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Patient Assessment 

Secondary Survey

The secondary survey is the systematic assessment and complaint focused relevant physical examination of the patient. The secondary survey may be done concurrently with the patient history and should be performed after:

· The Primary Survey and initial treatment and stabilization of life-threatening airway, breathing and circulation difficulties.

· Spinal stabilization as needed

· Beginning transport in the potentially unstable or critical patient

· A Rapid Trauma Assessment in the case of significant trauma

· Investigation of the chief complaint and associated complaints, signs or symptoms

· An initial set of vital signs
· Pulse
· Blood pressure

· Respiration

· Lung sounds

· Cardiac rhythm (if indicated)

· Consider orthostatic vital signs to assess volume status

· Pulse oximetry (if available)

Give initial treatment including oxygen, ventilation if indicated, hemorrhage control if needed, basic wound/fracture care, and IV access if indicated/capable. IV access refers to an intravenous line, with isotonic crystalloid solution (Normal Saline) at a keep vein open rate, unless otherwise noted in individual protocol

The above set of assessments/treatments is referred to in these protocols as "Routine Medical Care". This care should be provided to all patients regardless of presenting complaint. The purpose of the secondary survey is to identify problems, which, though not immediately life- or limb-threatening, could increase patient morbidity and mortality. Exposure of the patient for examination may be reduced or modified as indicated due to environmental factors.

History

· Optimally should be obtained directly from the patient; if language, culture, age-related, disability barriers or patient condition interferes, consult family members, significant others, scene bystanders or first responders. Check for advance directives, patient alert bracelets and prescription bottles as appropriate. Be aware of patient's environment and issues such as domestic violence, child or elder abuse or neglect
· Allergies
· Medications

· Past medical history relevant to chief complaint. Examples are previous myocardial infarcts, hypertension, diabetes, substance abuse, seizure disorder and hospital of choice. 
· Have patient prioritize his/her chief complaint if complaining of multiple problems

· Ascertain recent medical history -admissions to hospitals, reasons given, etc.

· Pain questions if appropriate: OPQRST (O=onset, P=provoked, Q=quality, R=radiation, S=severity, T=time) plus location and factors that increase or decrease the pain severity
· Mechanism of injury if appropriate

Head and Face

· Observe and palpate skull (anterior and posterior) and face for DCAP-BTLS*

· Check eyes for: equality and, responsiveness of pupils, movement and size of pupils, foreign bodies, discoloration, contact lenses, prosthetic eyes

· Check nose and ears for: foreign bodies, fluid, and blood 

· Recheck mouth for potential airway obstructions (swelling, dentures, bleeding, loose or avulsed teeth, vomitus, malocclusion, absent gag reflex) and odors, altered voice or speech patterns, and evidence of dehydration

Neck

· Observe and palpate for DCAP-BTLS, jugular vein distention, use of neck muscles for respiration, tracheal tugging, shift or deviation, stoma, and medical information medallions

Chest

· Observe and palpate for DCAP-BTLS, scars, implanted devices (AICD or pacemakers), medication patches, chest wall movement, asymmetry and accessory muscle use

· Have patient take a deep breath if possible and observe and palpate for signs of discomfort, asymmetry and air leak from any wound

Abdomen

· Observe and palpate for DCAP-BTLS, scars, diaphragmatic breathing and distention 

· Palpation should occur in all four quadrants taking special note of tenderness, masses and rigidity

Pelvis/Genito-urinary 
· Observe and palpate for DCAP-BTLS, asymmetry, sacral edema, and as indicated for incontinence, priaprism, blood at urinary meatus, or presence of any other abnormalities. Palpate and gently compress lateral pelvic rims and symphysis pubis for tenderness, crepitus or instability

· Palpate bilateral femoral pulses
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Shoulders and upper extremities

· Observe and palpate for DCAP-BTLS, asymmetry, skin color, capillary refill, edema, medical information bracelets, and equality of distal pulses

· Assess sensory and motor function as indicated

Lower Extremities

· Observe and palpate for DCAP-BTLS, asymmetry, skin color, capillary refill, edema, and equality of distal pulses

· Assess sensory and motor function as indicated

Back

· Observe and palpate for DCAP-BTLS, asymmetry, and sacral edema

Precautions and comments

· Observation and palpation can be done while gathering patient's history.

· A systematic approach will enable the rescuer to be rapid and thorough and not miss subtle findings that may become life threatening.

· Minimize scene time on trauma patients-for critical trauma patients conduct secondary survey en route to the hospital when time allows.

· The Secondary Survey should ONLY be interrupted if the patient experiences airway, breathing or circulatory deterioration requiring immediate intervention. Complete the examination before treating the other identified problems.

· Reassess vital signs, particularly in critical or rapidly changing patients. Changes and trends observed in the field are essential data to be documented and communicated to the receiving facility staff.

Notes:

*DCAP-BTLS: A mnemonic that stands for: 

Deformity

Contusion/Crepitus

Abrasion

Puncture

Bruising/Bleeding

Tenderness

Laceration

Swelling

Revision05/2008

Patient Assessment 

Primary Survey

The purpose of the primary survey is to identify and immediately correct life-threatening problems

Scene Size up/Global Assessment

· Recognize hazards, ensure safety of scene and secure a safe area for treatment. Apply appropriate universal body/substance isolation precautions

· Recognize hazards to patient and protect from further injury

· Identify number of patients and resources needed

· Call for EMS and/or law enforcement back-up if appropriate

· Initiate Incident Command Structure System (ICS) if appropriate

· Initiate START triage system if appropriate

· Observe position of patient

· Determine mechanism of injury

· Plan strategy to protect evidence at potential crime scene

 General Impression 

· Check for life threatening conditions

· AVPU (A=alert, V=responds to verbal stimuli, P=responds to painful stimuli, U=unresponsive)

· Determine chief complaint or mechanism of injury

Airway

· Ensure open airway

· Protect spine from unnecessary movement in patients at risk for spinal injury

· Ensuring airway patency supersedes spinal immobilization
· Look and listen for evidence of upper airway problems and potential obstructions
· Vomitus

· Bleeding
· Loose or missing teeth
· Dentures
· Facial trauma

· Utilize any appropriate adjuncts as indicated to maintain airway
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Breathing

· Look, listen, and feel assessing ventilation and oxygenation

· Expose chest and observe chest wall movement if necessary

· Determine approximate rate, depth and work of breathing

· Reassess mental status

·  Obtain pulse oximetry reading if available

· Intervention for inadequate ventilation and/or oxygenation:

· BVM

· Supplementary oxygen

· Advanced airway management if indicated after bag-valve mask ventilation

Circulation

· Check for pulse and begin CPR if necessary

· Control life-threatening hemorrhage with direct pressure

· Palpate radial pulse if appropriate: absence or presence; quality (strong/weak); rate (slow, normal, or fast); regularity

· Assess skin for signs of hypoperfusion or hypoxia

· Reassess mental status for signs of hypoperfusion

· Treat hypoperfusion if appropriate

Level of consciousness and Disabilities 
· Determine need for C-Spine stabilization

· Determine Glasgow Coma Scale (GCS) Score:

	Eve Opening
	Verbal Response
	Motor Response

	4=Spontaneous
	5=Oriented
	6=Obeys Commands

	3=To verbal stimuli
	4=Confused
	5=Purposeful/Localizes pain

	2=To painful stimuli
	3=Inappropriate words
	4=Withdraws to pain

	1 =No Response
	2=Incomprehensible words
	3=Flexion to pain

	
	l=No Response
	2=Extension to pain

	
	
	1=No Response
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Using the GCS to assess infants and young children  

	
	
	-

	Eve Opening
	Verbal Response
	Motor Response

	4=Spontaneous
	5=Smiles, oriented to sounds, follows
	6=Obeys Commands

	
	objects, interacts
	

	3=To verbal stimuli
	4=Cries but is consolable; inappropriate
	5=Purposeful/Localizes pain

	
	interactions
	

	2=To painful stimuli
	3=Inconsistently consolable, moaning
	4=Withdrawal from pain

	1 =No response
	2=Inconsolable, agitated
	3=Flexion to pain

	
	1=No vocal response
	2=Extension to pain

	
	
	1 =No motor response


Expose, Examine and Evaluate 
· In situations with suspected life-threatening trauma mechanism, a Rapid Trauma Assessment should be performed

· Expose head, trunk, and extremities

· Head to toe for DCAP-BTLS (see Notes section of SECONDARY SURVEY Protocol)

· Head, Neck, Chest, Abdomen, Pelvis, Extremities

· Treat any newly discovered life-threatening wounds as appropriate

· Assist patient with medications if appropriate
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Medical Emergencies

Abdominal Pain/Acute Abdomen

1. Secure Airway, Breathing, Circulation.

2. Obtain V/S, History, and Physical Examination with focus on:

a. Pain: Location, quality, duration, referral, and severity

b. Nausea and/or vomiting: character of vomitus

c. Bowel and bladder habits

d. Menstrual/Pregnancy status

e. Distention, rigidity, masses, bowel sounds, ascites (an abnormal collection of fluid in the abdominal cavity. Usually detectable after accumulation of 500cc.)

f. Other trauma signs such as Cullen’s (Appearance of discolored skin around the umbilicus, skin is usually blue-black and becomes greenish brown or yellow), and Turner‑Grey (bruising of the skin of the loins seen in acute hemorrhagic pancreatitis).

3. Apply Oxygen as needed, guided by V/S, pulse oximetry, and condition.

4. Apply SAED
5. (EMT-I) Establish IV of 0.9% NS, titrate to V/S and patient condition

6. Strictly NPO.

7. Transport to medical facility in POC, establish phone contact with ED and give patient report.

Anaphylaxis/Allergic reactions

1. IMMEDIATELY secure Airway as needed.

2. Assure adequate breathing and circulation.

3. Obtain V/S, History, and Physical Examination.  Identify allergen, route, and time‑frame.

4. Apply Oxygen as needed, guided by V/S, pulse oximetry, and condition.

5. Apply SAED.

6. If patient has allergy kit, tech may assist with proper administration of contents.

7. Administer Epinephrine auto injector 0.3 mg SQ if indicated
8. (EMT-I) IV of 0.9% NS, titrate to V/S and patient condition (attempt to maintain SBP > 90 mmHG.)
9. EMT-B and EMT-I, if evidence of bronchospasm is present consider Proventil 0.3 ‑ 0.5 ml in 3 ml NaCl aerosol and/or Atrovent 2.5 ml aerosol (1st treatment) May repeat with Proventil only prn.  
10. Transport expeditiously to medical facility, establish phone contact with ED and give report.
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Bites and stings, Insect

1. IMMEDIATELY secure Airway as needed. Assure adequate breathing and circulation.

2. Obtain V/S, History, and Physical Examination.  Identify allergen, route, and time‑frame.

3. Apply Oxygen as needed, guided by V/S, pulse oximetry, and condition.

4. Refer to Anaphylaxis protocol if needed.

5. Remove any jewelry from affected area.

6. Apply venous constricting bands above site and immobilize if on extremity 
7. Cold packs may be applied to minimize swelling.  Do not apply directly to skin.

8. Transport to medical facility, establish phone contact with ED and give patient report.
Bites, Pit Viper

1. Secure Airway, Breathing, Circulation.

2. Obtain V/S, History, and Physical Examination.

3. Apply Oxygen as needed, guide by V/S, pulse oximetry, and condition.

4. Apply SAED.  (EMT-I) Establish IV of 0.9% NS, titrate to V/S and patient condition

5. Remove any jewelry from affected area.

6. Apply venous constricting bands above and below site if on extremity.

7. Splint if bite on extremity, and keep slightly dependent.

8. Monitor for signs and symptoms of envenomation

9. Transport to medical facility, establish phone contact with ED and give patient report.

Notes:  If safe to do so, bring offending (dead) snake with pt. to ER.  NO ICE for snake bites.

Cardiac Arrest

· (If > 10 mins. Down time prior to EMS arrival = Code Black)

· Other reasons to stop or withhold resuscitative efforts:

· Rigor Mortis

· Indicators of DNR status (Bracelet, anklet, written documentation)

· Dependent lividity

· Family or personal information (living will) (Requires on-line control)

· Threat to safety of rescuers

1. Request ALS rendezvous.

2. Clear airway as needed and insert OPA and/or NPA.
3. Establish absence of pulse and respirations.

4. Initiate/continue CPR, hard and fast, with minimal interruptions.
5. Apply SAED per SAED protocol

6. Establish ventilation with bag‑valve‑mask device with 100% oxygen as soon as feasible.

7. Establish airway with combitube.

8. (EMT-I) establish IV of 0.9% NS TKO and intubate with ET(if authorized).
9. Place patient on LSB with minimal disruption of CPR.

10. Transport expeditiously to medical facility, establish phone contact with ED and give report.
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Cerebrovascular accident

1. Secure Airway, Breathing, Circulation.  

2. Provide calm, reassuring atmosphere

3. Obtain V/S, History, and Physical Examination.

4. Apply Oxygen per NC to maintain SaO2 > 92, unless BVM is needed.

5. Apply SAED
6. (EMT-I) Establish IV of 0.9% NS titrate to V/S and patient condition

7. Complete Cincinnati pre-hospital stroke scale.  (See appendix for further)

a. Arm Drift

b. Facial ptosis

c. Speech

8. Advise ER ASAP of CVA and possible need for thrombolysis 

9. Position of choice is lateral recumbent on affected side with HOB elevated about 15 degrees.

10. Transport to medical facility, establish phone contact with ED and give patient report

Acute Coronary Syndromes
1. Secure Airway, Breathing, Circulation.

2. Provide calm atmosphere

3. Obtain V/S, History, and Physical Examination.

4. Apply Oxygen as needed, guided by V/S, pulse oximetry, and condition.

5. Obtain History with focus on:

a. Onset
b. Provocation

c. Quality

d. Radiation

e. Severity

f. Time (Changes over time)

g. Interventions performed prior to arrival of EMS

h. Associated symptoms [e.g. N&V, SOB, syncope, etc.]

6. Apply 12 lead monitor and acquire analysis per special protocol.  (Remain in SAED mode)

7. (EMT-I) Establish IV of 0.9% NS at TKO rate.

8. If systolic BP >100, may assist patient in proper administration of Nitro if he/she has a prescription.  Maximum 4 doses, take doses prior to EMS arrival into account.

9. Complete reperfusion questionnaire

10. Administer ASA 5 grains, PO in the absence of contraindications or hypersensitivity.

11. Transport to medical facility, establish phone contact with ED and give patient report.
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Coma

1. Protect C‑spine as indicated.
2. Secure Airway, Breathing, Circulation.

3. Obtain V/S, History, Physical Exam, and scene evaluation for possible source of coma.

4. Apply Oxygen as needed, guided by V/S, pulse oximetry, and condition.

5. Apply SAED
6. EMT-B and EMT-I may assess blood sugar with glucometer.

7. (EMT-I) Establish IV 0.9% NS. 

8. Position of choice is lateral recumbent unless suspected spinal injury.

9. Transport expeditiously to medical facility, establish phone contact with ED and give report.

Diabetic Emergencies

1. Protect C‑spine as indicated.

2. Secure Airway, Breathing, Circulation.

3. Obtain V/S, History, and Physical Exam.

4. Apply Oxygen as needed, guided by V/S, pulse oximetry, and condition.     

5. Apply SAED
6. EMT-I: 

a. Establish IV of 0.9% NS TKO

b. Draw Base line blood for hospital use. (blue, green, purple, red tops)

c. Assess blood sugar with Glucometer. (EMT-B and EMT-I)

7. If patient is conscious consider administration of Insta‑glucose 31grams PO, or sweetened beverage.

8. Transport to medical facility, establish phone contact with ED and give patient report.

Note:
Many hypoglycemic patients will refuse transport after resuscitation with glucose. They should be urged to accept transport to a medical facility for evaluation.  If they insist on refusing care see next page.
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Non transport of Insulin Dependent Diabetics

Historical Findings:

1. Decreased level of consciousness without suspected trauma.
2. Prior medical history of insulin dependent diabetes mellitus.

3. Following treatment, patient is conscious, alert to time, date and place, and requests that they not be transported to a hospital.

4. No other associated findings of serious illnesses or circumstances that may have contributed to the hypoglycemic episode, including excessive alcohol consumption, shortness of breath, chest pain, headaches, etc.

5. The patient’s history reveals circumstances that may have contributed to the hypoglycemic episode, such as lack of oral intake, an insulin reaction, or excessive activity. 
Physical Findings

1. Patient is initially found to have a decreased level of consciousness.

2. Systolic blood pressure ≥ 90 mmHg or child with normal perfusion.

3. Patient has rapid glucose test of ≤ 60 mg/dL.

4. During treatment under the hypoglycemia protocol the patient responds quickly (< 10 minutes) to oral or IV glucose (dextrose 50%) to normal level of consciousness.

5. Repeat rapid glucose test is >100 mg/dL.

Protocol

1. The patient is assessed and treated per the hypoglycemia protocol.

2. Repeat blood pressure is at least 90 mmHg systolic, pulse rate is at least 60 beats/minute, and the repeat rapid glucose test is at least 100 mg/dL.

3. The patient is provided instructions for follow up care prior to being released.

4. The patient is released to the care of a responsible adult who will remain with the patient as an observer for a reasonable time and can call 911 should symptoms recur.
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Drowning and near drowning

1. Stabilize C‑spine if unconscious or if diving injury is suspected.

2. Secure Airway, Breathing, Circulation.

a. Initiate cardiac arrest protocol if needed.

b. If hypothermic, refer to hypothermia protocol.

3. Obtain V/S, History, and Physical Examination with focus on:

a. Mechanism of injury if applicable

b. Pulmonary status

c. Associated injuries

4. Apply Oxygen as needed, guided by V/S, pulse oximetry, and condition.

5. Remove any wet articles of clothing and dry the patient.

6. Apply SAED
7. (EMT-I) Establish IV of 0.9% NS and titrate to vitals and patient condition.

8. Aspiration precautions.

9. Transport to medical facility, establish phone contact with ED and give patient report.

Epistaxis

1. Secure Airway, Breathing, Circulation.

2. Obtain V/S, History, and Physical Examination with focus on:

a. HTN, related trauma, Hx of epistaxis.

b. Nausea and/or vomiting: character of vomitus

c. Quantity of blood loss

3. Apply Oxygen as needed, guided by V/S, pulse oximetry, and condition.

4. If S/S of shock are present refer to Shock protocol

5. See below for bleeding control.  DO NOT attempt bleeding control if R/O head trauma.

6. Strictly NPO.

7. Transport to medical facility, establish phone contact with ED and give patient report.

Anterior bleeding:

1. Position leaning forward to encourage drainage, discourage swallowing of blood.

2. Apply pressure to septum, may utilize cold compress.

3. Insert Rhino rocket.

4. Damp gauze packing may be used under top lip to apply pressure.

5. Coach to mouth‑breathe and resist swallowing.

6. Suction PRN.

Revision 05/2008

Hazardous Materials Exposure Decontamination

 General Management:

1. Identify product, route of exposure, life threat.

2. Protective gear specific to the product will be worn in the "hot zone" and decontamination area.  If protective gear is not available, stay out of the area and allow other qualified personnel to perform removal/decontamination.

3. Establish 2‑stage decon area.

a. Stage 1 will be in the "warm zone",

b. Stage 2 will be at junction of "warm/cold zones".

4. Determine whether transportation will be required to decon areas.

5. Warm water should be used if at all possible for decon to prevent hypothermia.

6. Use low water pressure to reduce risk of tissue damage.  Avoid over‑spray and splashing.

7. Contain all run‑off if possible.

8. Patient should be transported in body bag or other containment device to reduce risk of spreading contamination.

9. If time permits, protect interior surfaces of ambulance and equipment with barrier.

10. All patient clothing and personal effects will be bagged and labeled

11. If weather conditions are extreme, consider transporting patients to a protected environment for decontamination.

First stage decontamination:

1. Solids should be brushed off prior to rinsing.

2. Thick liquids should be blotted prior to rinsing.

3. Rinse with copious amounts clear water, and then remove all clothing and jewelry.

Second stage Decontamination:

1. Check with appropriate agency for specific decontamination procedures.  If no specific decon is required, follow below procedure.

2. Wash with warm water and liquid soap, unless specific decontamination procedures are required.

3. Pay special attention to skin folds, hair, nails.

4. Use caution not to break skin while scrubbing.

5. Rinse with large amounts of water

Patient care:

  1. Assure proper removal from contaminant and decontamination.

  2. Secure Airway, Breathing, and Circulation.

  3. Obtain V/S, History, and Physical Examination

  4. Apply Oxygen as needed, guided by V/S, pulse oximetry, and condition.

  5. Treat associated injuries according to appropriate protocol.

  6. Strictly NPO.  Do not allow patient or rescuers to smoke, eat, drink anything.
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 Heat related emergencies

Heat cramps:

1. Secure Airway, Breathing, Circulation.

2. Move patient to cool environment as soon as possible.

3. Obtain V/S, History, and Physical Exam.

4. Apply Oxygen as needed, guided by V/S, pulse oximetry, and condition.

5. Administer saline solution or electrolyte solution such as "Gatorade" PO as tolerated.  Avoid plain water.

6. DO NOT massage cramps.

7. Transport to medical facility, establish phone contact with ED and give patient report.

Heat exhaustion:

1. Secure Airway, Breathing, Circulation.

2. Move patient to cool environment as soon as possible.

3. Obtain V/S, History, and Physical Exam.

4. Apply Oxygen as needed, guided by V/S, pulse oximetry, and condition.

5. Apply SAED
6. (EMT-I) Establish IV of 0.9% NS, titrate to V/S and patient condition.

7. Cool patient gradually, to avoid chilling.

8. Transport to medical facility, establish phone contact with ED and give patient report.

Heat stroke:

1. Secure Airway, Breathing, Circulation.

2. Move patient to cool environment and begin rapid cooling to 102(F as rapidly as possible.

3. Obtain V/S, History, and Physical Exam.

4. Apply Oxygen as needed, guided by V/S, pulse oximetry, and condition.

5. Apply SAED.

6. (EMT-I) Establish IV of 0.9% NS, titrate to V/S and patient condition.

7. Refer to seizure protocol if needed.

8. Transport expeditiously to medical facility, establish phone contact with ED and give report.

Hypertensive crisis

1. Secure Airway, Breathing, Circulation.

2. Establish calm atmosphere.  External stimuli can induce seizure activity.

3. Obtain V/S, History, and Physical Exam.

4. Apply Oxygen as needed, guided by V/S, pulse oximetry, and condition.

5. Apply SAED.

6. (EMT-I) Establish IV of 0.9% NS TKO

7. Refer to seizure protocol if needed.

8. Transport rapidly to medical facility, establish phone contact with ED and give report.
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Hypothermia Protocols

General Management:

1. Secure Airway, Breathing, Circulation.

2. Remove wet garments

3. Protect against further heat loss

4. Maintain horizontal position

5. Avoid rough movement and excess activity [may precipitate VF]

6. Obtain V/S, History, and Physical Examination with focus on:

a. Rectal or tympanic temp of less than 90(F [32.2(C]

b. Depressed V/S such as bradycardia, bradypnea, hypotension

c. Altered LOC including slurred speech, staggering gait,

d. Slowed reflexes, clouded mentation

e. No shivering in spite of hypothermia

f. Associated significant illness or injury

7. Apply Oxygen as needed, guided by V/S, pulse oximetry, and condition.

8. Apply SAED.

9. (EMT-I) Establish IV of warm 0.9% NS, titrate to V/S and patient condition.  (See management below)

10. Monitor core temperature

Pulseless or apneic patient:

1. Assess for V/S in the severely hypothermic patient for at least 1‑2 minutes before assuming code blue status.

2. Initiate Code Blue protocol

3. Monitor core temperature

4. Initiate active internal warming.

a. Humidified Oxygen heated to 105(-108(F.

b. EMT-I establish IV of warm 0.9% NS.

Patient with pulse and respiration:

1. IF CORE TEMPERATURE IS LESS THAN 86(F: Utilize active internal warming if available.  Make no attempts at external re-warming.

2. IF CORE TEMPERATURE IS 86(‑93(F: Utilize passive re-warming and active external re-warming of trunk only.

3. IF CORE TEMPERATURE IS 93(F OR HIGHER:

a. Utilize passive re-warming and active external re-warming.

b. Warm PO fluids may be given if patient is alert and oriented, and if Sx. are related to hypothermia only.

Note:  External re-warming of severely hypothermic patient can lead to after drop (peripheral vasodilation with venous return of chilled blood to core), reducing core temperature. 
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Infectious Diseases

1. Universal precautions will be followed any time that personnel will come in contact with patient body fluids, or at any time personnel have reason to suspect communicable diseases.

2. Secure Airway, Breathing, Circulation.

3. Obtain V/S, History, and Physical Exam.

4. Apply Oxygen as needed, guided by V/S, pulse oximetry, and condition.

5. Treat patient for specific complaint.  Refer to the appropriate protocol.

6. Transport to medical facility, establish phone contact with ED and give patient report.

7. Caution receiving personnel as to nature of illness.

8. Infection control policy will be followed

9. If patient contact will involve a known communicable disease, all non‑essential equipment should be removed from the patient compartment to avoid contamination.

NOTE – MRSA and TB patients present special problems for EMS personnel. 

MRSA -
Methicillin resistant staphylococcus aureus.  Often referred to simply as “staph”, is a bacteria commonly found on the skin of healthy people.  Occasionally, staph can get into the body and cause an infection.  This infection can be minor (such as pimples, boils, and other skin condition) or serious (such as blood infections or pneumonia).  Methicillin is an antibiotic commonly used to treat staph infections.  Although methicillin is very effective in treating most staph infections, some staph bacteria have developed resistance to methicillin and can no longer be killed by this antibiotic.  These resistant bacteria are called methicillin-resistant or MRSA. 

 A patient with a positive test for MRSA should be considered to be positive until at least FIVE years of consecutive negative test results.  Therefore, if you have knowledge of a patient that “has been” positive for MRSA, all appropriate precautions should be taken.  (i.e. gown, gloves)  If the patient also has active sputum production or coughing during your contact, you should add a mask to the other precautions already taken.

TB –

Tuberculosis is a disease that is spread from person to person through the air.  TB usually affects the lungs, but it can also affect other parts of the body, such as the brain, kidneys, or spine.  TB germs are put into the air when a person with TB disease of the lungs or throat coughs or sneezes.  When a person inhales air that contains TB germs, he or she may become infected.  People with TB infection do not feel sick and do not have symptoms.  However, they may develop TB disease in the future.

It is generally considered that a patient that has TB will always have TB.  There are “active” and “inactive” periods, however.  If a patient is coughing or has any sputum production, all precautions should be taken. (i.e. mask, gown, gloves)  If a patient presents with a Hx. Of TB without coughing or active sputum production, universal precautions will suffice.
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Neonatal Care, General

1. Suction oropharynx and nasopharynx aggressively as soon as the head delivers

2. As soon as delivery takes place, immediately dry infant of amniotic fluid and take steps to conserve warmth.  Note time of delivery.

3. Place in slight Trendelenburg position and suction

4. Provide tactile stimulation, and then evaluate APGAR.

5. If respirations are depressed, labored, or absent; or if heart rate is less than 100 bpm, ventilate per BVM at RR of 40‑60/minute for 15‑30 seconds

6. REASSESS AFTER 15‑30 SECONDS:

7. If heart rate is absent, or below 80 bpm and not increasing, continue ventilations and begin chest compressions

8. If respiratory status remains compromised, or if heart rate remains below 100 bpm, continue ventilations

9. If respirations are spontaneous and un-compromised, and heart rate is greater than 100 bpm, provide tactile stimulation and apply free‑flow oxygen until hypoxia is resolved.

10. REASSESS AFTER ANOTHER 30 SECONDS:

11. If heart rate remains absent or bradycardic, and does not appear to be responding, continue CPR.

12. Transport expeditiously to medical facility, establish phone contact with ED and give report.

Neonatal care, Intensive

1. Suction oropharynx and nasopharynx aggressively as soon as the head delivers

2. As soon as delivery takes place, immediately dry infant of amniotic fluid and take steps to conserve warmth.  Note time of delivery.

3. Place in slight Trendelenburg position and suction

4. Provide tactile stimulation, and then evaluate respirations, heart rate, and color.

5. If cardiopulmonary status is satisfactory, but generalized cyanosis is present, apply free‑flow Oxygen adequate to relieve hypoxia, then proceed with 1 minute APGAR scoring and general care.

6. If cardiopulmonary status is satisfactory, and only acrocyanosis is present, proceed with 1 minute APGAR scoring and general care.

7. Keep the neonate level with vagina.  Allow the cord to stop pulsing, then clamp.  Neonatal clamp 8‑10 inches from infant, placental clamp 2 inches further toward placenta.  Cut cord between clamps.

8. Wrap infant in warm blankets and conserve body heat.

9. Perform physical examination.

10. Place infant to mother's breast.

11. Perform 5 minute APGAR score

12. Transport with mother to medical facility, establish phone contact with ED and give patient report.

13. Perform 10 minute APGAR score en route.
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Obstetrical Emergencies

General Management:

· Secure Airway, Breathing, Circulation.
· Obtain V/S, History, and Physical Exam with focus on:

· Para/Gravida history, prenatal care, EDC, any problems encountered with this pregnancy

· FHT; contraction strength, duration, frequency

· Assessment of perineum for bleeding, cord prolapse, crowning, presenting part

· Apply Oxygen as needed, guided by V/S, pulse oximetry, and condition.

· If time permits:

· Apply SAED.

· EMT-I establish IV of 0.9% NS, titrate to V/S and patient condition

·  Refer to HTN, eclampsia protocol if needed.

· If delivery is not imminent, transport to medical facility, establish phone contact with ED and give patient report.

Delivery: 

1. Prepare scene, remove unnecessary bystanders.

2. Position patient supine, head slightly elevated, hips and knees flexed.

3. Wash hands, prepare OB pack

4. As head delivers, control with gentle pressure to prevent explosive delivery, allow normal rotation to occur.

5. Remove intact amniotic membranes

6. If cord is tangled, gently attempt to remove cord from head and neck.  If this cannot be accomplished, clamp cord and cut.

7. Suction oropharynx and nasopharynx aggressively as soon as the head delivers

8. Gently guide delivery of shoulders and body, record time of birth.

9. Clamp umbilical cord 8‑10 inches distal to infant, place second clamp 2 inches distal to first. Cut between clamps.  Observe cord closely for leakage.

10. Refer to neonatal protocol for infant care.

11. Place infant to mother's breast.

12. Gently massage fundus to facilitate delivery of placenta.

13. If placenta does not deliver within 20 minutes, transport without further delay.

14. Continue fundal massage after delivery of placenta; observe for hemorrhage/perineal tears.

15. Place perineal pad.

16. Transport to medical facility, establish phone contact with ED and give patient report.
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Prolapsed cord 

1. Advise ER stat so that OB physician can be en route hospital ASAP.

2. High‑flow oxygen

3. Assess cord for pulsation

4. Position of choice is deep knee‑chest or LLR/Trendelenburg

5. Do not attempt to replace cord.

6. Attempt to relieve pressure of presenting part on cord, reassess cord.

7. Sterile moist dressing over cord

8. Transport rapidly to medical facility, establish phone contact with ED and give patient report.

Breech delivery:

1. See above for general management

2. Advise ER stat so that OB physician can be en route hospital ASAP.

3. If presenting part is a limb, position patient deep knee‑chest, transport rapidly.

4. If buttocks presentation, gently assist delivery of body, support body, make airway by relieving vaginal pressure on face with gloved hand.

5. If head does not deliver quickly, rapidly transport while supporting body.

Prenatal vaginal bleeding

1. Secure Airway, Breathing, Circulation.

2. Obtain V/S, History, and Physical Examination with focus on:

a. Pain: Location, quality, duration, referral, severity

b. Menstrual/Pregnancy status

c. Distention, rigidity, masses

3. Apply Oxygen as needed, guided by V/S, pulse oximetry, and condition.

4. Apply SAED.

5. (EMT-I) Establish IV of 0.9% NS, titrate to V/S and patient condition.

6. Make no attempt to control bleeding by tamponade of vagina

7. Transport to medical facility, establish phone contact with ED and give patient report.
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Post-partum hemorrhage

1. Secure Airway, Breathing, Circulation.

2. Obtain V/S, History, and Physical Examination with focus on:

a. Pain: Location, quality, duration, referral, severity

b. Time since delivery/any delivery complications.

c. Nausea and/or vomiting

d. Duration/severity of bleeding.

e. Distention, rigidity, masses, ascites, and bowel sounds

3. Apply Oxygen as needed, guided by V/S, pulse oximetry, and condition

4. Apply SAED.

5. (EMT-I) Establish IV of 0.9% NS, titrate to V/S and patient condition.

6. Refer to shock protocol if needed.

7. If the hemorrhage is post delivery, consider fundal massage. 

8. Make no attempt to control bleeding by tamponade of vagina.

9. Transport to medical facility, establish phone contact with ED and give patient report.

Pre-eclampsia/Eclampsia

1. Control active seizures to protect from injury.

2. Secure Airway, Breathing, Circulation.

3. Position of choice is LLR, HOB elevated, and NO pillow.  Keep head in neutral position to prevent venous restriction in head/neck.

4. Provide calm atmosphere, keep visual and auditory input to a minimum.  Bright lights, noise can precipitate seizures.

5. Obtain V/S, History, and Physical Examination with focus on:

a. HTN

b. Sudden, excessive weight gain

c. Severe, continuous headache

d. Persistent vomiting

e. Epigastric pain

f. Edema, especially of hands and face

g. Tremors, hyperactive reflexes

h. Oliguria – diminished capacity to form and pass urine

6. Apply Oxygen as needed, guided by V/S, pulse oximetry, and condition.

7. Apply SAED.

8. (EMT-I) Establish IV 0.9% NS TKO

9. Refer to seizure protocol if needed.

10. Transport to medical facility, establish phone contact with ED and give patient report.
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Poisoning/Substance abuse

1. Remove patient from environmental exposure as indicated.

2. Secure Airway, Breathing, Circulation.

3. Provide calm atmosphere.

4. Obtain V/S, History, Physical Exam, and survey scene for toxin. Identify toxin, route, and time‑frame if possible.

5. Apply Oxygen as needed, guided by V/S, pulse oximetry, and patient condition.

6. Apply SAED.

7. (EMT-I) Establish IV 0.9% NS TKO. 

2. Contact Poison Control as soon as feasible for definitive treatment.

3. Treat associated problems symptomatically as they develop.

Conscious patient 

1. Administer activated charcoal slurry 25Gm PO (Adult), 15-25Gm PO (Ped) if not contraindicated by Poison Control.

2. Treat associated problems symptomatically as they develop.

3. Transport to medical facility, establish phone contact with ED and give patient report.

Psychiatric emergencies

1. Establish scene safety.  Allow law‑enforcement personnel to secure scene before entering if the situation appears volatile.

2. Establish that no critical medical emergency exists.

3. Remove any bystanders who appear to be aggravating the situation.

4. Attempt to establish a rapport with the patient, provide a calm, reassuring atmosphere.  Do not rush the patient unless there is an underlying medical emergency.

5. Treat medical problems according to established protocol.

6. Obtain history from patient and significant others with emphasis on:

a. Recent crisis

b. Suicidal/Homicidal thoughts

c. Substance use/abuse

d. Underlying medical problems which could alter mentation

e. Possible toxin exposure

f. Possibility of old/new head injury

7. Transport to medical facility, establish phone contact with ED and give patient report.
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Crisis intervention techniques

1. Maintain a non‑threatening posture and distance, but do not leave the patient unattended.

2. Remove potential weapons or abusable substances from the area.

3. Allow both the patient and care‑givers an "angle of escape".  If the patient needs to be contained, law‑enforcement officers should be utilized.

4. Maintain an open, non‑judgmental attitude, do not patronize the patient.

5. Maintain honesty at all times.  Don't allow a "white lie" to destroy your rapport and credibility with the patient.

6. Be discreet with body language/physical contact to reduce the patient's perception of you as a threat.

7. Keep the patient focused on the issue, but try to avoid closed questions (yes/no type).

8. Assist and direct the patient in forming a definitive plan of action.  Be firm, though gentle. He/she may not be capable at the time of making appropriate decisions.

9. Attempt to restore patient's feelings of worth and significance
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Respiratory emergencies

General management:

1. Secure Airway, Breathing, Circulation.

2. Position of comfort, provide calm atmosphere.

3. Obtain V/S, History, and Physical Examination.

4. Apply Oxygen as needed, guided by V/S, pulse oximetry, and condition.

5. Apply SAED.

6. (EMT-I) Establish IV of 0.9% NS, titrate to V/S and patient condition.

7. The EMT may assist the patient in administration of prescribed inhalers with a max of 3 doses every 3-5 min, taking in to account doses administered prior to arrival.

8. If indicated, EMT-B and EMT-I Proventil 0.3 ‑ 0.5 ml in 3 ml NaCl aerosol and/or Atrovent 2.5 ml aerosol (1st treatment) May repeat with Proventil only prn.

9. If secretions are present, encourage patient to cough.  Suction PRN.

10. Transport to medical facility, establish phone contact with ED and give patient report.

Respiratory assessment and Oxygen therapy:

1. Adequate ventilation in the patient with severe trauma and/or in shock is often 1 ½ to 2 times the normal rate or more.

2. Patients in shock who are not hyperventilating have an increased risk of later respiratory failure.

3. Virtually all patients in shock should be given oxygen for the first 4‑6 hours to maintain a PaO2 of 80‑100 torr.

4. It is extremely difficult to judge a patient's ABG's by looking at him ‑ until it is too late.  A patient with a Hgb of 10 Gm% or less will not be cyanotic until skin perfusion has almost ceased.

5. In adults, the area between the vocal cords is the narrowest part of the upper airway, and is the most frequent site of obstruction.

6. In pediatric patients, the upper trachea is the narrowest portion of the upper airway.

7. Upper airway obstruction is characterized by inspiratory wheezing.

8. Inspiratory stridor does not usually develop until the lumen is 70‑80% obstructed. Therefore, stridor is an indication for rapid emergency action.

9. All patients should be assessed for respiratory adequacy with the following in mind:

a. Effective tidal volume.

b. Respiratory rate.

c. Pathophysiology of illness or injury

d. Degree of effective alveolar ventilation based on presence of pulmonary edema, consolidation of lung fields, excessive secretions, etc.

e. Signs of decreased tissue perfusion

f. Signs of cerebral hypoxia

g. Degree of subjective dyspnea

h. Pathological respiratory patterns.
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Oxygen delivery systems:

The following are the average FIO2’s that can be obtained with different devices, providing the minute volume is normal:

1. Nasal cannula ‑ 1‑5 LPM provides 24‑40% FIO2

2. Nebulizer - 8 LPM provides 52% FIO2

3. Nebulizer w/mask- 5-10 LPM provides 50-80% FIO2

4. Non‑rebreather Mask ‑  6‑10 LPM provides 60‑98% FIO2

5. Bag‑Valve‑Mask device ‑  12‑15 LPM WITH RESERVOIR provides 100% FIO2

Note:
Remember that minute volume can greatly affect FIO2, and should be taken into account.

Upper airway obstruction:

1. See AHA FBAO procedures

2. Once obstruction is relieved, see general management.

Hyperventilation syndrome:

1. See general management

2. Position of comfort, provide calm atmosphere.

3. Rule out organic causes (Respiratory Failure, Shock, Metabolic Acidosis, Head Injury, etc.)

4. Provide crisis intervention, coach patient to decrease respiratory rate and depth.

5. Utilize NRB mask as CO2 rebreather cautiously.
6. If available utilize CapnOstat mask with ETCO2 monitoring as NRB.  Ideal ETCO2 should be 35-45mm.

Pulmonary edema, cardiogenic shock:

1. See general management.

2. Position patient sitting upright with feet dependent unless shock is present.

3. If fulminating edema is present, assist ventilations with BVM.

4. Consider 12 – lead analysis per special protocol.  (Remain in SAED mode)

Seizures 

1. Protect patient from injury if actively seizing.

2. Secure Airway, Breathing, Circulation.

3. Provide calm atmosphere

4. Obtain V/S, History, and Physical Examination.

5. Apply Oxygen as needed, guided by V/S, pulse oximetry, and condition.

6. Apply SAED.

7. (EMT-I) Establish IV 0.9% NS TKO

8. Monitor closely for recurrent seizures

9. Transport to medical facility, establish phone contact with ED and give patient report.
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Trauma emergencies

Shock

1. Secure Airway, Breathing, Circulation, control external hemorrhage, stabilize C‑spine if trauma related.

2. Obtain V/S, History, and Physical Examination with focus on:

a. Controllable Hemorrhage

b. Mechanism of Injury if trauma related

c. Signs and Symptoms of internal bleeding.

d. Tachycardia/Bradycardia
e. Dehydration/Sepsis/Toxic agents

3. Apply Oxygen as needed, guided by V/S, pulse oximetry, and condition.

4. Apply SAED.

5. (EMT-I) Establish 1-4 large bore IV of 0.9 % NS, titrate to V/S and patient condition. 

6. Trendelenburg position if needed.

7. Strictly NPO, maintain warmth.

8. Transport expeditiously to medical facility, establish phone contact with ED and give report.

Abdominal trauma

1. Secure Airway, Breathing, Circulation; control major hemorrhage; control C‑spine if R/O spinal trauma.

2. Position of comfort unless R/O spinal trauma

3. Obtain V/S, History, and Physical Examination with focus on:

a. Pain: Location, quality, duration, referral, and severity

b. Nausea and/or vomiting: character of vomitus

c. Mechanism of Injury

d. Open abdominal wounds

e. Distention, rigidity, masses, bowel sounds, ascites (an abnormal collection of fluid in the abdominal cavity. Usually detectable after accumulation of 500cc.)

f. Other trauma signs such as Cullen’s (Appearance of discolored skin around the umbilicus, skin is usually blue-black and becomes greenish brown or yellow) and Turner‑Grey (bruising of the skin of the loins seen in acute hemorrhagic pancreatitis).

g. Associated injuries 

4. Apply Oxygen as needed, guided by V/S, pulse oximetry, and condition.

5. Dress eviscerations with sterile saline soaked dressing, cover dressing with occlusive dressing to retain heat and moisture.

6. Immobilize impaled objects.

7. Apply SAED.

8. (EMT-I) IV of 0.9% NS, titrated to V/S and patient condition. 

9. Strictly NPO.

10. Transport to medical facility, establish phone contact with ED and give patient report.
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Burns

General Management: (See ALS protocol also for more information. (Page 73)

1. Remove causative agent

2. Secure Airway, Breathing, Circulation, control major hemorrhage control C‑spine if R/O spinal trauma.

3. Cool burns for one minute, remove clothing, jewelry.

4. Position of comfort unless R/O spinal trauma

5. Obtain V/S, History, and Physical Examination with focus on:

a. Mechanism of Injury

b. Sx. of respiratory burns, inhalation injury

c. Degree and percentage of burns

d. Associated injuries

6. Apply Oxygen as needed, guided by V/S, pulse oximetry, and condition.

7. Treat burn injury

8. Wet sterile dressings for BSA <20%, Dry sterile dressings for BSA > 20%
9. Consider “Water Jel” dressings

a. NO salves or ointments

b. Retain warmth, guard against hypothermia

10. Apply SAED.

11. (EMT-I) Establish IV of 0.9% NS, Titrate to V/S and patient condition.
a. Initiate IV access, through unburned skin if possible, 0.9% NS, WO rate for patient needing fluid resuscitation, for other patients:

a. Adults 500 ml/hour (80gtt/min with 10 gtt set)

b. Child 5 – 15 250 ml/hour (40 gtt/min with 10 gtt set)
c. < 5 years 150 ml/hour (25 gtt/min with 10 gtt set)  
12. Treat other injuries according to protocol.

13. Strictly NPO.

14. Transport to medical facility, establish phone contact with ED and give patient report.

Electrical Burns:

1. Be certain power is off before approaching patient.

2. Spinal immobilization will be applied for all electrical injuries.

3. See general management.
4. Extent of injury is impossible to detect.
5. Assess for entrance and exit wounds

Revision 05/2008
Chest Trauma

General Management:

1. Secure Airway, Breathing, Circulation; control major hemorrhage; control C‑spine if R/O spinal trauma.  Rapid assessment for penetrating injuries/flail segments.

2. Position of comfort unless R/O spinal trauma

3. Obtain V/S, History, and Physical Examination with focus on:

a. Mechanism of Injury

b. Dyspnea, JVD, breath sounds, heart sounds, integrity of chest wall, tracheal deviation and SQ emphysema.

c. Associated injuries

4. Apply Oxygen as needed, guided by V/S, pulse oximetry, and condition.

5. Assist ventilations as needed.

6. Stabilize flail segments, open wounds, impaled objects, simple rib fx

7. Rapidly occlude sucking wounds, by sealing wound on forced expiration, leave one side open for flutter valve. (May consider Asherman chest seal).

8. Apply SAED and consider 12 lead per special protocol
9. (EMT-I) Establish IV of 0.9% NS, titrate to V/S and patient condition.

10. Strictly NPO.

11. Most severe chest injuries cannot be stabilized with BLS and rapid transport or helo scene flight is imperative. 

12. Transport to medical facility, establish phone contact with ED and give patient report.

Cold Exposure Injuries

1. Secure Airway, Breathing, Circulation

2. Obtain V/S, History, and Physical Examination with focus on:

a. Severe hypothermia

b. Mechanism of Injury

c. Degree and percentage of injury

d. Associated injuries.

3. Apply warm Oxygen as needed, guided by V/S, pulse oximetry, and condition.

4. Gentle handling of extremities (Handling Specifics):

a. Treat hypothermia before frost‑bite, refer to hypothermia protocol.

b. Prevent shivering/ drop in core temp

c. Do not rub, massage, or break blisters.

d. No circumferential dressings.

e. Do not allow patient to use injured extremity, should be splinted.

f. Re-warming should not be attempted in the field

5. Do not allow to thaw/refreeze.

6. Transport to medical facility, establish phone contact with ED and give patient report.
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Facial injuries 

General Management:

1. Secure Airway, Breathing, Circulation; control major hemorrhage; control C‑spine if R/O              spinal trauma.

2. Suction aggressively if airway is compromised.

3. Position of comfort unless R/O spinal trauma

4. Obtain V/S, History, and Physical Examination with focus on:

a. Mechanism of Injury

b. Loss of Consciousness/Significant Head Trauma

c. Airway integrity/Facial bone integrity

d. Ocular injuries that might compromise vision

e. Associated injuries

5. Apply Oxygen as needed, guided by V/S, pulse oximetry, and condition.

6. Apply SAED.

7. (EMT-I) Establish IV of 0.9% NS, titrate to V/S and patient condition.

8. Strictly NPO.

9. Transport to medical facility, establish phone contact with ED and give patient report.

Eye Injuries

General Management:

1. If needed, refer to Facial injuries protocol.

2. Use reassurance to prevent further injury due to patient anxiety.

3. Perform careful eye exam before applying any pressure to the eye.

4. Dress both eyes even if unilateral injury.

5. Stabilize impaled objects.

6. Protect impaled objects, avulsion injuries, and globe ruptures with protective cone.

7. Maintain physical contact with patient once both eyes are dressed.

8. Contact lenses should be removed ASAP.

9. Discourage nose‑blowing.

Foreign body removal:

1. Check inner surfaces of eyelid for FOB if not readily apparent

2. Irrigate with NS

3. Remove non‑impaled FOB with moistened Q‑tip if irrigation is unsuccessful.

Chemical injuries:

1. Initially flush with copious amounts of water or sterile NS, remove contacts.

2. Change flush to only sterile NS, flush with at least 2 liters.

3. If substance is alkaline, flush with at least 4 liters.
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Head Trauma

1. Secure Airway, Breathing, Circulation; control major hemorrhage; control C‑spine.

2. Airway, ventilation, and oxygenation are primary considerations.

3. Suction aggressively if airway is compromised.

4. Treatment of shock takes precedence over treatment of head injury.

5. Obtain V/S, History, and Physical Examination with focus on:

a. Mechanism of Injury

b. Loss of Consciousness

c. Airway integrity, respiratory pattern/adequacy

d. Cushing's Triad (Indicative of Increasing ICP, includes Rising Blood Pressure, Slowing pulse rate, and Changes in respiratory pattern.)

e. Associated injuries

6. Apply Oxygen as needed, guided by V/S, pulse oximetry, and condition.

7. Apply SAED.

8. (EMT-I) Establish IV of 0.9% NS, titrate to V/S and patient condition. 

9. Strictly NPO.

10. Rapid transport to medical facility, establish phone contact with ED and give patient report.

Multi-systems Trauma

1. Secure Airway, Breathing, Circulation; control major hemorrhage; control C‑spine.

2. Obtain V/S, History, and Physical Examination with focus on:

a. Mechanism of Injury

b. Life‑threatening injuries.

c. Shock, respiratory failure.

3. Apply Oxygen as needed, guided by V/S, pulse oximetry, and condition.

4. Preservation of life takes precedence over all other considerations.

5. Stabilize all injuries before moving unless other factors place patient in jeopardy.

6. Apply cervical collar, fully immobilize on LSB.  Patients in seated position should have KED applied initially, unless patient condition warrants rapid extrication

7. May delete cervical collar on Code Red patients as long as proper immobilization on LSB is maintained, so that neck can be observed.

8. Apply SAED.

9. (EMT-I) establish IV of 0.9% NS, titrate to V/S or patient condition.

10. Maintain high index of suspicion for shock. 
11. Strictly NPO.

12. Transport expeditiously to medical facility, establish phone contact with ED and give patient report.
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Orthopedic Injuries

General Management:

1. Secure Airway, Breathing, Circulation; control major hemorrhage; control C‑spine if R/O spinal trauma.

2. With the exception of major hemorrhage, extremity injuries are not life‑threatening.  Stabilize other injuries first.

3. Obtain V/S, History, and Physical Examination with focus on:

a. Pain: Location, quality, duration, referral, and severity.

b. Mechanism of Injury.

c. Open Fractures/crush injuries.

d. DNV assessment before and after splinting.

e. Associated injuries.

4. Apply Oxygen as needed, guided by V/S, pulse oximetry, and condition.

5. Stabilize all injuries before moving unless other factors place patient in jeopardy.

6. Refer to Shock protocol if needed. 

7. Strictly NPO.

8. Transport to medical facility, establish phone contact with ED and give patient report.

Specific handling:

1. Splint long bone FX to include joints distal and proximal.

2. Reduce angulated FX unless joint is involved or FX is open with protruding bone ends.

3. Splint joint injuries in position found.

a. Exception: Neurovascular embarrassment is noted and there will be a long transport time. You may gently manipulate joint injury to restore circulation.

4. Dress open FX to reduce risk of sepsis.

5. Cold compresses reduce pain and swelling.
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Spinal cord trauma

1. Secure Airway, Breathing, Circulation; control major hemorrhage; control C‑spine.

2. Obtain V/S, History, and Physical Examination with focus on:

3. Mechanism of Injury

a. DNV assessment before and after splinting.

b. Associated injuries

c. Apply Oxygen as needed, guided by V/S, pulse oximetry, and condition.

4. Stabilize all injuries before moving unless other factors place patient in jeopardy.

5. Apply cervical collar, fully immobilize on LSB.  Patients in seated position should have KED applied initially, unless patient condition warrants rapid extrication. 

6. May delete cervical collar on Code Red patients as long as proper immobilization on LSB is maintained, so that neck can be observed.

7. Apply SAED.

8. (EMT-I) establish IV of 0.9% NS, titrate to V/S and patient condition.

9. Transport to medical facility, establish phone contact with ED and give patient report.
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Semi-Automatic External Defibrillation

This protocol is intended for use on the pulseless/non‑breathing patient in which an MICT is not available for first‑line therapy.  The technician who is responsible as patient care technician will operate the SAED.  ALS rendezvous should be requested immediately.
Initial care:

1. Assess airway, breathing, and circulation

2. Initiate CPR and continue for 2 minutes.  
a. Bystander CPR PTA will delete this step.
b. CPR should be hard and fast with no stoppage for longer than 10 seconds.

3. Apply SAED, activate analyzer, assure absence of pulse

4. If Defibrillation is indicated, defibrillate at 120 J biphasic

5. Continue CPR for 2 minutes, activate analyzer
6. If Defibrillation is indicated, defibrillate at 150 J biphasic

7. Continue CPR for 2 minutes, activate analyzer
8. If Defibrillation is indicated, defibrillate at 200 J biphasic

Note: If analyzer at any time advises "No Shock Indicated" or "Check Pulse":

9. CONTINUE BLS

a. Continue CPR for one minute

b. Ventilate per BVM with 100% Oxygen

c. If feasible within two minutes of CPR, place combitube airway

d. (EMT-I) establish IV of 0.9% NS TKO.

10. Transport to medical facility, establish phone contact with ED and give patient report.

If patient regains a perfusing rhythm:

6. Stop CPR, continue ventilations PRN

7. Assure adequate airway and ventilations

8. Assess V/S and monitor closely for reoccurrence of pulselessness.
9. Treat for shock prn.
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Other considerations for SAED use:

1. ALWAYS assure that all personnel are clear before charging and discharging the SAED.

2. The SAED cannot be utilized when patient movement is occurring (e.g. rolling ambulance, transferring patient to cot, etc.) Therefore, if patient movement is occurring, disable SAED so that it will not advise to shock.  If patient or ambulance movement is occurring and patient suffers a cardiac arrest, stop ambulance or patient movement and initiate above protocol.

3. If transdermal medication patch is noted on the chest, remove it before applying SAED

4. If the patient has an implanted pacemaker, modify the placement of the defibrillator pads so that all pads are at least 5 inches from the pulse generator.

5. 60 MHz interference may prevent the SAED from properly analyzing the patient's rhythm.  If 60-cycle interference is noted, locate and disable the source.

6. The hypothermic patient will not respond appropriately to defibrillation.  Therefore, defibrillation attempts should be deferred until the patient's core temperature is at least 86(F.

7. EMT‑I should initiate IV therapy with IV of NS at TKO, preferably with a large‑bore catheter in the antecubital space.

8. If an MICT will not be immediately available, prepare for patient transport at earliest opportunity, continue BLS

9. SAED qualified personnel may place the patient on 3, 4, or 12 – lead ECG and document cardiac activity with strip recorder or diagnostic 12 – lead, ONLY for appropriate assessment by ALS personnel.

10. As EMT and EMT‑I personnel are not certified in cardiac rhythm diagnosis, DO NOT attempt to analyze the cardiac rhythm, declare knowledge of the rhythm, or alter your treatment scheme based on the cardiac monitor.
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Evaluation, restraint and treatment of combative patients
Background and Significance

There have been several reports in medical literature in the past few years that described the pre-hospital deaths of agitated and combative individuals that occurred while under restraint. Although most of the reported deaths occurred in police custody, there have been deaths during transport by EMS services as well. 

There are two common threads present prior to sudden death during transport of agitated patients. The first is a state of “excited delirium”, which refers to qualities of irrational behavior, aggression, violence, and paranoia in the patient. This state can result from a number of causes including cocaine intoxication, psychiatric illness, hypoglycemia, and other medical illnesses. During the excited delirium, the patient often becomes significantly hyperthermic. Excited delirium increases the body’s need for oxygen by increasing the workload and stress on the heart while at the same time the hyperactivity increases the use of oxygen by the muscles.

The second factor which contributes to death in these patients is restraint. The term “positional asphyxia” has been used to describe the situation where the placement of the body interferes with breathing, resulting in a lack of oxygen delivery to the blood cells. Once the blood oxygen level falls below that needed to support life, the brain begins to die. The deleterious positional effect may result either from interference with the muscular or mechanical component of respiration or from obstruction of the upper airway. These patients have a combination of high demand for oxygen coupled with a decreased supply because of the way they are restrained. This combination is sometimes lethal.
Why some patients die, while others do not, is unknown. Nearly all of the patients who have died were in the restrained prone position. Most were additionally controlled with their arms and legs bound in the “hog-tied” or hobble restraints.  Some medical examiners have suggested that this restraint position can interfere with effective breathing. If this problem is uncorrected, then hypoxia and death may result.

Therefore this protocol has been developed to assist paramedics in making two key decisions when caring for patients who are agitated or confused:

How should the patient be restrained, AND who should transport the patient.

Restraint of Patients

Violent and delirious patients may have a variety of life threatening medical problems that necessitate evaluation and treatment in a hospital. Sometimes gentle talking will persuade the patient to calm down, and paramedics will be able to gain control of the patient. However the safety of the patient and the rescuers frequently demands the patient be restrained, so that proper medical procedures can be implemented. It is necessary to use overwhelming force to restrain patients with minimal risk of injury to the rescuers and patient. Therefore it is often

required to wait for police assistance before attempting to restrain agitated patients. A good rule of thumb is that four to six people are needed to adequately restrain a patient and position the patient on his(her) back. If the police need to restrain a patient in the prone position in order to gain control of the patient, the patient must be turned over onto his/her back or side prior to placement in any Fire Department vehicle.
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Because of the clear relationship with restraint in the prone position and death during transport, all patients must be transported in the supine position (on their backs) unless handcuffs are in place, then pt. may be transported on his/her side. A variety of restraint techniques are available. Most times the patient may be safely restrained by securing both arms and legs to a long back board or the rails of a stretcher to keep the patient in position. At times it may be necessary to restrain the patient with handcuffs behind the patient’s back. If handcuffs are used, a key must be readily available and a police officer must accompany the patient during transport. A rolled up sheet may be placed loosely across the patient’s chest and secured under both axillae to keep the patient from sitting up. This sheet must not be so tight that it inhibits breathing. A surgical mask or an oxygen mask that is connected to high flow oxygen may be tied over the patient’s mouth and nose if necessary to prevent the patient from spitting at the rescuers. Police officer’s are experts in safely restraining violent individuals. Therefore the police officer on the scene is ultimately responsible for deciding on appropriate restraint techniques to maximize safety of the rescuers and the patient.
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Transport of Combative Patients
It is not easy to decide in the field which delirious patient has a life threatening medical illness and which has a psychiatric disorder. The presence of a variety of signs may suggest that a medical illness is the likely cause of the patient’s behavior problem. For example, skin cyanosis would suggest hypoxia, an abnormal gait would suggest a stroke, and the presence of medical equipment such as oxygen would suggest underlying medical illness. Since these patients are often complex and may have a variety of potentially treatable medical problems, the method of transport should lean toward ALS transport. Patients who have ANY of the following signs should be transported in a paramedic unit using ALS procedures, if available: 

1. Delirious mental state as demonstrated by disorientation to person or place or by a score on the verbal  component of the Glasgow Coma Scale that is less than 5, OR

2. Pulse rate less than 50 or greater than 120 beats per minute, OR

3. Systolic blood pressure less than 90 or greater than 180 mmHg, OR

4. Any other patient whom the paramedics have examined may be transported using ALS procedures if the paramedics believe that the patient may need advanced care.

5. ANY USE OF CHEMICAL RESTRAINT PROCEDURES as outlined in the Behavioral Emergency Protocol. 

Oxygen should be placed on the patient unless the pulse oximeter reading is consistently greater than 94%. Patients transported by CFD should be placed on a cardiac monitor. A finger stick glucose level should be obtained to evaluate the possibility of hypoglycemia as a cause of the agitated behavior and treated per the protocol. If a patient is both violent and ill or injured, it may be necessary to have police ride in the ambulance.  

If the patient is completely oriented to person and place with an intact ability to reason and has normal vital signs and NO other medical illnesses or injuries, and there are symptoms of mental illness and the patient has exhibited dangerousness toward self or others, then the technicians may suggest that the police transport the patient.

These procedures will help the technicians provide optimal care to a difficult group of patients. If there are any questions about the management of a particular patient, then a department supervisor, a medical control physician or the Medical Director should be consulted.
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Taser Emergencies

Physical Findings

1. Patient’s level of consciousness is not altered. If there is alteration in level of consciousness, assess and treat for hypoglycemia and overdose per protocol.

2. If patient complains of chest pain, treat per the chest pain protocol.

Background & Significance

1. Subjects who have been tasered may be combative. The primary reason for deployment of the Taser is for a subject who is unruly or combative.

2. If the patient is combative refer to the Behavioral Emergency protocol page, and the Evaluation, Restraint, and Transport of Combative Patients protocol page.

Protocol

1. Assess and secure the patient’s airway and provide oxygen per the airway, oxygen and ventilation protocol.

2. Ensure the patient is adequately restrained per the Evaluation, Restraint, and Transport of Combative Patients protocol page.

3. Obtain vital signs including body temperature and watch for signs of excited delirium.
4. Carefully assess the patient’s neurological status. The patient should be closely examined for signs of head injury and/or other injuries caused by a fall.

5. Ask about and look for signs of seizure activity following the Taser strike.

6. Immobilize the C-Spine if indicated.

7. Place patient on EKG monitor and obtain a rhythm strip. MICT - If dysrhythmia is present, proceed to the appropriate protocol (if the taser itself did not cause the dysrhythmia, the most probable causes are stress, physical exertion, and/or drug/alcohol use).

8. CPD will most likely remove the probe(s) PTA of EMS.  If not, UNLESS PROBE IS EMBEDDED IN THE EYE , Remove the Taser probe. The probe is a sterile modified #8 McGill and Wright fish hook, and will only penetrate ¼ of an inch. If probe embedded in eye treat with EYE INJURY Protocol.

9. Secure the probe by placing it in a patient medication bag. Give the probe to the Police Department.

10. Dress and bandage the wound.

11. Carefully document on the EMS report any injuries and/or medical problems, or lack thereof, related to the Taser strike. Also document older injuries that occurred prior to the Taser strike.

12. If the EMS is going to transport the patient, a police officer MUST accompany the crew and ride in the patient compartment of the ambulance to the hospital.

13. Monitor the patient frequently.
14. Notify receiving facility. 
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Type I evaluation protocol

General Management:

In the event that an EMT or First Responder staffs the initial truck, the following conditions warrant initial evaluation from an MICT.  Although this list is provided, it is also limited.  There may be many more conditions for which a type I evaluation may be warranted.  Technicians are urged to use their education supported by their experience and wisdom to guide them.

1. Chest discomfort suggestive of heart disease

2. Hypertension with associated S/S

3. Moderate to severe respiratory distress

4. Decreased Level of Consciousness

5. Hypotension with associated S/S

6. Seizure activity

7. Multi-systems trauma

8. Large blood loss

9. Suspected fractures where pain control may be necessary

10. Suspected drug overdose

11. Probable emergency child birth

12. Isolated head injury

13. Diabetic emergencies

If a department MICT is not available, contact the closest Type I service.  If transport of the patient is indicated, the BLS crew should transport asap and arrange to meet with the incoming ALS service while en route.  
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EMT-Intermediate Protocols for Intravenous Therapy

Criteria:

1. All Basic Life Support should be completed prior to the initiation of invasive therapy

2. In the case of the critical trauma patient, excluding the patient for whom extrication will be required, Basic Life Support measures should be completed at the scene, and transport initiated. Intravenous therapy should be initiated while en route to the emergency facility

3. The EMT‑I may:

a. Draw blood prior to administration of PO glucose for the treatment of hypoglycemia

b. Perform a finger stick for the purpose of obtaining a glucometer reading

c. Draw blood prior to the initiation of intravenous Dextrose therapy by an MICT for the treatment of hypoglycemia

d. Draw blood for type and cross match prior to the establishment of fluid resuscitation for the treatment of hemorrhage

e. Initiate intravenous therapy for the purpose of establishing fluid resuscitation

f. Initiate intravenous therapy for the purpose of establishing an IV lifeline in the patient with the potential for circulatory collapse

g. Initiate intravenous therapy for the purpose of establishing a medication route

h. Initiate intravenous therapy for the patient who has a medical condition warranting the placement of an IV (CVA, Seizures, head injury, trauma with the potential for shock, etc.) as long as placement of the IV does not delay basic life support or access to advanced life support

4. The EMT‑I may perform venipuncture for the purpose of blood collection and/or intravenous therapy at the direction of an MICT, when the MICT deems such procedures appropriate to patient care under Cherryvale Fire-Rescue protocols. Utilize blue, green, purple, & red tops.

5. Aseptic technique will be followed and documented at all times.

6. IV attempts will be limited to three (3).

7. IV PLACEMENT: PERIPHERAL ONLY. Catheter should be placed in the most distal site feasible at the time.  In the case of Code Blue and Major Trauma patients, place the largest bore catheter possible.

8. Fluid choice and administration:

a. Hemorrhage/Trauma ‑0.9% NS with either 10 drop tubing or blood tubing, rate to be titrated to vital signs.

b. Isolated Head Trauma ‑ 0.9% NS at TKO.

c. Medicals ‑ 0.9% NS at TKO.

9. Diabetic Ketoacidosis ‑ 0.9% NS titrated to vital signs.

10. V/S and breath sounds will be assessed and documented prior to therapy, and at the point of releasing the patient to the ER staff. The patient should be monitored frequently for signs and symptoms of fluid overload.
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