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VI.

VIL.

AGENDA
Call to Order — Toni Gross, MD, Chair
Roll Call — Jennifer Herbert (12 Members, 7 required for quorum)

Chairman’s Report — Toni Gross, MD
a. Attendance report (Attachment Ill.a.)

Bureau Report — Noreen Adlin
a. Rules update
b. Education Curricula for Pain Management Protocol — Toni Gross, MD (Attachment
IV.b.)

Discussion and Action Items

Discuss, amend, approve PMD minutes of November 20, 2014 (Attachment V.a.)
Discuss adding medications for 199s on Table 5.2 (Drug Box) — Toni Gross, MD
Discuss forming workgroups to review & update the TTTG — Toni Gross, MD
Discuss changing the PMD Bylaws to increase membership — Toni Gross, MD
Discuss, amend, approve the External Hemorrhage Guideline — Toni Gross, MD
(Attachment V.e.)

o0 o

Agenda ltems for Next Meeting

Call to the Public: A public body may make an open call to the public during a public meeting,
subject to reasonable time, place and manner restrictions, to allow individuals to address the

Persons with disabilities may request reasonable accommodations such as a sign language interpreter, by Angie McNamara,
Program Project Specialist 11, 602-364-3156; State TDD Number 1-800-367-8939; or Voice Relay Number 711. Request should
be made as early as possible to allow time to arrange accommodations.

“Health and Wellness for all Arizonans”
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public body on any issue within the jurisdiction of the public body. At the conclusion of an open
call to the public, individual members of the public body may respond to criticism made by those
who have addressed the public body, may ask staff to review a matter, or may ask that a matter be
put on a future agenda. Members of the public body shall not discuss or take legal action on
matters raised during an open call to the public unless the matters are properly noticed for
discussion and legal action. A.R.S. § 38-431.01 (G).

Members of the public body may present a brief summary of current events. Members of the
public body shall not propose, discuss, deliberate, or take legal action on matters raised during a
summary of current events unless the matters are properly noticed for discussion and legal action.

VIIl.  Summary of Current Events

a. June 11-12, 2015: EMS Odyssey. Desert Willow Conference Center. Phoenix

b. July 15-17, 2015: Western Pediatric Trauma Conference. Park City, Utah

c. July 30-31, 2015: SW Regional Trauma Conference. J.W. Marriott Starr Pass Resort and
Spa, Tucson

d. November 2-4, 2015: National Pediatric Disaster Conference. Camelback Inn Resort and
Spa, Scottsdale

e. November 6-7, 2015: Pediatric Trauma Society Meeting. OMNI Resort & Spa
Montelucia, Scottsdale

f.  November 12-13, 2015: Southwest Trauma and Acute care symposium (STACS).
Talking Stick Resort, Scottsdale

IX. Next Meeting: July 16, 2015, 12:00 PM at 150 N. 18" Avenue, Rooms 215A & 215B

X.  Adjournment

Persons with disabilities may request reasonable accommodations such as a sign language interpreter, by Angie McNamara,
Program Project Specialist 11, 602-364-3156; State TDD Number 1-800-367-8939; or Voice Relay Number 711. Request should
be made as early as possible to allow time to arrange accommodations.

“Health and Wellness for all Arizonans”
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Committee Attendance Report Attachment Ill. a

Protocols, Medications & Devices Committee Protocols, Medications & Devices Committee
Present Tele Absent Present Tele Absent
Bruce Toliver AEMS Representative Michael Pfleger AEMS Representative (STAB Liaison)
2/2/2012 [] [] 2/2/2012 [] []
5/24/2012 [] [] 5/24/2012 O
11/15/2012 [] [] 11/15/2012 O
3/21/2013 [ [] 3/21/2013 [ []
7/18/2013 O 7/18/2013 [] []
11/21/2013 O 11/21/2013 O
3/20/2014 [ [] 3/20/2014 [] []
7/17/2014 O 7/17/2014 [] []
11/20/2014 O 11/20/2014 [] []
Charlie Smith EMS Council Liaison Neil Gago SAEMS Representative
2/2/2012 [] [] 11/20/2014 [] []
5/24/2012 ] [ Robert Jarvis AEMS Representative
11/15/2012 [] [] 2/2/2012 [] []
3/21/2013 [] [] 5/24/2012 [] []
7/18/2013 [] [] 11/15/2012 O
11/21/2013 [] [] 3/21/2013 O
3/20/2014 [] [] 7/18/2013 ] []
7/17/2014 [] [] 11/21/2013 [] []
11/20/2014 [] [] 3/20/2014 O
Gail Bradley AEMS Representative 7/17/2014 [ [
3/20/2014 [] [] 11/20/2014 O
7/17/2014 [] [] Sue Kern WACEMS Representative
11/20/2014 [] [] 2/2/2012 O
Garth Gemar AEMS Representative 5/24/2012 L] [
2/2/2012 [] [] 11/15/2012 O
5/24/2012 [] [] 3/21/2013 [] []
11/15/2012 [] [] 7/18/2013 [] []
3/21/2013 [] [] 11/21/2013 O
7/18/2013 [] [] 3/20/2014 [] []
11/21/2013 [] [] 7/17/2014 O
3/20/2014 [] [] 11/20/2014 O
7/17/2014 [ [ Terence Mason Vice Chair/AEMS Representative
11/20/2014 O 2/2/2012 [] []
Jason Johnson NAEMS Representative 5/24/2012 L] [
11/15/2012 [] [] 11/15/2012 [] []
3/21/2013 [] [] 3/21/2013 [] []
7/18/2013 [] [] 7/18/2013 [] []
11/21/2013 [] [] 11/21/2013 [] []
3/20/2014 [] [] 3/20/2014 [] []
7/17/2014 [] [] 7/17/2014 [] []
11/20/2014 [] [] 11/20/2014 [] []
Josh Gaither SAEMS Representative Toni Gross Chair/AEMS Representative (MDC Liaiso
11/21/2013 [] [] 5/24/2012 [] []
3/20/2014 [] [] 11/15/2012 [] []
7/17/2014 [] [] 3/21/2013 [] []
11/20/2014 [] [] 7/18/2013 [] []
[] []

Michael Pfleger AEMS Representative (STAB Liaison) 11/21/2013



Protocols, Medications & Devices Committee

Present Tele Absent

Toni Gross Chair/AEMS Representative (MDC Liaiso
3/20/2014 [] []
7/17/2014 ] ]

11/20/2014 ] [



Attachment V.a.

PROTOCOLS, MEDICATIONS & DEVICES (PMD)
STANDING COMMITTEE
Date: November 20, 2014 - Time: 12:00 P.M.
Location: 150 N. 18" Ave., Conference Room 215A & B

Meeting Minutes
Call to Order — Toni Gross, MD, Chair, called the meeting to order at 12:00 PM

Roll Call — (12 Members, 7 required for quorum). A quorum was present.

Members Present Members Absent
Charlie Smith Bruce Toliver
Gail Bradley, MD Garth Gemar
Jason Johnson, MD Sue Kern

Josh Gaither, MD Robert Jarvis
Michael Pfleger, MD*

Neil Gago

Terence Mason
Toni Gross, MD
*Indicates teleconference

Chairman’s Report — Toni Gross, MD
a. Attendance report
b. 2015 meeting calendar was presented
c. Welcomed new member Neil Gago

Bureau Report — Noreen Adlin
a. Rules update up on web

Discussion and Action Items

a. Discuss, amend, approve PMD minutes of July 17, 2014. Charlie Smith made the motion to
approve the minutes, seconded by Terry Mason. Motion carries.

b. Discuss, amend, approve Controlled Substances Security Guidance Document — Charlie
Smith. Charlie Smith made the motion to approve the document, seconded by Terry Mason.
The document will pushed forward to EMS Council and MDC for their review. Motion
carries.

c. Discuss, amend, approve adding Naloxone as a STR agent for EMT’s on Table 5.1 (Scope of
Practice) - Charlie Smith. Charlie Smith. Charlie Smith made the motion to approve adding
Naloxone, seconded by Terry Mason. A discussion ensued and the motion carries.

d. Discuss, amend, approve adding Naloxone as an approved agent for EMT’s on Table 5.2
(Drug Box) - Charlie Smith. Charlie Smith. Charlie Smith made the motion to approve the
addition, seconded by Terry Mason. A discussion ensued and the addition was made with the
friendly amendment of adding the word “atomizer” to the line item. Motion carries.

e. Discuss, amend, approve changing Glucagon to an optional agent on Table 5.2 - Toni Gross,
MD. Charlie Smith made the motion to approve the change, seconded by Terry Mason. A
discussion ensued and the motion does not carry.

f. Discuss and approve adding Tranexamic Acid (TXA) to Table 5.2 — Josh Gaither, MD. This
item was tabled.
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VI.

VI.

VIL.

VIIIL.

m.

n.

Attachment V.a.

Discuss, amend, approve changing Methylprednisolone Sodium Succinate (Solumedrol) to an
optional agent on Table 5.2 — Toni Gross, MD. No motion was made.
Discuss and approve adding Dobutamine to Table 5.4 — Brian Smith. Charlie Smith made the
motion to approve the addition, seconded by Gail Bradley, MD. A discussion ensued and the
item was tabled.
Discuss, amend, approve drug profiles for:

i. Dobutamine — Brian Smith & Toni Gross, MD. This item was tabled.

ii. Propofol — Brian Smith & Toni Gross, MD. Gail Bradley, MD, made the motion to
approve the profile, seconded by Josh Gaither, MD. Motion carries.

iii. Insulin — Brian Smith & Toni Gross, MD. Charlie Smith made a motion to approve
the profile, seconded by Gail Bradley, MD. A discussion and ensued and the profile
was approved with the friendly amendment of removing some of the dosage text.
Motion carries.

iv. Levophed (norepinephrine) — Brian Smith & Toni Gross, MD. Charlie Smith made
the motion to approve the profile, seconded by Terry Mason. Motion carries.

v. Hemostatic Agent — Brian Smith & Toni Gross, MD. Charlie Smith made the motion
to approve the profile, seconded by Jason Johnson, MD. A discussion ensued and the
profile was approved with friendly amendments. Motion carries.

Discuss, amend, approved Over the Counter Medication Guidance Document — Josh Gaither,
MD. Charlie Smith made the motion to approve the document, seconded by Terry Mason.
Motion carries.

Discuss, amend, approve Pediatric Shock revision for TTTG - Toni Gross, MD. Charlie
Smith made the motion to approve the guideline, seconded by Gail Bradley, MD. A
discussion ensued and the guideline was approved with friendly amendments. Motion
carries.

Discuss, amend, approve the Education Curricula for Pain Management Protocol — Toni
Gross, MD. A discussion ensued. No motion was made.

Discuss EMCT Nasogastric Tube placement — Toni Gross, MD & Terry Mason. A discussion
ensued. No motion was made.

Review the External Hemorrhage Guideline — Toni Gross, MD. This item was tabled.

Agenda Items for Next Meeting

hO o0 o

Discuss and approve adding Tranexamic Acid (TXA) to Table 5.2 — Josh Gaither, MD.
Discuss and approve adding Dobutamine to Table 5.4 — Brian Smith.

Discuss, amend, approve drug profile for Dobutamine — Brian Smith & Toni Gross, MD.
Review the External Hemorrhage Guideline — Toni Gross, MD.

Discuss forming a workgroup to add NG/OG guidelines into the TTTG — Toni Gross, MD.
Discuss and approve adding Cardizam & Amiodarone for 199s on Table 5.2 (Drug Box) —
Charlie Smith.

Call to the Public: None

Summary of Current Events

a.

February 8-9, 2015: Pediatric Symposium. Hilton Village of Oak Creek, Sedona.

Next Meeting: March 19, 2015 @ 12:00 PM at 150 N. 18"™ Avenue, Room 215A & 215B

Adjournment — the meeting adjourned at 1:38 PM

Minutes approved by PMD

Date:
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Attachment V.e.

Prehospital External Hemorrhage Control Protocol

Apply direct pressure/pressure dressing to injury

|

|

Direct pressure effective

Direct pressure ineffective or

(hemorrhage controlled) impractical (hemorrhage not controlled)
N
=
Wound amenable to Wound not amenable to
tourniquet placement tourniquet placement
(e.g. extremity injury) (e.g. junctional injury)

b

Apply a tourniquet*

b o

Apply a topical hemostatic agent
with direct pressure

*Use of tourniquet for extremity hemorrhage is strongly recommended if sustained direct pressure is ineffective or impractical; Use a
commercially-produced, windlass, pneumatic, or ratcheting device, which has been demonstrated to occlude arterial flow and avoid narrow,
elastic, or bungee-type devices; Utilize improvised tourniquets only if no commercial device is available ; Do not release a properly-applied

tourniquet until the patient reaches definitive care

#Apply a topical hemostatic agent, in combination with direct pressure, for wounds in anatomic areas where tourniquets can not be applied and sustained
direct pressure alone is ineffective or impractical; Only apply topical hemostatic agents in a gauze format that supports wound packing; Only utilize topical
hemostatic agents which have been determined to be effective and safe in a standardized laboratory injury model



National Association of
State EMS.Officials

National Model
EMS Clinical Guidelines

Abstract

These guidelines will be maintained by NASEMSO to facilitate the creation of state and
local EMS system clinical guidelines, protocols or operating procedures. System medical
directors and other leaders are invited to harvest content as will be useful. These
guidelines are either evidence-based or consensus-based and have been formatted for
use by field EMS professionals.

NASEMSO Medical Directors Council

All Rights Reserved V.11-14 WWWw.nasemso.org
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Introduction

The Future of Emergency Care: Emergency Medical Services at the Crossroads, an Institute of
Medicine report published in 2007, states “NHTSA, in partnership with professional organizations,
should convene a panel of individuals with multidisciplinary expertise to develop evidence-based
model prehospital care protocols for the treatment, triage, and transport of patients.” The National
Highway Transportation Safety Administration, Office of EMS (NHTSA OEMS) has embraced this
recommendation with the development of the Evidence-Based Guideline Project.

The National Association of State EMS Officials (NASEMSO) recognizes the need for national EMS
clinical guidelines to help state EMS systems ensure a more standardized approach to the practice of
patient care now, and as experience dictates adoption of future practices. Model EMS clinical
guidelines promote uniformity in prehospital care which, in turn, promotes more consistently skilled
practice as EMS providers move across healthcare systems. They also provide a standard to EMS
Medical Directors upon which to base practice. Supported by grant funding from NHTSA OEMS and
the Health Resources and Services Administration (HRSA), NASEMSO authorized its Medical Directors
Council to partner with national stakeholder organizations with expertise in EMS medical direction
and subject matter experts to create a unified set of patient care guidelines. For the aspects of
clinical care where evidence-based guidelines derived in accordance with the national evidence-
based guideline model process were not available, consensus-based clinical guidelines were
developed utilizing currently available research.

The NASEMSO Model EMS Clinical Guidelines are not mandatory nor are they meant to be all-
inclusive or to determine local scope of practice. The focus of these guidelines is solely patient-
centric. As such, they are designed to provide a resource to clinical practice, maximize patient care,
safety, and outcomes regardless of the existing resources and capabilities within an EMS system.
They are a set of clinical guidelines that can be used as is or adapted for use on a state, regional or
local level to enhance patient care and benchmark performance of EMS practice. Emergency care
and EMS delivery is, by nature, inherently dynamic. NASEMSO supports the evolution of the model
EMS clinical guidelines as new EMS research and evidence-based patient care measures emerge in

the future.
Carol Cunningham, M.D. Richard Kamin, M.D.
Co-Principal Investigator Co-Principal Investigator

All Rights Reserved V.11-14



Purpose and Notes

These guidelines are intended to help state EMS systems ensure a more standardized approach to the
practice of patient care, and to encompass evidence-based guidelines as they are developed.

The long-term goal is to develop a full range of evidence-based prehospital care clinical guidelines.
However, until there is a sufficient body of evidence to fully support this goal, there is a need for this
interim expert, consensus-based step.

The National Model EMS Clinical Guidelines can fill a significant gap in uniform clinical guidance for EMS
patient care, while also providing input to the evidence-based guideline (EBG) development process.

These guidelines will be maintained by the Medical Director Council of the National Association of State
EMS Officials (NASEMSO) and will be reviewed and updated periodically. As EBG material is developed, it
will be substituted for the consensus-based guidelines now comprising the majority of the content of this
document. In the interim, additional consensus-based guidelines will also be added as the need is
identified. For guidelines to be considered for inclusion, they must be presented in the format followed
by all guidelines in the document.

Universal Care and Poisoning/Overdose Universal Care guidelines are included to reduce the need for
extensive reiteration of basic assessment and other considerations in every guideline.

The appendices contain material such as neurologic status assessment and burn assessment tools to
which many guidelines refer to increase consistency in internal standardization and to reduce
duplication.

While some specific guidelines have been included for pediatric patients, considerations of patient age
and size (pediatric, geriatric and bariatric) have been interwoven in the guidelines throughout the
document.

Where IV access and drug routing is specified, it is intended to include 10 access and drug routing when
IV access and drug routing is not possible.

Generic medication names are utilized throughout the guidelines. A complete list of these, along with
respective brand names, may be found in Appendix Il “Medications”.

NEMSIS - Accurate and quality data collection is crucial to the advancement of EMS and a critical element
of EMS research. The National EMS Information System (NEMSIS) has the unique ability to unify EMS
data on a national scope to fulfill this need. Each guideline, therefore, is also listed by the closest NEMSIS
Version 3 Label and Code corresponding to it, listed in parentheses below the guideline name.

Target Audience

While this material is intended to be integrated into an EMS system’s operational guidance materials by
its medical director and other leaders, it is written with the intention that it will be consumed by field
EMS practitioners.
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To the degree possible, it has been assembled in a format useful for guidance and quick reference so that
leaders may adopt it in whole or in part, harvesting and integrating as they deem appropriate to the
format of their guideline, protocol, or procedure materials.
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Universal Care

Universal Care Guideline

(9914075 - Universal Patient Care/Initial Patient Contact)

Patient Care Goals
Facilitate appropriate initial assessment and management of any EMS patient and link to appropriate
specific guidelines as dictated by the findings within the universal care guideline

Patient Presentation
Inclusion Criteria
All patient encounters with and care delivery by EMS personnel

Exclusion Criteria
None

Patient Management
Assessment
1. Assess scene safety: evaluate for hazards to EMS personnel, patient, bystanders
a. Determine number of patients
b. Determine mechanism of injury
c. Request additional resources if needed. Weigh the benefits of waiting for additional
resources against rapid transport to definitive care
d. Consider declaration of mass casualty incident if needed
2. Use appropriate personal protective equipment
Consider cervical spine stabilization if trauma
4. Primary Survey (Airway, Breathing, Circulation is cited below. There are specific
circumstances where Circulation, Airway, Breathing may be recommended by direct medical
oversight)
a. Airway: assess for patency and open the airway as indicated
i. Patient is unable to maintain airway patency—open airway
1. Head tilt chin lift

w

2. Jaw thrust
3. Suction
4. Consider use of the appropriate airway management adjuncts and

devices: oral airway, nasal airway, blind insertion or supraglottic airway
device, laryngeal mask airway, endotracheal tube
ii. Obstructed airway: go to Prehospital Airway Management/
Confirmation/Obstruction/Failed Airway guideline
b. Breathing:
i. Evaluate rate, breath sounds, accessory muscle use, retractions, patient
positioning
ii. Administer oxygen as appropriate with a goal of >94% oxygen saturation for
most acutely ill patients
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iii. Apnea (not breathing): go to Prehospital Airway Management/Confirmation/
Obstruction/Failed Airway guideline
c. Circulation:
i. Assess pulse
1. If none: go to Cardiac Arrest (VF/VT/Asystole/PEA) guideline
2. Assess rate and quality of carotid and radial pulses
ii. Evaluate perfusion by assessing skin color and temperature
1. Evaluate capillary refill
2. Control any major external bleeding. See also Extremity Trauma/
External Hemorrhage Management guideline
d. Disability
i. Evaluate patient responsiveness: AVPU scale (Alert, Verbal, Pain, Unresponsive;
see 6. Obtain baseline vital signs a., below)

ii. Evaluate gross motor and sensory function in all extremities
iii. Evaluate blood glucose in patients with altered mental status
iv. If acute stroke suspected, go to Suspected Stroke/Transient Ischemic Attack
guideline
e. Expose patient as appropriate to complaint
i. Be considerate of patient modesty
ii. Keep patient warm
5. Secondary Survey
The performance of the secondary survey should not delay transport in critical patients. See also
secondary survey specific to individual complaints in other protocols. Secondary surveys should
be tailored to patient presentation and chief complaint. The following are suggested
considerations for secondary survey assessment:

a. Head:
i. Pupils
ii. Naso-oropharynx
iii. Skull and scalp
b. Neck
i. Jugular venous distension
ii. Tracheal position

i. Retractions
ii. Breath sounds
iii. Chest wall deformity
d. Abdomen/Back
i. Flank/abdominal tenderness or bruising
ii. Abdominal distension
e. Extremities
i. Edema
ii. Pulses
iii. Deformity
f.  Neurologic
i. Mental status/orientation
ii. Motor/sensory
All Rights Reserved V.11-14



6. Obtain baseline vital signs
a. Aninitial full set of vital signs is required: pulse, blood pressure, respiratory rate,
neurologic status assessment. Neurologic status assessment (see Appendix VI) involves
establishing a baseline and then trending any change in patient neurologic status.
Glasgow Coma Score (GCS) is frequently used, but there are often errors in applying and
calculating this score. With this in consideration, Glasgow Coma Score may not be more
valid than a simpler field approach. Either AVPU (Alert, Verbal, Painful, Unresponsive —
see below) or only the motor component of the GCS may more effectively serve in this
capacity
b. Patients with cardiac or respiratory complaints
i. Pulse oximetry
ii. 12-lead EKG should be obtained early in patients with cardiac complaints
iii. Continuous cardiac monitoring, if available
iv. Consider waveform capnography
c. Patient with altered mental status
i. Assess blood glucose
ii. Consider waveform capnography
d. Stable patients should have at least two sets of pertinent vital signs. ldeally, one set
should be taken shortly before arrival at receiving facility
e. Critical patients should have pertinent vital signs frequently monitored
7. Obtain OPQRST history:
a. 0O: onset of symptoms
b. P: provocation — location; any exacerbating or alleviating factors
c. Q: quality of pain
d. R: radiation of pain
e. S: severity of symptoms - pain scale
f. T: time of onset and circumstances around onset
8. Obtain SAMPLE history:
a. S: symptoms
b. A: allergies - medication, environmental, and foods
c. M: medications - both prescription and over-the-counter; bring all containers to hospital
if possible
d. P: past medical history
i. look for medical alert tags, portable medical records, advance directives
ii. look for medical devices/implants: some common ones may be dialysis shunt,
insulin pump, pacemaker, central venous access port, gastric tubes, urinary
catheter
e. L: lastoral intake
f. E: events leading up to the 911 call. In patient with syncope, seizure, altered mental
status, or acute stroke, consider bringing witness to the hospital or obtain their contact
phone number to provide to ED care team

Treatment and Interventions:

1. Oxygen supplementation if needed to reach target of > 94%

2. Place appropriate monitoring equipment as dictated by assessment. These may include
a. Continuous pulse oximetry
b. Cardiac rhythm monitoring
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c. Waveform capnography

d. Carbon monoxide assessment

Establish vascular access if indicated or in patients who are at risk for clinical deterioration
Monitor pain scale if appropriate

Reassess patient

Patient safety considerations

1.
2.

Routine use of lights and sirens is not warranted

Be aware of legal issues and patient rights as they pertain to and impact patient care, e.g.
patients with functional needs or children with special healthcare needs

Be aware of potential need to adjust management based on patient age and/or
comorbidities, including medication dosages

The maximum weight-based dose of medication administered to a pediatric patient should
not exceed the maximum adult dose except where specifically stated in a patient care
guideline

Direct medical oversight should be contacted when mandated or as needed

Notes/Educational Pearls

Key considerations

1.

Pediatrics: use a weight-based assessment tool (length-based tape or other system) to
estimate patient weight and guide medication therapy and adjunct choice. Although the
defined age varies by state, the pediatric population is generally defined by those patients
who weigh up to 40 kg or up to 14 years of age, whichever comes first

Geriatrics: although the defined age varies by state, the geriatric population is generally

defined as those patients who are 65 years old or more. In these patients, as well as all adult

patients, reduced medication dosages may apply to patients with renal disease (i.e. on

dialysis or a diagnosis of chronic renal insufficiency) or hepatic disease (i.e. severe cirrhosis or

end-stage liver disease)

Co-morbidities: reduced medication dosages may apply to patients with renal disease (i.e. on
dialysis or a diagnosis of chronic renal insufficiency) or hepatic disease (i.e. severe cirrhosis or

end-stage liver disease)
Vital signs:
a. Oxygen
Goal oxygen saturation is > 94%. Supplemental oxygen administration is warranted to
patients with oxygen saturations below this level and titrated based upon clinical
condition, clinical response, and geographic location and altitude
b. Normal vital sighs—see chart
i Hypotension is considered a systolic blood pressure less than the lower limit on
the chart
ii.  Tachycardia is considered a pulse above the upper limit on the chart
iii. Bradycardia is considered a pulse below the lower limit on the chart
iv.  Tachypnea is considered a respiratory rate above the upper limit on the chart
V. Bradypnea is considered a respiratory rate below the lower limit on the chart
Secondary survey may not be completed if patient has critical primary survey problems
In critical patients, proactive patient management should occur simultaneously with
assessment. Ideally, one provider should be assigned to exclusively monitor and facilitate
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patient-focused care. Treatment and Interventions should be initiated as soon as practicable,
but should not impede extrication or delay transport to definitive care

Air medical transport of trauma patients should be reserved for higher acuity trauma patients
where there is a significant times savings over ground transport, where the appropriate
destination is not accessible by ground due to systemic or logistical issues, and for patients
who meet the Centers for Disease Control and Prevention’s (CDC’s) anatomic, physiologic,
and situational high-acuity triage criteria

Pertinent Assessment Findings

This guideline is too broad to list all possible findings

Quality Improvement

Key Documentation Elements

1.
2.

At least two full sets of vital signs should be documented for every patient
All patient interventions should be documented

Performance Measures

1.
2.

Abnormal vital signs should be addressed and reassessed

Response to therapy provided should be documented including pain scale reassessment if
appropriate

Limit scene time for patients with time-critical illness or injury unless clinically indicated

Normal Pediatric Vital Signs

Age Pulse Respiratory Rate Systolic BP
Preterm <1 kg 120-160 30-60 36-58
Preterm 1 kg 120-160 30-60 42-66
Preterm 2 kg 120-160 30-60 50-72
Newborn 126-160 30-60 60-70
Upto 1 year 100-140 30-60 70-80
1-3 years 100-140 20-40 76-90
4-6 years 80-120 20-30 80-100
7-9 years 80-120 16-24 84-110
10-12 years 60-100 16-20 90-120
13-14 years 60-90 16-20 90-120
15 years and older 60-90 14-20 90-130
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Glasgow Coma Scale

ADULT GLASGOW COMA SCALE PEDIATRIC GLASGOW COMA SCALE
T | T —
Spontaneous Spontaneous 4
To Speech 3 | To Speech 3
To Pain 2 To Pain 2
None 1 None 1
Best Motor Response (6) Best Motor Response (6)
Obeys Commands 6 Spontaneous Movement 6
Localizes Pain 5 Withdraws to Touch 5
Withdraws From Pain 4 Withdraws from Pain 4
Abnormal Flexion 3 Abnormal Flexion 3
Abnormal Extension 2 Abnormal Extension 2
None 1 None 1
Verbal Response (5) Verbal Response (5)
Oriented 5 Coos, Babbles 5
Confused 4 Irritable Cry 4
Inappropriate 3 Cries to Pain 3
Incomprehensible 2 Moans to Pain 2
None 1 None 1
Total Total
References
1. Bass R et al. Medical oversight of EMS, Emergency Medical Services: Clinical Practice and
Systems Oversight, 2009. 382
2. Bledsoe BE, Porter RS, Cherry RA. Paramedic Care: Principles & Practice, Volume 3, 4" ed.,
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Functional Needs

(No NEMSIS category)

Patient Care Goals
To meet and maintain the additional support required for patients with functional needs during the
delivery of prehospital care

Patient Presentation
Inclusion Criteria
Patients who are identified by the World Health Organization’s International Classification of
Functioning, Disability, and Health (ICF) that have experienced a decrement in health resulting in
some degree of disability. According to the U.S. Department of Health and Human Services, this
includes, but is not limited to, individuals with physical, sensory, mental health, and cognitive
and/or intellectual disabilities affecting their ability to function independently without assistance

Exclusion Criteria
None

Patient Management
Assessment
Identify the functional need by means of information from the patient, the patient’s family,
bystanders, medic alert bracelets or documents, or the patient’s adjunct assistance devices

The physical examination should not be intentionally cut short, although the manner in which the
exam is performed may need to be modified to accommodate the specific needs of the patient

Treatment and Interventions

Medical care should not intentionally be reduced or abbreviated during the triage, treatment
and transport of patients with functional needs, although the manner in which the care is
provided may need to be modified to accommodate the specific needs of the patient

Patient Safety Considerations

For patients with communication barriers (language or sensory), it may be desirable to obtain
secondary confirmation of pertinent data (e.g. allergies) from the patient’s family, interpreters,
or written or electronic medical records. The family members can be an excellent source of
information and the presence of a family member can have a calming influence on some of
these patients

Notes/Educational Pearls
Key Considerations
1. Communication Barriers
a. Language Barriers:
i. Expressive and/or receptive aphasia
ii. Nonverbal
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iii. Fluency in a different language than that of the EMS professional
iv. Examples of tools to overcome language barriers include:
1. Transport of an individual who is fluent in the patient’s language along
with the patient to the hospital
2. Medical translation cards
Telephone-accessible services with live language interpreters
4. Methods through which the patient augments his/her communication
skills (e.g. eye blinking, nodding) should be noted, utilized as able, and
communicated to the receiving facility
b. Sensory Barriers:
i. Visual impairment
ii. Auditory impairment
iii. Examples of tools to overcome sensory barriers include:
1. Braille communication card

w

2. Sign language
3. Lipreading

4. Hearing aids
5.

Written communication
2. Physical Barriers:
i. Ambulatory impairment (e.g. limb amputation, bariatric)
ii. Neuromuscular impairment
3. Cognitive Barriers:
i. Mentalillness
ii. Developmental challenge or delay

Pertinent assessment findings
1. Assistance Adjuncts
Examples of devices that facilitate the activities of life for the patient with functional needs
include, but are not limited to:
a. Extremity prostheses
Hearing aids
Magnifiers
Tracheostomy speaking valves
White or sensory canes
Wheelchairs or motorized scooters

~m oo o

2. Service Animals
As defined by the American Disabilities Act, “any guide dog, signal dog, or other animal
individually trained to do work or perform tasks for the benefit of an individual with a
disability, including, but not limited to guiding individuals with impaired vision, alerting
individuals with impaired hearing to intruders or sounds, providing minimal protection or
rescue work, pulling a wheelchair, or fetching dropped items”

Services animals are not classified as a pet and should, by law, always be permitted to
accompany the patient with the following exceptions:
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A public entity may ask an individual with a disability to remove a service animal from the
premises if:
a. The animalis out of control and the animal's handler does not take effective action to
control it; or
b. The animal is not housebroken

Service animals are not required to wear a vest or a leash. Itis illegal to make a request for
special identification or documentation from the servicer animal’s partner. EMS providers may
only ask the patient if the service animal is required because of a disability and the form of
assistance the animal has been trained to perform

EMS providers are not responsible for the care of service animal. If the patient is incapacitated
and cannot personally care for the service animal, a decision can be made whether or not to
transport the animal in this situation

Animals that solely provide emotional support, comfort, or companionship do not qualify as
service animals

Quality Improvement
Key documentation elements
1. Language barriers:
a. The patient’s primary language of fluency
b. The identification of the person assisting with the communication
c. The methods through which the patient augments his/her communication skills should
be communicated to the receiving facility

2. Sensory barriers:
a. The methods through which the patient augments his/her communication skills
communicated to the receiving facility
b. Written communication between the patient and the EMS professional is part of the
medical record, even if it is on a scrap sheet of paper, and it should be retained with the
same collation, storage, and confidentiality policies and procedures that are applicable to
the written or electronic patient care report

3. Assistance adjuncts (devices that facilitate the activities of life for the patient)

Performance measures

1. Accuracy of key data elements (chief complaint, past medical history, medication, allergies)

2. Utilization of the appropriate adjuncts to overcome communication barriers

3. Documentation of the patient’s functional need and avenue exercised to support the patient

4. Documentation of complete and accurate transfer of information regarding the functional
need to the receiving facility

References
1. Americans with Disabilities Act 1990, 42 U.S. Code, Chapter 126
2. Americans with Disabilities Act Amendments Act of 2008, 42 U.S. Code
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Patient Refusals

(9914189 — Refusal of Care)

Patient Care Goals/Patient Presentation (Overview)

If an individual (or the parent or legal guardian of the individual) refuses secondary care and/or
ambulance transport to a hospital after prehospital providers have been called to the scene, providers
should determine the patient’s capacity to make decisions. Competency is generally a legal status of a
person’s ability to make decisions. However, state laws vary in the definition of competency and its
impact upon authority. Therefore, one should consult with the respective state EMS office for
clarification on legal definitions and patient rights

Patient Management

Assessment

Decision-Making Capacity

An individual who is alert, oriented, and has the capacity to understand the circumstances

surrounding his/her illness or impairment, as well as the possible risks associated with refusing

treatment and/or transport, typically is considered to have decision-making capacity. The

individual’s judgment must also not be significantly impaired by illness, injury or drugs/alcohol

intoxication. Individuals who have attempted suicide, verbalized suicidal intent, or have other

factors that lead EMS providers to suspect suicidal intent, should not be regarded as having

decision-making capacity and may not decline transport to a medical facility

Treatment and Interventions

1. Obtain a complete set of vital signs and complete an initial assessment with particular
attention to the individual’s neurologic and mental status

2. Determine the individual’s capacity to make a valid judgment concerning the extent of
his/her illness or injury. If the EMS provider has doubts about whether the individual has the
mental capacity to refuse or if the patient lacks capacity, the EMS provider should contact
direct medical oversight

3. If patient has capacity, clearly explain to the individual and all responsible parties the possible
risks and overall concerns with regards to refusing care

4. Perform appropriate medical care with the consent of the individual

5. Complete the patient care report clearly documenting the initial assessment findings and the
discussions with all involved individuals regarding the possible consequences of refusing
additional prehospital care and/or transportation

Notes/Educational Pearls
Key Considerations
1. An adult or emancipated minor who has demonstrated possessing sufficient mental capacity
for making decisions has the right to determine the course of his/her medical care, including
the refusal of care. These individuals must be advised of the risks and consequences resulting
from refusal of medical care
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2. Anindividual determined to lack decision-making capacity by EMS providers or should not be
allowed to refuse care against medical advice or to be released at the scene. Mental illness,
drugs, alcohol intoxication, or physical/mental impairment may significantly impair an
individual’s decision-making capacity. Individuals who have attempted suicide, verbalized
suicidal intent, or have other factors that lead EMS providers to suspect suicidal intent,
should not be regarded as having demonstrated sufficient decision-making capacity

3. EMS providers should not put themselves in danger by attempting to treat and/or transport
an individual who refuses care

4. Always act in the best interest of the patient. EMS providers, with the support of direct
medical oversight, must strike a balance between abandoning the patient and forcing care

5. Special Considerations- Minors
It is preferable for minors to have a parent or legal guardian who can provide consent for
treatment on behalf of the child. All states allow health care providers to provide emergency
treatment when a parent is not available to provide consent. This is known as the emergency
exception rule or the doctrine of implied consent. For minors, this doctrine means that the
prehospital professional can presume consent and proceed with appropriate treatment and
transport if the following four conditions are met:

a. The child is suffering from an emergent condition that places his or her life or health in
danger

b. The child’s legal guardian is unavailable or unable to provide consent for treatment or
transport

c. Treatment or transport cannot be safely delayed until consent can be obtained

d. The pre-hospital professional administers only treatment for emergency conditions that
pose an immediate threat to the child

As a general rule, when the pre-hospital professional’s authority to act is in doubt, EMS providers
should always do what they believe to be in the best interest of the minor

If a minor is injured or ill and no parent contact is possible, the provider may contact direct
medical oversight for additional instructions

References
No specific recommendations
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Cardiovascular
Adult and Pediatric Syncope and Presyncope

(9914149 - Syncope)

Patient Care Goals
1. Stabilize and resuscitate when necessary
2. Initiate monitoring and diagnostic procedures

3. Transfer for further evaluation

Patient Presentation

Syncope is heralded by both the loss of consciousness and the loss of postural tone. Syncope typically is

abrupt in onset and resolves equally quickly. EMS providers may find the patient awake and alert on
initial evaluation. Presyncope is defined as the prodromal symptoms of syncope. It usually lasts for
seconds to minutes and may be described by the patient as “nearly blacking out” or “nearly fainting”

Inclusion criteria

1. Abrupt loss of consciousness with loss of postural tone
2. Prodromal symptoms of syncope
Exclusion criteria

Conditions other than the above, including patients:

1. Patients with alternate and obvious cause of loss of consciousness (such as trauma — see
Head Injury Guideline)

2. Patients with ongoing mental status changes or coma should be treated per the Altered
Mental Status guideline

Patient Management

Assessment
1. Pertinent History
a. Review the patient’s past medical history, including a history of:
i. Cardiovascular disease (cardiac disease/stroke/ etc.)
ii. Seizure
iii. Recenttrauma
iv. Anticoagulation
v. Dysrhythmia
vi. Congestive heart failure (CHF)
vii. Syncope
b. History of Present llIness, including:
i. Conditions leading to the event
ii. Patient complaints before or after the event including prodromal symptoms
iii. History from others on scene, including seizures or shaking, presence of
pulse/breathing (if noted), duration of the event, events that lead to the
resolution of the event
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c. Review of Systems:
i. Occult blood loss (GI/GU)
ii. Fluid losses (nausea/vomiting/diarrhea) and fluid intake
iii. Current Medications
2. Pertinent Physical Exam Including:
a. Attention to vital signs as well as evaluation for trauma
b. Detailed neurologic exam (including stroke screening and mental status)
c. Heart, lung, abdominal and extremity exam
d. Additional Evaluation:
i. Finger stick blood glucose
ii. Cardiac monitoring
iii. Ongoing vital signs
v. 12-lead EKG

Treatment and Interventions:

Should be directed at abnormalities discovered in the physical exam or on additional examination
and may include management of cardiac dysrhythmias, cardiac ischemia/infarct, hypoglycemia,
hemorrhage, shock, and the like.

Manage airway as indicated

Obtain detailed history

Oxygen as appropriate

Evaluate for hemorrhage and treat for shock if indicated

Obtain blood glucose and treat per Hypoglycemia/Hyperglycemia guideline as indicated
Establish IV access

Fluid bolus if appropriate

Cardiac Monitor

. 12-lead EKG

10. Monitor for and treat arrhythmias (if present refer to appropriate guideline)

©oONOUEWNE

Patient Safety Considerations:

Patients suffering syncope due to arrhythmia may suffer recurrent arrhythmia and should
therefore be placed on a cardiac monitor. Geriatric patients suffering falls from standing may
sustain significant injury and should be diligently screened for trauma. Refer to the General
Trauma Management guideline

Notes/Educational Pearls

Key Considerations

1. By being most proximate to the scene and to the patient’s presentation, EMS providers are
commonly in a unique position to identify the cause of syncope. Consideration of potential
causes, ongoing monitoring of vitals and cardiac rhythm as well as detailed exam and history
are essential pieces of information to pass onto hospital providers

2. All patients suffering from syncope deserve hospital level evaluation, even if they appear
normal with few complaints on scene
a. High risk causes of syncope include the following:

i. Cardiac causes — such as arrhythmias and massive pulmonary embolism
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ii. Neurologic - some of the symptoms of seizure may mimic those of syncope with
loss of consciousness and collapse. Consider seizure and obtain full history from
bystander witnesses

b. Consider high risk 12-lead EKG features including:

i. Evidence of QT prolongation

ii. Delta waves

iii. Brugada syndrome (incomplete RBBB pattern in V1/V2 with ST segment
elevation)

Pertinent Assessment Findings

NoukrwnpeE

Evidence of trauma

Evidence of cardiac dysfunction (e.g. evidence of CHF, arrhythmia)
Evidence of hemorrhage

Evidence of neurologic compromise

Evidence of alternate etiology, including seizure

Initial and ongoing cardiac rhythm

12-lead EKG findings

Quality Improvement

Key Documentation Elements

1.
2.
3.

Presenting cardiac rhythm
Cardiac rhythm present when patient is symptomatic
Any cardiac rhythm changes

Performance Measures

1.
2.
3.
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Chest Pain/Acute Coronary Syndrome (ACS)/ST-segment Elevation Myocardial
Infarction (STEMI)

(9914117 — Cardiac Chest Pain; 9914143 — ST Elevation Myocardial Infarction)

Patient Care Goals
1. Identify STEMI quickly

Determine the time of symptom onset

Activate hospital-based STEMI system of care

Monitor vital signs and cardiac rhythm and be prepared to provide CPR and defibrillation if needed
Administer appropriate medications

Transport to appropriate facility

o U E W

Patient Presentation
Inclusion/Exclusion Criteria
Chest pain or discomfortin other areas of the body (e.g. arm, jaw, epigastrium) of suspected cardiac

origin, shortness of breath, sweating, nausea, vomiting, and dizziness. Atypical or unusual symptoms
are more common in women, the elderly and diabetic patients. May also present with CHF,
syncope and/or shock

Some patients will present with non-STEMI chest pain and otherwise have a low likelihood of
ACS (e.g. blunt trauma to the chest of a child). For these patients, defer the administration of
aspirin and nitrates and refer to Pain Management guideline

Patient Management
Assessment, Treatment, and Interventions
1. Signs and symptoms include chest pain, congestive heart failure, syncope, shock, symptoms
similar to a patient’s previous myocardial infarction (M)
2. Assess the patient’s cardiac rhythm
a. Treat pulseless rhythms, tachycardia, or symptomatic bradycardia (see Cardiovascular
and Resuscitation guideline sections)
b. Initiate cardiopulmonary resuscitation (CPR), defibrillation, or cardioversion if indicated
3. If the patient is dyspneic, hypoxemic, or has obvious signs of heart failure, EMS providers
should administer oxygen and titrate therapy to oxygen saturation of > 94% (per Universal Care
guideline)
4. Administer aspirin; chewable, nonenteric-coated aspirin preferred (160 to 325 mg)
Establish IV Access
6. The 12-lead EKG is the primary diagnostic tool that identifies a STEMI. It is imperative that
EMS providers routinely acquire a 12-lead EKG as soon as possible for all patients exhibiting signs
and symptoms of ACS
a. The EKG may be transmitted for remote interpretation by a physician or screened for STEMI by
properly trained EMS providers, with or without the assistance of computer-interpretation
b. Advance notification should be provided to the receiving hospital for patients identified as
having STEMI
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7.

c. Performance of serial EKGs is suggested

d. All EKGs should be made available to treating personnel at the receiving hospital, whether
brought in or transmitted from the field

EMS providers should administer nitroglycerin doses (tablets or spray) q 3-5 minutes as long as

SBP > 100 (if range not desired, use g 3 minutes). Nitrates in all forms are contraindicated in

patients with initial systolic blood pressure < 90 mm Hg and in patients with suspected right

ventricular infarction because these patients require adequate RV preload, which can be affected

by nitrate administration.

Nitrates are contraindicated when patients have taken an erectile dysfunction medication within

24 hours (48 hours for tadalafil)

Analgesia is indicated in STEMI when chest discomfort is unresponsive to nitrates. Morphine

should be used with caution in unstable angina (UA)/NSTEMI due to an association with increased

mortality

10. Transport and destination decisions should be based on local resources and system of care

Patient Safety Considerations

1.

2.

Observe for signs of clinical deterioration: dysrhythmias, CP, SOB, decreased LOC/syncope, or
other signs of shock/hypotension
Perform serial 12-lead EKGs (especially any time clinical changes noted)

Notes/Educational Pearls

Key Considerations

Acute coronary syndrome may present with atypical pain, vague or only generalized complaints

Pertinent Assessment Findings

A complete medication list should be obtained from each patient. Itis especially important for
the treating physician to be informed if the patient is taking beta-blockers, calcium channel
blockers, clonidine, digoxin, and medications for the treatment of erectile dysfunction

Quality Improvement

Key Documentation Elements

vk wN e

The time of symptom onset

The time of arrival on scene to the time of 12-lead EKG acquisition

The time of 12-lead EKG acquisition to the time of identification of a STEMI
The time ASA administered, or reason why not given

The time of STEMI notification

Performance Measures

1.

2.
3.
4

The time of EMS arrival on scene to the time of 12-lead EKG acquisition

The time of a STEMI patient’s ultimate arrival to a PCl center

The time of EMS notification to the time of activation of a cardiac catheterization laboratory
The time of arrival at the PCl center to the time of cardiac catheterization (door-to-balloon
time)

The time of prehospital 12-lead EKG acquisition to the time of cardiac catheterization (EKG-
to-balloon time)
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Bradycardia

(9914115 — Bradycardia)

Patient Care Goals

1. Maintain adequate perfusion
2. Treat underlying cause:

@m0 o0 T

Hypoxia

Shock

Second or third degree AV block

Toxin exposure (beta-blocker, calcium channel blocker, organophosphates, digoxin)
Electrolyte disorder

Increased intracranial pressure (ICP)

Other

Patient Presentation

Inclusion Criteria

1. Heartrate < 60 with either symptoms (AMS, CP, CHF, seizure, syncope, shock, pallor,
diaphoresis) or evidence of hemodynamic instability
2. The major EKG rhythms classified as bradycardia include:

P oo oo

f.

Sinus bradycardia

Second-degree AV block

Type | —Wenckenbach/Mobitz |

Type Il —Mobitz Il

Third-degree AV block complete block
Ventricular escape rhythms

3. See additional inclusion criteria, below, for pediatric patients

Exclusion Criteria

No specific recommendations

Patient Management

Assessment, Treatment, and Interventions

1. Adult Management

a.

oo oo

Manage airway as necessary

Provide supplemental O, as needed to maintain O, saturation > 94%
Initiate monitoring and perform 12-lead EKG

Establish IV access

Finger stick blood glucose and treat hypoglycemia per the Hypoglycemia/Hyperglycemia

guideline
Consider the following additional therapies if bradycardia and symptoms or
hemodynamic instability continue:

i. Atropine 0.5 mg IV g 3-5 minute (max 3 mg)

ii. Chronotropic medications (no order of preference intended)
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1. Epinephrine 2-10 micrograms/minute IV or

2. Dopamine 2-20 micrograms/kg/minute IV or

3. Norepinephrine - there is recent evidence that supports the use of
norepinephrine as the preferred intervention. If no response from other
chronotropic medications, and the symptomatic bradycardia is
associated with AV heart block, administer 0.03 mg Norepinephrine IV
push with caution

iii. Transcutaneous Pacing
If pacing is performed, consider sedation or pain control

2. Pediatric Management

Treatment is only indicated for patients who are symptomatic (pale/cyanotic, diaphoretic,
altered mental status, hypoxic)

o

Initiate chest compressions
b. Manage airway and assist ventilations as necessary with minimally interrupted chest
compressions using a compression to ventilation ratio 15:2 (30:2 if single provider is
present)
Provide supplemental O; as needed to maintain O, saturations > 94%
Initiate monitoring and perform 12-lead EKG
Establish IV access
Finger stick blood glucose and treat hypoglycemia per the Hypoglycemia/Hyperglycemia
guideline
g. Consider the following additional therapies if bradycardia and symptoms or
hemodynamic instability continue:

i. Epinephrine (1:10,000) 0.01 mg/kg IV every 3-5 minutes

ii. Also consider atropine 0.01-0.02 mg/kg IV with minimum dose of 0.1 mg if

increased vagal tone or cholinergic drug toxicity
iii. Transcutaneous pacing. If pacing is performed, consider sedation or pain control

S0 a0

Epinephrine may be used for bradycardia and poor perfusion unresponsive to ventilation
and oxygenation. It is reasonable to administer atropine for bradycardia caused by
increased vagal tone or cholinergic drug toxicity

Patient Safety Considerations
If pacing is performed, consider sedation or pain control

Notes/Educational Pearls
Key Considerations
1. Observe for signs of decreased end-organ perfusion: chest pain (CP), shortness of breath
(SOB), decreased level of consciousness, syncope or other signs of shock/hypotension
2. Patients who have undergone cardiac transplant will not respond to atropine
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3. Consider potential culprit medications including beta-blockers, calcium channel blockers,
sodium channel blockers/anti-depressants, cocaine, clonidine, digoxin, and clonidine. If
medication overdose is considered, refer to appropriate guideline in the Toxins and
Environmental section.

4. The differential diagnosis includes the following: Ml, hypoxia, pacemaker failure,
hypothermia, sinus bradycardia, athletes, head injury with increased ICP, stroke, spinal cord
lesion, sick sinus syndrome, AV blocks, overdose

5. Consider hyperkalemia in the patient with wide complex bradycardia

6. Bradycardia should be managed via the least invasive manner possible, escalating care as
needed
a. Third degree heart block or the denervated heart (as in cardiac transplant) may not

respond to atropine and in these cases, proceed quickly to chronotropic agents (such as
epinephrine or dopamine), or transcutaneous pacing.
b. In cases of impending hemodynamic collapse, proceed directly to transcutaneous pacing

7. Beaware of acute coronary syndrome as a cause of bradycardia in adult patients

8. For symptomatic bradycardia or unstable bradycardia, IV infusion chronotropic agents
(dopamine and epinephrine) are now recommended as an equally effective alternative to
external pacing when atropine is ineffective

9. When dosing medications for pediatric patients, dose should be weight based on non-obese
patients and based on ideal body weight for obese patients

10. Pediatric patients who receive atropine for bradycardia improved their survival rates
compared to those who received epinephrine

Pertinent Assessment Findings

No specific recommendations

Quality Improvement
Key Documentation Elements
1. Time and dose of medications given
2. Time pacing started (as well as rate and joules)

Performance Measures
1. Response to medication/treatment
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Tachycardia with a Pulse

(9914147 — Supraventricular Tachycardia (Including Atrial Fibrillation))

Patient Care Goals
1. Maintain adequate oxygenation, ventilation and perfusion
2. Restore regular sinus rhythm - correct rhythm disturbance
3. Search for underlying cause:
a. Maedications (caffeine, diet pills, thyroid, decongestants)
b. Drugs (cocaine, amphetamines)
c. History of dysrhythmia
d. CHF

Patient Presentation

Patients will manifest elevated heart rate for age and may or may not also present with associated
symptoms such as palpitations, dyspnea, chest pain, syncope/near-syncope, hemodynamic compromise,
altered mental status or other signs of end organ malperfusion

Inclusion Criteria
Heart Rate > 100 in adults or relative tachycardia in pediatric patients

Exclusion Criteria
Sinus tachycardia

Patient Management
Assessment, Treatments, and Interventions
1. Adult Management
Manage airway as necessary
Provide supplemental O, as needed to maintain O, saturation > 94%
Initiate monitoring and perform 12-lead EKG
Establish IV access
Finger stick blood glucose and treat hypoglycemia per the Diabetic guideline
Consider the following additional therapies if tachycardia and symptoms or
hemodynamic instability continue:
i. Regular Narrow Complex Tachycardia — Stable (SVT)
1. Perform vagal maneuvers
2. Adenosine 6 mg IV followed by 10 ml fluid bolus. If tachycardia
continues, give adenosine 12 mg IV. A third dose of adenosine, 12 mg IV,
can be given
3. Diltiazem 0.25 mg/kg slowly IV over 2 minutes. After 15 minutes, a
second dose of diltiazem 0.35 mg/kg IV may be given if needed
4. Metoprolol 5 mg IV given over 1-2 minutes. May repeat as needed every
5 minutes for a total of 3 doses
ii. Regular Narrow Complex Tachycardia — Unstable
1. Deliver a synchronized shock based on manufacturer’s recommendations
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vi.

2. Forresponsive patients, consider sedation
Irregular Narrow Complex Tachycardia — Stable (atrial fibrillation, atrial flutter,
multifocal atrial tachycardia)

1. Diltiazem 0.25 mg/kg slowly IV over 2 minutes. After 15 minutes, a
second dose of diltiazem 0.35 mg/kg IV may be given if needed. For
patients older than 65, recommend initial dose of diltiazem 10 mg IV and
a second dose of 20mg

2. Metoprolol 5 mg IV given over 1-2 minutes. May repeat as needed every
5 minutes for a total of 3 doses

Irregular Narrow Complex Tachycardia — Unstable
1. Deliver a synchronized shock based on manufacturer’s recommendation
2. Forresponsive patients, consider sedation
Regular Wide Complex Tachycardia — Stable (ventricular tachycardia - VT,
supraventricular tachycardia - SVT, atrial fibrillation/flutter with aberrancy,
accelerated idioventricular rhythms, pre-excited tachycardias with accessory
pathways, torsades de pointes)

1. Adenosine 6 mg IV followed by 10 ml fluid bolus; if monomorphic
tachycardia continues, give adenosine 12 mg IV

2. Amiodarone 150 mg IV over 10 minute; may repeat

3. Procainamide drip at 10 mg/minute for a maximum dose of 17 mg/kg

4. Lidocaine 1-1.5 mg/kg IV; may be repeated at 5 minute intervals for a
maximum dose of 3 mg/kg IV

Irregular Wide Complex Tachycardia — Stable (atrial fibrillation with aberrancy,
pre-excited atrial fibrillation (i.e. atrial fibrillation using an accessory pathway),
MAT or polymorphic VT/torsades de pointes.

1. Amiodarone 150 mg IV over 10 minute; may repeat if needed

2. Metoprolol 5 mg IV given over 1-2 minutes. May repeat as needed every
5 minutes for a total of 3 doses

3. If torsades, give magnesium 1-2 grams IV over 15 minutes

2. Pediatric Management

a. Manage airway as necessary

Provide supplemental O, as needed to maintain O, saturation > 94%

b

c. Initiate monitoring and perform 12-lead EKG

d. Establish IV access

e. Finger stick blood glucose and treat hypoglycemia per the Hypoglycemia/Hyperglycemia
guideline

f. Consider the following additional therapies if tachycardia and symptoms or

hemodynamic instability continue:

Regular Narrow Complex Tachycardia — Stable (SVT)

1. Perform vagal maneuvers

2. Adenosine 0.1 mg/kg; if unsuccessful, may repeat with 0.2 mg/kg
Regular Narrow Complex Tachycardia — Unstable

1. Deliver a synchronized shock; 0.5-1 J/kg for the first dose

2. Repeat doses should be 2 J/kg
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iii. Regular, Wide Complex Tachycardia - Stable
1. Consider adenosine 0.1 mg/kg for SVT with aberrancy
2. Otherwise give amiodarone 5 mg/kg IV over 10 minutes
iv. Regular, Wide Complex Tachycardia — Unstable
Synchronized cardioversion 0.5-1.0 J/kg

Notes/Educational Pearls
Key Considerations

1. Causes:
a. Hypovolemia
b. Hypoxia
c. Hydrogen (acidosis)
d. Myocardial Infarction
e. Hypokalemia/hyperkalemia
f. Hypoglycemia
g. Hypothermia
h. Toxins/Overdose
i. Tamponade
j. Tension pneumothorax
k. Thrombus — central or peripheral

Trauma
m. Hyperthyroidism

2. Atrial fibrillation rarely requires cardioversion in the field. As it is difficult to ascertain onset,
risk of stroke needs to be addressed

3. A wide-complexirregular rhythm should be considered pre-excited atrial fibrillation; extreme
care must be taken in these patients. Characteristic EKG findings include a short PR interval
and in some cases, a delta wave. Avoid AV nodal blocking agents such as adenosine, calcium
channel blockers, digoxin, and possibly beta-blockers in patients with pre-excitation atrial
fibrillation because these drugs may cause a paradoxical increase in the ventricular response.
Blocking the AV node in some of these patients may lead to impulses that are transmitted
exclusively down the accessory pathway, which can result in ventricular fibrillation.
Amiodarone can be used instead

4. Amiodarone can be used as a rate-controlling agent for patients who are intolerant of or
unresponsive to other agents, such as patients with CHF who may not otherwise tolerate
diltiazem or metoprolol. Caution should be exercised in those who are not receiving
anticoagulation, as amiodarone can promote cardioversion

5. Administer metoprolol to patients with SBP greater than 120. Worsening CHF, COPD, asthma,
as well as hypotension and bradycardia can occur with use of metoprolol

6. Few studies have demonstrated the effectiveness of procainamide so it remains a second-
line medication. Procainamide has been shown to cause hypotension, especially in situations
when left ventricle function has been impaired. It may induce atrioventricular conduction
disturbances, including heart block, and must be used with extreme caution in patients who
have previously received amiodarone

7. Lidocaine is less effective in terminating VT than procainamide, sotalol, and amiodarone
when given to patients with or without a history of Ml with stable VT in the hospital setting.
Lidocaine has been reported to variably terminate VT when administered intramuscularly to
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10.

11.

patients with AMI and VT in the out-of-hospital setting. Lidocaine should be considered
second-line antidysrhythmic therapy for monomorphic VT

Biphasic waveforms are have been proven to convert atrial fibrillation at lower energies and
higher rates of success than monophasic waveforms. Strategies include dose escalation (70,
120, 150, 170J for biphasic or 100, 200, 300, 360J for monophasic) versus beginning with
single high energy/highest success rate for single shock delivered

Studies in infants and children have demonstrated the effectiveness of adenosine for the
treatment of hemodynamically stable or unstable SVT

Adenosine should be considered the preferred medication for stable SVT. Verapamil may be
considered as alternative therapy in older children but should not be routinely used in
infants. Procainamide or amiodarone given by a slow IV infusion with careful hemodynamic
monitoring may be considered for refractory SVT

When dosing medications for pediatric patients, dose should be weight based in non-obese
patients and based on ideal body weight for obese patients

Pertinent Assessment Findings

No specific recommendations

Patient Safety Considerations

1.
2.
3.

Only use one antidysrhythmic at a time

If using cardioversion, consider sedation or pain control

With irregular wide complex tachycardia (atrial fibrillation with aberrancy such as Wolff-
Parkinson-White and Lown-Ganong Levine), avoid use of calcium channel blockers and beta
blockers

Quality Improvement

Key Documentation Elements

1.

2.
3.
4

All rhythm changes

Patient response to medications

Patient response to attempt to cardiovert (as well as times/joules)
Obtain monitor strips after each intervention

Performance Measures

Time to clinical improvement
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Suspected Stroke / Transient Ischemic Attack

(9914145 — Stroke/TIA)

Patient Care Goals
1. Detect neurological deficits

2. Determine eligibility for transport to a stroke center

Patient Presentation

1. Neurologic deficit such as facial droop, localized weakness, gait disturbance, slurred speech,

altered mentation
2. Hemiparesis or hemiplegia

3. Dysconjugate gaze, forced or crossed gaze (if patient is unable to voluntarily respond to

exam, makes no discernible effort to respond, or LOC is such as there is no response)
4. Severe headache, neck pain/stiffness, difficulty seeing
Inclusion Criteria

Patient has signs and symptoms consistent with stroke or transient ischemic attack (TIA)

Exclusion Criteria
1. If glucose < 60 refer to Hypoglycemia/Hyperglycemia guideline

2. Iftrauma and GCS < 13, refer to Head Injury and General Trauma Management guidelines

Patient Management
Assessment
1. Use avalidated prehospital stroke scale that may include, but is not limited to:

a. Facial smile/grimace — ask patient to smile
b. Arm drift — close eyes and hold out arms for count of 10 seconds
c. Speech-“You can’t teach an old dog new tricks”
2. Pertinent historical data includes:
a. History: “last seen normal”
b. TPA exclusions
i. Previous cerebral hemorrhage
ii. Current anti-coagulant therapy
iii. Head trauma or prior stroke in previous 3 months
iv. Symptoms suggest subarachnoid hemorrhage
v. Arterial puncture at noncompressible site in previous 7 days
vi. History of previous intracranial hemorrhage
vii. Elevated blood pressure (systolic > 185 mm Hg or diastolic > 110 mm Hg)
viii. Evidence of active bleeding on examination
ix. Blood glucose concentration < 50 mg/dl
X. Minor or rapidly improving stroke symptoms (clearing spontaneously)
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xi. Seizure at onset with postictal residual neurologic impairments
xii. Major surgery or serious trauma within previous 14 days
xiii. Recent gastrointestinal or urinary tract hemorrhage (within previous 21 days)
xiv. Recent acute myocardial infarction (within previous 3 months)
c. Neurologic status assessment (see Appendix VI)

Treatment and Interventions

s W

Determine — Time “last seen normal”

Provide oxygen only if O, saturation < 94%. Titrate to > 94%
If seizure activity present, refer to Seizures guideline
Obtain blood glucose level. Treat only if glucose < 60
Acquire 12-lead EKG if possible

Patient Safety Considerations

1.

Prevent aspiration — elevate head of stretcher 15-30 degrees if systolic BP >100 mm Hg;
maintain head and neck in neutral alignment, without flexing the neck

Protect paralyzed limbs from injury

Avoid multiple IV attempts

Notes/Educational Pearls

Key Considerations

1.

vk wnN

Patients presenting with signs/symptoms of stroke should be transported to the nearest
stroke center or, if not available, a stroke-capable facility

Do not treat hypertension

Cardiac monitor

Complete stroke checklist and leave copy with hospital — forward one to EMS agency

Pediatrics: Treatment principles remain the same. Although rare, pediatric patients can have

strokes. Stroke scales are not validated for pediatric patients. The EMS crew should call
ahead to make sure that the hospital can manage the patient

Quality Improvement

Key Documentation Elements

1.

“Last seen normal” must be specific. If the patient was last seen normal prior to bedtime the

night before, this is the time to be documented. (Not time the patient woke up with
symptoms present)

Blood glucose results

Specific validated stroke scale used and findings

Performance Measures

Documentation of neuro assessment status, changes prehospital including validated stroke scale

used and findings
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General Medical

Abuse and Maltreatment

(9914187 — Neglect or Abuse Suspected)

Patient Care Goals

1.

Recognize any act or series of acts of commission or omission by a caregiver or person in a
position of power over the patient that results in harm, potential for harm, or threat of harm
to a patient

These situations may involve safety issues for responding providers, so take appropriate

steps to protect the safety of the responders as well as bystanders

Get the patient out of immediate danger

Assess any patient injuries that may be the result of acute or chronic events

Attempt to preserve evidence whenever possible, however the overriding concern should be
providing appropriate emergency care to the patient

Patient Presentation

1.
2.
3.

Clues to abuse or maltreatment can vary with age group of the patient and type of abuse
Not all abuse or maltreatment is physical

EMS role is to:

Document concerns

Assess potentially serious injuries

Disclose concerns to appropriate authorities

Initiate help to get the patient into a safe situation

Not to investigate or intervene beyond the steps above

Leave further intervention to law enforcement personnel

"m0 oo oo

Inclusion/Exclusion Criteria

Absolute inclusion/exclusion criteria are not possible in this area. Rather, clues consistent with
different types of abuse/maltreatment should be sought:

Potential clues to abuse/maltreatment from caregivers or general environment:

a. Caregiver apathy about patient’s current situation

Caregiver overreaction to questions about situation

Inconsistent histories from caregivers or bystanders regarding what happened

Information provided by caregivers or patient that is not consistent with injury patterns

Injuries not appropriate for patient’s age or physical abilities (e.g. infants with injuries

usually associated with ambulatory children, elders who have limited mobility with injury

mechanisms inconsistent with their capabilities)

f. Caregiver not allowing patient to speak for himself/herself, or who appears controlling

g. Inadequate facilities where the patient lives and/or evidence of security measures that
appear to confine people to the facility

Potential clues to abuse or maltreatment that can be obtained from the patient:

a. Multiple bruises in various stages of healing

©oo o
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b. Ageinappropriate behavior (e.g. adults who are submissive or fearful, children who act in

a sexually inappropriate way)

Pattern burns, bruises, or scars suggestive of specific weaponry used

Evidence of medical neglect for injuries or infections

Trauma to genitourinary systems or frequent infections to this system

Evidence of malnourishment and/or serious dental problems
g. Inability to communicate due to language and/or cultural barrier

3. Have a high index of suspicion for abuse in children presenting with an Apparent Life
Threatening Event (ALTE)

-~ o a0

Patient Management
Assessment
1. Start with a primary survey and identify any potentially life threatening issues
2. Document thorough secondary survey for potential abuse/maltreatment red flags:
a. Inability to communicate due to language and/or cultural barrier
b. Multiple bruises in various stages of healing
c. Ageinappropriate behavior (e.g. adults who are submissive or fearful, children who act in
a sexually inappropriate way)
Pattern burns, bruises, or scars suggestive of specific weaponry used
Evidence of medical neglect for injuries or infections
Trauma to genitourinary systems or frequent infections to this system
g. Evidence of malnourishment and/or serious dental problems
3. Assess physical issues and avoid extensive investigation of the specifics of abuse or
maltreatment, but document any statements made spontaneously by patient

0o

Treatment and Interventions

1. Address life threatening issues

2. Find way to get patient to a safe place even if no medical indication for transport

3. Report concerns about potential abuse/maltreatment to law enforcement immediately, in
accordance with state law, about:
a. Caregivers impeding your ability to assess/transport patient
b. Caregivers refusing care for the patient

4. For patients transported, report concerns to hospital and/or law enforcement personnel per
mandatory reporting laws

Patient Safety Considerations

1. If no medical emergency exists, next priority is safe patient disposition/removal from the
potentially abusive situation

2. Do not confront suspected perpetrators of abuse/maltreatment. This can create an unsafe
situation for EMS and for the patient
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Notes/Educational Pearls

Key Considerations
1. Definitions:

a. Abuse/maltreatment: Any act or series of acts of commission or omission by a caregiver
or person in a position of power over the patient that results in harm, potential for harm,
or threat of harm to a patient

b. Child maltreatment/abuse: Child maltreatment includes any act or series of acts of
commission or omission by a parent or other caregiver that results in harm, potential for
harm, or threat of harm to a child. An act of commission (child abuse) is the physical,
sexual or emotional maltreatment or neglect of a child or children. An act of omission
(child neglect) includes failure to provide (e.g. physical, emotional, medical/dental, and
educational neglect) and failure to supervise (e.g. inadequate supervision, and exposure
to violent environments)

c. Human trafficking: when people are abducted or coerced into service and often
transported across international borders

2. Clues to abuse or maltreatment can vary depending on the age group of the patient and on
the nature of the abuse. Remember that not all abuse or maltreatment involves physical
harm. It is important to realize that the job of EMS is to document their concerns, assess the
patient for potentially serious injuries, make sure that their concerns are disclosed to the
appropriate legal authorities, and work towards getting the patient into a safe situation. EMS
personnel should not take it upon themselves to investigate or intervene above and beyond
those concepts and should leave further intervention to the appropriate law enforcement
personnel

3. Itis very important to have a high index of suspicion for abuse in children presenting with an

Apparent Life Threatening Event (ALTE). Of the very serious causes of ALTE, child abuse has

been found in as many as 11% of cases. One retrospective review noted that a call to 911 for

ALTE was associated with an almost 5 times greater odds of abusive head trauma being

diagnosed as the cause of the ALTE, clearly emphasizing the high index of suspicion EMS

providers must have when responding to these calls

Abuse and maltreatment can happen to patients of all ages

5. Patients may be unwilling or unable to disclose abuse or maltreatment so the responsibility
falls on EMS personnel to assess the situation, document appropriately, and take appropriate
action to secure a safe place for the patient

6. Document findings by describing what you see and not ascribing possible causes (e.g. “0.5
inch round burn to back” as opposed to “burn consistent with cigarette burn”

Pertinent Assessment Findings
As noted above
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Quality Improvement

Key Documentation Elements

Meticulous documentation of any statements by the patient and any physical findings on the
patient or the surroundings are critical in abuse or maltreatment cases

Performance Measures

No specific recommendations

References
1.

Department of Homeland Security has an initiative called the Blue Campaign that focuses on
helping EMS personnel recognize potential human trafficking — the website, which includes
resources for EMS personnel, is at:
http://www.usfa.fema.gov/fireservice/ems/human_trafficking/

All states have specific mandatory reporting laws that dictate which specific crimes such as
suspected abuse or maltreatment must be reported and to whom they must be reported. It
is important to be familiar with the specific laws in your state including specifically who must
make disclosures, what the thresholds are for disclosures, and to whom the disclosures must
be made

Centers for Disease Prevention
http://www.cdc.gov/violenceprevention/childmaltreatment/definitions.html; accessed July
13,2014

Revision Date
September 15, 2014
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Agitated or Violent Patient/Behavioral Emergency

(9914053 — Behavioral/Patient Restraint)

Patient Care Goals

1.
2.

Provision of emergency medical care to the agitated, violent, or uncooperative patient
Maximizing and maintaining safety for the patient, EMS personnel, and others

Patient Presentation

Inclusion criteria

Patients of all ages who are exhibiting agitated, violent, or uncooperative behavior or who are a
danger to self or others

Exclusion criteria

Patients exhibiting agitated or violent behavior due to medical conditions including, but not
limited to:

1.
2.

Head trauma
Metabolic disorders (e.g. hypoglycemia, hypoxia)

Patient Management

Assessment

1.

Note medications/substances on scene that may contribute to the agitation, or may be
treatment of relevant medical condition

Maintain and support airway

Respiratory rate and effort. Ideally, monitor pulse oximetry and/or capnography
Circulatory status:

a. Blood pressure (if possible)

b. Pulserate

c. Capillary refill

Mental status

a. Obtain blood glucose (if possible)

Temperature (if possible)

Evidence of traumatic injuries

Treatment and Interventions

1.

Patient Rapport

a. Attempt verbal reassurance and calm patient prior to use of chemical and/or physical
restraints

b. Engage family members/loved ones to encourage patient cooperation if their presence
does not exacerbate the patient’s agitation

c. Continued verbal reassurance and calming of patient following chemical/physical
restraints
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2. Chemical Restraints
a. Notes:

i. Selection of chemical restraint should be based upon the patient’s clinical
condition, current medications, and allergies in addition to EMS resources and
medical oversight

ii. The numbering of medications below is not intended to indicate a
hierarchy/preference of administration

iii. Chemical restraints should be a later consideration for pediatric patients
b. Antipsychotics
i. Droperidol
1. Adults:
a. 2.5mglV; 10 minute onset of action, or
b. 5 mg IM; 20 minute onset of action
2. Pediatrics: Not routinely recommended
ii. Haloperidol
1. Adults:
a. 5mglV; 5-10 minute onset of action, or
b. 10 mg IM; 10-20 minute onset of action
2. Pediatrics:
a. Age 6-12 years: 1-3 mg IM (maximum dose 0.15 mg/kg)

iii. Olanzapine
1. Adults: 10 mg IM; 15-30 minute onset of action
2. Pediatrics:

a. Age6-11 years: 5 mg IM (limited data available for pediatric use)
b. Age 12-18 years: 10 mg IM
iv. Ziprasidone
1. Adults: 10 mg IM; 10 minute onset of action
2. Pediatrics:
a. Age6-11years: 5 mg IM (limited data available for pediatric use)
b. Age 12-18 years: 10 mg IM
c. Benzodiazepines
i. Diazepam
1. Adults:
a. 5mglV; 2-5 minute onset of action, or
b. 10 mg IM; 15-30 minute onset of action
2. Pediatrics:
a. 0.05-0.1 mg/kg IV, or
b. 0.1-0.2 mg/kg IM
ii. Lorazepam
1. Adults:
a. 2mglV; 2-5 minute onset of action, or
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b. 4 mgIM; 15-30 minute onset of action

2. Pediatrics:
a. 0.05mg/kg IV, or
b. 0.05 mg/kg IM

iii. Midazolam

1. Adults:
a. 5 mglV; 3-5 minute onset of action, or
b. 5 mgIM; 10-15 minute onset of action, or
c. 5 mglIN; 3-5 minute onset of action

2. Pediatrics:
a. 0.05-0.1 mg/kg IV, or
b. 0.1-0.15 mg/kg IM, or
c. 0.3mg/kgIN

d. Dissociative Agents (Provide Sedation and Anesthesia)

i. Ketamine
1. Adults:
a. 2 mg/kgIV; 1 minute onset of action, or
b. 4 mg/kg IM; 3-5 minute onset of action
2. Pediatrics:
a. 1mg/kglV, or
b. 3 mg/kgIM

e. Antihistamines
i. Diphenhydramine
1. Pediatrics:
a. 1mg/kg IM/IV/PO (maximum dose of 25 mg)
3. Physical Restraints
a. Body
i. Stretcher straps should be applied as the standard procedure for all patients
during transport
ii. Sheets can be used as additional stretcher straps if necessary
iii. Stretcher straps and sheets should never restrict the patient’s chest wall motion
iv. Placement of stretcher straps or sheets (to prevent flexion/extension of torso,
hips, legs) around:
1. the lower lumbar region, below the buttocks, or
2. the thighs, knees, and legs
b. Extremities
i. Soft or leather restraint devices should not require a key to release them
ii. Restrain all four extremities to maximize safety for patient, staff, and others
iii. Restrain all extremities to the stationary frame of the stretcher
iv. Multiple knots should not be used to secure the restraint device

All Rights Reserved V.11-14

45



Patient Safety Considerations
1. Don personal protective equipment (PPE)
Do not attempt to enter or control a scene where physical violence or weapons are present

2

3. Dispatch law enforcement immediately to secure and maintain scene safety

4. Urgent de-escalation of patient agitation is imperative in the interest of patient safety as well
as for EMS personnel and others on scene

5. Uncontrolled or poorly controlled patient agitation and physical violence can place the
patient at risk for sudden cardiopulmonary arrest due to the following etiologies:

a. Excited delirium/exhaustive mania: A postmortem diagnosis of exclusion for sudden
death thought to result from metabolic acidosis (most likely from lactate) stemming from
physical agitation or physical control measures (including TASER®s) and potentially
exacerbated by stimulant drugs (e.g. cocaine) or alcohol withdrawal

b. Positional asphyxia: Sudden death from restriction of chest wall movement and/or
obstruction of the airway secondary to restricted head or neck positioning resulting in
hypercarbia and/or hypoxia

6. Apply a cardiac monitor as soon as possible, particularly when chemical restraints have been
administered

7. All patients who have received chemical restraints must be monitored closely for the
development of oversedation. Utilize capnography if available

8. Patients who have received antipsychotic medication as a chemical restraint must be
monitored closely for the potential development of :

Dystonic reactions (this can easily be tre