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Protocol Basics

* All protocols and procedures are statewide

* All medications and procedures are Category A
(intubation/Heparin/needle cric)

* Removal of section numbers




Scope of Practice

Alabama EMS Treatmant Protecols

Emergency Medical Technidan (EmT)

An EMT isduthorized to perfom patient care procedures and administer medications &5
foliows
1

Petient asseszment including taking and recor ding vital signs and appropnate history.
MINISTTATION OF SUNPie MENTAl AXySEn Via CANNUIS OF Mtk

Administration of aspirin for suspected cardioc chest pain.

Use of aropharyngeal and nacopiheny'gesl siways

Macement of Blind Insertion Airway Device (BIAD)

Use of bag-valve mask

Use af mouth (o mask device with or without suppi=mental caygen

Use of pulse ouimety devices.

* Epi auto injector

0NN a W

. Openur intaining 3 patent alrway usl imple alrway maneuvers
® 10. Uze of suction eguipment.
approved devices e

12 Simgle manazement of a cardiac emergency InCuding (he use of an AED

13. Acquinng and transmeating ECGs (if AEQ 1s capable)

14 Controd of bleedng and shock through posthoning, direct pressare, and tourmicguet
15. Use of hemostatic agents.

SPlNTIng Inclucing tracmon spiline
12 Joint disiocation immobilization
20. Assistance with emerngency childbirth, NOT induding amy sungical procedures.
21 Caplilary punctuee for the purposs of biood glucote monilonng
Usze of sutomated glucometer.
Propetly (Fng and moving a patisnt
. Patient axtrication.
. Mass Gsuaity inodent triage inchuding triage tags.
Scene monagement, such as duecting traffic, but anly when such actwities do not
interfere with patient care dutes and law enfarcement persannel are not at the scene

Continvous Positive Alrway Pressure (CPAP) o1 Bilevel Pasitive Airway Pressure
[BPAP).

Use of Capnography
‘ 29 The use of FDA approved equipment may be utilized to perform procedures within the scope of
pracice

Medi@uons (Tor USe a5 Speciied in eI mEent grotecals).

1 Admanstration of medkahons s listed on the EMT Mesication Formulary in the EMS
Setting
Acministration of auto-injecors prascribed 1o the patient
3 Site mamtenance of hepanin locks and salioe locks
1875




Scope of Practice

Alabama EMS Treatmant Protecols

Advanced Emergency Medical Technickn (REMT)

An AEMT it authorzad ta pertorm all pstient care procadures 2nd acminister all
MEIKINONS 35 0=NnNea i the EMT Scope of Practice AND the adameanal procsauras ana

MadICAnOns A follows
Procedures

1. Penpheral vempuncture (V)
2. Adult and pedigtne nlraosseous annuiaston (10)

. . - Adult Sites —Prosimal Humerus, Stemal (only with appropriate device
a r I a C I I l O n I O rS approved for stornal use), Proximel Tiki.

*  Pedialing Sites - Progienal Humess, Prossmal Tiia, Distal Femur

serviee to recogmniee lethal

) M t = pErformad by ING MAURIS WD NEVE COMPIETEd The raquired traming and gainsd approval from !
U S C O I I l e e r e U I r e ovider Service Medical Director. Once tranng iscomplete, they may utilze the doxes where
Cardiac mordtonng ¥ appropt e
4. The use of FDA approved equipment may be utilized to perform procedures withan the scope of

L] L
pracuce
Medications (Tor use as specified intrest L protocols)

1 Administration of medi@tions as fisted on the ASMT Medication Formulary
Ll g 2] Medicahions may be sammrstered vin the stravenous, racsseOus, intranesal,
subcutansows, Intramusculal, orZ, sublinguzl, and through Inhaders if approved lor Such
% Committes of Public Healh
e of |V flusts withen the scope of practce of an Advanced BMT for inter-
Tacility ransfer patiends




Scope of Practice

Alabama EMS Treatmant Protecols

Paramedic

A Paramedic s authorizad to perform all patient care procaduras and administer 311
medications as dafined in tha EMT, AEMT, anc EMT- scope of practice AND the additions!
procedures and medications oW

Proceduras

Bxernal Cardiac Pading.
Nasogasncor Orogsstncube plRcement.
Bloos! draw for medcal purposes enly

. :
* Needle cricothyrotom b
q . Neede Cricothyroidotemy (Opsional procedure with approval Mrom Provicer Service Medical Direcion

The use of FDA approved equipment such 25, but not limited to, ventilators, ultrasound, etc, may be
uhiized to perform procediunes within the stope of prx
Needie Decompression at the sacond or third intercostal space on the antenor chest at the

"
[} midcavicular line or along the arterior adilary line 3t the 4th mter Costal Seac2 on the same side as
approve evices roprimaiiaisleera)

Medications:

1. Administration of medicagions on the list opproved by the Stase Committee of Publ
Health for such wsa In the EMS setting &3 staved on the Paramedic Medication
Formulary, Medwcations may be administered via the introvenous, intraos
WITANasal, tUbCUTANSOWS, INTTAMIUSCUIAT, aral, subliingual, and recTal routes, and,

through mbhalers and endotrachest tubes if approved for such admmistration Gy the
Statz Committee of Public Haalth; and,

Within the concirainis cpecified in the OMce of EMS rules, agminixration af

medica ey, mamtenance of LV uds, and blood adminestration for nter- hospa sl
TrAnster panents




Treatment Protocols

*37t0 38 protocols
* Name changes
* Letter changes

e Color addition for levels
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Alabama EMS Trestmend Protocols

General Patient Care

History and Physical Exam
Frimary.
History (1. medical history, medicatian Metory, surgical history, eie )
Vitalsigna.
Secondary survey.

ey Points

= This protocel is the starting point for assessment of every patient. All patients should
have an approprate assessment of "ABCDs™ (alrway patency, breathing sdequacy,
arculation, and disability)

This protoce| tan be used for docu mentation purposes when there (s no other specfic protocol
5 used

OfN & needed

Disability
olegic status



Allergic Reactions

Alabaema EMS Troatmont Protocols

Allergic Reactions

History and Physloal Fuam

Possitle aBergen esposure and route of exposure.

Histary and type of any prior alisrgic reactions

Symptoms. tching, dyspnea, sensabion of awway dosure. generaleed weakness.
AIrWaY SWARINE 01 THe LIPS OF TOREUA, (raoiing

Pulmaonary Wheeang, sinder, hoarseness, abiity 1o sprak

SKin: Hives, swelfing, or arythems

Cardirnsasculas Taowcardia, hypotension

Key Pomnts

The two Tooms af Epin Fine masst not be confused, o over-@osage MEy ocour. The
1 1,000 cilution is approgriate for IM agections and i the préfered route af
adminéstranion in anaphytaxic The 110 000 dilumion & for IV admenistration which
should only be usad in refractory reaction and reguare OLMD approval. The 1°1,.000
ciiution should NEVER be given IV.

£n Epi-pen Auto Injecuor is approved flor administzstion of 11 000 Epinephrine IM.

If the petient has hs or ber own Epinephrine Autn Ingector (Epr-pen, Auvitl, «tc | the
EMSP may sdminicrer or acsist with sdministrasion

Fatients with moderate/fs=vers allerge reactions should be ransported without
due to putential for roped deterioration, e rway compromise, ond/or biphasic
reschon

Minor reactions are Bmited 1o skin rashes with no sign of alrway, respiratory, or
hemadymamic Compromice

Moderate fSevere Baacticns involve siin rashes with the prasence of orher symptoms
such s respiratosy symploms, lacal swetling, vamiting, and can include severs
racpiratory distrese Including alrway Compromise and shodk

11th Edan

Alaboesa EMS Treatment Protocolc

03mgim
Q.00 mpSlg M, mox 0.3 mg
EMTs may use Auto Injectars

50 mg iv/IM
1 mgfhg W/IM, man 50 mg

Albuterol
My Nebubted or 2-8 pufts
from Inhater, may reprat g3
minutes as needed.
Smyg Nebulized or 2-8 pufts
fram inhaier, may repaat el
minutes 23 neaded,

Albuterol/Igratrogsum
3 mg/s mg nebulized, may
epeat g3 minutes &
needed.
0.3 mg/0.5 mg nedulized
may repest 43 minutes as
needed

11th Edition

I A - Consider IV Access |

Cighenhydramine
50mg IM

1 mg/hg IV/IM, max 50 mg

Monitor for signs of
Progression to
Modorate/Severe reaction,

Methylpredntvokones
135 mg v/10
Lg W0, myxx B0y

o fluld bod
r hypotensiv

03 mgv
D01 g/, man 0.3 myg
*For refractory reaction with
OLMD approval

fepdd
20 mg 1041V
250.5 mg/bg, Max dose




Altered Mental Status

Altered Mentsl Status

History and Physical Exen

Last uime s=en consclous or normal, progression of sympooms,; recent symproms such
a= neadache, selaure, confussaon, of Traums, Posalds Toun expocurs

History of psychiwwic ¥Iness, history of recent cnsis, bizarr= or abrupt changes

in Behavior, suindal ideanion. slconol or aniE INaXKaTIon, PEYChotropic arug

e

Medica! problems and medcation hastery, toxin exposure, history of sezure of stroke
Surroundings: Notr any pill botties, syringes, «tc found with potient, as well as

any peculiar odors in the anvironment

Pupils. Size, syraretry, and r=activity

Mental Stotus: Note level of conscousness, neuroiogic stotus {incuding any focal
genicits), and any kratonal activity (verbal 2facks, spatting, combativeneis)
Dozumant GCS if applicable.

Look for signs of rauma and evidence ot drug use.

NOLE any characueristic odor on the padent's breath,

Key Ponls

in cases of 3 dangerous enviropment, the safety of personnel on scene is
parsmount

Be particuiarly attzntive to airway management. Aspiration of secretions,
vomiming, and inadsquate vennilations may be present n prients with saverely
altered mental status.

Hypoglycem@a may presant with 2 10cal neurologic Sencr or alterad mental status,
particularly in eldetly patients. Follow the Hypoglycemia Protocol # indicated

All patients trezted using this protocol should have 2 medical evaluation 2nd not
be congdered or referred 10 a< a poychatnc patient, unlecs under a bona Bde
mental health hold by a physecan, mental health professional, or lew enforcement
officer. Medical causas ol slt=red mental status should be corsidesed st before
peychistric cauzes of altered mental status,

CAUTION: Do not leave zuicidal patients alone. Suicidal patients and patients with
hallucinatons or delusions may potentally exhibit wolent behawior. Search
patients for and remaove dancerous objects (Le, knwes guns, pilis)

NOTE: Xetamine dosing i based on ides| body wesght end based on best estimste
of height). Any patient that receives o chemical restraint must be placed on
apnograpty and SPO2 monstonng.

Any patient thot receives o chemical restraint must be transported by EMS w0
f2almy tor madical evaluanion

11th Edition

[E] ARSI covir oood puces:

It symptoms are relsied to r 2 Lead ECS

specific medical or traumatic =
causz ||e, hypogiycemia, Vs

seizure, stroke, overdose) Capnozraphy

Reference appropriace protocel

Consider IV Access

>

Cardiac Morutor

Adleto calm
patiert with verbal
technugues ?
NN
NN

.J NO

Conzider Physical Ketarmine

EestrainTs, 24 me/hg (isw1 M. max 300 mg
i necessary 2-4 MESKE I, max 300 g

H ( 2]
Smg M
0.0 mg/kg M, max S mg
AND
rlﬂu-nlx_:t-v.mim-
25 mgiM
1 mgfhg IM, max IS mg

Midazolan Versed)
1.2 mg W/
10 mg in
0.1 ez IV/IM, mas 2mg
0.2meg/hg ™, mias 10mg




ardiac Arrest- Adult

Alabams $MS Trestment Protacols

Cardiac Arrest - Adult

. " .
. Mistory mnd Pliysical Exmm
U I e I I l e S Whiat were the gdowntime and Cerrumstances 7 Was the arrest witnessed? Was

* Devices and neuroprotective

strategies

Byitander CPR performed? Weres there any preceding syrmplon

jetermine past medical fastory, sliergics, and CaTent medcaion
FADIOIY G2TAIMINE Iha feve OFf CONIOMUSNESS, FESiratnry £MMort, ana presence of pulses
Cacdioc Rhythm Anatysis,
Ablways think about reversibil ¢ (auses of cardiac arrest. Hypovolemda, Hypoxia, Acdoss,
Hyperkaiemia, Hypothermia, Tension Preumothorax, Cardiac Tamponade, Taxins,
Puimonary Thromboembalem, Acute MW

Key Points

Perfarmance of high-guality chest compressicns ats rare of 100-
compressionsminute and 2 nches depth sllowing for full chest recoll combined with
riy defibriflation are the most critical elements of the resuscitation. Conmder the use
of A METTONOME 1O SNSUNS PrODar chast compression mte
Once resusciative SMorts are degun, they should he conrinued untd arrval 21 e
recenang hospetal or until @ Joint decision has been made with DLMD that resusonanon
should cease.
Hemember 1o treat the patient and not the monstor Treatrent geosions mest be made
conxidering the patiant’s condition, Not Just the rhythem on the manitar
Pathents with pensiraling LorSO Myury and ardac 211258 Can somelmas survive, The
priory fof thece panients, A< pPoses 0 PANENTS With other stiologies 0f cRrdiac arest,
& o traneport and NOT chest compressinns. Chest cormpressions may siill be
performed but shouéd not deiay transport. These patients should recetve IV fluids
asccording to the Shack Protocol
If quantitative wavefom capnography <10 men He, arrempr 1o impraove CPR quaity.
IF the palent in Cardiac 3mest has @ venous Port of LT Ccentral Yenous ducess devies,
e EMSP may use it
Consider the wse of various devices and neuroprotecive Rrasegics such asimpedance devices for
ventilation, heads up devices for CPR, mechanical CPR devices, if available
Follow AHA guldaiines for ROSC care
o  Temperature control Maintain a constant temperature between 32°C and 37.5°C for at keast 24 hours
after achieving the target temperatura.
Sclzure acivity. Treat seizure activity, Consider a therapeutic wial of @ nonsedating antiscure
medication for adult suravors with electroencephalography [EEG) petterm on the icta-mtenctsl
convtinuum,
ODwygenaton Target oxygen salinabons of 94-08%,
Newrologic assessment Perform repeat neurologic ecams
Pulmonary manasgement. Use lung protectve ventilation
Organ denation. Consider the need for organ dond bion patents who meet neurulogics! aitena for
death or before planned withdrawal of life-susining therapies



ardiac Arrest- Adult

* Epi dosage change
* Epi infusion
* Defibrillator changes

Alabarma EMS Yreatraent Protocols

Confirm Cardiec Arrast. Inltiate chest compressions. Ventiate
with BVM cr Blind insertion Device, Supplemental Oxygen, AED,
Initiste Autormatic Chest Comeression Device If Available

Deflbrillation
Blphasic: Use manufacturer’s settings
Monophask: 360)
Consider Double Sequential or Vector
Change Defibril tation

I Indicated:

——— tinuous Chest Comprussion
igm (10 e of 10%

Epinephrine 1 10,000
mg/mi)
1mg W10 every 3-5 min, max 3 doses
ansider Epmnaphnne Infusion

May utlize arrhythmic
prior to Epi If ing: B

Amiodareng
1" Dose: 300 mg IVAD
2™ Doe: 150 mg V1O

Maintaln adequate ventilations
and axypenation
12 lead ECC
Traat Hypotension per Shodk
Protocol

Ldocaine
1" Dosa: 15 mg/kg IVAD
2 Dose: D75 mglkg VN0
MAX 3 mg/xg

OR

Masnesium sutfate
- {Torsade’s) 2gm NSIV/IO

*FOLLOW AHA SUIDTUNE




Cardiac Arrest- Pediatric

* AED usage

v‘bp DEPAP%‘?I,
3 2
< TN S
ST W 1875
< \} RS

Nabarme EMS Treatment Peetocols

13th Eioon

St Rnythm Shnttahlt.;
(AED, foliow promars)

pineannne 1:10 000

(0.1 mg/wgi

Rhythm
Shodkable?

fplnepiwins 1:10
.00 mgsleg IV

Conmnue R
vy

Establsh NJIO

Rhwthm

Y. Shoodble?

~o&'

Recart CG°R
Consider Reversihie Caurs

ROSC. Y5
Post Arrest
are

ROAC MO
Mowe to
non-
shockable
slgorithm




Cardiac Arrythmia Protocols

Alabarma EMS Treatroent Protecols
Cardiac Dysrhythmias ~ Adult Bradycardia

History and Phvysicad Exam

= (hief complaint, onset (sudden or gradunl)

& Asspcwated symprome: palpinations, dizziness, cheor pain, syncope, dyspnea

*  Pastmedical hestory and medication history.

& LoOK 10 SAdENCR OF KW CATDIRE OUTPUT SUCH 85 B (e 16VE] Of CONSCIOUSNESS, DIEsEnce
af shock syndmime, and sigrs of congestive hrart failur=

Key Pamts

*  CErdiac dysriythndas with signs of impeired perfusion require immediste reaunentin
the fizld. However, i the patiant has no signs of impared perfusion, he or she may
not requare immediate treatment

Obtain IV aceess

Slow, Wi complex or EXG
concerns for hypeckalernia

Atropine
faclt. el d

+ mg /10 Caldum Chloride

May repeatq S min, 1gm Calclum Chioride
Max derie 3 mg o wAD

1 HR > 60 and SBP 580
Sodium Bicarbonate
SOmEq WD
over 10 min
N
5. 20 meg/kg/min KVD Albuterod
or S-10mg INW via
Epinephine {infy Fsttcer
Q510 meg/min IV
Epinephirine 1:100.000
(Puth Duse Pressr)
0520 meg (0.1 - 2mb)
o35 min VA0




Childbirth

ANabame EMS Trestment Profoonss T1th Edton Alabams EMS Treatment Protocots

Childbirth

History and Physical Examn

= History of pregnancy: Due date, last menstrual penod, & known multiple gestations? /

s Doer the patient feel that che iz in lador or sdeut to deliver (&g, rectal or vaginal
precuy e ?
Recent symglams Such as pain of Contractions? Timeng and reguaianty? Vaginal bleeding, r Provide Newbom
ruptured membranes, urge o pudh? Dellver child, rupture amniotic sac if needed Care pes Newborm
Medical history: megiications, meadical probiems, age, number of prior pregnancizs \ using fingers Care Protecol
VIral 2igns and 1212l RERrTTArs i poscitie
Contractions and refaxation of the yiens -
Where privacy s possible, mspect permeun for vaginal bleedng or flad {note color snd I shock prasent, trest using
presence of meconium), crowning (check during contraction), abnormal presentation Shock Protocol Aefer toVoginal
(foot, arm, cord, or hreech) ‘V,lr Bisading peatncal

2 with TXA
Kay Points X ) ) _ ) o ) Follow Blood Administration Protocol adminintration for
* Do not deloy transport particularty for patients with previous cesarean section, known imminent muitiple

births, abnonmal presenting parts, excessve bleeding, and premature [sbor :fm:.::
In case of the prolspsed umbilical cord, piace the mother in Trencelenburg or knee- chest position. The o . P

slevated presenting body part rehieves pressure on the cord and keeps the tord morst wath saline gagee o 20-40 rrillicmdts, min

It isexposed, Do not deley transport

In the case of 8 nuchal cord, make an arempt o slide the cord over the fews” head or, if unable, attempt

10 relieve pressure on the neck,

If 3 non-viabie premature fetus is defivered and the fetus ks avallable, place the fetus in 2 dean comainer
and ansporn It 1o the hospital with the mother, Remembar 1o treet the fetus with the seme respect 25 the
ENESP would treat any deceased patient

Da not deiny ransport to hospital for delivery of placenta, if placena is dediverad in the Tisld then it needs
10 be ransporied 1o the hospital with the patient

Obrserve fetal heart sounds i equipment is avsilsbile




Hypertensive Emergencies

A U B

* CHF protocol

Alabams EMS Treatment Protocols

Hypertensive Emergencies

History and Physical Exam

History of ypertension or other medscal problems.

Medication use ar drug ngestion

Signs of sympitoms of end organ damage such a5 headache, biurred Wision, neur clogic
OENCH, pain, congestive heart tallure

Signa or symptoms of stroke [focal neurologic deficit, sphesie, e1c.),

Kay Points

Hypertensive smergency i only treated i sgnes and Sy mpioms of end organ damage
are present and Diastolic 62 > 115

Fatients who appear 10 e having @ siroke usually do nuthave thel BF wegied inthe
prehospital setting

Use coution m patients whio have a patentisl unoertyng shock with hypertersion (e 2
)

See CHT Protocol for signd end symptoens of CHF with HTN

20 mg slow IV push (over 2 minutes)
Pediat NOT INDICATED

Nicardipine {Cardene)

5 mg/hr by slow IV Infusion Initially
then ncrease oy 2.5 mg/he every 5 minutes
1o a maximum of 15 mg/he
1o achmve goal BP
Foatrics: NOT INDICATED

Continue dose monitorng of BP and ather
vitabs as well as neurologic status



Hyperthermia

Alzhama EMS Troatmant Protocols
Hyperthermia

i patient = actively seiding, use
History and Physics! Exsm Selrure Protocol
Sudden collapse or gradual development?

2 I
Exercise induced? <
e e
Previous history of hwperthenmia? e T
Vital sgns. Ovalof recial semperature (if ava labie) preates than 104™F or 40°C usually 2
consistent with Neat stroke, but lower tempetatures Can be seen ‘

Skin' temperature; presence or absence of sweat

Allgw patients 1o be cooled on scena if « | Terminate cooling
equipment is available “ | procedures and
procesd 10 Cardiae

Key Points
= There arc thiee dassic syndromes of hyperthermia — heat cramps, hest eahasstion, ond
hest stroke Hest cremps oCcur secondany 10 msdequate mtobe of fhads and clectioiytey
resuiing in muscie oramping. HEat cram ps <an PIogress 10 hest exhaustion resulting in
dehydration, Na: vomiting, and generaiized weakness. figher 1emperatures are
woually ceen with beat exhauston [100-108°F or 38 3-40°C) Heat eghausihon can (wogress
10 hedt SUoke, ”
Heat stroke 53 medical emergency. it is defined as hyperthermia {usuaily > 10MF or 40°C)
with ahtered mental status. ;
Suspect hyperchermia/heat stroke in patients with acute psychesis or seizure on a hot, SN LSS ""::":M ) ik
humid day ) ‘ ) 20 mi kg W Nisid holus
If & phyysician WiTh experTise in hyperthearmia manszement is on scens, conract OLMD 1o
reingquish controt
Caol patiant If passitie WhSe ITAARATING If I08 WERST Dath aqUIPMENT OF ICad towels are
immedhately avaslable, immerse the patent unial his or her core temperature returms to
normal, Wez sheats wrapped over a patent without good air flow may increass
remperature and should be avoided
Panent temparatura shouid be acquired and monirorad frequently using 2 panent contact method such as
orally, axillary, rectzlly, e, rather than utliizing a “non-touth” thermometer.

patient amrests

If persivtert signs of shock, treat per
Shodk Protecol




Nausea/Vomiting

*|V bolus change

DEPAR
v‘“\ e
L 2
: % °
EST. 1875

Alatama EMS Troatment Brotocoks

I signs of dehydration:
Isotanic Crystaliod Solution
F50-1000 rd of 20 iml/kg

{ h
Aemg VM or ODT
0.1 mg/hg IV/IM or ODT, max & mg

Refractory

NauseaVomding

Smg IV/'M or 00T
0.2 me/ig V/IM or QOT, man 4 mg

anhydramine {Senadnyl
25-50mg IV/IM

L mg/hg IV/IM, max 50 mg

Metodoprimide
S10mg Vv

V, max 10 mg

6.25 Mg IV diluted into 20 miof
NS given over 510 rin
0.5 mg/kg IV, max .25 mg

11th Edition




Newborn Care

Alabarma EMS Treatment Pratocok 11th Edtion

Term Gestation?
Good Tamwe?
Breathing of crying?

Suction mouth then nose, warm
infant, place with mother, perform
ongoing monltoring

30 SECONDS

Apnea or gasping?
MM« 100 BPM
[

4

YES [

Positve Pressure Ventilation a1a
rate of

Position and clear airway Pulsa
oximetry manitoring
Supplamental oxygen &

braaths/min needed. Cardiac Manlloring
Fulse oximerry ]

Wb g |

Il
- 30 SECONDS

@ SN0 —H _ f=
recusoitston

cre
YES |
Enzure adequata ventilatons and
take cormective steps a3 needed
0 30 SECONDS
DEPAR
v."bp\ ’47(‘ HR < 6l BPM?
A
e 0o
-

Alabarma EMS Treatment Pratocok 11th Edtion

-ﬂ n Start chest compressiol |

]
Place advanced alrway.

[BIAD Cat A ETT CAT B)
Outain sceess (IV or 10)

0.01 mpfhg VIO

Mormal S line 8akus
10 mU/leg V/I

H Blood Glucose <75 mg/dl,

feat
resuscitution
care



Pain Management

Alstarna FMS Treatment Profoooss

History and Physicad Exam

When did the pain stan?

What was happening when the pain stanted®

What |s the quality and seventy of the pain®

15 There A0y rAgIAton of e pain?

Has the patient ever pxpes benced pain ke this before?

Does the patient have any underiying medicnl conditions which could relote to the pein?
Has the patent ceperienced any recent nurnes?

Uncomdoriable appearance?

Tenderness

LoGETIon of injurk:

Key Puints

wr fentany! shoukd be wsed as premary analigescs

Wt zan be vranasaily for chlidren ¢ & IV wicks
Keturvune can be used for refractory pem of of othey medhcabons oaee o shortage.
Torsdol 5 an NSAK) medication which ran be used for pain control 25 wad, but should
nat be wed in patients with known renal history or whe have slreedy taken NSAIDs
for pain, er who may be pregnast
Mild pain can be treated with oral acctaminophen (Tylenol). Tylenol should not be
Eiven 10 any patient with & hstory of liver dksorders of any patient who has atready
taken Tylenol m the last B hours.
11 pain is Cardiag in nature, 1o Adult Chest Pain Protoecod
Al Injurnies shoulkd e 1reatEd DET TRE APDrORNAIE Drosocod
Comsider co-administration of Ondansetron, espedially in patiens with known nausea/
vomiting refsted to pain medication jsee Nauses snd Vormiting pratocol)
Anal ¢ pain me on should be th caucion in children less than Land
elderly patsents
Eeitive copsraindications to narcetic pain medication include aitered menal status
and hypotension and onfme medical control showld be utilized prior to admenstration
of pain medication o these patients
Ketaming should be dosad on ideal body weight
Conmsider monitoring EXO02 and satih 10r fespuatory depee <sion ITmultiple doses are

given

Alabama EMS Treatment Protoools

i pain s related 10 2 speciiic medical cause
(ie, card iease reference pppropriate
protocol

I pain is travma melssed {Le., burn, fracture)
trest Injuries per the appropriate protocol

relative contrandications
10 administration

Morghine
24 mg V/IM, may repeat a5
i nutes 3c needed
0 1 g/ kg VM, oz & g
may repant x3

fentand
2550 mog IVIM/IN
may repeat g5 minutes a3
needed
1 rocgSig IV, max
g IN, rvax 7

Must be > 1 Year Old

Consider
Tylenol
1600mg PO
1S mg/kg PO up to

Ectaming
0.2 mg/kg slow IVP, max 25mg
0.5 mg/hg IM, max 50 mg
L0 mirutes If rasdad
0.2 mg/kg slow IVP, mex2
hE B, max 50
1 /by IN, max 50 mg




Poisoning/Overdose

Alabana BMS Treatment Protacols

DEPAR
P ’47%
i
J =
< a -
EST. 1875
- U 2

Qpioid O
Naloxone (Narcan)

24 mg INGImirutes
Max 8 g
If desired, EMSP may give 0.5 mg and titrate
10 effect
Podiatric: 244 mg IN (all ages and weights)

Oprowd OD:

Naloxone (N rean)
2.4 mg IVIN/IM g 3minates

Pediatric Qars or < & 0L mg/hg
v/ Im

g 24 mg WAN/ M

Atropine
2 mg IV/IM every § minutes; titrate 1o

Aatarns: BN Treatmend Pyotecols

Tricyclic Acid OD:

Sodium Sicarbonate
I mEa/kg v

1 i

Calcium Channal/ Beta Biock

Ghucagon
1mgiv/im

Pedlatric: 0.5 mg IV/iM

Calcium Channel Blockern:

m L Hor
1 gm {10cc of 10% solution) sow IV

Pediatric 20 me/vg 0.2 mL/ bl o
solution slow V. Max 1 gm

Sem IV ower 15min

TO mg/hg IV
om over 15 mins

Penndiy! OD:

131h Eiton




Post Intubation Sedation and CPR
Induced Consciousnhess

Alaharna FMS Treatment Protocols 11th Fdition Alsharns TMS Treatment Protocols 11th idition

Past Intubation Sedation and CPR Induce Consciousness Usage

Eqntand
1 meg/kg V0O,
Usage:
wage: W x 100 g

» Protocol to be used for patwent comiort and sedabon after mtubalion on scene or to
gunng mterfecity ransfer.

Key Points
Infusions:

0.1 mg/kg 1¥/10, Fervtanyl infusian

Ventilater Preumonia Prevention - Clazed Grcurt sction, heed up 30-45 degrees, Mac 10 mg 1.2 mop/hg/he IV
suction and T cuff peessure 10 20 - 30 idy repest asneeded G20-30 min 1-2 meg/hg/hr IV
Consider 0OG 0.1 mg/g V10

Initially use r=peat bolus adminstration unti the pain and sedation goal M 30 mg

Antcipate pain and agation during Uansport and traat socordingly. oxt ps needed g20-30 min

Sedation goal for this guidesns is 3 RASS -1 10 -5 k 0.5 -4 mg/kg/hr v
Use the lower part OF this dase range of reduce the normal dose of all sedatives by 0.5 - &g/l

The patiant is hemoaynamically f:r!m,hw j v 24 e/ke V)10,
A sedative should bm»q: T Opacids Tully cuntrol pain, but sedaton goals may nisiest aa nesded 10-20 sin
@nnot be met. Choos2 only one sedative 12 use. 8.1 maslg V/i0,

A long-acting paraiync should anly be utiized If sppropriste analgesia and Max 4 me <
effective

Have the receiang physican verify tube placement and chart.

1 6 reguired that the alrway U monitord continuoasly IIoughout Lransport
CAPNOEraphY and puise Gximetry

Reas Irway placement frequently and with every patient
Benzodiazepings should be wsed along with opiates for both sedation and pasn contral

Ketamine can be uted as 3 single pain/s gitasion sreatment or used in conjunction Bolus 0.53-1 mg/kg IVP 93 minutes
with opiates s May be vsed to supplement infusion

I needed

Select dose hased on assesument and dlinacal tonuderabons

Infusion titrate 5-10 mcg/ig/min oS

min to maintain sedation
may repeat 23 needed ¢

nfusion ttrate 510 meg/hg/min 5
Egtanng min to maintain sedatic
2 mgdhg 1IBW VIO, (Ramge: 550 meg/ g/
may repeat a3 needed g10 min, mus 1530mg

Bolus 0,5-1 ma/kg (V> g3 minure
May be used pplerment infusion
f necded

T 5 A
= = -
< | - ’ Qn Roc lym { B,
1 mg/hg 1I8W IV/IO, max 1 0.1 mg/ig IBW WAD

Eio \} ;75 | & IRW IV/1D,




Seizure

Aabama EMS Trestment Protocok 11th Fdition

(£l

* Keppra dosage change

If symptoms are " 12mg Vv )
related 10 3 0.1 mg/kg IV (max 2 myg)
spectiic medical
or traumatic
cause (Le,
hypoghyzemia,
cardiac arrest, 3
stroks, 2 mg IV/IN
overdose) 10 mgiN
reference
sppropriste
protocol,

[Preteried

Diazeparm (Valum)
mg v
gV, muxxSmg
0.5 mg/'y Rectal, max 20 mg

a

G000 my IV/ K owes 15 mirutes
G0 mg/%g V10, over 15 minutes,
max 6000 mg
'Y DEPAR,
¥ e
L { 2
=, = B
< 3 =

A U B




Shock

Adabarna EMS Treatment Protacols

* Pressor dosage changes

oj hrine 1:100. Push Dose Prass orepinepanng (Levop had
0.5-20 meg (0.1-2 mL) g3-5 min IVAO 240 mcg/min VIO
ol fhg) 1 0.05 - 2 meg/lg/min V)10

Consicdher Blcod Transfuson
{Shock Trauma)

myleghrine (Pus < Pressor
0.5-2 mL [50-200 meg) IV/10 g 3-5 min
Infuslon: S0-180 meg/min
013 ey g/ min

Qabatarmioe lntuson
5-20 meg/kg/min V10
5-20 megMg/min INJIO

Vasopressin infusion
0.08 uni
Fediatricu Not |

o DEPAR, Drip Rate Charts on following
' “©U medication pages:
€ < Dopamine
EST. 1875
Norepinephrine (Levophed)




Syncope

* |V fluid changes

Alabarsa EMS Treatment Protocols

i symptoms are related 10 3 specific
medical or traumatic cause (ke
nypostytemia, seizure, stroke, overdoze
reference eppropriate protorol.

I

Obrain Blood Glucose

1

12 head ECG

* NYDOTENSIVE OF
tachycardic?

IV FLUID
S00 mL crystafiosd huad bolus
if hypote nsive or techycardic
0 i fxg)

1 1th Edition

Legend




Vaginal Bleeding

Adabarma EMS Treatment Protacols

gt

* TXA dosage e

if wital signs are
urstalie?

I Go to Shack Protocal

Go 1o Childbirth Proocol

YES =
D
2 grams IV owwr 1.2 miny
iy

Consider Blood Products




General Trauma

* Massive hemorrhage control
*Bleeding control reassessment

DEPAR
v‘bp 7"’@1’
)
I e
< a -
EST. 1875
o U =

Al abarwa EMS Treatment Protocols

General Trauma

History and Physical Exam

General impression of patient

Primary assesament and obtain vital sgne
Determine level of consdousness (AVPUL
Secondary survey.

Koy Points

Consult OLMD a5 needed.

Seene safoty and PPE

¥ injunes meet Trauma Critena, dedare Trauma Alert 0 receving facility

Trarsport the patiEnt 10 A trauma fackity uniess tha patient (s unstable ana requires
immediate stabilization or intervention.,

Control massive hamaorrhage prior 1o sirway.

Disabifity:

Maintain patency

Sucticn as necded.

Consider spinal immobillzation
restrictiom inappropriate situations

Sreathing:

Assitt ventilations as needed.
Cedusive dressing for any thoracic
penstrating trauma (remove/replace
If signs of tension develop)

Che st decompression for tension
praumothora

Crcutation:

Hemaorrhage control with direct
pressure, hemostanc agents,
tourniguets

Consider IWF, TXA, and blood
products (pRBC or FEP),

Exposi

Consider huad injury:

Prevent hypoxis snd hwpotension as
able, hyperventilation DONLY If signs
of sctive herniation

Spinal motion restriction (Dack
boards and C collar) only far

focal deficits,

ure and Vital Signs:
Expose and assesspalient refative 1o
complaints,
Obtain Vital Signe
Prevent hypothermia

Secondary:

Splint suspected fractures and
perform wound care as indicated.
System entry as indicated
Consider pain control.

Reassess bleeding comtrol




General Trauma- Airway Management

* Needle cricothyrotomy

Alasams TME Troatment Protocols
Trauma Specific Considerations

Alrway Managernont:

=  Enwure open sirway by pasitioning; auncts, of Invasive ntersentions:

S Head ti chin fift o jaw thrust (in suspected spinal injury).

2 NPA [caution with suspectad closed head injury) or OPA (caution with intact gag
reflex)
Suction to chedr the airway as needed
Administer oxygen to maintain 02 saturation >53%
Utilize copnography monitoring for all multi-system trauma potients and all
Invasive airway intervantions

Consider 8lind imertion airwsy devire
- Endotracheal Intubation

Needie Cricothyrotomy
- Surgkial Cricothyretomy
(For Critical Care and Tactical Medics Only)

Mantal Status Assessment:
=  Determine GCS and frequantly reevaluste
- picsh patient”s kevel of constiousness
A=Alen
¢ V=Responsive to verbal stimulus
7 = Reaponsive to paindul stimulus
O U =Unresponsive to all ssdmulug

Resplrations:
& Asss pespirstory rate
Coraider occiusive dressings on penstrating chest and/or abdominal
wounds (neck to umbilicus|
Evaluate for poeumothoras (mechanism of injury + ona of the foliowing ik concerming
for proumethora)
Progiesuwe respeatony dis
Siminished or absent breath sounds
Tachyprea/Sp02

Neodls decompression lor tenmion preurnathorsx (180G or 100 needie] or for Bl chest

and the use of positive presiure w ton. Tension pneumotharax is defined as dinical

Signs consistent with preumothorsx and evidence of tension which s carfioyvascular

compromise {Le.. Carciac srest or AMS plus signs of significant cardiova scular compromse. )




General Trauma- Massive Hemorrhage

Alstarma EMA Trestmant Protoaois

Laternl= 45 Invercostal space antarior adlury line
Anterior = a3 intercosial pace mid clavicular ¥ne
Hepeat PAMN

* Wound packing e

ocdusive dressing

* Junctional tourniquets i~

. Chest tube for suspectad pneumothorsx

*IVF recommendation change

Mastive Harvorthage:
*  Note time of ourniquet apphication to inform rece ing facility
= Do not place hemostutic pressure dressings into the chest or abdemen
= |Rpreferred for VT in rouma.

Pack Wounds of apply

Apply direct pressure 1n
any major site of bleading junctional tourniquets to
Junctional wounds

Apply taurniguet for Consider pelyic

extemiry hemorrhaga if Immabilization if fracture
dirsct precsura faile suspected

Consider 20 cefig WF bolus A
12 maintain 2 grams over 1=2 min
SAPS90 or MAP 265 Max 100 mg/men

A U B




General Trauma- Head Injury

Alabams £V Troatment Pratois 11th kdition

Head Ioyury
s Hisrory: Mechsnism of injury, lavel of consdouiness changes, protective davice
e TXA osade change B
tical Exam Oacument GCS (Eyes, Verbal, and Matar), pupdary exam, extamal

e e of head rauma (leedng from ears, CSF drairung from ears/nose/mouth,
scalp laceration).
Abwinys cons ader cerncal spine mpury s patents with head trauma
Hyperventilation can couse corebral edema. Maintain a rate of 8 brea ths per minute or capnagraplhy
reading of 35243 Hyperventilation may be usad i there are signs of
cerebral herniaton (sxaensor pasturing, dilarad or nonreactive pupils, decresss in 6C5 of
»2 or ifinbtlal GCS >0),
Eye injuries. PesTorm gross visual acuily exani. Place @ ngid eye shield.
Treatmens: Sh patient up or clevate head of stretcher Fable.

*3% dosage change

LA Mannitct
2 grams over 1-2 mm 1

Htory: Mechensm of mpury (Axiol loeding, blunt trauma o heatd or neck, MVC, fall 23
feet, any vickent mechanism with high energy wansfier), history of sreheitls of spine
Assessment for spinal injury can only be atilized i the patient is alest, Gim, cooperative,
and not infodcaied . Any painful injury might disract the patient from the pain of a
spine mgury. I the paticat’s spine o NEWDIoRIE cxam cenndt be sppropristely esseised,
the spine cannot be deared dinically
*  Physicel Dxam. Paipets the entire spine. Perform both Eross mator and SEnsory exam
- nent Spinal preqautions and spinal motor restiction (SMR)
Spinal precautons include the use of @ cervical coBar and secunng The gatient
firmiy 10 the Ciretcher maimaining e spine in neurral alignment. Spinal
Precautiond may be appropiists for gatents faund ambulaiucy at the scens,
potents who must be transported for 3 projonged amount of time, or pat
for whom = backboard i not otherwiss indicated.
Spanal motion restrction (S ) exciodes the use of a cervcal collar, head
HNIMODIE ST SRR SPINAl MOTION M2 OcTian, HA0Sing, And sdeguate STTADS <0
that the patieot re maing securely i place, even when soling to the airway
FUll SMR is nOT &l ways in the petient’s bestinterest, 8s compiications can

[ DEPA Pf’” develop queckly. Other approprite deioes may be neaded, depending on the
& patient's situztion. Foliow the nanufacturer's gusdelines when utdoing any SME
‘;b 'I’, devics Only RRTIENTS WiTh S7idence of paralysis after Biunt trauma shoald
~ - < 0O rexeive full SMRC
< : -

[fany motion restriction 1echnkque COUsEs AN increase in pain or newriogic
defict, the patient should be stabihized in the postion found or position of greotes: comiort




General Trauma- Neurogenic Shock

Hewrogenic Shook:

* Early pressor administration T y—————

s Severe Above plus shormess of breath, chest pain, weakness, Ccyanosis, faint pulse,
or hyporhermia,

& Hunresponsive to fiusd, earfy pressors thould be crarted.

«  See Shock Protocol,

Painn
& See Poin Prosccol

Foactures and Dislocations:

Hiszory: History of srauma and mechanizm of injury.
Phwysica Bxam localved tendemess, nstabilily, of crepamus; evaluate pulses motor
funchon, and sensation; evalsate for obwous deformity, anguiation, deep lacerations,
0 expozad bone fragments,
Extrermaly imjuries benafit from appropriate Gire but are of low priorty with multiple
Mjuries Be aware That TIaCTURSS 40 NOT RACALSA Fiy I8ad Ta detonmiry or 16s¢ of funtmion
Spanting:

Cheoh PMS before and after splinting.

immobiliz e the joint above and below the suspeced fracture.

Consider tracton sphet for suspected ferms fracturnes

I @ lienb is anguizted or has no pulse, 0ne attempt may L= made 10 place the

Amb in position of Function 1o restore disss pulse

Conzider paiviz immobilizatien for peszible palvic fractusas,

* Sze Paln Protocol for trestment of pain
« Open fractures, give antiiotics

Colaolin or Coltrian

S0 mg/kg V/iM up t0 2 groms
Amput ation

ory Timing and mechaniam of am putaton, hestory bieeding cesorndes (Includny
d hirmer medication use)
= Phvaaal baun Approwimate smount of bisod loss, note structural attachments in partial

ATpUIlions.
Amputated par: Wran me amputated part in a stanle drescng maistened with Qanie
saline ard piace in 2 plastic bag. Then place the bag in ice water. Transport the part
with the patient # possible. Da not immerse the amputated part @ liquid or dry e
Parval amputation: Cortrol the bleeding. Saturatz the wound with stariie saline and
cower with 2 dry stemle dressing. Sphnt in anatomcal positon




General Trauma- Fractures and
Dislocations

Hewtogenic Shook:

o . . = - . *  Milg-mocerate: Hypotension {may heve widenad pulse pressurs), bradycardia,
elvic iImmobilization reanss o o

*  Severe Above plus shormess of breath, chest pein, weakngss, Cyancsis, feint pulse,
or hyporhermia,

& Hunresponsive 1o fiusd, sarfy pressors thould be started

& SeeShock Protocol

Pairn
& See Pain Prosccol

Foactures and Dislocations:
Hiszory: History of srauma and mechanism of injury.
Physica EBxam Llocaled tendemess, mstability, or orepamus; evaluale pulses, motor
function, and sensation; evaluate for cbwvous deformuty, anguiation, deep lceratbons,
N expozad bone fragments,
Extrerndly imunies benefit from appropriste Gire but are of low priorty with multiple
Ijuries Be aware That TracTures 40 nOT RACASE iy I8ad 10 deloriry or lose of funtnon
Splntng:
Check PMS before and after splinting.
immobilize the joint sbove and below the suspecied fracture.
Consider tracton sphet for suspected ferme fractunes
I 2 limb is anguiEted or has no pulse, one attemot may L= made 10 place the
Amb in postion of Funcion 10 rRstore Jdiss pulse,
= Conzider paiviz immobilizavien for possible palvic fractusas.
See Pain Protocol for trestment of pain
Open fractures, give antiuotics

20lin o Coltridunne

mg/kg IV/iM up 20 2 groms

Amput ation:

Hestory. Tuming and mechaniom of am putation, hestory bieeding dsorndes (Includng
Dioad thirmer medicaton use)
Phvaaal Daun Approimate smount of Bleod ko, note structural attachments in partial
arputations

Amputated partz Wrap e amputated part in a stanle drescing maistened with Qarle
sline ard piace in 2 plastic Sog. Then place the bag In ice water. Transport the pant
with the patient # possible. Da not immerse the amputated part i liquid or dry ce
Farvial amputation: Control the bleeding. Saturatz the wound with stanis saline and
cower with 2 dry stenile dressing. Sphnt in anatomacal positon




Medication Formulary

Alabosna EMS Treatment Pratocsds 11th fxiibon

Medication Formudary

* Formatting changes s

Ingications
Shock recstant ¥-Fo or Puliatess \-Tach

* Indications and o

Contrsindicstions

contraindications s

< or 3" dogroc AV Block
SidcEtfery

Hypotrrmson

Bradyeardie

av

Cardiac Arrest — Adults:

Amiodarone

- 1" Dose: 300 mg V10

2 Dase: 350 mg VIO

IF converted with Amiodarone
Infusion:

Amindnrons
= Tram

Cardiac dysrhythmias — Adult Tach w/ Fulse:

Stable, Irregular Narrow QRS




Critical Care

Critical Care Suppiement

* Guideline to supplement el

®  Monitor noninvasve Bicod pressurs cvery Sminuics or contnuously if an arerial line

* Structural Searching Procedure
removed

1 gt e HIR aret
e St S

b DEP“PI,%

\g ' 1
;e
< a -
EST ) 1875
== o
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Conclusion

Alabama EMS Region One
Director: Brittany Prater
Phone: (256) 260-4313
brittany.prater@calhoun.edu

East Alabama EMS, Inc. (EAMS)
Director: John E. Blue, Il

Phone: (205) 763-8400
john.blue@eastalabamaems.com

Birmingham Regional EMS System (BREMSS)
Director: Michael Minor

Phone: (205) 934-2595

¢ % mminor@uab.edu
®*9 °

West Alabama Region Four
Director: Glenn Davis
Phone: (205) 348-9735
gadavis@ua.edu

Southeast Alabama EMS Council, Inc. (SEAEMS)
Director: Sean Gibson

Phone: (334) 793-7789
sgibson(@seaems.com

Alabama Gulf EMS System (AGEMSS)
Director: Kimberly Coley

Phone: (251) 472-7810
kcoley@southalabama.edu
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