 90 pounds should be givenAlropenl mgauto-injector
» Children weighing less than 40 pounds should bergihhe Atrope®.5 mgauto-injector
¢ Follow Atropine withPralidoxime (2-PAM), 600 mg IM,which is Mark | auto-injector Item
2 for older children and adultsIf DuoDote was used, no second auto-injector is needed.
¢ Treat any seizures wifDiazepam (CANA) Auto-injector}

re

Rules of Thumb:

« Mild to moderate cases should be treated with ene® doses of Atropine and 2-PAM

e Severe doses will generally require repeating eSaninutes up to 3 doses

« Organophosphate poisonings will require more Atmief®> 3 Mark | Kits or 3 DuoDotes) than
Nerve Agent poisonings, but no more 2-PAM than3iéark I's or DuoDotes

e Atropine in these circumstancesiat for bradycardia, which may or may not be present

« Primary endpoints for treatment are diminished ajnsecretions, hypoxia improves, airway
resistance decreases, and dyspnea improves

Provide all needed Supportive Care (ventilatige/gkin/oral care, etc.)

Monitor all patients for delayed or recurring etfe

After Incident is Resolved

Return all unused treatment supplies to the Habpihich supplied the CHEMPACK.
Properly dispose of all Medical Waste

MCP:

Must authorize use of any WMD Antidotes (CHEMPAGKDrug Bag) by EMS personnel

Must understand that inappropriate CHEMPACK opegniill result in loss of a $250,000 asset. (As
soon as CHEMPACK is opened, the drugs become ibtdifpr the Shelf Life Extension Program. If

CHEMPACK is opened contrary to guidelines, #mtidoteswill not be replacedby CDC.)

Hazmat: Biologicals
(This section intentionally left blank)

Hazmat: Pepper Spray

FIRST RESPONDER / EMT-BASIC
» {Sudecon Wipesjcan assist in the decontamination of patientaubtip safety personnel who have been
sprayed with Pepper Spray.

ABDOMINAL PAIN

FIRST RESPONDER / EMT-BASIC
» Use inspection, auscultation and palpation to asbespatient with abdominal pain.
» Assess and document pain using the PQRST acronym:

o P =Provocation and Palliation

=  What causes it?
= \What makes it better or worse?

0 Q = Quality

=  What kind of pain is it?

0 R =Region and Radiation

=  Where is the pain located?
= Does it radiate?

0 S = Severity and Scale

=  Does it interfere with activities?

25



GMVEMSC Prehospital First Responder / Basic Trainirg Manual - Adult
Version: January 1, 2008

= How does it rate on a severity scale of 1 to 10?
o T =Timing and Type of Onset
»  When did it begin?
= How often does it occur?
= Was the onset sudden or gradual?
* Pregnant patients of any ag6 weeks gestation should be taken to materngadaent; < 20 weeks
should go to the emergency department.

OBSTETRICAL EMERGENCIES
FIRST RESPONDER / EMT-BASIC
» Treat for hypovolemic shock (do not rely on staddatal sign parameters).
» Give psychological support to patient and family.
* Be sure to take all expelled tissue with you toltbspital.
» Ask for first day of last menstrual period.
* Pregnant patients of any ag@6 weeks gestation should be taken to materngadieent; < 20 weeks
gestation should go to the emergency department.

Cardiac Arrest In Pregnancy
FIRST RESPONDER / EMT-BASIC

* Precipitating events for cardiac arrest includeint®nary embolism, trauma, hemorrhage or congenital
or acquired cardiac disease.

* Load and go to closest hospital and follow all Gadrrest protocols en route.

* To minimize effects of the fetus pressure on vemetgn, apply continuous manual displacement ef th
uterus to the left, or place a wedge (pillow) unither right abdominal flank and hip.

» Administer chest compressions slightly higher agternum than normal.

Third Trimester Bleeding
FIRST RESPONDER / EMT-BASIC
* Place patient in left lateral recumbent position.
* Apply continuous manual displacement of the utéoube left, or place a wedge (pillow) under thghti
abdominal flank and hip.

Childbirth
General Considerations

* Unless delivery is imminent, transport to a hogpitith obstetrical capabilities. Imminent delivasy
when the baby is crowning during a contraction.

* Visualize the perineal area only when contractemsless than five minutes apart.

* Place a gloved hand inside the vagina only in #s ©f breech delivery with entrapped head, or a
prolapsed umbilical cord.

» During delivery, gentle pressure with a flat hamdlioe baby’s head should be applied to prevent an
explosive delivery.

e Separate run reports must be completed for eadmnpaiThe newborn is a separate patient from the
mother.
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Specific Care
FIRST RESPONDER / EMT-BASIC

Obtain history of patient condition and pregnarnogluding contraction duration and interval, dugega
first day of last menstrual period, number of paaggies, number of live children, prenatal care tipie!
births and possible complications, and drug use.

After delivery, keep infant warm.

Cut the umbilical cord, then place the baby to siekthe mother’s breast.

Obtain one and five minute APGAR scores if time patlent condition permits.

NOTE: Fundal Height refers to the level of the uppertgrthe uterus. Fundal height changes as the
uterus enlarges during the course of pregnancyu ¢am palpate the top of the uterus and get a géner
idea of the weeks of gestation by relating fundadht with anatomical landmarks of the mother.

Changes in fundal height during pregnancy:
Above the symphysis pubis:

At the level of the umbilicus
Near the xiphoid process

>12-16 weeks gestation
20 weeks
within a few weeks afiter

APGAR scores at 1 minute, and 5 minutes post deline

0 1 2
Heart rate Absent Slow (< 100) > 100
Resp. effort Absent Slow or Irregular Good crying
Muscle tone Limp Some flexion of extremities Activetion
Response to catheter in  |[No respons Grimace Cough or sneeze
nostril
Color Blue or pale Body pink; extremities blye Cdetely pink

General Considerations

NEWBORN CARE & RESUSCITATION

* As soon as the baby is born, dry, warm, maintaivay.

o Place in the sniffing position (1” towel under sldmrs).

0 Suction infant until all secretions are clear ofvaiy.
If the newborn delivers with meconium-stained artinifbuid and is vigorous, with strong respirations
good muscle tone, and heart rate > 100 BPM, suthi®@mouth and nose in the same way as for infants
with clear fluid.
If the newborn delivers with meconium-stained artioiftuid and is depressed, has poor respiratory
effort, decreased muscle tone, or heart rate <BRM, suctiorbeforetaking other resuscitative steps.
Mechanical suction may be used on infants, but drthe suction pressure does not exceed 100 mmHg
or 136 cm HO. Bulb suctioning is preferred.
If drying and suctioning has not provided enougttit@stimulation, try flicking the infant’s feehd/or
rubbing the infant’s back. If this stimulation dogot improve the infant’s breathing, then BVM niosy
necessary.
Avoid direct application of cool oxygen to infanfacial area as may cause respiratory depressiemnodu
a strong mammalian dive reflex immediately aftetbi
Use length/weight-based resuscitation tape (ix@s@&ow Tape).
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Specific Care
FIRST RESPONDER / EMT-BASIC
» After delivery of the infant, assess the airway bBrehthing while drying and positioning head down.
* If HR <100, BVM ventilation is necessary to incredeart rate.
o0 Ventilation is also indicated for apnea and/or jgéest central cyanosis.
o Ventilate at 40-60/min.
o Despite adequate ventilation, if HR <60 begin CPR.
= Compress at 120/min. (Compression to Ventilatidio raf 3:1)
» If spontaneous HR absent or <60 despite adequatiéatimn and stimulation:
o Compress at 120/min. (Compression to Ventilatidio raf 3:1)

Delivery Complications
FIRST RESPONDER / EMT-BASIC

* Place mother on by NRB.

» Cord around baby’s Neck
0 As baby’'s head passes out of the vaginal openaa for the cord.
o Initially try to slip cord over baby’s head.
o If too tight, clamp cord in two places and cut betw clamps.

» Breech Delivery.

o0 When the appendage(s) or buttocks first becomblgisiransport patieftnmediatelyto the
nearest facility.

o If the head is caught, support the body and insextfingers forming a “V” around the mouth
and nose.
* Excessive Bleeding
0 Treat for shock
o Post delivery, massage uterus firmly and put babwdther’s breast.
* Prolapsed Cord
o When the umbilical cord is exposed, prior to delyyeheck cord for pulse.
o Transporimmediatelywith hips elevated and a moist dressing around.cor
0 Insert two fingers to elevate presenting part afsay the cord, distribute pressure evenly
iffwhen occiput presents.
o Do not attempt to reinsert cord.

PSYCHIATRIC EMERGENCIES

FIRST RESPONDER / EMT-BASIC

» For violent or non-compliant patients, considegstg until police have assured scene safety
Have patient searched for weapons
Obtain previous mental health history:

o Suicidal or violent history

o0 Previous psychiatric hospitalization, when and wher

o Location that patient receives mental health care

0 Medications

o Recreational drugs/alcohol — amount, names
Do not judge, just treat.
Transport all patients who are not making ratiaedisions and who are a threat to themselves
or others for medical evaluation
Threat of suicide, overdose of medication, drugaloohol and/or threats to the health and well dpeih
others are not considered rational.
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Per Ohio Revised Code 5122.01 and 5122.10, an EM@®BPR may not “pink slip” an individual
(transport a person to the hospital against theifov mental health evaluation) who is alert and
oriented even if they are threatening harm to tledwes or others. Only a health officer (such aslae
officer, crisis worker, psychiatrist, licensed pityan) can “pink slip” a person. The GMVEMSC
strongly recommends that your fire/EMS departmientonsultation with your medical director/advisor
and local law enforcement, have a procedure towilthese types of situations.

Violent Patients

There are times when a “pink slip” or Involuntary Committal Form should be used. This REQUIRES
coordination with and support from on scene law erdrcement or health department officials, physicianor
psychiatrist to “pink slip”. Consult local rules, laws, policies, and / or guidelines.

Determine patient competency and consent. Conaigatient may be incapable-ircompetent
make medical decisions if they are:

= Suicidal

= Confused

= Severely developmentally or mentally disabled @pared/ill

= Intoxicated and injured/ill with an altered mergtdtus

= Physically/verbally hostile

= Unconscious
Consider medical causes for patient’s condition
Consider staging until police have assured scefe¢ysa
Have patient searched for weapons
Do not transport restrained patients in a pronétipaswith the hands and feet behind the back
or sandwiched between backboards or other items.
Recheck a restrained patient’s ability to breatieno
Have the ability to remove/cut restraints if théigrat vomits or develops respiratory distress
Explain the need for restraint to the patient
Document the restraints used and on which limbsyand justification for the restraints
thoroughly

ELDER ABUSE NEGLECT

FIRST RESPONDER / EMT-BASIC

You MUST, by law, report all alleged or suspectddlaabuse or neglect to the appropriate agencio Ravised
Code 2151.42 requires providers to report incidehtbuse to their county’s adult protective sezsiagency or
local law enforcement as soon as possiBimply notifying hospital personnel about concerngf maltreatment
does NOT meet the mandated EMS reporting responsilifies.

Hospitals have copies of the EMS Social Servicdeifra Form, supplied by GDAHA, for documenting ea®f
abuse. Use this form to provide information to dippropriate agency and so the receiving hospitahkservices
staff can provide a continuum of care. GDAHA (2Z8Q orwww.gdaha.orjycan also send this form to your
department to have on hand.

29



GMVEMSC Prehospital First Responder / Basic Trainirg Manual - Adult
Version: January 1, 2008

o White copy of the form — send to the appropriateray (as well as call)
0 Yellow copy of the form — leave with the hospitatords
o Pink copy of the form — retain with your departmEMS report

e Document on your run sheet or an addendum if yibaut a Social Services Referral form or if yotiarm local
law enforcement concerning the abuse / negledidiecthe names of the personnel at the protectisgces or law

enforcement agency that you contacted.

Adult Public Social Services Agencies

County

Phone

After Hours Phone

Fax

Butler

(513) 887-4081

Not Listed (County SO: 513%-%€00)

(513) 785-5969

Champaign

(937) 484-1500

Contact County SO (9846092

(937) 484-1506

Clark

(937) 327-1700

(937) 324-8687

(937) 327-1910

Darke

(937) 548-7129

Contact County SO (937) 348)-548-
2020

(937) 548-4928

Greene

(937) 562-6000

Not Listed (County SO: 937-8800

(937) 562-6177

Miami

(937) 440-3471

Contact County SO (937) 4965

(937) 335-2225

Montgomery

(937) 225-4906

Not Listed (County SO7-225-4357

(937) 496-7464

Preble

(937) 456-1135

(937) 456-1135 (same asna)y

(937) 456-6086

Shelby

(937) 498-4981

Contact County SO (937) 498t

(937) 498-1492

Warren

(513) 695-1420

(513) 425-1423

(513) 695-2940
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First Responder/ EMT-Basic Standing Orders
Training Manual

PEDIATRIC
2008

(Patients Age Under 16)
Effective January 1, 2008
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STIPULATIONS

* This protocol is for use by those individuals opi@gain and under the authority of the Greater Miam
Valley EMS Council (GMVEMSC) Drug Bag Exchange Piaog and certified by the State of Ohio

as a(n):
o First Responder
o EMT-Basic

» This protocol is to be used in the field only. Gouomications must be attempted as soon as practical
for potentially unstable patients or hospitals tleafuest contact on all patients being transfeiwed
their facility.

» Procedures that are marked with a diamandare never to be performed without a MCP orddre T
diamond provides rapid identification of procedusesl medications that require on-line MCP
authorization.

» No procedures, techniques, or drugs will be usedout the proper equipment or beyond the training
or capabilities of the prehospital personnel. Nuaghin this protocol may be used without specific
pre-approval of the Medical Director for the lodapartment or agency.

* Procedures for EMT-Basics include those listed utite First Responder level.

* ltems enclosed in braces ({ }) are at the optiothef department and its medical director.

* EMS personnel of any level are not authorized ndufpate}, unless they have and can use
appropriate confirmation devices (Et&@etectors or monitors, and/or Esophageal Detection
Devices).

» Infrequently unusual patient situations and multiple compkaisith competing priorities may
prevent stepwise adherence to a specific sectitimprotocol. However, at no time should
treatment options exceed those authorized herélimow direct consultation with medical control.

In all such cases, contact with medical controlusthde considered when logistically feasible.

ADMINISTRATION
Non-Initiation of Care
» Resuscitation will not be initiated in the followgrtircumstances:
0 Burned beyond recognition

Decapitation
Deep, penetrating, cranial injuries
Massive truncal wounds
DNR Order - present and valid
Frozen body
Hemicorporectomy (body cut in half)
Rigor mortis, tissue decomposition, or severe dépenpost-mortem lividity
Triage demands
Blunt trauma found in cardiac arrestlessone of the following conditions are present:

= Patient can be delivered to an emergency departménninutes.

= |f the arrest is caused by a medical condition.

= Focused blunt trauma to the chest (such as a dbgetize chest).

o0 Penetrating trauma found in cardiac arrest whematient cannot be delivered to an emergency
department within 15 minutes.
= Resuscitation will be initiated on victims of peraing trauma who arrest after they are
in EMS care.

Once en route, continue care even if the aboveltmits cannot be met.

O O0OO0OO0OO0OO0OO0OO0O0o
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PATIENT COMPETENCY / CONSENT
There are times when a “pink slip” or Involuntary Committal Form should be used. This REQUIRES
coordination with and support from on scene law erdrcement or health department officicals, physician
or psychiatrist to “pink slip”. Consult local rule s, laws, policies, and / or guidelines.

« Determine patient competency and consent. Conaigetient may be incapable to make
medical decisions if they are:
=  Suicidal
= Confused
= Severly developmentally or mentally disabled andrad/ill
= Intoxicated and injured/ill with an altered mergtdtus
= Physically/verbally hostile
= Unconscious

Per Ohio Revised Code 5122.01 and 5122.10, an EM@®BPR may not “pink slip” an individual
(transport a person to the hospital against thelifov mental health evaluation) who is alert and
oriented even if they are threatening harm to tledwves or others. Only a health officer (such aslece
officer, crisis worker, psychiatrist, licensed pityesn) can “pink slip” a person. The GMVEMSC
strongly recommends that your fire/EMS departmientonsultation with your medical director/advisor
and local law enforcement, have a procedure towilthese types of situations.

INITIAL CARE

* Follow basic life support and airway algorithmsradicated.

* Obtain chief complaint (OPQRST), SAMPLE historydaiital signs per patient condition.

» Utilize monitoring device {pulse oximeter, gt@s appropriate.

* ¢ In a patient with an existing IV pump who is expacing an allergic reaction, the pump may only be
discontinued after receiving approval from MCP h@&wise, the IV pump must be maintained.
Exception: hypoglycemic diabetic patients with asulin pump (see “Maintenance of Existing
Medication Pumps” section for details)

» Bring the patient's medications, or a list of thedigations, with the patient to the hospital. When
supplying the hospitals with documentation of patimedications, be certain to include the dose, and
frequency of administration.

Note: Take extra tubing and medication packet(seteiving facility with patient, if available.

AIRWAY MAINTENANCE
FIRST RESPONDER
* 0O as needed. Use the following rates as guidelines:
0 2 LPM by NC for patient with known congenital heart defects.
0 4-6LPM by NC for other patients.
o 12-15LPMby NRB for severe trauma patients, distressed cardiaermnst patients with
respiratory distress, and other patients who apjeeaeed high flowD..

NOTE: Congenital heart defect patients in severe respisatlistress or with chest pain need the same O
devices and flow rates as any other patient in suidition. Be prepared to stimulate breathing /and
ventilate should the patient become apneic.

» Consider BVM if airway compromise or insufficiergtilations are present.
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EMT-BASIC
* {Intubate} if pulseless and apneic
» Consider patient airway anatomy and condition ierdppropriate selection of the proper airway attjun
o If approved, adjuncts considered “rescue airwayshsas the LMA or Dual Lumen Airways may
be appropriate for a primary airway device.

» Confirm correct placement of advanced airway withical assessment and devices.

Respiratory Rates by Age
Up to lyear 30-60
1 — 3 years 20-40
4 — 6 years 20-30
7 — 9 years 16-24
10 — 14 years 16-20
15+ years 12-20

Assessment Methods:
» Physical assessment including auscultation of pigastrium, anterior chest, midaxillary areas, ttien
epigastrium again.
* Repeat visualization of the tube between the voaals.
» Condensation in the tube.
» Proper depth placement of tracheal tube in thegteclpatient can be calculated by the following
formula: Depth of Insertion (marking on tube atteor gum line) = tube size x 3.
Confirmation Devices:
* {EtCO, Monitor}
* {EtCO, with waveform}
» {Esophageal Detection Device (EDD)}

Electronic End Tidal CO, (EtCO;) Monitors - Capnography
These devices measure the amount of carbon dioxithe exhaled ventilations of patients. They uae
mainstream sensors, which are located directhherenhdotracheal tube, or sidestream sensors, whioples the
ventilation more remotely from the patient. Caprapdpy can be used with patients who are not inatgbdh-line
EtCO, monitors can be used on patient with or withowcpte perfusion. Electronic monitors are moreiseas
therefore changes can be seen in real-time.

Esophageal Detector Device (EDD)
These devices confirm tube placement mechanictllig. based on the principle that the esophagas is
collapsible tube, while the trachea is rigid. ADEIlooks like a bulb syringe. Collapse the bulistfiand then
place the device on the end of the ETT. As the s to refill with air, it creates suction. tife tube is in the
esophagus, the soft tissues will collapse arouadhtttes in the ETT preventing expansion of the bithen the
bulb does not refill (or refills very slowly), thabe is presumed to be in the esophagus. If theituin the
trachea there is nothing to occlude the movemeatirofThe bulb will rapidly refill, indicating thahe ETT is
properly placed.

Limitations:
* Alarge amount of gastric air (i.e. caused by cadbed beverage, aggressive ventilations, misplaceme
of ETT) and late term pregnancy can give a falsstive finding
» Acold device may give a false negative resultth@g rubber bulb is stiff from the cold, it wilil to fill
with air. The ETT will seem to be in the esophagusen it is actually in the trachea).
» Cannot be used continuously. It must be removet abnfirmation, though you may reuse it after
patient movement.

* May only be used on pediatric patients who arerdluen 5 years of age and weigh at least 20kg/44
pounds.
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Indications for Various Intubation Confirmation Dev ices

Oral ETT Pulseless Pt. Apneic Patient
Electronic Useful Useful Useful
Waveform
EtCO,
EDD Useful Useful Useful

NOTE: Intubation is not permitted unless at least onthebe devices is utilized.

* Always secure the ET tube in place as effectivelp@ssible, preferably with a commercial tube-segur
device.

» Cervical collar is effective in maintaining patiemnhead in a neutral position.

« Re-assess ET tube placement every time the p&ierived.

» {Dual Lumen Airways (i.e., Combitube, PharyngotraahLumen Airway (PtL), or a Laryngeal Mask
Airway (LMA), are acceptable airway devices ands$athe “rescue airway”. Use of these devices is
limited to patients who are in cardiac arrest

» If routine ventilation procedures are unsuccessfulto visualize obstruction with laryngoscopé. |
foreign body is seen, attempt to remove it usirgisn, if possible.

Maintenance Of Existing IV Pumps
Do not stop the flow of medication unless you reealirect orders from MCP. There are some drugs) 8s
Flolan that could kill the patient if stopped. By think the patient is experiencing an allergecten, call MCP.
A possible reason for MCP to have you shut offghmp would be a patient having an allergic reactwio is
receiving a new antibiotic being administered I\thwthe pump.

¢+ NOTE: The exception is a diabetic patient with msulin Pump who is hypoglycemic as confirmed by a
blood glucose monitor. If you are NOT familiar witte device, disconnect the tubing from the pump
(first choice) or remove needle assembly from #teept (second choice). Do NOT turn off the pump.
You may hit the wrong button and, inadvertentijubdhe patient with a large amount of Insulinydfi

are familiar with the device it is permissible t8tspend” the administration of Insulin.

Further info: http://www.ems.ohio.gov/policies/boardpolicypts%&8gxisitingmedicaldevices.pdf

CARDIOVASCULAR EMERGENCIES
General Conditions
* CPR should not be interrupted for more than 10ms@saintil spontaneous pulse is established.

CARDIAC ARREST: Basic Life Support
FIRST RESPONDER / EMT-BASIC
» Assess patient for respiratory and cardiac arrest
* Initiate CPR and {AED/Defibrillator} using most a@nt American Heart Association Guidelines
* Compressions should be at a rate of about 100 jmerten
* Transport patient as appropriate
» Consider treatable causes

NOTE: Current AEDs may not be programmed to the curfdi® Guidelines. Utilize AED as it is
programmed. AEDs are to be used only on patient byear of age. If available, use AEDs or pads
which are designed for pediatric use for children & years of age.
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Suspected Cardiac Chest Pain
Chest pain in the pediatric patient is rarely edaio a cardiac event. Assessment of other causem(scle
pain, respiratory difficulties, injury) should berapleted to ensure the cause of pain. Application
supplemental oxygen and transport should be theagganent of care for these patients. Contact MCP fo
further advice when needed.

CARDIAC DYSRHYTHMIAS
Bradycardia
FIRST RESPONDER / EMT-BASIC
* For adequate perfusion, observe, monitor, and apptgen if needed.
* For poor perfusion,
o Perform CPR if HR <60/min

Tachycardia
EMT-BASIC
Transport immediately unless ALS intercept is <iButes

Non-Traumatic Shock
FIRST RESPONDER / EMT-BASIC

Without Pulmonary Edema
(No JVD, edema, or rales noted)
* Transport if ALS > 5 minutes.

Exsangquating Hemorrhage (Medical / Non Traumatic inNature)

* Transport if ALS > 5 minutes.

TRAUMA EMERGENCIES
General Considerations
* Minor trauma patients may be transported to norwhiaCenters.
* Major trauma patients are to be transported as as@ossible to the nearest appropriate facilgy, p
destination protocols.
» Scene size-up, with rapid assessment and recaguitimajor trauma/multiple system trauma, and
effective evaluation of the mechanism of injury assential to the subsequent treatment.
» Document Glasgow Coma Scale including the individomponents.
» Hypothermia is a significant, and frequent, problarehock and major trauma patients. Maintain
patient’s body temperature.
» If patient condition changes, notify hospital back.
* When patient is transported by helicopter, the BEMtEsheet should be faxed to receiving Trauma Cente
* Theonly procedures that should take precedence to transipliajor Trauma patients are:
o Extrication
o Airway Management
o0 Stabilization of neck/back or obvious femur andveefractures on a backboard
o Exsanguinating Hemorrhage Control
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Exsanguinating Hemorrhage

FIRST RESPONDER / EMT-BASIC

» Control external bleeding with direct pressureyai®n, pressure points, etc.
» Treat for hypovolemic shock as indicated.

Triage and Transport Guidelines

Concepts

» After the trauma patient’s extrication, the on-geéme should be limited to 10 minutes or lessgexc
when there are extenuating circumstances.

» Trauma Patients, as identified in the documentylshioe transported to the nearest appropriate tiaum
center.

* Use of on-line, active MCP for medical directiortle field, particularly for difficult cases, is
encouraged in compliance with regional standingizd

* PRE-ARRIVAL NOTIFICATION OF THE RECEIVING FACILITY IS ESSENTIAL! Give
Mechanism of Injury, Injuries, Vital Signs, TreatméMIVT) and ETA.

» Listin the EMS Run Report which of the State Traufniage Criteria was met by the patient.

Trauma Center/Facility Capabilities

Level | and Il Trauma Centers can care for the stimena patients.

Level lll Trauma Centers offer services, basednatividual hospital resources that provide for aiti
assessment, resuscitation, stabilization, andnesatfor the trauma patient.

In areas of the region where the Level Il Traunsni@r is the only verified trauma facility, (with8®
minutes ground transport time), this hospital metyaa the primary receiving facility for the créilty injured
patient.

In areas where the trauma patient is in close pribxito a Level lll trauma center and a Level ILavel Il
trauma center is still within the 30 minute trangguidelines established in this document, the EMS
Provider should exercise professional judgmenbaghiether the patient would benefit more from an
immediate evaluation, stabilization treatment atpghoximate Level Ill trauma center or from dirgeinsport
by EMS Provider to the Level | or Level Il traumenter.

Regional Trauma Centers

Level I  Miami Valley Hospital Fax # 937-2082b

Level I Children’s Medical Center Fax # 937-68402

Level Il Greene Memorial Hospital N/A Helicp will take trauma Pt. to Level | or II.

Level Il Middletown Regional Hosp. N/A Helicagtwill take trauma Pt. to Level | or Il

In areas of the region where there are no verifiedima Centers (within 30 minutes ground transiime),
the acute care hospital may act as the primaryvwiegefacility for the critically injured trauma piants.
EMS Provider may arrange for air medical transfrorn the scene.

If a pediatric patient meets the trauma triage glinies, then they are taken to a pediatric traveméer. If
transportation time is > 30 minutes to a pedidtdama center, then transport to the nearest aanée
hospital for stabilization and transfer. EMS Pdmrimay arrange for air medical transport fromdbene.
All pregnant trauma patients should be transportedto the NEAREST ADULT Trauma Center, unless
transport time > 30 minutes

Air Medical Transportation

Pre-arrival notification of the receiving facility essential.

Prolonged delays at the scene waiting for air na@dransport should be avoided.

Traumatic cardiac arrest due to blunt traunfd@sT appropriate for air transport.

In the rural environment, direct transfer of traupagients by air medical transport may be appropaad
should be encouraged.
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Exceptions to Triage and Transportation Guidelines

It is medically necessary to transport the victimaihother hospital for initial assessment and lstabion
before transfer to a pediatric trauma center.

It is unsafe or medically inappropriate to transploe victim directly to an adult or pediatric traa center
due to adverse weather or ground conditions orsskee transport time.

Transporting the victim to an adult or pediatrauma center would cause a shortage of local emeygen
medical services resources.

No appropriate trauma center is able to receivepaodde trauma care to the victim without undukage
Before transport of a patient begins, the patieqtiests to be taken to a particular hospital ghabt a trauma
center or, if the patient is less than 18 yearsgef or is not able to communicate, and such a s¢ggieade
by an adult member of the patient’s family or leggdresentative of the patient.

Pre-hospital Field Pediatric Triage

Utilize for under 16 years of age
Patients to be taken to nearest hospital:
0 Unstable airway
0 Blunt trauma arrest, no pulse or respirations
All pregnant trauma patients should be transportedto the NEAREST ADULT Trauma Center, unless
transport time > 30 minutes

Anatomy of Injury

All penetrating trauma to head, neck, torso, ariteexities proximal to elbow and knee
Abdominal injury with tenderness, distention, oatseelt sign

Chest injury: Flail chest and/or tension pneumako

Two or more proximal long bone fractures

Evidence of pelvic fracture (exception: isolategd fiacture)

Spinal cord injury with signs and symptoms of pygsed

Burns greater than 10% Total BSA or other signiftdaurns involving the face, feet, hands, genibals
airway

Amputation proximal to wrist and/or ankle

Evidence of serious injury of 2 or more body system

Crush injury to head, neck, torso, or extremitiesxjmal to knee or elbow

YES = Consider Pediatric Trauma Center NO — AssedBhysiologic
Alert Trauma Team

Physiological

Glasgow Coma Scale (GCS) less than or equal to (s2e Section 4.3)1loss of consciousness at any time
greater than five minutes or alteration in levetohsciousness with evidence of head injury at tinexam

or thereafter, or fails to localize pain.

Evidence of poor perfusion (i.e., weak distal pufsglor, cyanosis, delayed capillary refill, tachydia)
Evidence of respiratory distress or failure (istridor, grunting, retractions, cyanosis, nasairit
hoarseness or difficulty speaking

YES = Consider Pediatric Trauma Center NO = Evaluagé Mechanism of Injury if high

energy impact

Alert Trauma Team
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Mechanism of Injury

» Auto-pedestrian/auto-bicycle injury with signifidaix 5 mph) impact
» Death in same passenger compartment

» Ejection from motor vehicle

» Extrication time > 20 minutes

» Falls > three times child’'s height

» High Speed Auto Crash

* Initial speed > 40 mph

* Intrusion into passenger compartment > 12 inches

* Major auto deformity > 20 inches

*  Open motor vehicle crash > 20 mph or with sepamatfarider from vehicle
» Pedestrian thrown or run over

» Unrestrained rollover

YES = Consider Pediatric Trauma Center NO = Check Becial Situations

Special Situations

» Congenital disorders

» Pre-existing cardiac and/or respiratory disease

* Insulin dependent diabetes, cirrhosis, morbid dpeseizure

» Patient with bleeding disorder or on anticoagulants

» Immuno-suppressed patients (renal dialysis, tramsptancer, HIV)

» All pregnant trauma patients should go to the nearst adult trauma center, if within 30 minutes
transport time.

YES = Consider Pediatric Trauma Center NO = To LochHospital

Head Injury

FIRST RESPONDER
Evaluate:

* Level of Consciousness

* Pupillary size and reaction

* Glasgow Coma Scale results
Ventilate at a rate of ten faster than normal respry rate when the following signs of cerebrainion are
present:

* Blown or unequal pupil(s), bradycardia, posturiagg decreased mental status.

EMT-BASIC
» {Ventilate to maintain EtC@readings of 30 mmHg (30 torr)}.
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GLASGOW COMA SCALE

Child < 2 years Child > 2 and Adolescent
SPONTANEOUSLY 4 |SPONTANEOUSLY 4
Eyes TO VOICE 3 [ToVvoICcE 3
TO PAIN 2 [TOPAIN 2
1 |NO RESPONSE 1

NO RESPONSE
COOS, BABBLES 5 |ORIENTED 5
Verbal IRRITABLE CRY , CONSOLABLE 4 |CONFUSED 4
CRIES TO PAIN 3 [INAPPROPRIATE WORDS 3
M OANS TO PAIN 2 |GRUNTS, GARBLED SPEECH 2
NO RESPONSE 1 |NO RESPONSE 1
Motor NORMAL MOVEMENTS 6 |OBEYS COMMANDS 6
'WITHDRAWS TO TOUCH 5 |LOCALIZES PAIN 5
'WITHDRAWS TO PAIN 4 WITHDRAWS TO PAIN 4
FLEXION (DECORTICATE ) 3 |FLEXION (DECORTICATE ) 3
EXTENSION (DECEREBRATE) 2 |[EXTENSION (DECEREBRATE) 2
NO RESPONSE 1 |NO RESPONSE 1

Maintain good ventilation with high flow oxygen.rdphylactic hyperventilation for head injury is not
recommended. Cerebral herniation syndrome isnhesituation in which hyperventilation (ventilagjrat a rate
of 10 faster than the normal rate) is indicated.

Extremity Fractures, Dislocations, Sprains
FIRST RESPONDER / EMT-BASIC
» Assess pulse, motor and sensation before/aftartisigjiand during transport.
» For open fractures, control bleeding with diregaure and cover with dry, sterile dressing.
» Apply appropriate splinting device.
To reduce swelling, elevate extremity and {appB}ic

Drowning and Near Drowning
FIRST RESPONDER / EMT-BASIC
» Consider spinal immobilization.
» Consider hypothermia.
» Evaluate neurological status.
* Near drowning patients should be transported taumnta center.

Hypothermia
FIRST RESPONDER
* Move patient to warm environment, remove all wettihg, dry the patient, and cover with blankets.
* Avoid any rough movement that may cause cardiachgtlsmias. It may be beneficial to immobilize the
patient on the backboard.
» Assess neurological status.
* It may be necessary to assess pulse and respgébionp to 30-45 seconds to confirm arrest.
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* Consider possibility of other medical conditiong (ioverdose, hypoglycemia)
* Hypothermic patients should be transported to @nteacenter.
* If patient arrest:
0 CPR continuously
o If severe hypothermia (<86 (30°C)) is strongly suspected, limit defibrillationetipts to 1
except on orders from MCP.
o If body temperature is >86 (3C°C), follow normal arrest protocols.

EMT-BASIC
o {Intubate} and oxygenate the patient with {warmeudaumidified} 100%0..
o Continue resuscitative efforts while in transiteevf there is no response.

Hypothermia without Arrest
FIRST RESPONDER / EMT-BASIC

* Do notinitiate CPR if there is any pulse presantmatter how slow.
* Rough handling and unnecessary stimulation mayeceaisliac arrest.
e Minimize movement.
* Use the least invasive means possible to secuwayair
» Consider other medical conditions (i.e. overdogppglycemia, CVA)
* Hypothermia patients should be transported towareacenter.

Frostbite
FIRST RESPONDER / EMT-BASIC
» Protectinjured area(s). Remove clothing and jewfebm injured parts.
* Do not attempt to thaw injured part with local heat
* Maintain core temperature.
» Severe frostbite injuries should be transported lboirn center.

Burns/Smoke Inhalation
General Considerations
e Stop the burning and minimize contamination.
» Severe burns should be transported to a burn cenkess transport is >30 minutes.
» Patient with extensive burns must be monitoredjfgothermia.
» Superficial and partial thickness burns <10% mayehaet dressings applied. Cover burn areas with
clean, dry sheets or dressings after cooling <10faofirst.
* Remove clothing and jewelry from injured parts. i remove items, which have adhered to the skin.
* Inhalation injuries with unsecured airway shouldria@sported to the nearest facility.
* Chemical burns are Haz-Mat situations and mustrbssty decontaminated at the scene.
* Keep patient warm.
* BP may be taken over damaged tissue if no otherssdccessible.
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Specific Care
FIRST RESPONDER
» Assess for respiratory distress, stridor, hoarsersemty sputum, singed eyebrows and nares, oslafirn
the face or airway.
» Determine type of burn and treat as follows:
* Radiation burns:
o0 Treat as thermal burns except when burn is contedhwith radioactive source, then treat as
Hazmat.
o Consider contacting Haz-Mat team for assistan@®irtamination cases.

EMT-BASIC
* Inhalation Burns:
o Provide {humidified}O, using a {wall humidifier}.
» {CO oximeter}
» Consider Hyperbaric Oxygen Treatment for the foltayv
0 Underlying cardiovascular disease, or cardiovas@ylmptoms such as chest pain or shortness of
breath.
o Obvious neurological symptoms, such as any intekahconsciousness, loss of time, inability
to perform simple motor tasks, or loss of memory.
o Pregnancy.

Heat Exposure
Genral Considerations

» Geriatric patients, pediatric patients and patienits a history of spinal injury or diabetes meilfitare
most likely to suffer heat-related illnesses. @ttuntributory factors may include heart medicagion
diuretics, cold medications and/or psychiatric roations.

» Heat exposure can occur either due to increasddbamental temperatures, prolonged exercise, or a
combination of both. Environments with temperasuabove 9TF and humidity over 60% present the
most risk.

Specific Care
FIRST RESPONDER
* Move patient to a cool environment.
» Strip the patient of clothing, cool the patientdapply water to the skin.

EMT-BASIC
» If conscious and not vomiting or extremely nausqmaside oral fluids.
* Be prepared for seizures.
» Consider other medical conditions (i.e. overdogepllycemia)
» Hyperthermia patients should be transported tawta center.
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Carbon Monoxide (CO) Poisoning

FIRST RESPONDER
» Provide high flowO, to all suspected CO poisonings.

EMT-BASIC
* Pulse Oximeter will give false readings and shadtibe utilized.
* {CO oximeter}
» Consider Hyperbaric Oxygen Treatment for the foltayv
0 Underlying cardiovascular symptoms such as chestqrashortness of breath.
o Obvious neurological symptoms, such as any intefahconsciousness, loss of time, inability
to perform simple motor tasks, or loss of memory.
0 Smoke inhalation victims.
o0 Pregnancy.
» Contact MCP to discuss transport considerations.

Eye Injuries
FIRST RESPONDER
» If possible, contact lenses should be removednsprart contacts with patient.

EMT-BASIC

* Nasal cannula and IV tubing for irrigation.

* Chemical Burns:
o Irrigate immediately withtNS or water for a minimum of 20 minutes.
o0 Determine chemical involved. Bring MSDS if possible

* Major Eye Trauma:
o Do notirrigate if penetrating trauma.
o Cover injured eye. Do not use a pressure or absbdressing on or near any eye that may have

ruptured, or have any penetrating trauma.

o Cover both eyes to limit movement.
o0 Transport with head elevated at least. 30

JumpSTART Triage for (MCIs)

Introduction
* Use the Jum@imple TriageAnd Rapid Treatment (START) method of triage to assess a langaber of
pediatric victims rapidly. It is based on the STRRrinciples with considerations for pediatric respe
to trauma injury. It can be used effectively byEMS personnel. However, there are limitations to
JumpSTART
Procedure
* Initial Triage (Using the JumpSTART Method).
o Utilize {Triage Ribbons [color-coded strips]}. Omsbould be tied to an upper extremity in a
VISIBLE location (wrist if possible, preferably ahe right).
= RED - Immediate
* YELLOW - Delayed
=  GREEN - Ambulatory (minor)
= BLACK — Deceased (non-salvageable)
* Independent decisions should be made for eachrvidbo not base triage decisions on the perception
that too many REDs, not enough GREENS, etc.
» If borderline decisions are encountered, alwagg&ito the most urgent priority (i.e., GREEN/YELLOW
patient, tag YELLOW). Move as quickly as possible.
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» Secondary Triage

0 Will be performed on all victims in the TreatmenteA.

o Utilize the Triage Tags (METTAGs or START tags) attempt to assess for and complete all
information required on the tag (as time permiwifix the tag to the victim and remove ribbon.
This is done after patients enter the TreatmenaAmet at the initial triage site!

0 The Triage priority determindd the Treatment Area should be the priority used for transport.

*  JumpSTART

0 Locate and remove all of the walking wounded inme @cation away from the incident, if
possible. Assign someone to keep them togetteey D, FD, or initially a bystander) and notify
COMMAND of their location. Do not forget these victims.Someone should re-triage them as
soon as possible.

0 Begin assessing all non-ambulatory victims wheey tre, if possible. Each victim should be
triaged in 60 seconds or less, preferably much IBB3TE: Remember the mnemoi@M
(Respirations, Rerfusion, Mental Status)

0 AssesRESPIRATIONS:

= |f patient is breathing continue to assesses RESPORY RATE, If not, position
airway
If position corrects breathing, tag RED
If patient remains apneic, check pulse
If no pulse, tag BLACK
If pulse, Give 5 rescue breaths. If no pulse, th§ 8K
If rescue breathes return respirations, tag RED
If patient remains apneic, tag BLACK
Assess RESPIRATORY RATE
If rate is < 15 or > 45, tag RED
= |f rate is 15 to 45 assess pulse
0 Assess PULSE (Perfusion)
= If no pulse is palpable, tag RED
» |f pulse is present, assess AVPU (Mental Status)
0 Assess AVPU
= |f patient is unconscious, posturing in respongesatio, tag RED
= |f patient is alert, responds to verbal or pairhwitt posturing, tag YELLOW

» Special Considerations

0 Thefirst assessment that produces a RED tag stops fugbessment.

o Only correction of life-threatening problems (i.@rway obstruction or severe hemorrhage)
should be managed during triage.

0 To help speed the process, Departments shouldd=ngilizing colored (Red, Yellow, Green,
Black) {Ribbons} to initially mark patient categes. Triage Tags are then attached and filled
out once the patient reaches the Treatment Area.

o0 When using Triage Tags, if the patient’s conditiwrihe triage priority changes, the bottom
portion of the tag should be removed, leaving ahéyinjury information. Add a new tag to
identify the new triage priority, and if time petsjithe reason for the change.
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JumpSTART Pediatric MCI Trniagee
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RESPIRATORY DISTRESS
EMT-BASIC
e Evaluate breath sounds and;

o Clear: Treat cause (i.e. metabolic disturbancesrfand hyperventilation).

0 Wheezes: Treat cause (i.e. pulmonary edema, FB&tBma or allergic reaction).

0 Rales: Treat cause (i.e. pulmonary edema or pneiano

0 Diminished or absent:
= Unilateral: Treat cause (i.e. pneumothorax, hentathg@neumonia, asthma)
= Bilateral: Treat cause (i.e. respiratory failureasthma)
= Obtain {Pulse Oximeter and/or capnography} reading

Pulmonary Edema
This section left intentionally blank

Asthma/Emphysema/COPD
EMT-BASIC
» If patient develops wheezing, assist them withrtgkheir prescribed Proventil (Albuterol) meterexel
inhaler.

» ¢ The patient is currently prescrib@tbuterol Metered Dose Inhaler but has outdated, damaged, or
contaminated medication on hand, or does not Haiedwn medication with them at the time of the
Emergency, the EMT-Basic may administédfuterol Metered Dose Inhaler} only

» Transport immediately, unless an ALS unit is erteand has an ETA of less than 5 minutes

Altered Level of Consciousness: Diabetic or Unknowgause
EMT-BASIC

» If glucose <60, or there is strong suspicion ofdglgcemia despite {glucometer} readings
o {Oral Glucose}
o In adiabetic patient with an insulin pump and@cgke <60, disconnect patient from the pump or
“suspend” the device if you are familiar with itgevation.
0 Maintain normothermia.

Oral Glucose Administration Oral glucose is indicated for any awake but disoted patient with BS
<60 or strong suspicion of hypoglycemia despiteblsugar readings. Oral glucose may also be
administered carefully under the tongue or betwitbengum and cheek of an unresponsive patient who
must be placed in the lateral recumbent positiopramote drainage of secretions away from the ajrwa

DIABETIC EMERGENCIES: REFUSAL OF TREATMENT
FIRST RESPONDER / EMT-BASIC
Does not apply to Peds

ALLERGIC REACTION/ANAPHYLAXIS
FIRST RESPONDER
» If severe allergic reaction, assist patienagdministering {Epi-Pen} if patient has his/her medication.

EMT-BASIC
* ¢ |If patient is currently prescribed Epi-Pen, but baglated, damaged, or contaminated medication or
does not have their own medication with them atithe of the emergency, the EMT-B may access the
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BLS Drug Bag forEpi-Pen only on orders from a MCP. The EMT-B may not administer Epi-Pen to a
patient that is not currently prescribed Epi-Peeminephrine.

0 ¢ Epi-Pen Jr - 0.15 mg for patients < 30 Kg (< 66 pouls)

0 ¢ Adult Epi-Pen — 0.3 mg for patient > 30 Kg (> 66 pands)

- If applicable, apply {ice pack} and/or constrictibgnd.

 IF MEDICATION IS NOT AVAILABLE - Transport immediatly, unless ALS unit is en route and has
an ETA of less than 5 minutes. Contact MCP.

» If patient develops wheezing, assist them withrtgkheir prescribed Proventil (Albuterol) meterexsel
inhaler.

» ¢ The patient is currently prescrib@tbuterol Metered Dose Inhaler but has outdated, damaged, or
contaminated medication on hand, or does not Haiedwn medication with them at the time of the
Emergency, the EMT-Basic may administédfuterol Metered Dose Inhaler} only

» If applicable, apply {ice pack} and/or constrictibgnd.

Assisting with EpiPen
When assisting patient with severe allergic reactwth his/her own prescribed EpiPen, do the follayy
» Assure medication is prescribed for patient
» Check medication for expiration date.
» Contact MCP, if possible.
» Administer medication in mid-thigh and hold injecfirmly against leg for at least ten (10) secotml
assure all medication is injected.
* Record patient reaction to medication and reteMCP -Be sure to have vital signs.

SEIZURES
FIRST RESPONDER
* BVM and nasopharyngeal airwayring seizure as needed.

EMT-BASIC
» If glucose <60, or there is strong suspicion ofdglgcemia despite {glucometer} readings
o Oral Glucose
0 In adiabetic patient with an insulin pump and@cgke <60, disconnect patient from the pump or
“suspend” the device if you are familiar with itgepation.
0 Maintain normothermia.

When obtaining history be sure to include the feifa:
» Description of seizures, areas of body involvedi duoration
» Other known medical history; i.e. head injury recfaver/iliness, possible toxicological agents

OVERDOSE
FIRST RESPONDER
* Manage Airway, gather appropriate history
» Thorough search for source substance

EMT-BASIC _
» {Glucometer}
* Ingested Poison
0 Transport container and / or remaining medicatiothée hospital with the patient.
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HAZ-MAT

Contact receiving hospital immediately to allow $&t up of decontamination equipment. If substésice
determined, notify receiving facilty as early asgible.

Important steps in field decontamination:

* Remove contaminated clothing.

* Thoroughly wash with {Dawn}, paying special attemtito skin folds and other areas where simple
irrigation may not remove it.

» Do not transport a patient until gross decontanionas completed.

» Obtain permission from hospital personnel befoteramy hospital with a potentially contaminated
patient and/or crew.

» Consider decontamination of vehicle prior to legvin

Field decontaminationmust be initiated. An example of the often ovekied importance of decon is a patient
soaked in diesel fuel. Diesel fuel can cause ctalrburns when left in contact with the skin

The Centers for Disease Control (CDC) has mademwgmndations about antidotes for MCls including the
following:
» ltis likely that a terrorist attack would utilizeaterials that could be stolen or purchased irutige,
rather than importing weapons such as Nerve Gaprovised weapons could include cyanide stolen
from industry, or organophosphates, which havergisdly the same effect as Nerve Agents, yet can be
purchased inexpensively. In spite of what is comiypnbelieved, many people exposed to cyanide,
organophosphates, or Nerve Gas are potentialljagaable.
e ltis critically important that the antidotes begn as quickly as possible.
» Atropine is the most important drug to be givenidbpfor organophosphate or nerve agent poisorg, an
often the patients need repeated doses of Atropine.
» CDC recommends that suspected victims of cyanidsping in MCls should be treated with Oxygen,.
» EMS agencies in major cities should be preparetbéad with at least 500 - 1,000 casualties fromeeith
cyanide or organophosphates/Nerve Agents, andstimdd deploy antidotes on prehospital apparatus.

Hazmat: Cyanide
FIRST RESPONDER
* In any case of known or strongly suspected cyainiexication, utilize the following:
» In cases of smoke inhalation where cyanide is a #ky component of the smoke:
o Evaluate ABCs, treat accordingly
o Ifin cardiac arrest {AED}

EMT-BASIC
* {Intubation},

Hazmat: Organophosphate or Nerve Agent Poisoning (Kl Only)

» Any case of known or strong suspected organophtsginaarbamate (i.e., insecticides such as parati
malathion); or nerve agent (i.e., Tabun, Sarin, &pnvX, etc.) exposure, symptoms may include miosis
(pinpoint pupils), rhinorrhea (runny nose), copisesretions, localized sweating, nausea, vomiting,
weakness, seizures, dyspnea, loss of consciousess, diarrhea, flaccid paralysis and cardiagsarr

» Patients with severe poisoning may or may not beywardic.

* ¢ Atropine 1 -2 mgby Mark | auto-injector every 3-5 minutes, as availablellutigs are clear to
auscultation.

0 Atropinel - 2 mgis administered by Auto-injecta?, mgfor adults and children weighing over
90 pounds. .
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o Children weighing 40 - 90 pounds should be givenAlropenl.0 mgauto-injector.
o Children weighing less than 40 pounds should bergthe Atroper®.5 mgauto-injector.
* ¢ Pralidoxime (2-PAM), 600 mg IM should followAtropine which is slot 2 of Mark | auto-injector
» ¢ Treat seizures witBiazepam (CANA) Auto-injector.
* Ina MCI, contact 866-599-LERP and request a CHEMPALK, and contact 937-333-USAR and request
additional Nerve Agent Antidotes

In the event of a large MCI involving WMD such aga@ide or Nerve Agents, contact MCP, and request an
“Antidote free” order, allowing you to treat all tfe patients on the scene with the appropriatd@et Calling
for separate orders for each individual patienttisrly impractical. Multi-dose vials or Atropinewe been added
to the Drug Bag. However, Squads must carry sgsrand needles for administering the Atropine.

Departments are authorized to {stockpile large tjtias of Atropine and supplies (syringes, needs.), as
well as 2-PAM, if desired on selected units. Ttoelpiles can also be in the form of auto-injectstech as the
Mark I kits. Auto-injectors can be quite expensivat enough atropine in multi-dose vials for atiahdose of
Atropine for between 200 and 400 patients, withrgygs, needles and alcohol preps, for examplesng v
inexpensive}.

Hazmat: Biologicals
This section left intentionally blank

Hazmat: Pepper Spray
FIRST RESPONDER / EMT-BASIC
» {Sudecon Wipesjcan assist in the decontamination of patientubtip safety personnel who have been
sprayed with Pepper Spray.

ABDOMINAL PAIN
FIRST RESPONDER / EMT-BASIC
» Use inspection, auscultation and palpation to asbespatient with abdominal pain.
» Assess and document pain using the PQRST acronym:
o P =Provocation and Palliation
=  What causes it?
=  What makes it better or worse?
Q = Quality
»  What kind of pain is it?
0 R =Region and Radiation
=  Where is the pain located?
= Does it radiate?
0 S = Severity and Scale
= Does it interfere with activities?
» How does it rate on a severity scale of 1 to 10?
T = Timing and Type of Onset
=  When did it begin?
= How often does it occur?
= Was the onset sudden or gradual?
* Position of comfort
* Give nothing by mouth
» Assess for trauma, pregnancy, illness or potemggstion.
* Pregnant patients of any ag@6 weeks gestation should be taken to materngamdieent; < 20 weeks
should go to the emergency department.

(@]

o
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FEVER
FIRST RESPONDER / EMT-BASIC
» Transport all infants < 2 months of age with a histry or reported temperature of > 38.0 C. (100.4
F.)or<35.6 C.(96.0 F.).

NEWBORN CARE & RESUSCITATION
General Considerations
» As soon as the baby is born, dry, warm, maintaivay.
o0 Place in the sniffing position (1” towel under shoars).
0 Suction infant until all secretions are clear ohaiy.

* If the newborn delivers with meconium-stained artinifiuid and is vigorous, with strong respirations
good muscle tone, and heart rate > 100 BPM, suthi®@mouth and nose in the same way as for infants
with clear fluid.

» If the newborn delivers with meconium-stained artoifbuid and is depressed, has poor respiratory
effort, decreased muscle tone, or heart rate <BRM, suctionbeforetaking other resuscitative steps.

* Mechanical suction may be used on infants, but drithe suction pressure does not exceed 100 mmHg
or 136 cm HO. Bulb suctioning is preferred.

» If drying and suctioning has not provided enougtiiliestimulation, try flicking the infant’s feetd/or
rubbing the infant’s back. If this stimulation dogot improve the infant’s breathing, then BVM ninay
necessary.

* Avoid direct application of cool oxygen to infanfacial area as may cause respiratory depress@mnodu
a strong mammalian dive reflex immediately aftetibi

» Use length/weight-based resuscitation tape (ixms@&ow Tape).

Specific Care
FIRST RESPONDER / EMT-BASIC
» After delivery of the infant, assess the airway brehthing while drying and positioning head down.
* If HR <100, BVM ventilation is necessary to incredeart rate.
o Ventilation is also indicated for apnea and/or igtest central cyanosis.
o Ventilate at 40-60/min.
o Despite adequate ventilation, if HR <60 begin CPR.
= Compress at 120/min. (Compression to Ventilatidio raf 3:1)
» If spontaneous HR absent or <60 despite adequatiéatimn and stimulation:
o0 Compress at 120/min. (Compression to Ventilatidio raf 3:1)

Delivery Complications
FIRST RESPONDER / EMT-BASIC
* Place mother on by NRB.
* Cord around baby’s Neck
0 As baby's head passes out of the vaginal openaa for the cord.
o Initially try to slip cord over baby’s head.
o If too tight, clamp cord in two places and cut betw clamps.
* Breech Delivery.
o0 When the appendage(s) or buttocks first becombleisiransport patiemtnmediatelyto the
nearest facility.
o If the head is caught, support the body and insextfingers forming a “V” around the mouth
and nose.
* Excessive Bleeding
0 Treat for shock
o Post delivery, massage uterus firmly and put babmdther’s breast.
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* Prolapsed Cord
o0 When the umbilical cord is exposed, prior to delyyeheck cord for pulse.
o Transporimmediatelywith hips elevated and a moist dressing around.cor
o Insert two fingers to elevate presenting part afkamy the cord, distribute pressure evenly
iffwhen occiput presents.
o Do not attempt to reinsert cord.

PSYCHIATRIC EMERGENCIES

FIRST RESPONDER / EMT-BASIC
» For violent or non-compliant patients, considegstg until police have assured scene safety
» Have patient searched for weapons
» Obtain previous mental health history:
o Suicidal or violent history
o Previous psychiatric hospitalization, when and wher
0 Location that patient receives mental health care
0 Medications
0 Recreational drugs/alcohol — amount, names
* Do not judge, just treat.
» Transport all patients who are not making ratiaedisions and who are a threat to themselves
or others for medical evaluation
Threat of suicide, overdose of medication, drugaloohol and/or threats to the health and well dpeih
others are not considered rational.

Per Ohio Revised Code 5122.01 and 5122.10, an EM@®BPR may not “pink slip” an individual
(transport a person to the hospital against theifov mental health evaluation) who is alert and
oriented even if they are threatening harm to tledwes or others. Only a health officer (such aslae
officer, crisis worker, psychiatrist, licensed pityan) can “pink slip” a person. The GMVEMSC
strongly recommends that your fire/EMS departmientonsultation with your medical director/advisor
and local law enforcement, have a procedure towilthese types of situations.

Violent Patients

There are times when a “pink slip” or Involuntary Committal Form should be used. This REQUIRES
coordination with and support from on scene law erdrcement or health department officials, physicianpr
psychiatrist to “pink slip”. Consult local rules, laws, policies, and / or guidelines.

» Determine patient competency and consent. Conaigetient may be incapable to make
medical decisions if they are:
=  Suicidal
= Confused
= Severly developmentally or mentally disabled axjdred/ill
= Intoxicated and injured/ill with an altered mergtdtus
= Physically/verbally hostile
= Unconscious
» Consider medical causes for patient’s condition
» Consider staging until police have assured scefletysa
* Have patient searched for weapons
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» Do not transport restrained patients in a pronéipaswith the hands and feet behind the back
or sandwiched between backboards or other items.

* Recheck a restrained patient’s ability to breatieno

* Have the ability to remove/cut restraints if theigrat vomits or develops respiratory distress

» Explain the need for restraint to the patient

» Document the restraints used and on which limbsyand justification for the restraints

thoroughly

Child Abuse/Neglect
Report all alleged or suspected child abuse orecegd the appropriate agency. Ohio Revised Code
2151.421 requires providers to report incidentalmfse to their county’s public children servicesray or a
municipal or county peace officer. Hospitals hawpies of the EMS Social Services Referral Formpkag
by GDAHA, for documenting cases of abuse. Uséisfform can help providers in providing informatio
needed to their reporting agency, as well as psofod a continuum of care with hospital social sgs

departments.

Simply notifying hospital personnel about concaeshmaltreatment do not meet mandated EMS reporting
responsibilities. If any maltreatment is suspectied EMS provider MUST, by law, notify the locallpic
children services agency or law enforcement as asgossible.

Voluntary Separation of Newborn Infant

Safe Harbor

0

0

Pediatric Public Social Services Agencies
County Phone After Hours Phone Fax

Butler (513) 887-4055 (513) 868-0888 (513) 887-42¢
Champaign (937) 484-1500 Contact County SO (984)6D092 (937) 484-1506
Clark (937) 327-1700 (937) 324-8687 (937) 327-191
Darke (937) 548-7129 Contact Count)Z/OSZOO (937) 348)-548- (937) 548-8723
Greene (937) 562-6000 (937) 372-4357 (937) 562-6650
Miami (937) 335-4103 Contact County SO (937) 4965 (937) 339-7533
Montgomery (937) 224-5437 (937) 224-5437 (sameagtiide) (937) 276-6597
Preble (937) 456-1135 (937) 456-1135 (same asnday (937) 456-6086
Shelby (937) 498-4981 Contact County SO (937) 4981 (937) 498-1492
Warren (513) 695-1588 (513) 659-2698 (513) 695-1800

» Safe Harbor (Ohio House Bill 660) is designed tovaldesperate parents to separate from their babies
confidentially to hospitals, EMS, or law enforcerhagencies.

Stipulations of separation:

0 Infant must be 3 days old or less

o No signs of abuse or neglect
» History which should be obtained:

o Date and time of birth

o Any family medical history

o Information regarding prenatal care

o Information concerning the birth.

* Information should be obtained in a manner, whidhnet lead to the revealing of the identity okth
parents. Information collected should be basedabieipt (infant) care needs and assure confidetytiali

* Transport the infant to the hospital
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Abbreviations

Some abbreviations are case sensitive while otrersontent sensitive. Any words that can be rgadil

abbreviated using a period have been left outiefligt.

A A bag-valve-mask BVM
Abdomen ABD basic life support BLS
abdominal aortic aneurysm AAA beats / breaths per minute bpm
Abortion Ab Before a
above the elbow AE below the elbow BE
Acetaminophen APAP below the knee BK
acquired immune def syndrome AIDS below the knee amputation BKA
activities of daily living ADL birth control (pills) BC(P)
acute coronary syndrome ACS births, number of para
acute myocardial infarction AMI Black B
acute pulmonary edema APE blood alcohol concentration BAC
acute renal failure ARF blood glucose bG
acute respiratory distress syndrome ARDS blood pressure BP
acute respiratory distress ARD blood sugar BS
administer rectally p.r. body substance isolation BSI
advanced cardiac life support ACLS body surface area BSA
advanced directive AD both ears AU
advanced life support ALS both eyes ou
After p bowel movement BM
Afternoon P.M. Bradycardia brady
against medical advice AMA breath or bowel sounds BS
AIDS related complex ARC by mouth PO
Airborne A/B by or through per
Alcohol ETOH by way of via
alert & oriented A&O C C
alert/verbal/pain/unresponsive AVPU Calcium ca”
all terrain vehicle ATV Canceled CANX
antecubital fossa AC Cancer CA
aortic valve replacement AVR capillary refill time CRT
Approximately (=) carbon dioxide CO,
arterial blood gas ABG carbon monoxide CO
arteriosclerotic heart disease ASHD cardiac care unit CCU
as desired ad lib cardiac output co
as necessary or needed Prn cardiopulmonary resuscitation CPR
as soon as possible ASAP carotid sinus massage CSM
Aspirin ASA Centimeter cm.
assessment & plan A&P or central nervous system CNS

A/P central venous pressure CVP

At @ Cerebral palsy CP
at bedtime h.s. cerebrospinal fluid CSF
atrial fibrillation a-fib cerebrovascular accident CVA
atrial flutter AF Cervical (1,2,3,4,5,6,7) C
atrial tachycardia AT Cervical immobilization device CID
Atrioventricular AV Cervical spine C-spine
atrioventricular node AV node Change D
auscultation & percussion A&P chest pain CP
automatic external defibrillator AED chest x-ray CXR
automatic transport ventilator ATV chief complaint CC

B B Chloride Ccr
backboard BB Chronic obstructive lung disease COLD
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chronic obstructive pulmonary disease COPD esophageal obturator airway EOA
chronic renal failure CRF Estimated Est.
circulatory/sensory/motor CSM estimated blood loss EBL
clear to auscultation CTA estimated date of confinement EDC
complaining of c/o estimated date of delivery EDD
complete blood count CBC estimated time of arrival ETA
computerized tomography CAT/CT Evaluation eval.
congestive heart failure CHF Every Q
conscious alert & oriented CAO every evening g.p.m.
consistent with Clw every morning g.a.m.
coronary artery bypass graft CABG every other day g.o.d.
coronary artery disease CAD external jugular vein EJV
cubic centimeter CC. extraocular movement EOM

D D F F
daily g.d. Fahrenheit F
date of birth DOB family history FH
day D fetal heart rate FHR
dead on arrival DOA fever of unknown origin FOU
decibel(s) dB flow restricted Q powered ventilation FROPVD
decreasing ! device
deep tendon reflex DTR fluid Fid
degree(s) ° follow-up flu
delirium tremens DT's foot / feet Ft.
dextrose in water - 25% D25 for example e.g.
dextrose in water - 5% D5W foreign body FB
dextrose in water - 50% D50 four times a day q.i.d.
diabetes insipidus DI fracture Fx
diabetes mellitus DM french Fr.
diabetic ketoacidosis DKA front to back AP
diagnosis Dx full range of motion FROM
diastolic blood pressure DBP full term normal delivery FTND
dilation & curettage D&C full weight bearing FwB
discontinue d/c funny looking beats (ECG) FLB's
disease DZ G G
do not resuscitate DNR gallbladder GB
dressing dsg. gastrointestinal Gl
drops gtt(s) gauge Ga
dry sterile dressing DSD genitourinary GU
due to drt Glasgow coma score / scale GCS
dyspnea on exertion DOE grain Gr

E E gram Gm
ear, nose, & throat ENT grand mal or grandmother GM
ectopic pregnancy EP grandfather GF
electrocardiogram ECG/ grandmother or grand mal GM

EKG greater than >

electroencephalogram EEG gun shot wound GSW
emergency department ED/ER gynecology GYN
emergency department physician EDP H H
emergency medical services EMS hazardous materials HazMat
endotracheal (tube) ET(T) head, ears, eyes, nose, throat HEENT
epinephrine EPI headache H/a
equal (=) headblocks HB's
esophageal detection device EDD health related facility HRF
esophageal gastric tube airway EGTA heart block HB
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heart rate HR labor & delivery L&D
heart sounds HS large lg.
head of bed HOB laryngotracheal mask airway LMA
hematocrit Hct. last menstrual period LMP
hemoglobin Hgb. last normal menstrual period LNMP
hepatitis A(BC) virus HA(BC)V law enforcement LE
history Hx lead Pb
history & physical H&P leading to or progressing N
history of h/o left (L)
history of present illness HPI left bundle branch block LBBB
hour H or hr. left ear (auris sinistra) AS
human immunodeficiency virus HIV left eye (oculus sinister) 0S
hydrochlorothiazide HCTZ left heart failure LHF
hydrogen ion concentration pH left lower quadrant LLQ
hypertension HTN left upper quadrant LUQ
I I less than <
identity or identification ID licensed practical nurse LPN
if necessary Sos lidocaine LIDO
immediately STAT liters per minute LPM
increasing 1 litre / liter L.
inferior inf. liver, kidney & spleen LK&S
insulin dependent diabetes IDDM longboard LB
intake & output 1&0 loss or limit of motion LOM
intensive care unit ICU loss or level of consciousness LOC
intercostal space ICS low back pain LBP
intermittent positive pressure breathing | IPPB lower back LB
intraaortic balloon pump IABP lower extremity LE
intracranial pressure ICP lumbar vertebrae (1,2,3,4,5) L
intramuscular IM lung sounds LS
Intranasal IN M M
intraosseous 10 magnesium Mg.
intravenous v magnetic resonance imaging MRI
intravenous drip (or IVPB) IVD MAST PASG
intravenous piggyback IVPB mean arterial pressure MAP
intravenous push IVP mechanism of injury MOI
iron Fe medial med.
J J medical antishock trousers MAST
joule J medical control physician MCP
jugular venous distension JVD medical doctor MD
junctional rhythm JR medications Meds
K K mercury Hg.
keep vein open KVO meter m.
Kendrick extrication device KED metered dose inhaler MDI
Kendrick traction device KTD methicillin resistant staphylococcus aureysMRSA
kilogram kg. microgram mcg.
kilometer km. mid-clavicular line MCL
kilometers per hour Kph miles per hour Mph
knee, above the AK milk of magnesia MOM
knee, below the BK milliequivalent mEq
L L milligram mg.
L lower extremity LLE milligrams per deciliter mg/DL
L lower lobe (lung) LLL milliliter (same as cc.) ml.
L upper extremity LUE millimeter Mm
L upper lobe (lung) LUL millimeters of mercury mmHg
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minute min. paroxysmal SVT PSVT
mitral valve prolapse MVP partial pressure of CO PCG
month(s) mo(s). partial pressure of O PO,
morning AM partial rebreather mask PRBM
motor vehicle accident MVA partial weight bearing PWB
motor vehicle collision MVC parts per million Ppm
multiple casualty incident MCI past medical history PMH
multiple sclerosis MS past medical illness PMI
musculoskeletal MS patient Pt.
myocardial infarction Ml peak expiratory flow PEF

N N pediatric intensive care unit PICU
nasal cannula NC pelvic inflammatory disease PID
nasogastric (tube) NG(T) penicillin PCN
nasopharyngeal airway NPA peptic ulcer disease PUD
nasotracheal NT per /
nausea & vomiting N&V percent %
nausea, vomiting, & diarrhea NVD percutaneous coronary intervention PCI
negative / no / absent () peripheral inserted central cath PICC
neuro-muscular blockade (RSI) NMB peripheral vascular resistance PVR
newborn NB pharyngo tracheal lumen airway PtL
nitroglycerine NTG physical exam PE
nitroprusside NTP physician on scene POS
no apparent distress NAD physician's assistant PA
no known drug allergies NKDA physician's desk reference PDR
non weight bearing NWB police (department) PD
non-insulin dependent diabetes NIDDM positive / yes / present (+)
non-rebreather mask NRBM positive end expiratory pressure PEEP
nonsteroidal anti-inflammatory NSAID positive or negative (+/-)
normal saline NS post-operative diagnosis PODx
normal saline lock NSL potassium K*
normal sinus rhythm NSR pound Ib.
not applicable / available n/a pounds per square inch Psi
nothing by mouth NPO pregnancies, number of Gravida
number # premature rupture of membranes PROM
nurse practitioner NP premature atrial contraction PAC

(@) (6] premature junctional complex PJC
02 % of arterial blood Sp0O2 premature nodal contraction PND
obstetrics OB premature ventricular complex PVvC
of each Aa premenstrual syndrome PMS
ointment Ung primary care physician PCP
once a day Od primary / ' degree 1°
operating room / suite OR prior to my arrival PTA
orogastric (tube) OG(T) pulmonary edema / embolism PE
oropharyngeal airway OPA pulmonary function test PFT
ounce 0z. pulse P=
over the counter OoTC pulse oximetry POX/SPQ
overdose oD pulse rate PR
oxygen 0O, pulse, motor, sensation PMS

P P pulseless electrical activity PEA
packs per day p/d pupils (=) & reactive to light PERL
pain pn. pupils (=) round reactive to light & PERRLA
pair pr. accomodation
paroxysmal atrial tachycardia PAT Q Q
paroxysmal nocturnal dyspnea PND QRS complex QRS
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quart Qt. surgical intensive care unit SICU
questionable / possible ? symmetry sym.

R R symptoms Sx
R bundle branch block RBBB systemic vascular resistant SVR
R lower extremity RLE systolic blood pressure SBP
R lower lobe (lung) RLL T T
R middle lobe (lung) RML tablespoon Thsp.
R upper extremity RUE tachycardia tach(y)
R upper lobe (lung) RUL teaspoon Tsp.
range of motion ROM telephone order TO
rapid sequence induction RSI temperature T
Rate R temperature, pulse, & respiration TPR
red blood cell / count RBC temporomandibular joint T™J
red lights & siren RLS tender loving care TLC
Regarding re: therefore / in conclusion \
registered nurse RN thoracic vertebrae (1-12) T
respiratory rate RR three times a day t.i.d.
respiratory syncytial virus RSV tibia Tib
returned to service RTS tidal volume TV
rheumatic heart disease RHD times X
Right (R) to keep open TKO
right ear (auris dextra) AD tourniquet TQ
right eye (oculus dexter) oD tracheal deviation TD
right heart failure RHF traction or transport TX
right lower quadrant RLQ transcutaneous pacing TCP
right upper quadrant RUQ transfer x-fer
rule out r/o transient ischemic attack TIA

S S transplant TXp
sacral vertebrae (1-5) S transport or traction TX
secondary / second degree 2° treatment / medication Rx
sexually transmitted disease STD tuberculosis TB
shortness of breath SOB turned over to TOT
signs & symptoms S&S twice a day b.i.d.
sino-atrial SA Tylenol™ APAP
sinus bradycardia SB tympanic membrane ™
sinus tachycardia ST U U
small sm. ultra-high frequency UHF
small volume nebulizer SVN umbilical vein uv
sodium Na’ unconscious unc.
sodium bicarbonate NaHCG; unequal / not equal
sodium chloride NaCl unknown unk. or u/k
solution soln. unstable angina USA
spinal cord sp.cd. upper & lower U+L
stable angina SA upper extremity UE
standard std. upper respirator infection URI
standard operating procedure SOP urinary tract infection UTI
standing orders SO US pharmacopeia USP
stand-by S/B \% \
stroke volume SV vancomycin resistant enterococcus VRE
subcutaneous SC or SQ vein V
sublingual SL ventricular fibrillation VF/ VFIB
sudden death SD ventricular tachycardia VT/
sudden infant death syndrome SIDS VTACH
supraventricular tachycardia SVT verbal order VO
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versus VS. with C
very high frequency VHF within normal limits WNL
vital signs VS Without s or w/o
vital signs stable VSS Wolff Parkinson-White WPW
W W work of breathing WOB
warm & dry w/d X X
water H,O X-ray XR
watt/seconds (joules) w/s Y Y
week wk. year yr.
weight wit. years old ylo -y.0
white W z Z
white blood count WBC
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Greater Miami Valley EMS Council & Ohio EMS Region 2
Quality Improvement Program
EMS CHECKLIST: 12-LEAD EKG USAGE

Patient Name: EMS Agency/Unit:

Date: Run # Time of Pain Onset:

This form is to be completed by the paramedic for each patient on whom a 12-Lead EKG is performed, regardless of whether the
EKG is normal or abnormal.

1. If patient has 12-Lead EKG evidence of Acute MI, consider transport to an Interventional Facility.
> Presently, those facilities include DHH, GSH, GvH, KMH, MVH, Springfield Mercy & Springfield Community.

INCLUSION CRITERIA

YES NO

Anginal Chest Pain or Equivalent
(weakness, diaphoresis, SOB, syncope, nausea, back or jaw pain, abdominal pain)

Evidence of AMI on 12 Lead:
(1 mm of ST elevation in 2 or more contiguous leads)

EXCLUSION CRITERIA

Is the QRS Greater than 120 ms (LBBB)?
Does the Patient have a Pacemaker Rhythm?

If all boxes in shaded areas are checked, the patient qualifies for a Cardiac Alert.
Make contact with Medical Control Physician at receiving facility as soon as practical to relay information.

__ 3. Contact hospital by radio or phone when transporting any suspected MI patient. NOTIFY of the following:
___a) Speak directly to the medical control physician (MCP) whenever possible.
__b) Advise MCP ASAP that you are transporting a CARDIC ALERT patient.
______c) Give patient report with vitals, history, PE, and other pertinent information.
_____d) Give your interpretation of 12-Lead EKG, and/or machine interpretation
_____e) Give name of patient’s cardiologist (if known)

___4,0n arrival at hospital with a suspected Ml patient:
______a) Give verbal report, speaking directly to the physician when possible, including your
evaluation of the 12-Lead EKG.
______b) Attach a copy of 12-Lead EKG to this form.
___c) Attach a copy of 12-Lead EKG to hospital copy of EMS runsheet.

» Label all copies of EKG/12-Lead EKG with patient name, date, and time.

» Document Name of Medical Control Physician:

» Document Name of patient’s cardiologist (as above).

Revised 3/7/07
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Greater Miami Valley EMS Council
PREHOSPITAL SUSPECTED CVA/TIA CHECKLIST

Patient Name: EN8ncy/Unit:

Date: Run #: Time Onset of S/S:

(Y)es or (N)o

1. HISTORY compatible with CVA?

2. PHYSICAL EXAM compatible with acute CVA?

Cincinnati Prehospital Stroke Scale:

Facial Droop (pt. shows teeth or smiles)
Normal Abnormal
Arm Drift (pt. closes eyes and holds both armaight out for
about 10 seconds):
Normal Abnormal
Abnormal Speech (have pt. say “you can't teacbldmog new tricks”):
Normal Abnormal
Glascow Coma Component ScoreScores of 8 or less have poor prognosis and AESJASAP).
EYE OPENING (1 - 4) Total GCS (3 — 15)
BEST VERBAL RESPONSE (1 - 5)
BEST MOTOR RESPONSE (1 - 6)

3. Time of onset of signs and symptoms:

4. INITIAL THERAPY per Standing Orders?

Oxygen, Blood Sugar, EKG Monitor, IV or Saline Lok.

Intubate if indicated. Hyperventilation if signs of herniation.

5. TRANSPORT WITHOUT DELAY to most appropriate hospital. NOTIFY hospital ASAP.
Contact MCP for advice on transport to facilityesthg thrombolytics for stroki you can arrive
withintwo hours of onset of symptomsConsider air transport for Stroke patients Wity transport
times.

6. CONTRAINDICATIONS to Thrombolytic Therapy (i.e. tPA)?

ABSOLUTE (Check only those with a positive history.)

a) Active internal bleeding.

b) Hx of CVA in past three months.

c) Spinal or intracranial surgery or trauma withinele months.
d) Intracranial neoplasm, AV malformation or aneunys

e) Known bleeding disorder

f) Pregnancy (certain lytic agents)

g) Seizure at time of onset of symptoms.

Relative
a) Abnormal blood glucose (< 60 or > 400 mg/dl).
b) Recent major surgery or trauma ( < 2 months).
c) BP > 200/ >120.
d) Active peptic ulcer or guaiac positive stools (BIGU bleeding).
e) Recent prolonged or traumatic CPR.
f) Hx of CVA, or brain tumor/injury/surgery.
g) Current use of anticoagulants (i.e., Coumadin)

Revised: 10/2006

61



GMVEMSC Prehospital First Responder / EMT-Basic Traning Manual
Version: Janurary 1, 2008

2007 FIRST RESPONDER / EMT-BASIC DRUG INFORMATION

Adult Drugs — INdications, DOSAQES...........mmeunnnniiiiiiaaeaaessaaassaassaa s e e s s eeseeennnnnnann 64
Pediatric Drugs — Indications, DOSAJES......ccceaaeurrurrinnnininiiniiaaaaaaae s e e e s seeeaneennnennnes 66
Therapeutic Actions, Contraindications, Precauti@ide Effects.........ccccccvvvvvvveennnnnn 63.

Revised 10/2007
RIGHTS OF MEDICATION ADMINISTRATION

Right Medication
a. Make sure that the medication is the correct méidicandicated by the GMV Standing Orders and
check it against the medication label.
b. Double-check the generic vs. non-generic namesedlications. Many names are similar and have
a potential for error. If you aren'’t sure, refereryour SO Manual or Quick Reference Guide!
c. Check the expiration date on the label
Right Patient:
a. Confirm patient ID and confirm absence of allergie®ther contraindications for your patient.
b. Confirm that the medication is appropriate for ypatient per the GMV Standing Orders.
c. In multiple patient or mass casualty situationgificon that the medication is being delivered to the
correct patient.
Right Dose:
a. Check the SO dose against the medication labéh&correct concentration.
b. Recheck dosage calculations and verify accuracy.
c. Confirm that the correct dose has been drawn up.
d. If you aren't familiar with the medication, use yoeferences!
Right Route:
a. Check the standing order and the medication ladyehie correct route.
b. Confirm the route of administration for the mediecat IM, SQ, IV, PO, IN, ETT, Neb
c. Confirm that the dose is correct for the chosenecgsince some dosages will vary depending on

the route.
d. Make sure the route is accessible; is the IV siteqt?
Right Time:

a. Give the medication over the proper time duratientpe Standing Orders.
Right Documentation:
a. Document medication, dose, time of administratiod duration of administration, route, and
patient response.
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Adult - Basic
SPECIAL | DRUG NAME INDICATION DOSAGE (ADULT) REQUIRES MCP
INFO
Albuterol Asthma/Emphysema/COPD 2 puffs from Inhaler Assith watients
(Proventil) own: No

Metered Dose
Inhaler

From BLS Fanny
Pack only or Dept.
supply: Yes

Aspirin
(abbreviated as
ASA)

Suspected Cardiac Chest Pain

324mg
4 chewable 81 mg
tablets - MUST CHEW

Assist with patientg
own: No

From Drug Bag:
Yes

Declared | Atropine Organophosphate, or Nerve | Organophosphate, or | Organophosphate,
Emergency Agent Poisoning (regardless| Nerve Gas Poisoning: | Nerve
Only of cardiac rate) Mark 1 ltem 1, 2 mg Agent Poisoning —
until lungs are clear to | Yes
auscultation
Dawn Soap Decontamination of tenaciguSolution of Dawn soap | No
hazardous material on skin | & water
Declared | Diazepam Seizures associated with 10mg IM Organophosphate,
Emergency| (Valium) CANA Organophosphate or Nerve | Auto-injector Nerve
Only Agent MCI Agent Poisoning —

Yes

EpiPen

Severe symptomatic allergiq
reaction

£ 0.3 mg
Auto- injector

Assist with patients
own: No

From Drug Bag:
Yes

Nitroglycerine
(abbreviated as
NTG in the orders)
(Nitrostat)

Chest pain or pulmonary
edema with BP over 100 in
pt. who is at least 25 yrs old
or has prescribed Nitro.

0.4 mg SL g 5 min for
continued chest pain up
to a total of 3 tablets.

Assist with initial
dose of patients
own: No
Repeat: Yes

From Drug Bag:
Yes
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SPECIAL | DRUG NAME INDICATION DOSAGE (ADULT) REQUIRES MCP
INFO
Oral Glucose Hypoglycemia if no IV access tube No
or available Glucagon.
Stroke, generalized May be repeated in 10
hypothermia without arrest, | mins. If BS remains
altered level of consciousness< 60.
of unknown cause, or seizures
with BS < 60, no BS monitor
available, or strong suspicion
of hypoglycemia despite BS
reading, if no IV access.
Declared | Pralidoxime (2- To be used following 600 mg IM Organophosphate,
Emergency| PAM) Atropine in Organophosphate Autolnjector Nerve
Only or Nerve Gas Poisoning. Agent Poisoning —

(Mark I Auto-
injector, Item 2) to
be used following
Atropine

Both for protection of public
safety personnel who walk
into scene & become
unexpectedly contaminated :
well as for treatment of
civilian patients at the scene

S

Yes

Sudecon Wipes

Pepper Spray

Use as needed to a
with decontamination

SHist
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Pediatric - Basic

SPECIAL DRUG NAME INDICATION DOSAGE (PEDI) REQUIRES MCP
INFO
Albuterol Asthma/Emphysema/COPD 2 puffs from Inhaler Assith watients
(Proventil) own: No
Metered Dose
Inhaler From BLS Fanny
Pack only or Dept.
supply: Yes
Declared Atropine Organophosphate, or NerveOrganophosphate or | Organophosphate,
Emergency Agent Poisoning (regardlessNerve Gas Poisoning | Nerve
Only of cardiac rate) <40 Ibs: 0.5 mg Agent Poisoning —
IVP/IO/IMor0.5mg | Yes
Atropine Auto-injector
>40 Ibs: 1.0 mg
IVP/IO/IM or 1.0 mg
Atropine Auto-injector
> 90 Ibs: 2.0 mg
IVP/I0/IM or 2.0 mg
Atropine Auto-injector
Atropine concentration
in multiple-dose vial is
0.4 mg/ml.
Dawn Soap Decontamination of Solution of Dawn soap No
tenacious hazardous & water
material on skin
Declared Diazepam Seizures associated with | 10mg IM Organophosphate,
Emergency | (Valium) CANA | Organophosphate or Nerve Autoinjector Nerve
Only Agent MCI Agent Poisoning —
Yes
EpiPen Severe symptomatic allergiPatients < 30 kg — 0.15 Assist with patients
reaction mg Auto injector own: No
Patients > 30 kg - 0.3
mg Auto injector From Drug Bag: Yes
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SPECIAL DRUG NAME INDICATION DOSAGE (PEDI) REQUIRES MCP
INFO
Oral Glucose Hypoglycemia if no IV 1 tube No
access or available
Glucagon. May be repeated in 10
Stroke, generalized mins. If BS remains
hypothermia without arrest| < 60.
altered level of
consciousness of unknown
cause, or seizures with BS|<
60, no BS monitor
available, or strong
suspicion of hypoglycemia
despite BS reading, if no 1\
access.
Declared Pralidoxime (2- | To be used following Children > 20 kg: Organophosphate,
Emergency | PAM) Atropine in 600 mg IM Nerve
Only Organophosphate, or NerveAutolnjector Agent Poisoning —

(Mark | Auto-
injector, Item 2)
to be used
following
Atropine

Gas Poisoning.

Both for protection of
public safety personnel wh
walk into scene & become
unexpectedly contaminateq
as well as for treatment of
civilian patients at the
scene.

)

Yes

Sudecon Wipes

Pepper Spray

Use as needed to
with decontamination

2 dEist
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Basic - Therapeutic Actions, Contraindications, Bnelcautions

DRUG NAME THERAPEUTIC CONTRAINDICATION |PRECAUTIONS/SIDE
ACTION EFFECTS

Albuterol Bronchodilator Prior hypersensitivity Usually dose related,

(Proventil) reaction to Albuterol, restlessness, apprehension,

cardiac dysrhythmias
associated with
tachycardia.

dizziness, palpitations,
tachycardia, dysrhythmias.

May precipitate angina
pectoris and dysrhythmias.

Aspirin (ASA)

Anti platelet

Hypersensitivity to
salicylates, Gl bleeding,
active ulcer disease,
hemorrhagic stroke,
bleeding disorders,
children with flu-like

Stomach irritation, heartburn
or indigestion, nausea or
vomiting, allergic reaction.

Should be given as soon as
possible to the patient with

symptoms. AMI.
Atropine Anticholinergic as a | Tachycardia, Tachycardia, paradoxical
result of WMD MCI hypersensitivity to bradycardia when pushed to
Mark 1/ atropine, obstructive slowly or when used at doses$

Autolnjector

disease of Gl tract,
obstructive uropathy,
unstable cardiovascular
status in acute hemorrha
with myocardial ischemia
narrow angle glaucoma,
thyrotoxicosis.

less than 0.5 mg, palpitationg
dysrhythmias, headache,
dizziness, anticholinergic
yeffects (dry
mouth/nose/skin/photophobig
blurred vision, urinary
retention, constipation),
nausea, vomiting, flushed, hg
dry skin, allergic reactions.

Atropine causes papillary
dilation rendering the pupils
nonreactive. Pupil response
may not be useful in
monitoring CNS status.

O

=

—

Diazepam
(Valium)

CANA
Autolnjector

Treats seizure activity
as a result of WMD
MCI.

Hypersensitivity to the
drug, substance abuse (U
with caution), coma
(unless the patient has
seizures or severe muscl
rigidity or myoclonus),
shock, CNS depression g
a result of head injury,

Hypotension, reflex
sechycardia (rare), respiraton

depression, ataxia,

psychomotor impairment,
e confusion, nausea.

sMay cause local venous
irritation.

respiratory depression.
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DRUG NAME THERAPEUTIC CONTRAINDICATION |PRECAUTIONS/SIDE
ACTION EFFECTS
EpiPen Causes Hypersensitivity (not an | Headache, nausea,

bronchodilation

issue especially in
emergencies — the dose
should be lowered or
given slowly in
noncardiac arrest patient
with heart disease),
hypovolemic shock (as
with other
catecholamines, correct
hypovolemia prior to use)
coronary insufficiency
(use with caution).

restlessness, weakness,
dysrhythmias, including
ventricular tachycardia and
ventricular fib., hypertension,
5 precipitation of angina
pectoris, tachycardia.

May increase myocardial
oxygen demand.

Syncope has occurred
following epinephrine
administration to asthmatic
children.

Nitroglycerine
(Nitrostat)
(NTG)

Vasodilator which
decreased preload an
to a lesser extent,
afterload.

Hypersensitivity,
dhypotension, head injury,
cerebral hemorrhage.

Transient headache, reflex
tachycardia, hypotension,
nausea & vomiting, postural
syncope, diaphoresis.

Pralidoxime (2-
PAM)

Reactivates
cholinesterase after
poisoning with

Hypersensitivity

Use with caution in
myasthenia gravis, renal
impairment, pregnancy,

(Mark | Auto- anticholinesterase lactation or children.
injector, Iltem 2) | agents as a result of

to be used WMD MCI

following

Atropine
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2008 GMVEMSC Standing Orders
First Responder Pretest

Disclaimer:
The pretest is not inclusive of the questions arahtent of the post test. You as the provider agsponsible for all material
contained within the appropriate Standing Ordersaining Manual._

Name: Date:

Focus Area: Airway Management:

List the oxygen flow rate and delivery method thoe following patients:

1.

2.

Patient with a history of COPRithout respiratory distress:
Severe multiple trauma patient:

Patient with mild chest pain ama signs of respiratory distress?

The method for opening an airway in an indiaildwith a suspected neck injury is:

What rate would you use to ventilate and motorcgcdesh victim with posturing and unilateral blown
pupil?

Focus Area: Pediatrics

List the CPR Ventilation to Compression rate for:

6.

7.

8.

9.

7 year old, one rescuer:
13 year old, one or two rescuers:
3 year old, two rescuers:

8 month old, single rescuer:

10.2 day old, single rescuer:

11. List some of the signs/symptoms of respiratbsjress in the young pediatric patient:
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12. You have been called to a home for a minorryngun a child. You observe an unsafe environmedt an
possible abusive behavior on the part of the caeegirhe parent refuses to allow transport of th&lc
and the First Responder is the only provider omsc@/hat actions must you take?

13. In the previous question scenario, is it aca@ptto pass the suspected negligence on to tsengur
staff for them to report? Explain your rationale.

14. The GMV SO Pediatrics section applies to pésiender the age of

15. Chest pain in the pediatric patient is rarelgted to a cardiac event. Assessment of otheesgus.
muscle pain, respiratory difficulties, injury) shdde completed to determine the cause of pain.

A. True

B. False

Focus Area: Abdominal Pain

16. You are called for a 60 year old male with mptaint of abdominal pain and nausea. His blood
pressure is 160/80, HR 100, RR 20. List approppatgsical assessment techniques for this patient:

17. How would you assess the above patient’s @ael?

18. A pregnant patient of 15 weeks gestation witthoaninal pain should be transported to:

19. Your patient is a 30 year old female 30 weekgpant complaining of vaginal bleeding and
abdominal pain. You should consider all of thedwling except

A. Placing patient in the supine position

B. Give psychological support to the patient

C. Palpate the abdomen and assess the level of theeutendus

D. Document the quality, location and level of thenpand when it started
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Focus Area: Trauma Triage

20. All of the following statements in reference Medical Transport are correct except
A. Prolonged delay at the scene awaiting air mediaakport should be avoided
B. A run report should be faxed immediately to theereing facility by EMS
C. Blunt trauma arrests should be transported by aettioal transport
D. Air Medical Transport of severe trauma patientthmrural setting is discouraged

21. Listed below are some “General Consideratioagarding trauma patient triage. The most correct
answer is:
A. Even minor trauma patients must be transportedhtoria centers.
B. Unstable trauma patients are to be transportedtordyverified trauma center
C. Scene size-up, with rapid assessment and recogitimajor trauma/multiple body system
trauma, and effective prehospital triage decisemesessential to the positive patient outcomes.
D. All the above

22. What information is the receiving trauma cemtgrecting to get from an EMS provider when giving
verbal report on a trauma patient?

23. List our Region 2 Trauma Centers and theirlleve

24. List the three types of Trauma Triage Criteisad to determine appropriate trauma destinations:

25. List at least 5 of the Mechanism of Injury eni& which indicate that the patient should be wered
for trauma Center transport:
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26. List at least three of the Physiologic Criteviaich indicate that the patient should be congiddor
trauma Center transport:

27. List at least 6 of the Anatomical Injury Crigewhich indicate that the patient should be cozrgd
for trauma Center transport:

Focus Area: Decontamination of HazMat Patients

28. Why is it important to remove diesel fuel satad clothing from the patient as soon as possible?

29. Which of the following igiot a true statement about dealing with the de-contatoin of a hazardous
materials patient?

A. Remove contaminated clothing and place in a plastge

B. Cardiac arrest patients may be decontaminated entodD

C. Thoroughly wash patient with substance similar &M@ Detergent

D. Obtain permission from hospital prior to enterifg ®ith possibly contaminated patient

30. Which of the following are critical actions tthUST occur with the care of any potentially
contaminated victim?
A. Providers must ensure that they themselves doguuirbe contaminated by observing appropriate
scene safety
B. ALL victims have ALL their clothing removed and B¢e at minimum gross decon by personnel
who have donned appropriate personal protectivgpetgnt
C. The receiving hospital is notified as early in theident as possible
D. All of the above

31. List some important considerations for Field@#amination:
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32. 46. Pepper spray is not a Hazardous Materchamer requires decontamination.
A. True
B. False

Additional Questions

33. When First Responders encounter cardiac armraspatient, which of the following are considered
appropriate courses of action?
A. Assess patient for respiratory and cardiac arrest
B. Initiate CPR and {AED/Defibrillator} using most a@nt American Heart Association
Guidelines
C. Consider treatable causes
D. All are appropriate

34. Which statement(s) are correct regarding AERMD#ation of cardiac arrest patients when being
treated by EMS Personnel?
A. Un-witnessed pediatric cardiac arrest patients hae 5 cycles (2 minutes) of CPR prior to
AED/Defibrillation
B. Un-witnessed adult cardiac arrest patients may basygles (2 minutes) of CPR prior to
AED/Defibrillation
C. Un-witnessed adult cardiac arrest patients mag Bawycles (1 minute) of CPR prior to
AED/Defibrillation
D. A and B are both correct.

35. An AED should be used:
A. According to the new AHA guidelines
B. As the machine is programmed
C. Only if it has been re-programmed
D. Both A and B are correct

36. Your patient currently holds an Ohio DNR Comfdare. She is having severe chest pain and S.0.B.
Which of the following are permitted?

A. Splinting/immobilization

B. Oxygen

C. Positioning

D. All of the actions listed are permitted

37. A First Responder can terminate resuscitafitimere is no ALS available and transport time will
exceed 20 minutes.

A. True

B. False
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2008 GMVEMSC Standing Orders
EMT-B Pretest

Disclaimer:
The pretest is not inclusive of the questions arahtent of the post test. You as the provider asponsible for all material
contained within the appropriate Standing Ordersaining Manual,_

Name: Date:

Focus Area: Airway Management:

1. To reduce the risk of right main stem intubaiim@an adult, what is the typical tube markingte lips
on an endotracheal tube if it is properly place@dl{g)?

2. Acceptable ET tube placement confirmation devicesf55 kg, 14 year old pediatric patient in
cardiac arrest include:

A. Suction catheter, BAAM, FROPVD

B. EtCO2 Monitor, EDD

C. Stethoscope, Pulse Oximeter, BAAM

D. Lighted Stylet, C-collar, LMA

3. If you visualize the ETT passing the cords tragte is condensation in the tube, you do not heede
a commercial device.

A. True
B. False

4. LMAs are appropriate devices:
A) As afirst line airway device when intubation isprabable or unsuccessful
B) As arescue airway for Termination of Resuscitation
C) As a primary airway device for pediatric patients
D) All of the above

5. An endotracheal tube has been placed in thehagop. You utilize an Esophageal Detection Device
(EDD) to confirm placement of the tube. What resgeoftom the EDD would indicate esophageal
placement?

A) None of the answers are correct

B) Rubber bulb should not expand

C) Rubber bulb should rapidly expand

D) EDD is contraindicated in this situation

6. Why is a cervical collar recommended for anlated patient?
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7. List the limitations/contraindications of colortric ETCO2 device:

8. List the oxygen flow rate and delivery methodtfte following patients:
A. Patient with a history of COPiithout respiratory distress:
B. Severe multiple trauma patient:
C. Patient with mild chest pain ama signs of respiratory distress?

Focus Area: Medication Administration and Drug Bag

9. List and describe the “6 Rights” of MedicatiodrAinistration

1.
2.
3.
4.
5.
6.
10. Match the following medication generic namethtr trade names:
A. NTG __ 2-Pam
B. Pralidoxime ____Albuteral
C. Diazapam ____Nitroglycerine
D. Proventil ___ Valium

11. You have administered ASA 324mg to a corosgndrome patient. Before exchanging the drug bag
at the receiving hospital you should:
A. Inventory the remaining contents of the opened bpapply the red seal and log the bag in
using the hospital’'s usual procedure
B. Apply the red seal and log the bag in using thepliaks usual procedure
C. Place the blue seal in the pouch, apply the reldesehlog the bag in using the hospital’s usual
procedure
D. Inventory the entire bag and log the bag in usimghospital’s usual procedure

12. The Drug Bag Discrepancy form should be coneplethen:
A. Missing drugs are discovered
B. Expired drugs are found in the pouch
C. Meds are found in the wrong pouch
D. All of the above
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16. Describe the indications, dose, route, andpregautions/adverse reactions for Nitroglycerine:
Indications:

Medical Control required?

Special Concerns/questions to ask:

Dose:

Route:

Contraindications:

Precautions/Side effects:

O@mMmMoO®m>

17. When completing a Drug Bag Discrepancy form,Blue Seal should be attached if to the formig it
available

A. True

B. False

18. Describe the indications, dose, route, andpgeyautions/adverse reactions for Aspirin:
Indications:

Medical Control Contact?

Dose:

Route:

Contraindications:

Precautions/Side Effects:

COW> >

Focus Area: Pediatrics

19. List the CPR Ventilation to Compression rate fo
7 year old, one rescuer:

13 year old, one or two rescuers:

3 year old, two rescuers:

8 month old, single rescuer:

2 day old, single rescuer:

moowz

20. LMAs should be considerexhly as a rescue airway device for infants.
A. True
B. False

21. All infants <___months of age with a history or reported tempeeatd_> or< should
be transported.

22. List some of the signs/symptoms of respirathsjress in the young pediatric patient:
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23. You have been called to a scene where a claigdosrned while playing with matches. While on
scene, you observe filthy and unsafe conditiongaduition to transporting the child, what actiongstn
you take?

24. In the previous question scenario, is it acgptto pass the suspected negligence on to tisengur
staff for them to report? Explain your rationale.

25. The GMV SO Pediatrics section applies to paégieinder the age of :

26. Chest pain in the pediatric patient is rarelgted to a cardiac event. Assessment of otheesdus.
muscle pain, respiratory difficulties, injury) shdde completed to determine the cause of pain.

A. True

B. False

27. Proper tube markings at the lips for pediaira intubation can be calculated using the folluyvi
formula:  Depth of Insertion =

28. An EDD may only be used on pediatric patiertte @&re older than years of age and weigh at
least pounds.

Focus Area: Abdominal Pain

29. You are called for a 60 year old male with emptaint of abdominal pain and nausea. His blood
pressure is 160/80, HR 100, RR 20. List approppatgsical assessment techniques for this patient:

30. How would you assess the above patient’s eaiel P

31. A pregnant patient of 15 weeks gestation whithaaninal pain should be transported to:
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32. Your patient is a 30 year old female 30 weeakgpant complaining of vaginal bleeding and
abdominal pain. You should consider all of thedwling except

A. Transporting patient in the supine position

B. Give psychological support to the patient

C. Palpate the abdomen and assess the level of theeutendus

D. Document the quality, location and level of thenpand when it started

Focus Area: Trauma Triage

33. All of the following statements in reference Medical Transport are correct except
A. Prolonged delay at the scene awaiting air mediaakport should be avoided
B. A run report should be faxed immediately to theer@iag facility by EMS
C. Blunt trauma arrests should be transported by edioal transport
D. Air Medical Transport of severe trauma patientthim rural setting is discouraged

34. Listed below are some “General Consideratioagarding trauma patient triage. The most correct
answer is:
A. Even minor trauma patients must be transportedhtorta centers.
B. Unstable trauma patients are to be transportedtordyverified trauma center
C. Scene size-up, with rapid assessment and recogmitimajor trauma/multiple body system
trauma, and effective prehospital triage decisemesessential to the positive patient outcomes.
D. All the above

35. What information is the receiving trauma cemtgrecting to get from an EMS provider when giving
verbal report on a trauma patient?
36. List our Region 2 Trauma Centers and theirlleve

37. List the three types of Trauma Triage Criteisad to determine appropriate trauma destinations:

38. List at least 5 of the Mechanism of Injury en& which indicate that the patient should be wered
for trauma Center transport:
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39. List at least three of the Physiologic Criteviaich indicate that the patient should be considdor
trauma Center transport:

40. List at least 6 of the Anatomical Injury Critewhich indicate that the patient should be comr®d
for trauma Center transport:

Focus Area: Decontamination of HazMat Patients

41. Why is it important to remove diesel fuel satad clothing from the patient as soon as possible?

42. Which of the following igiot a true statement about dealing with the de-contatioin of a hazardous
materials patient?

A. Remove contaminated clothing and place in a plastge

B. Cardiac arrest patients may be decontaminated entodD

C. Thoroughly wash patient with substance similar &M@ Detergent

D. Obtain permission from hospital prior to enterifg ®ith possibly contaminated patient

43. Which of the following are critical actions ttMUST occur with the care of any potentially
contaminated victim?
A. Providers must ensure that they themselves doeuairbe contaminated by observing
appropriate scene safety
B. ALL victims have ALL their clothing removed and B¢e at minimum gross decon by
personnel who have donned appropriate personagirneg equipment
C. The receiving hospital is notified as early in heident as possible
D. All of the above

44. List some important considerations for Field®@#amination:
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45. 46. Pepper spray is not a Hazardous Materchharner requires decontamination.
C. True
D. False

Additional Questions

46. EMT-Basics may find themselves in the presafeehat can be described as a psychiatric
emergency. Which of the following actions are appiaie?
A. For violent patients, consider staging until pol@ve assured scene safety
B. Carefully and thoroughly search the patient for pcees
C. Obtain previous mental health history: Suicidalimient history, Previous psychiatric
hospitalization, Location that patient receives takhealth care, Medications, Recreational
drugs/alcohol — amount, names
D. All of the above are correct

47. Which statement(s) are correct regarding AERiDiéation of cardiac arrest patients when being
treated by EMS Personnel?
A. Un-witnessed pediatric cardiac arrest patients haase 5 cycles (2 minutes) of CPR prior to
AED/Defibrillation
B. Un-witnessed adult cardiac arrest patients may Basyeles (2 minutes) of CPR prior to
AED/Defibrillation
C. Un-witnessed adult cardiac arrest patients mag Bawycles (1 minute) of CPR prior to
AED/Defibrillation
D. A and B are both correct.

48. An AED should be used:
A. According to the new AHA guidelines
B. As the machine is programmed
C. Never
D. Both A and B are correct

49. Your patient currently holds an Ohio DNR Comfoare. She is having severe chest pain and S.O.B.
Which of the following are permitted?

A. Pain Control

B. Oxygen

C. Positioning

D. All of the actions listed are permitted

50. An EMT-B, when faced with field termination @suscitation efforts without available
ALS shall ensure they meet which of the certaiteda. List the criteria:
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GREATER MIAMI VALLEY EMS COUNCIL
YEAR 2007 FIRST RESPONDER SKILL SHEETS

FIRST RESPONDERS:Use these skill sheets and protocol to study falisSkesting.

SKILLS TESTERS: Record Pass/Fail on Individual’'s Test SummaryebhéJse these and additional
adult/pediatric mega code sheets as guidelinegréating. It is only necessary to make enough copie
this packet for testers (those who have gone thrduigin the Trainer sessions).

Adult Mega Code- Separate First Responder Mega Code sheets aisagsfing.
Automated External Defibrillator ---------=----——-mm oo 83

Oxygen Administration

Non-rebreather mask --------=--m-mmm e s 84

Nasal Cannula  ==-=====mmememe e e e e 84

Bag Valve Mask  -----m-memmmmmm oo e e 84
Medications

Medication

E DI PN —mm oo e 85
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ADULT PROTOCOL SKILL EVALU ATION
SUBJECT: AUTOMATED EXTERNAL DEFIBRILLATORS

NAME DATE
LEVEL: Paramedic Intermediate Basic First Responder
STEPS Ist Test | 2nd Test| 3rd Test

A. Perform an initial assessment of the patient.

B. Begin CPR with 100% oxygen while preparing AED.

a. If witnessed arrest and no defibrillator aualga precordial thump.

b. If unwitnessed arrest two minutes of CPR pidodefibrillation.

c. CPR continuously until AED is attached to pattie

C. Turn on the AED.

D. Place the defibrillator pads onto the patient.

E. Stop CPR. Allow AED to analyze rhythm.

F. If shock is advised, clear all personnel frawuad the patient.

G. Resume CPR if no response to the shocks.

H. Repeat steps E, F and G in two minutes if neéede

EQUIPMENT

1. A.E.D. per organization type
2. Simulator
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ADULT PROTOCOL SKILL EVALUATION
SUBJECT: OXYGEN ADMINISTRATION

NAME DATE
LEVEL: First Responder
NONREBREATHER MASK
STEPS I1st Test | 2nd Test| 3rd Test
A. List indications for oxygen delivery by nonreather mask.
B. Assure regulator is on tank, open tank and klacleaks.
C. Check tank pressure
D. Attach nonrebreather mask to oxygen.
E. Prefill reservoir
F. Adjust liter flow to 12 - 15 liters per minute.
G. Apply and adjust mask to patient's face.
NASAL CANNULA
STEPS Ist Test | 2nd Test| 3rd Test
A. List indications for oxygen delivery by nasannula.
B. Assure regulator is on tank, open tank and klacleaks.
C. Check tank pressure
D. Attach nasal cannula to oxygen.
E. Adjust liter flow to 4 - 6 liters per minute.
F. Apply and nasal cannula to patient.
BAG-VALVE-MASK
STEPS 1st Test | 2nd Test| 3rd Test

. List indications for oxygen delivery by bag-vatmask

. Assure regulator is on tank, open tank and lc@rcleaks.

. Assemble bag-valve-mask with appropriately gizeask.

A
B
C. Check tank pressure
D
F

. Connect reservoir and set oxygen at 12 - @5slininute.

G. Create a proper mask-to-face seal while maimgiopen airway
position.

H. Ventilate @ appropriate rate and check for chisst
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ADULT PROTOCOL SKILL EVALUATION
SUBJECTS: ASSISTING WITH EPIPEN ADMINISTRATION

NAME DATE
LEVEL: Basic First Respen

STEPS 1st Test | 2nd Test| 3rd Test

A. Evaluate the patient, with attention to S&Saohphylaxis.

B. Obtain the patient's EpiPen auto-injector.

C. Assure that it is prescribed to the patient.

D. Check the medication for expiration date andcfoudiness or
discoloration.

E. Remove the safety cap.

F. Select the injection site.

G. Push the injector firmly against the site.

H. Properly discard the injector.

I. Monitor the patient and record the resultshaf treatment.

Note: First Responders may only assist patient thieéir own EpiPen. Under the direction of a Phgsic
the EMT-Basic may access the BLS Bag for a patidra has currently prescribed EpiPen but has
outdated, damaged, or contaminated medication od, ltat does not have their own medication with
them at the time of the emergency. . EMT-Interragxi may administer EpiPen if indicated to patients
who do NOT have prescribed EpiPen.
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GREATER MIAMI VALLEY EMS COUNCIL
YEAR 2007 EMT-BASIC SKILL SHEETS

EMT-BASICS: Use these skill sheets and protocol to study falisSkesting.

SKILLS TESTERS: Record Pass/Fail on Individual’'s Test SummaryebhéJse these and additional
adult/pediatric mega code sheets as guidelinegréating. It is only necessary to make enough copie
this packet for testers (those who have gone thrduigin the Trainer sessions).

Adult Mega Code- Separate Basic Mega Code sheets used for testing
Orotracheal Intubation of Nontrauma Patient ———--------------=--mmrmmm oo 87
Automated External Defibrillator ---------=-=-——=mmmmmmm oo 88

Pediatric Mega Code- Separate Basic Mega Code sheets used for testing
Orotracheal Intubation ---=-=======s=m=mme oo 89
Use of Length / Weight Based Tape (covered in Megde)

Medications
Medication
A S PN IN = m oo e 90
NItrOglYCerNG  —mmmm s oo oo e e e 90
[ 0] 0= e 90
Trauma
Inline Orotracheal Intubation of the Trauma Patieftt-----------=======—mcemmmcmmm oo 91
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ADULT PROTOCOL SKILL EVALUATION

SUBJECT: OROTRACHEAL INTUBATION OF THE NON-TRAUMA P ATIENT

NAME DATE

LEVEL: Paramedic Intermediate Basic

STEPS

1st Test

2nd Test

3rd Test

A. List the indications for endotracheal intubatienth emphasis on
situations in addition to cardiac arrest.

. List the equipment required to perform endotesathntubation.

. List the potential complications of endotrachaaibation.

. Open the airway.

. Pre-oxygenate patient during preparations taisie.

Demonstrate the performance of cricoid pressure

. Assemble equipment.

. Insert Laryngoscope

Elevate the mandible

Insert the ET tube

Remove the stylet

CIX“ T TIOmMMmoO|®

Document ETT at 20-22 cm at front teeth.

M. Inflate the cuff with 5 to 10 ml. of air.

N. Ventilate the patient.

O. Confirm tube placement, using the End Tidal @®@2ector for patients
with a perfusing rhythm, or the Esophageal Detecevice for patients in
cardiac arrest. Be able to discuss the indicatémmslimitations of each
device.

a. *NOTE: EDDs will fill more slowly in humanthan in manikins

b. Compress EDD first, then place it on tAd Bbefore ventilating pt.

c. If bulb fills in <5 seconds, ETT is liketyiccessful

* If bulb fails to fill, or takes >5 seconds, or $ilwith emesis,
esophageal placement is probable.

« Contraindicated in pregnancy or children less thgoa or 20 kg.

P. Confirm tube placement with at least 3 othethoes of verification and
document the outcomes.

Q. Secure tube in place & reassess placementaafyemovement of
patient.

R. Consider applying cervical collar to preventuition

EQUIPMENT

1. Proper size Endotracheal tube 6. Suction equipment 10. Confirmation Device
2. Stylet 7. Stethescope 11. C-collar

3. Laryngoscope Blade & handle 8. Gloves & Eye protection 12. Adult Intubation Manikin

4. Magill forceps 9. Commercial tube holder or
5. 10 ml. syringe proper taping method

When preparing for this skill evaluation, be surattyou are able to meet the objectives A, B, Gartg, O. If you

need a reminder, the material is readily availabkeny standard textbook.
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ADULT PROTOCOL SKILL EVALUATION
SUBJECT: AUTOMATED EXTERNAL DEFIBRILLATORS

NAME DATE
LEVEL: Paramedic Intermediate Basic First Responder
STEPS Ist Test | 2nd Test| 3rd Test

A. Perform an initial assessment of the patient.

B. Begin CPR with 100% oxygen while preparing AED.

a. If witnessed arrest and no defibrillator avddaprecordial thump.

b. If unwitnessed arrest two minutes of CPR praodefibrillation.

c. CPR continuously until AED is attached to pdtien

Turn on the AED.

Place the defibrillator pads onto the patient.

If shock is advised, clear all personnel frawuad the patient.

Resume CPR if no response to the shocks.

C.
D.
E. Stop CPR. Allow AED to analyze rhythm.
F.
G.
H.

Repeat steps E, F and G in one minute if needed

EQUIPMENT

1. A.E.D. per organization type
2. Simulator
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PEDIATRIC PROTOCOL SKILL EVALUATION
SUBJECT: PEDIATRIC OROTRACHEAL INTUBATION

NAME DATE

LEVEL: Paramedic Intermediate Basic

STEPS 1st Test | 2nd Test| 3rd Test

A. List the indications for endotracheal intubati@nth emphasis on
situations in addition to cardiac arrest.

B. List the equipment required to perform endoteadiintubation.

C. List the potential complications of endotrachiaabation.

D. Open the airway.

E. Pre-oxygenate patient during preparations taoaie.

F. Assemble equipment, selects proper size ETTlaagdgoscope blade
(Uses Length / Weight Based Tape)

G. Insert Laryngoscope

H.. Elevate the mandible

[. Insert the ET tube

J Remove the stylet

K. Document ETT depth at at front teeth.

L. Ventilate the patient.

M. Confirm tube placement, using the End Tidal d@2ector for patients
with a perfusing rhythm, or the Esophageal Detecevice for patients in
cardiac arrest (only if weight appropriate). Béeab discuss the indications
and limitations of each device.

a. Contraindicated in pregnancy or children less thgoa or 20 kg.

N. Confirm tube placement with at least 3 othethuds of verification ang
document the outcomes.

O. Secure tube in place & reassess placementaafyemovement of
patient.

P. Consider applying cervical collar / towel ralgrevent extubation

EQUIPMENT

1. Proper size Endotracheal tube 6. Stethescope 10. C-collar or towel roll

2. Proper size Stylet 7. Gloves & Eye protection 11. Pedi intubation manikin
3. Laryngoscope Blade & handle 8. Commercial tube holder or

4. Magill forceps proper taping method

5. Suction equipment 9. Confirmation Device

When preparing for this skill evaluation, be surattyou are able to meet the objectives A, B, Grig, M. If you
need a reminder, the material is readily availabkny standard textbook.

Please go to page 11 for the Pediatric Skills Sheet
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ADULT PROTOCOL SKILL EVALUATION
SUBJECT: MEDICATION ADMINISTRATION

NAME DATE

LEVEL: Basic
STEPS — Focus is achieving the “Rights” which is @anded to six. 1st Test | 2nd Test| 3rd Test
ASPIRIN

A. RIGHT PATIENT - List the indications for the medication.

B. RIGHT MEDICATION - Check the medication for; medication name,
expiration date and for cloudiness or discoloration

C. RIGHT DOSE - Discuss cardiac arrest vs. non-arrest

D. RIGHT ROUTE - List the routes of administration.

E. RIGHT TIME - List duration of infusion or frequency of repeate.

F. RIGHT DOCUMENTATION

EPIPEN ADMINISTRATION

A. RIGHT PATIENT - List the indications for the medication.

B. RIGHT MEDICATION - Check the medication for; medication name,
expiration date and for cloudiness or discoloration

C. RIGHT DOSE - Discuss cardiac arrest vs. non-arrest

D. RIGHT ROUTE - List the routes of administration.

E. RIGHT TIME - List duration of infusion or frequency of repeate.

F. RIGHT DOCUMENTATION

NITROGLYCERIN

A. RIGHT PATIENT - List the indications for the medication.

B. RIGHT MEDICATION - Check the medication for; medication name,
expiration date and for cloudiness or discoloration

C. RIGHT DOSE - Discuss cardiac arrest vs. non-arrest

D. RIGHT ROUTE - List the routes of administration.

E. RIGHT TIME - List duration of infusion or frequency of repeate.

F. RIGHT DOCUMENTATION

MARK | KITS

A. RIGHT PATIENT - List the indications for the medication.

B. RIGHT MEDICATION - Check the medication for; medication name,
expiration date and for cloudiness or discoloration

C. RIGHT DOSE - Discuss cardiac arrest vs. non-arrest

D. RIGHT ROUTE - List the routes of administration.

E. RIGHT TIME - List duration of infusion or frequency of repeate.

F. RIGHT DOCUMENTATION
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ADULT PROTOCOL SKILL EVALUATION

ning Manual

SUBJECT: INLINE OROTRACHEAL INTUBATION OF THE TRAU MA PATIENT

NAME DATE

LEVEL: Paramedic Intermediate Basic

STEPS

1st Test | 2nd Test| 3rd Test

A. List the indications for endotracheal intubatienth emphasis on
situations in addition to cardiac arrest.

. List the equipment required to perform endotesathntubation.

. List the potential complications of endotrachaaibation.

. Open the airway with C-Spine precautions.

. Pre-oxygenate patient during preparations taizte.

Demonstrate the performance of cricoid pressure

. Assemble equipment.

. Insert Laryngoscope

Elevate the mandible

Insert the ET tube

Remove the stylet

CIX“ T TIOmMMmoO|®

Document ETT at 20-22 cm at front teeth.

M. Inflate the cuff with 5 to 10 ml. of air.

N. Ventilate the patient.

O. Confirm tube placement, using the End Tidal @®@2ector for patients
with a perfusing rhythm, or the Esophageal Detecievice for patients in
cardiac arrest. Be able to discuss the indicatémmslimitations of each
device.

a. *NOTE: EDDs will fill more slowly in humanthan in manikins

b. Compress EDD first, then place it on tAd Bbefore ventilating pt.

c. Ifbulb fills in <5 seconds, ETT is ligesuccessful

d. If bulb fails to fill, or takes >5 seconds, or $ilwith emesis,
esophageal placement is probable.

e. Contraindicated in pregnancy or children less thgoa or 20 kg.

P. Confirm tube placement with at least 3 othethoes of verification and
document the outcomes.

Q. Secure tube in place & reassess placementaafyemovement of
patient.

R. Apply cervical collar.

EQUIPMENT

1. Proper size Endotracheal tube 6. Suction equipment

2. Stylet 7. Stethescope

3. Laryngoscope Blade & handle 8. Gloves & Eye protection
4. Magill forceps 9. Commercial tube holder or
5. 10 ml. syringe proper taping method

When preparing for this skill evaluation, be surattyou are able to meet the o
need a reminder, the material is readily availabkny standard textbook
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. DRUG BAG EXCHANGE PROGRAM

To administer and monitor a drug bag exchange prodretween participating Fire/EMS/ Private Ambuanc
departments and hospitals to improve the levelouradity of pre-hospital care by ensuring that ggptiting
members are in full-service at all times.

DRUG BAG

EXCHANGE COMMITTEE

Co-Chairpersons: 1 Hospital EMS coordinator

1 Hospital pharmacy representative from eactigiygeiting county

Members: EMS Coordinator from each participatiogpital
Pharmacy representative from each participdtogpital
Any interested GMVEMS Council member

MEETINGS

Scheduled: Two meetings per year: March and Sdye

Unscheduled: As needed to discuss problem areas

OPERATING GUIDELINES

GENERAL

There are two types of drug bagd:S/BLS andBLS (fanny pack style).
All drug bags, both ALS/BLS and BLS, are the proyperf the Greater Miami Valley EMS Council.
There is an initiation fee for each new bag adddtié¢ program.
There is an annual maintenance fee for each ALSAdsand BLS bag.
There is an approved policy for the replacemerbsifor stolen drug bags (see Addendum A).
To maintain the integrity of the drug bag conteptsarmacy departments seal stocked drug bags with
a blue plastic device. The only time the seal &hba broken is for the administration of pre-heeipi
emergency medical treatment by approved EMS peedorifter pre-hospital emergency medical
treatment use, the drug bag should be cleanedeaselied with the red plastic device contained
inside the drug bag.
The following action will be taken for any departméund to be in non-compliance with the Drug
Bag Exchange Program Operating Guideline regarolpgging and resealing the drug bag:
* Notification of the Fire Chief, EMS Administratay Private Ambulance Administrator.
» The governing agency, i.e. city council, trust€2i|TB for private ambulance service, etc.,
will be notified that action is being initiated fore Fire/EMS/Private ambulance service.
* All drug bags will be removed from all locationsszfid Fire/EMS/Private ambulance
service.
*  The GMVEMS Council will distribute written notifi¢en to the following that the said
service is in violation of the operating policytbeé Drug Bag Exchange Program:
* Medical Director
» Regional Physician Advisory Board
» OH State Pharmacy Board
* OH Division of EMS
» All hospitals participating in the drug bag exchampgogram
GMVEMS Council maintains an information databasedlbEMS personnel authorized to participate
in the Drug Bag Exchange Program.
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* Rosters with certification expiration dates for Efi®viders are available via an online database for
review and updates.

PARTICIPATION REQUIREMENTS

» Active membership in the GMVEMS Council.

» Area hospital participation according to Councildgplines. (See Addendum C.)

» Medical advisor approval for the use of the GMVER/®&uncil Operating Protocols. Approval
consists of a signed, notarized letter, whichtadhted to the drug license renewal application form
with a copy submitted to Council. Notarized leigenot required for renewal unless new medication
or a change in Medical Director from previous year.

» Signed agreement to abide by the GMVEMS Councilr@p®y Guidelines for the Drug Bag
Exchange Program (see Addendum D).

» Agreement to complete an annual skills check amdianwritten test between 1 January-31 May
unless otherwise scheduled by Council (see Non-Gange Procedures).

* Maintain all drugs in a clean and temperature-adietti environment per Rule 4729-33-03(E) of the

OH State Pharmacy Board Administrative Code. Tihesrcan be seen at:
http://pharmacy.ohio.gov/rules/4729-33-03.pdf

* The ideal temperature span is 59-86 degrees F.
* In order to utilize an ALS/BLS or BLS drug bag hetpre-hospital emergency setting, the following
equipment should be immediately available:
* BLS Provider:
* Oxygen
e Suction (non-powered is acceptable)
* AED & Intubation Equipment (only if Medical Advis@pproved)
» Submission of a copy of the annual OH State Bo&Rharmacy drug license(s) for each
location(s) with vehicles that carry drug bags ated than 1 Februatp GMVEMS

Councill
e ALS Provider:
* Oxygen

» Suction (non-powered is acceptable)

* Monitor/Defibrillator or AED & Intubation Equipment

* Submission of a copy of the annual OH State Bo&Rharmacy drug license(s) for each
location(s) with vehicles that carry drug bags ated than 1 Januatg GMVEMS
Council Council will verify all licenses no later than Jaamy 1%

» Submission of a copy of a current DEA license to EMS Council office. It is the
responsibility of the Agency to keep the DEA licensurrent and submit a renewed copy to
Council.

* EMS providers are required to inventory each opgueeth discard any used sharps and clean
any contaminants from bag usa apply a red seal before exchanging for repiact bag. Any
discrepancies (missing meds, expired meds, wrordsroedose, altered or tampered meds, drug bag

number discrepancy, etc.) that are identified dalteported to the GMVEMSC using the Drug Bag
Discrepancy Report. (See discrepancy procedure)

The EMS provider will discard any used sharps dedrcany contaminants from bag used and will th&a the
red seal from inside the bag (supplied by pharmmaosn restocking the ALS/BLS or BLS bag) and seal th
appropriate bag used. The red seal will be lodpexiigh the proximal portion of the zipper tabt(the
outermost portion of the zipper tab).
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LEVELS OF PARTICIPATION

Paramedic Level

Each drug bag consists of a navy, standard issughirg. A Paramedic can access any of the
compartments of bag to obtain medications per digshotocol.

Each standard issue bag is labeled with a metdidag850 — up.

Upon completion of a transport, the entire bagcchanged at the receiving hospitdth the
appropriate paperwork.

When you open a controlled drug compartment, kbeplue seal in your possession until you have
verified the contents are accounted for. Oncehaxe verified the contents, seal compartment with
RED tag. DO NOT throw blue seals in drug bag

Intermediate Level

[

Basic Life

A side compartment labeled “intermediate”

The Intermediate can access all outside compargnerabtain medications per their
protocol. They cannot access the Center inside admpnt or  Center Controlled medication
compartment.

When you open a controlled drug compartment, keephie blue seal in your possession until you
have verified the contents are accounted for. Ong@mu have verified the contents, seal
compartment with RED tag. DO NOT throw blue sealsn drug bag

Support

The RED BLS compartment on a ALS/BLS bagor BLS fanny-pack style bag will carry the
following medications ONLY: Nitrostat, EpiPen, Bgn Jr. and baby Aspirin. The Basic EMT can
only access this compartment to treat his/her plger protocol.

Each bag is labeled with a numeric code.

Upon completion of a transport, the bag is exchdragehe receiving hospitalith the appropriate
paperwork.

DO NOT throw the blue seal in drug bag. Once yoteherified the contents and seal compartment
with RED tag you can then dispose of blue seal.

Exchange Process

Each department is assigned to a "home" hospita¢ assigned hospital is the central resource for
initial fulfillment of medications for the drug bagnd wholesale exchanges/replacement/additions as
required by revisions to the GMVEMS Council Stand®rders/Protocols. Under normal operating
parameters, drug bags can be exchanged at angietitig hospital.

ALS/BLS bags may be exchanged one-for-one withtamoALS/BLS bag. BLS bags may be
exchanged one-for-one with another BLS bag.

Each hospital designates a specific location feretkchange of drug bags. EMS personnel are
required to complete the Sign In/Out log when exchanginigus bag.

EMS Providers are responsible for ensuring thdtlak seals are intact when logging out an
exchanged bag.

When you open a controlled drug compartment, keeglue seal in your possession until you have
verified the contents are accounted for. Oncehae verified the contents, seal compartment with
RED tag. DO NOT throw blue seals in drug bag.

Documentation of DrugUsage
Morphine Versed and Valium are scheduled drugs, which mieaysmust be tracked from the time
they are dispensed into the drug bag through the ¢if administration.

93



GMVEMSC Prehospital First Responder / EMT-Basic Traning Manual
Version: Janurary 1, 2008

To insure the medications are properly accountedafbintermediate/Paramedics will document:
* The drug name
e The amount used
* The amount wasted
* The signature of the two witnesses if wastage f§grson wasting the medication can sign as
a witness).
The GMVEMSC run sheets have a dedicated areaifdtdtumentation and required signature lines.
Those using othdypesof run sheets should documeiné above information and the required
signatures.Some hospitals also require the use of the GMVEMS@&pproved Controlled Drug
Usage Form in addition to documentation on the rursheet. This GMVEMSC approved form
must be filled out for any scheduled drug use, eveahthere is no wastageThis information shall
be on both the original EMS department form andhibepital copy for reference if needed.

WASTED DRUG PROCEDURE

Morphine Versed and Valium are scheduled drugs. If a médicas partially administered then all
of the unused portion must be accounted for.
The provider shall have a nurse or physician wiries waste of the drug. A pharmacist can also be
a witness if a nurse or physician is not availatising another EMS provider to witness wastage
should be avoided unless the EMS provider cannatiml nurse, physician, or pharmacist to witness
same. If an EMT does witness the wastage, he/stlebghat the same certification level or higher.
To insure the medications are properly accountgdafbParamedics and Intermediates will
document:

e The drug name

* The amount used

* The amount wasted

* The signature of the two witnesses
One witness will be the paramedic or Intermediastimg the medication and the second witness
signature will be the nurse/physician/pharmacist witnessed the disposal of the medication. Both
witnesses will sign the run sheet.
The GMVEMSC run sheets have a dedicated areaifdtdtumentation and required signature lines.
Those using othdypesof run sheets should documein¢ above information and the required
signatures. Some hospitals also require the usedEMVEMSC approved Controlled Drug Usage
Form in addition to documentatiamthe run sheet. This GMVEMSC approved form musfil kel
out for any scheduled drug use even if there iwastage. This information shall be on both the
original EMS department form and the hospital cfiypyreference if needed.

GENERAL NON-COMPLIANCE PROCEDURES

Each department and department medical directaillshe notified that the annual written test and
skills check-off has not been completed within phescribed time period.

The Ohio State Board of Pharmacy will be notifiedtta department or individual members of a
department have not completed the annual writtetnated skills check-off within the prescribed time
period.

Hospital EMS coordinators and pharmacy departmeititseceive a list of departments or
individuals within a department that are not in ptiance with the operating guidelines. At the end
of the testing season, if a department does na h@0% of their personnel completing both skills
and written test and information about individugdsons for non-compliance noted in the Standing
Orders database, then appropriate action, up ténahdaling the removal of department from the
Drug Bag program by the chair of the drug bag cote®j may be taken
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» If copy of drug license(s) is not received by daged GMVEMS Council notifies EMS department
medical director. GMVEMS Council reserves the tighinitiate the non-compliance action process
for any Fire/EMS/Private Ambulance servibatt does not provide documentation for drug lic&)se
renewal.

* If a department does not have a current DEA lic€nse the responsibility of the EMS Department
to submit a copy of the DEA renewal license whenlitense on file has expired), GMVEMS
Council notifies EMS department medical direct&@MVEMS Council reserves the right to initiate
the non-compliance action process for any Fire/BNi8ate Ambulance servichdt does not provide
documentation for drug license(s) renewal.

DRUG BAG DISCREPANCIES

» EMS providers are required to inventory each openeghouch prior to applying the red seal.

« All discrepancies (missing meds, expired meds, gnmed or dose, altered or tampered meds, drug loatper
discrepancy, etc.) that are identified shall beortgul to the GMVEMSC using the Drug Bag Discrepancy
Report (Addendum E).

« If at any time, an EMS provider encounters a discrpancy he/she will:

* Notify his/her EMS Officer of the discrepancy.

» If the discrepancy was discovered after openindbttg retain the blue seal and the hospital
sticker that was attached to the drug bag in qoesti

» If the EMS provider is at the hospital, s/he walgjlthe bag in using the normal procedure at
that hospital.

» S/he will advise the pharmacist or EMS Coordinafdahe discrepancy and that s/he will be
initiating the Discrepancy form as described be{pharmacist may request a copy of the
Discrepancy form).

» The EMS Officer may contact the EMS Coordinat@assistance is needed.

Discrepancies Involving Controlled Drugs and/or Paéntial Tampering:
* When an issue arises concerning:

* A controlled drug (Valium, Versed, or Morphine)

* A stolen, missing or lost bag

* Any medication that appears to have been alteréahgoered with

* A collaborative effort between the EMS organizapwavider and the Hospital EMS
Coordinator/Pharmacist shall be made in an attéonEsolve the issue.
e If the issue cannot be resolved the following st&l be taken:

« If the discrepancy was discovered by the EMS omgitin/provider, the person designated
by the organization/provider shall comply with tleguirements of OAC 4729-9-15 and
GMVEMSC requirements as indicated below.

» If the discrepancy was discovered by the hosphal person designated by the hospital shall
comply with the requirements of OAC 4729-9-15 ad\V@&EMSC requirements as indicated
below.

* Required reporting for unresolved issued involv@antrolled Drug or potential/suspected tampering
or lost or stolen drug bags pursuant Federal aaig aws and GMVEMSC Protocol:

» Contact the Ohio State Board of Pharmacy by telepla (614) 466-4143. Advise them you
want to report a dangerous drug discrepancy. Wikgonnect you with the appropriate
person. (OAC 4729-9-15)

» File a report with the appropriate law enforcenmaithorities (ORC 2921.22).
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« Notify the Drug Enforcement Agency (DEA) within 8@ys of discovery using DEA Form
106 available electronically at:
https://www.deadiversion.usdoj.gov/webforms/appldfih.jspa 30-day extension may be
requested in writing from the DEA. (CFR 1301.76(b))

* Submit a completed GMVEMSC Drug Bag Discrepancydrejpcated at Addendum #E,
with appropriate supporting documentation, to thd\BIESMC.

Discrepancies Not involving Controlled Drugs and/oiPotential Tampering

» Examples may include:

* Non-controlled drugs not in the bag

* Wrong number of medications doses
* Wrong drug concentration

» Expired medications found

* No expiration date on tag

* Medications improperly labeled

» Empty vials/packaged left in bag

* Unsealed medications

* Wrong medication administered

» Unsealed pouch discovered

» Bag logged out with red seal (used bag)

» If discovered by EMS, the EMS Officer will initiatee Discrepancy form. He/she shall provide a
copy of the form and the Blue Seal to the HosgiitdlS Coordinator and shall fax a copy of the
report to the GMVEMSC937.586.3699)

» If the Hospital discovers the discrepancy, the EB®rdinator will initiate the Discrepancy Form
and submit to GMVEMSC. If the EMS Coordinator ideato determine which EMS agency/hospital
is responsible for the discrepancy, the agencyitadspill be notified and will receive a copy oféh
Discrepancy Form and the Blue Seal if applicable.

The GMVEMSC will:

* Maintain a record of all discrepancies that occur.

» Follow up with the agencies involved as needed.

» Advise the Drug Bag Chairperson of any and allr@jsancies and action taken.

The Drug Bag Committee Chairperson will:

»  Will report all at the bi-annual Drug Bag Committ@eetings for discussion and resolutions to
discrepancies encountered.

« Will assist the Council and or affected departmewvith any issues or questions that may result.

DRUG BAG BLUE SEALS
* Blue seals

» Blue seals are used by the pharmacy that inverstand restocks the ALS/BLS drug bags.
The blue seals will have a hospital sticker attddioegthe seal that identifies the hospital and
pharmacist that inventoried the bag and the expiratate of the next drug to expire. The
inner compartment of the ALS bag and Intermedialiebe sealed with a blue seal and will
have the expiration date noted. The blue sealb&illooped through the proximal portion of
the zipper tab (not the outermost portion of thpper tab). EMS should verify the blue seal
is intact and has an expiration date before acugptWhen EMS opens a controlled drug
compartment keep the blue seal in your possessitinyau have verified the contents are
accounted for. Once you have verified the contesgtal compartment with RED taO_
NOT throw used blue seals in drug bag.
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Red Seals:
* Red seals identify ALS/BLS bags as being used. pkéS8iders are required to inventory each

opened pouch, discard any used sharps and clearoatgminants from bag used and will
then take red seal from the inside compartmentp{ggby pharmacy when restocking the
ALS/BLS bagand seal the appropriate bag used. The red sikakviooped through the

proximal portion of the zipper tab (not the outestportion of the zipper tab).

Hospital Pharmacies should use the same styleezbkwals to maintain continuity of the system. gitas
pharmacists can purchase these seals through théEGIBC office.
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ADDENDUM A
Lost or Stolen Drug Bag Policy

RE: Lost or Stolen Drug Bags

APPROVED: June 1994

PURPOSE: To provide a uniform mechanism for tivestigation and reporting of lost or stolen drug
bags.

EMS DEPARTMENT SHALL:
» Develop and implement an internal investigation nagism for lost or stolen drug
bags. The internal investigation mechanism shimdidide:
Determine if drug bag was left at the scene.
Determine if drug bag was not exchanged orriast
Determine if drug bag is in the wrong vehicle.
Interview all personnel who had access to thg tiag.

PwbnE

The GMVEMSC will seek the assistance of the Drug Ba-Chair to check with all hospitals to
determine if the bag might be in inventory or beri@d if it shows up at one of the hospitals.

EMS Officer will Initiate the Drug bag discrepan€grm and follow instructions for reporting lost or
stolen drug bags.
Completed paperwork and reports will be submitte@MVEMSC.

The GMVEMSC will contact the hospital EMS Coordimatvith whom the EMS Department is assigned
to work out a drug bag replacemerihe EMS Coordinator will conta@GMVEMSC for a drug bag
replacement after all paperwork is submitted and\@WSC will assess a fee for replacement bag to be
paid for by the EMS Department receiving the reptaent bag.
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ADDENDUM B

HOSPITAL PARTICIPATION POLICY

APPROVED: 29 November 2001
GENERAL PURPOSE:
a. To assure uniformity of hospital pharmacy partitipain the DBEP.
THE HOSPITAL SHALL:

* Purchase (at cost), fill, and maintain a supplipags sufficient to meeting the needs of an avedageplus a few extra
to meet peak demands for bag replacement.

» Accept responsibility for filling new bags for depraents or vehicles as assigned by Council, atitedgxpense.

» Assign one licensed pharmacist and an EMS coomtitatattend and participate in the Standing OrdaesDrug Bag
Exchange Program Committees.

» Agree to pay annual dues and any fees assessedunmgiCthat are approved by the DBEP Committeetard
GMVEMSC Council that pertain to the DBEP.

GMVEMSC SHALL:

e Maintain a current Stai® DEA drug license for all participants in the DBEP.

* Furnish hospital pharmacy with a current listingabfdepartmental personnel authorized to acces&GMVEMSC drug
bags and copy of the protocol.

» Assign departments to hospitals in both a geogcagind otherwise equitable fashion.
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ADDENDUM C

AGREEMENT LETTER

Please type or print legibly

DEPARTMENT/SERVICE:

CONTACT PERSON:

TELEPHONE:

FAX:

This department/service agrees to abide by the GM¥Eouncil Drug Bag Exchange Program and Standinde@

operating guidelines.
SIGNATURE:

Fire Chief, EMS Administrator, or Private Ambulan&eministrator.

DATE:

Return to:

GMVEMSC

PO Box 2307

Dayton OH 45401-2307
Phone: 937.586.3703
Fax: 937.586.3699
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ADDENDUM D

New Member Policy requiring Drug (ALS/BLS) bag for licensure of their ALS/BLS
unit

Those Agencies who have applied for membershipreqdire a GMVEMSC drug bag to license their units
may request a GMVEMSC drug Bag to be available @¢$prior to the Ohio Medical Transportation Board
(OMTB) inspection date providing they have doneftiilowing:

1. Have applied for a GMVEMSC membership

2. They have provided a copy of their State Pharmacgrise

3. They have provided a copy of their DEA license g of submission for a DEA license if
agency is an intermediate or ALS agency .

4. Have been given a provisional membership by the GM$C Executive Committee if the
inspection is before regularly scheduled Councittimg.

5. Personnel must be checked off on Standing Ordetslata entered on GMVEMSC data base.

The agency has 72 hours to show proof of a ternp@ermit from the date of inspection to the GMVENS8uncil

office. If they cannot demonstrate an OMTB perimithat time the Drug bag must be returned to thepital to
which the agency is assigned or the hospital tratiped the drug bag.
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ADDENDUM # E
GMVEMSC Drug Bag Discrepancy Report

If at any time an EMS provider encounters a discrepncy he/she will notify their EMS Officer of the dscrepancy. If the discrepancy was
discovered after opening the bag, retain the blueeal and the hospital sticker that was attached tohe drug bag in question. [f the EMS
provider is at the hospital, they will log the bagin using the normal procedure at that hospital. ey will advise the pharmacist or EMS
Coordinator of the discrepancy and that they will ke initiating the Discrepancy form as described beilw (pharmacist may request a copy of
the Discrepancy form)

Date of report: Bag Number: Daser®pancy discovered:
Discovered by: Hospital/EMS Drgdting discovery:

Have blue Hospital seal? YES/NO If yes - Attaell to report

Tracking:
Date bag was logged out: from (hospital) To (ems agency) DegeBned
in: to (hospital)

Description of the discrepancy (Attach addendum if additional space needed)

Describe efforts to resolve the discrepancyAttach addendum if additional space needed)

Was the discrepancy satisfactorily resolved? If not, what steps are to be taken:

Who will be responsible for any required reporting:
Reporting requirements:

Was a police report filed? Date: By whom?

Was a DEA report filed? Date: WBpm?

Required documents submitted to GMVEMSC By: Date:

For Drug Bag committee use:
Wrong Med stocked Bag logged out with red seal
Expired meds found Empty vials/packages found
Wrong dose packaged Open pouch found
Missing Meds Unsealed bottles found
Wrong number packaged Med found in wrong compattme
No exp date on tag Wrong med administered
Atrovent/Albuterol not labeled Lost or stolen bag
Damaged medications Other:
Other:

GMVEMSC - White Pharmacy - Yellow EMS Department - Blue
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ADDENDUM # F
OAC 4729-9-15

Report of theft or loss of dangerous drugs, contrééd substances, and drug documents.

(A) Each prescriber, terminal distributor of darges drugs, or wholesale distributor of dangerougsishall
notify the following upon discovery of the theft significant loss of any dangerous drug or corgBubstance,
including drugs in transit that were either shipfetn or to the prescriber, terminal distributordaingerous
drugs, or wholesale distributor of dangerous drugs:

(1) The state board of pharmacy, by telephone infaelg upon discovery of the theft or significaoss;

(2) If a controlled substance, the drug enforcenaeministration (DEA) pursuant to section 1301.760nde of
Federal Regulations;

(3) Law enforcement authorities pursuant to sec2i@2l.22 of the Revised Code.

(B) Controlled substance thefts must also be regddsy using the federal DEA report form whethenatrthe
controlled substances are subsequently recoveddrahe responsible parties are identified antbadaken
against them. A copy of the federal form regardingh theft or loss shall be filed with the statardoof
pharmacy within thirty days following the discoverfysuch theft or loss.

(1) An exemption may be obtained upon sufficientseaif the federal form cannot be filed within thidays.
(2) A request for a waiver of the thirty-day limitust be requested in writing.

(C) Each prescriber, terminal distributor of damgerdrugs, or wholesale distributor of dangerougsir
immediately upon discovery of any theft or loss of:

(1) Uncompleted prescription blank(s) used for wgta prescription, written prescription order(sj yet
dispensed, and original prescription order(s) ttzate been dispensed, shall notify the state bdgsarmacy
and law enforcement authorities.

(2) Official written order form(s) as defined invidiion (Q) of section 3719.01 of the Revised Cdulsotify

the state board of pharmacy and law enforcemehbdities, and the drug enforcement administratidBA)
pursuant to section 1305.12(b), Code of FederauRé&gns.
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ADDENDUM # G
OAC 4729-33-03 Security and storage of dangerousulys

(A) Overall supervision and control of dangerousgdris the responsibility of the responsible per3d e
responsible person may delegate the day-to-dag taske emergency medical service (EMS) orgamirati
personnel who hold appropriate certification toemscthe dangerous drugs for which they are redgensi

(B) All dangerous drugs must be secured in a taraprient setting with access limited to EMS persdinased
on their certification status except for sealednpar-evident solutions labeled for irrigation us registrants
shall provide effective and approved controls arat@dures to deter and detect theft and diverdialammgerous
drugs.

(C) Only emergency medical technician-parameditgrgency medical technician-intermediates, register
nurses, physicians, and pharmacists who are agstewth that EMS organization may have accessyo a
controlled substances maintained by the EMS orgéiniz. Other persons employed by the EMS orgamizati
may have access to controlled substances only tinelelirect and immediate supervision of an emeargen
medical technician-paramedic, an emergency metichhician-intermediate as defined in rules 476®1&nd
4765-16-02 of the Administrative Code, a registererse, or a physician in emergency situations.

(D) Administration of dangerous drugs by EMS persadris limited to the scope of practice, as deteediby the
state board of emergency medical services, fomttigidual's certification level and the protocals established
by the medical director or when the individual ésireg within their certification level pursuant direct
prescriber's orders received over an active comeation link.

(E) All dangerous drugs will be maintained in aaclend temperature-controlled environment.

(F) Any dangerous drug that reaches its expiradate is considered adulterated and must be segddrate the
active stock to prevent possible administratiopatents.

(G) Any non-controlled dangerous drug that is ot#gdanay be returned to the supplier where the diag)
obtained or may be disposed of in the proper manner

(I) Destruction of outdated controlled substancay only be done by a state board of pharmacy agdny prior
written permission from the state board of pharnafége.

(J) Destruction of partially used controlled substs can be accomplished, with the appropriaterdentation,
by two licensed health care personnel, one of whiakt have at least an emergency medical technician
intermediate, as defined in rules 4765-16-01 ar6b416-02 of the Administrative Code, level of tiam

(K) Any loss or theft of dangerous drugs must lporeed upon discovery, by telephone, to the stasedof
pharmacy, local law enforcement and, if controBetistances are involved, to the drug. enforcement
administration. A report must be filed with thetethoard of pharmacy of any loss or theft of theicle or
storage cabinets containing dangerous drugs us#teldyMS organization.

(L) Any dangerous drug showing evidence of damagearapering shall be removed from stock and replace
immediately
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2004 EMS Standing Orders Synopsis of the Greater ton Hospital Association/Greater Miami Valley
EMS Council Policy on Emergency Department Re-routig Due to Overcrowding

To avoid misunderstanding, all parties are cautidneuse the wortrerouting” never “closed.” Patients are
never rerouted for patient’s economic consideration

Major changes from the last synopsis of the RerBoley are marked with an asterisk (*).
When conditions exist that may hinder the timedatment of additional emergency cases the desijhatspital
official declares, “rerouting of emergency patietatde in effect.” The intent is to provide forsh@atient care at

the rerouted institution and throughout the EMSays

Rerouting DoedNot Apply (DNA) to:

1. Respiratory/Cardiac 4. Maternity 8. Air Medical Transport

Arrest 5. High Risk Neonatal 9. *Recently Discharged
2. *Major Trauma 6. *Dialysis Patient Patients (48 Hours)
3. Serious Burns 7. Hyperbaric needs

*Psychiatric was deleted from the DNA List, and Reity Discharged Patients was added. Trauma aalgdis
Patients should NOT be rerouted. They should kentto the hospital where they are normally treated

When conditions exist the Designated Hospital @fiwill:
1. Update GDAHA Reroute web page 3. Notify appropriate EMS organizations
2. Notify Dayton FD Dispatch or their 4. Notify other hospitals

appropriate county dispatch

Important: hospitals must always show correct designation elnsite

*  “Normal Operation” * “Reroute Emergency”

» “Reroute all Emergency Patients” » Lockdown

* “Reroute all but Major Trauma” » Special Situation: See website Notes or
* “Reroute ICU &/or CCU patients Only” Call

* “Forced Open”

Reroute status for any hospital must be reviewest abt more than four hours. The rerouting hadjst
responsible for cancellation and will update GDARAroute Web Page, notify Dayton Fire Department
Dispatch, and follow the same natification prot@cased to initiate the reroute.

Rerouting Categories Defined
* “Reroute All Emergency Patierits
o No patients brought to the rerouted hospital ERhwivo groups of exceptions:
= Permission of the MCP (MCP)
= Patient is in one of the “DNA” categories
» “Reroute All But Major Trauma
0 Used only by Trauma Centers. No patients broumttie rerouted hospital ED, with three groups
of exceptions:
= Permission of the MCP
= Patient is in one of the “DNA” categories
= Significant trauma
o0 Intentis to permit patients needing ‘immediateggeal intervention’ to go to Trauma Centers
* “Reroute Intensive and/or Coronary Care Patiemiy’O
0 No patients who require monitoring or ICU are broug rerouted hospital ED, unless:
= Permission of MCP
= Patient is in one of the “DNA” categories
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* Informational Categories
o0 Hospital not able to handle a limited category atignts
o Examples
= Stroke or head trauma patients due to CT Scan down
= Haz-Mat patients
= Absence of a physician specialty
o Duration of reroute could be brief or extended
o Shown on the web page as “Special Situation.” Halspdiverting these categories of patients
arenot rerouted.
0 These categoriedo nottrigger “Tie-Breaker” actions
» Lockdown
0 Hospital has activated its disaster plan becausa @fternal emergency, bomb threat, or other
situation rendering it unable to accept patiefitdlome Base Hospital” and “Does Not Apply” list
are both not applicable in these situations.

When emergency medical service personnel respoad &mergency call and the patient and/or physician
requests him to proceed to a hospital which isuteidy the emergency medical services personnehesié the
responsibility of advising the patient and/or pliei that “due to overcrowding of the hospital gaticare may
be jeopardized.” If the patient and/or physicitith quests to be transported to the reroutegitals the
emergency medical services personnel will contaeMCP in the emergency department of the rerdubsgital
and his/her decision will be binding.

If EMS transports to rerouted hospital, the patietfitbe attended to. Any discussion concerning tiiansport
decision should be private, and after patient basebeen initiated.

Emergency medical service personnel should useBih& radios, cellular phone or dispatcher to ryatife
rerouting hospital in unusual circumstances (a@itiiness or injury, multi-victim incidents, etc.)f a patient is
to be transported to a rerouted hospital, EMS perslomust contact the receiving facility by radiaelephone.

“Tie-Breakers”

If a three hospitals in a “geographic area” attetaperoute, all hospitals in that area will teratrerouting for
a minimum of two hours, and each of the three halspénters “Forced Open” on the web page. Hdspive
agreed to educate the staff and use Forced Ogtndiafore Reroute Emergency. This is not a chantes
policy, but a change in the hospital procedureffiec®ed hospitals should re-notify EMS of “Forceged”
status.

EMS personnel should realize a “Forced Open” habpibuld be rerouted if other hospitals were riekS
personnel may want tmonsider other destinationswhen appropriate for patient care.

Following are the geographical areas and the ralspit each area

Good Samaritan Greene Memorial and UVMC and any Any three: | All three:
Hospital any other two: other two: Wayne
Grandview Hospital | Miami Valley Good Samaritan Middletown | Hospital
Kettering Memorial | Kettering Grandview Good
Hospital Grandview Miami Valley Southview | Samaritan
Miami Valley Southview Wilson Hospital in Sycamore

Hospital Sidney Kettering | Grandview
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It is the responsibility of the third rerouting Ipital to check the website, and initiate communaratvith other
rerouted hospitals. If one or more hospitals sewputing before changes to website are made, Bféaxker”
rules are not initiated.

“Rerouting Emergency”

If none of the three hospitals in a geographic aegastop rerouting, then a “rerouting emergenciyl’ e
declared. During “Reroute Emergency,” all squadstkansport primarily to their “Home Base Hosp#a
except for patients with one of the DNA categoridgesponding on a mutual aid call, EMS persomwiélluse
the aided community’s “Home Base Hospital” as maslipossible.

Hospitals which are not considered “Home Bases’,(WA, WP, CMC, DHH) are not affected by Emergency
Rerouting rules. Children’s Medical Center, witcapt patients up to 21 years of age (ho matepaitients).
Also, EMS personnel should consider transportauttying hospitals not affected by the “Reroute Egegrcy”
when practical. Consider the patient’s needs, dieyatal needs (EMS out of service times), hosgitahtions,
and patient delays.

EMS systems and their “Home Base Hospitals arelbsnfs:

Good Samaritan Grandview Kettering Miami Valley Southview
Hospital

Brookville Butler Twp. DFD Co.'s 15 & 18 | DFD Co. 11 Bellbrook
Clayton DFD Co.'s 8 & | Kettering FD (4 Fairborn Clearcreek Twp.
Englewood 13 units) Jefferson Twp. Miami Twp. # 50
Union Harrison Twp. Miami Twp. # 48 Oakwood Sugarcreek (2
Dayton FD Co.'s 16 & | — Moraine (4 units) Riverside units)

14 175 & U.D. Public Safety | Washington Twp.
Harrison Twp. - Needmore Wayne Twp.
Main St. Huber Heights

New Lebanon Vandalia

Lewisburg

Trotwood

West Alexandria
North Central

Phillipsburg
Sycamore Greene Memoria Middletown Community Mercy Medical
Hospital Cntr.
Farmersuville Beavercreek Gratis Hustead EMS German Twp.
Miamisburg (2 units) | Cedarville Twp. | Lebanon Madison Twp. New Carlisle
Miami Twp. # 49 Cedarville Mason Harmony Twp. Pike Twp.
West Carrollton University Turtlecreek Springfield Twp. Bethel Twp.
Germantown Central State Stations 1 & 2 Springfield Twp.
JEMS University Pleasant Twp. Station 3
Fairborn SFRD Medic 3, 6, 8/ Mad River Twp.
Jefferson Twp. Moorefield Twp.
Miami Twp. SFRD Medic 2, 7,
New Jasper 10
Twp.
Silvercreek
Twp.
Xenia
Xenia Twp.
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U.V.M.C. Wayne Wilson

Miami County Squads | Darke County Shelby County
Squads Squads

Reid Clinton McCullough

Eaton Massie Twp Camden

NW Fire - New Paris
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Hospitals Capabilities List

Below is a list of hospitals, and the specialtyatalities of each (Stroke, PCI, Trauma, etc.).

Hospital Adult Pedi Inpt. | Intervention | If Cath | If No | Labor | 24 hr | Stroke | Other
Traum | Trauma | Burn | al Cath Lab Lab, Cath & Neuro | Protoc | (see
a Center | Servc 2417 Cardiac | Lab, [Deliver |Cover | ol with |below)
Center | & Level Alert | Throm- |y Srves | -age | Throm-
& Level Progra | bolytic bolytic
m s for S
AMI
Children's Level 2 | YES YES
Community YES YES | YES | YES
Dayton YES YES
Heart
Good Sam YES YES YES | YES | YES
Grandview YES YES YES | YES *
Greene Level 3 YES YES | YES | YES |** ***
Memorial
Kettering YES YES YES | YES | YES *
Mercy YES YES
(Sprfld)
Mercy YES YES
(Urbana)
Miami Level 1 | Level 1 | YES YES YES YES | YES | YES **
Valley
Middletown | Level 3
Southview YES YES | YES | YES * #
Sycamore YES YES | YES *#
Upper YES YES | YES
Valley
Wayne YES YES rx
WPAFB YES YES
* Accredited Chest Pain Eval Center
** Sexual Assault Nurse Examiners 24/7
*** Treats superficial/minor burns.
**** Thrombolytics for stroke pts at receiving hosp . direction
# Has a "cardiac alert program" but no cath lab on site

Revised 9/21/2007
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PEDIATRIC PROTOCOL SKILL EVALUATION (Adult is an Optional Skill)

SUBJECT: LARYNGEAL MASK AIRWAY

NAME DATE

LEVEL: Paramedic Intermediate Basic

STEPS

1st Test

2nd Test

3rd Test

List the indications for insertion of an LMA

Select correct size LMA (See guidelines bglow

Deflate the cuff so that it forms a smootlspbon-Shape”

A
B
C. Check cuff by inserting air, then withdraw:. ai
D
E

Lubricate the posterior surface of the mask wiater-soluble lubricant.

F. Hold the LMA like a pen, with the index fingglaced at the junction of the
cuff and tube.

G. NonTrauma Patient - With the head extendedlamdeck flexed, carefully
flatten the LMA tip against the hard palate. TrauRatient - With second person
maintaining inline stabilization, carefully flattehe LMA tip against the hard
palate.

H. Use the index finger to push cranially, maimtag pressure on the tube with
the finger.

I.  Advance the mask until definite resistanctelsat the base of the
hypopharynx.

J. Gently maintain cranial pressure with the-dominant hand while removing
the index finger.

K. Without holding the tube, inflate the cuff witlst enough air to obtain a seal
(to a pressure of approximately 60 cm. H20). $edristructions for appropriate
volumes. Never overinflate the cuff.

L. Ventilate & check breath sounds

M. Confirm sufficient cuff inflation using the ErTidal CO2 Detector (EDD

cannot be used) CAUTION: Do Not give medicatiorastiie LMA.

EQUIPMENT

1. LMA (correct size) 4. Bag-valve-Mask 7. Suction

2. Water-Soluble Lubricant 5. Stethoscope
3. 50 ml. Syringe 6. End Tidal CO2 Detector

LMA SELECTION GUIDELINES
LMA Airway Size Patient Size Maximum Cuff InflationVolumes
1 Neonates/Infants up to 5 kg. (11 1b.) 4 aul.
15 Infants 5 - 10 kg. (22Ib.) 7 ml. air
2 Infants/Children 10 - 20 kg. (44 |b.) 10 ml. air
2.5 Children 20 - 30 kg. (66 Ib.) 14 ml. air
3 Children 30 - 50 kg. (110 1b.) 20 mt. a
4 Adults 50 - 70 kg. (154 1b.) 30 ml. air
5 Adults 70 - 100 kg. (220 Ib.) 40 ml. air
6 Adults > 100 kg. (>2201b.) 50 ml. air

Revised 13 September 2007 111
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Region 2 EMS Providers, September 21, 2007

This Training Manual has been produced as a resgtiuntless hours of work by a diverse cross
section of the EMS community in the Region. Theamhers of the Standing Orders and Continuing
Education Committees, and the RPAB have poured impihhis document. The groups have responded
to changes in medication availability and have ireeyour input to improve these documents.

There are companion documents and additional regsuihat are available for you to either view amlin
/ download for further explanation on the Traininfesting process for 2008. The first of thosthes
“2008 Implementation Guide”. It addresses the pbiosophy, CEUs, and other important information
regarding the testing. The other is the Ohio RuB&fety “Scope of Practice” document. We hope to
have additional supplemental material posted omitlgsites soon.

The Training Manuals and processes would not haea possible without the strong foundation left by
the past chairpersons of the Continuing Educatiom@ittee, Anne Boyd and Standing Orders, David
Gerstner. Thank you both. We would also likehantk the members of the two committees that made
this possible:

Continuing Education Standing Orders
Tony Alexander Dr. Randy Matrriott, Co-Chair
Karen Basso Denny Powell, Co-Chair
Jeff Bruggeman Tom Baltes
Gerald Bowerman I Doug Baumgartner
Dave Evans Tammy Beanblossom
Lisa Faulkner Dave Evans
David Gerstner Lisa Faulkner
Jason Kinley David Gerstner
Dixie Kirkland Jason Kinley
Brian Kuntz Dixie Kirkland
John Larch Brian Kuntz
Bill Mangas John Larch
Dr. Randy Matrriott Ken Livingston
Terri Norris Bill Mangas
Denny Powell Terri Norris
John Russell Tony Stringer
Erik Sheiderer Steve Swoll
Tony Stringer
Sincerely,
Steve M. Stein

Continuing Education Chair
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