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Initial Medical Care

The Initial Medical Care is the starting point for all protocols and should be followed at the appropriate
level of care for the patient care provider. With the exception of alternate airway control (KING AIRWAY
'™ or Combitube) and defibrillation, ALL Emergency Medical Technician i Basic level treatment is to be
initiated en route to the receiving facility unless there is a delay in transport, or it is otherwise specified in
the protocol. *Note: A higher level of care should be requested as appropriate as soon as the need
is determined (dispatch information alone may be sufficient to determine the need to upgrade).

A. Emergency Medical Technician 1 Basic

e Establish airway and support, maintain C-spine control if trauma related; start with BLS airway
including positioning and placement of oral or nasal airway and assist with a bag valve mask.

e Initiate high-flow oxygen therapy on all patients with signs of shock or with shortness of breath.
Nasal cannula for non-traumatic or medical patient PRN.

e Control external bleeding. Obtain vital signs every 5 minutes on unstable patients and 15
minutes on stable patients, note skin condition and auscultate lung fields. Refer to shock protocol
for any patient with physical findings consistent with shock.

e Assist patient with own medication if appropriate (BLS). This refers specifically to nitro (if BP >
100), epinephrine pens, and metered dose inhalers.

e Splint suspected fractures and dislocations as appropriate and control external bleeding.

e Restrain to protect the patient from self-injury and from injuring others.

e Basic will only be allowed to perform skills to which level they are endorsed with: Basic
Monitoring, Basic/Airway, IV/IO, and Basic Medication.

B. Emergency Medical Techniciani |l nt er medi at e 085
e Establish airway and support, maintain C-spine control if trauma related; start with BLS airway
including positioning and placement of oral or nasal airway and assist with a bag valve mask.
Endotracheal intubation via oral means. If unable to intubate after max of 3 attempts, proceed to
use alternate airway. Both treatment with, and documentation of, end tidal CO, detector is
required on all patients who are intubated. If potential for cervical spine trauma, use in-line
immobilization technique.
¢ Initiate high-flow oxygen therapy on all patients with signs of shock or with shortness of breath.
Nasal cannula for non-traumatic or medical patient PRN.

e Control external bleeding. Obtain vital signs every 5 minutes on unstable patients and 15
minutes on stable patients, note skin condition and auscultate lung fields. Refer to shock protocol
for any patient with physical findings consistent with shock.

Restrain to protect the patient from self-injury and from injuring others.

Splint suspected fractures and dislocations as appropriate and control external bleeding.

Start IV using NORMAL SALINE/LACTATED RINGERS with appropriate needle size.

Monitor ECG as needed.

Except where not edContad Medical @htroidbe dnaayf theer pfer f or me d
with Medical Control cannot be facilitated. Medical Control may be contacted at any point in any
algorithm.

Flathead County Pre-hospital Protocols
Dr. Richard W. Briles, Medical Director
Reviewed: January, 2010



Flathead County
Pre-hospital Emergency Medical Services
Protocols

Emergency Medical Techniciani | nt er medi ate 699

Establish airway and support, maintain C-spine control if trauma related; start with BLS airway
including positioning and placement of oral or nasal airway and assist with a bag valve mask.
Endotracheal intubation via oral means. If unable to intubate after max of 3 attempts, proceed to
use alternate airway. Both treatment with, and documentation of, end tidal CO, monitor is
required on all patients who are intubated. If potential for cervical spine trauma, use in-line
immobilization technique.

Initiate high-flow oxygen therapy on all patients with signs of shock or with shortness of breath.
Nasal cannula for non-traumatic or medical patient PRN.

Control external bleeding. Obtain vital signs every 5 minutes on unstable patients and 15 minutes
on stable patients, note skin condition and auscultate lung fields. Refer to shock protocol for any
patient with physical findings consistent with shock.

Restrain to protect the patient from self-injury and from injuring others.

Splint suspected fractures and dislocations as appropriate and control external bleeding.

Start IV using NORMAL SALINE/LACTATED RINGERS with appropriate needle size.

Monitor ECG as needed.

Except where not edContad Medical @htroldoe dnaayf theer pfer f or me d
with Medical Control cannot be facilitated. Medical Control may be contacted at any point in any
algorithm.

Emergency Medical Technician i Paramedic

Establish airway and support, maintain C-spine control if trauma related; start with BLS airway
including positioning and placement of oral or nasal airway and assist with a bag valve mask.
Endotracheal intubation via oral, nasal, or digital means. If unable to intubate after max of 3
attempts, proceed to use alternate airway. Both treatment with, and documentation of, end tidal
CO, monitoring is required on all patients who are intubated. If unable to maintain by any other
method (either BLS or ALS), Paramedics may perform a surgical cricothyrotomy. If potential for
cervical spine trauma, use in-line immobilization technique.

Restrain to protect the patient from self-injury and from injuring others.

Splint suspected fractures and dislocations as appropriate and control external bleeding.

Start IV using NORMAL SALINE/LACTATED RINGERS with appropriate needle size.

Monitor ECG as needed, and perform 12-Lead ECG when indicated. Transmit results to KRMC
or NVH if ECG is clinically significant.

Except where not edContad Medical @htroibe dnaayf theer pfer f or me d
with Medical Control cannot be facilitated. Medical Control may be contacted at any point in any
algorithm.

NOTE: THEEMT-I NTERMEDI ATE 685 CAN WORK 4

U Emergency Medical Technician- Basic / Monitoring / Airway
U Emergency Medical Technician- Basic/ IV and 10
U Emergency Medical Technician- Basic/ Endotracheal Intubation
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Abdominal Pain

Abdominal Pain protocol refers to non-traumatic abdominal pain. If the abdominal pain is due to trauma,
refer to Trauma Protocol. The multiple etiologies of abdominal pain and the anatomy of the systems
involved makes abdominal pain difficult to diagnose. Visceral pain is often associated with vague, poorly
| ocalized descriptions and often described as fAgas | i k:
usually described as sharp pain. A regional assessment approach is most often used to diagnose the
etiology responsible for the abdominal pain. Pain in the right upper quadrant can be caused by hepatitis,
heart failure, peptic ulcers, cholecystitits, myocardial infarction (particularly the inferior wall), kidney
stones and pancreatitis. Right lower quadrant pain may be associated with dissection of the aorta, acute
appendicitis or pelvic inflammatory disease. Left lower quadrant pain may result from diverticulitis and
bowel obstructions. For patients presenting with left upper quadrant pain, the pre-hospital practitioner
should consider pancreatitis, splenic rupture and gastritis. With any abdominal pain, always be alert for
and treat shock. Ensure nothing consumed by mouth and obtain detailed history to include pertinent
medical history, bowel function, last menstrual period, possibility of pregnancy, presence of rectal or
vaginal bleeding, and presence of nausea/vomiting.

A. Emergency Medical Technician i Basic

1. Initial Medical Care.
2. Consider requesting ALS resources for pain control or fluid treatment for hypotension.
3. Contact Medical Control

B. Emergency Medical Technician - BASIC/ IV AND 10:

1. Start a peripheral IV(s), as necessary, with NORMAL SALINE/LACTATED RINGERS solution (en
route). Use caution with fluid administration. Try to maintain a systolic BP of 80-90 mm Hg as
long as mental status is normal. Give fluid bolus of 250-500cc and repeat as necessary. For
pediatrics, use 10-20cc/kg bolus. Try to limit total fluid administration to 2-3 liters.

C. Medical Technician i Intermediate

1. [Initial Medical Care.

2. Abdominal aortic aneurysm:
Use caution with fluid administration. Try to maintain a systolic BP of 80-90 mm Hg as long as
mental status is normal. Give fluid bolus of 250-500cc and repeat as necessary. For pediatrics,
use 10-20cc/kg bolus.If a prolonged transport is expected try to limit total fluid administration to 2-
3 liters.

3. Contact Medical Control for Pain Control:
a) If suspected kidney stones:

e Morphine sulfate 2-5 mg IVP/IM, may repeat until a total dose of 10 mg has been
given. Pediatric dosage: 0.1-0.2 mg/kg.

D. Emergency Medical Technician 1 Paramedic

=

Initial Medical Care.

2. If suspected abdominal aortic aneurysm:

Use caution with fluid administration. Try to maintain a systolic BP of 80-90 mm Hg as long as
mental status is normal. Give fluid bolus of 250-500cc and repeat as necessary. For pediatrics,
use 10-20cc/kg bolus.If a prolonged transport is expected try to limit total fluid administration to 3-
4 liters.
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3. If suspected kidney stones and History of stones:
e Morphine sulfate 2-5 mg IVP/IM, may repeat until a total dose of 10 mg has been
given. Pediatric dosage: 0.1-0.2 mg/kg.

4. Consider Phenergan 12.5mg IVP or 25mg IM or zofran 4mg IV if nausea/vomiting present.

5. For pain control:
e Consider morphine sulfate 2-5 mg IVP/IM, may repeat to total of 10 mg, contact
Medical Control to exceed 10 mg.
Pediatric dosage: 0.1-0.2 mg/kg.
Or
e Fentanyl 25-100 mcg slow IVP (over 2-3 minutes).
Pediatric dosage: 1-2 mcg/kg.

6. Contact Medical Control.
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Altered Mental Status of Unknown Etiology

Patients can present with altered mental status for a number of reasons. It is important for the provider to
quickly establish the cause of the AMS, if possible. The initial assessment should include an adequate
physical assessment, a focused neurological exam, a detailed history regarding recent health and a
specific history of any past overdoses or suicidal idealizations. Request Law Enforcement as needed and
consider using soft restraints for combative patients.

The pneumonic AEIOU-TIPS may be helpful for determining Etiology:

AT Alcohol, Acidosis T Trauma, Tumors

E 1 Epilepsy, Electrolyte Imbalances |7 Infection

|7 Insulin Reactions (hypoglycemia/hyperglycemia) P 1 Psychosis, Poisons
O1 Overdose Si Stroke

Ui Uremia (renal failure)

The following protocol is a catchall for the routine treatment of altered mental status patients who present
with AMS of unknown etiology.

A. Emergency Medical Technician i Basic

Initial Medical Care.

Glucose reading.

If blood glucose is less than 60 mg/dL follow Hypoglycemia Protocol.

Consider requesting ALS resources if Glasgow Coma Scale is less than 14 or drug overdose.
Contact Medical Control.

arwNE

B. Emergency Medical Technician - Basic/Airway
1. Utilize alternate airway as needed.
C. Emergency Medical Technician - Basic/IV and IO

1. Start a peripheral IV(s) as necessary, with NORMAL SALINE /LACTATED RINGERS solution (en
route). If CVA is suspected, avoid placing 1V in affected limbs if possible.

D Emergency Medical Technician - Basic/Medication

1. |If glucose <60, administer glucagon 1 mg atomized intranasal (administer half in each nostril to
increase absorption of the medication). A 1mg dose IM may also be used

E Emergency Medical Technician T Intermediate

Initial Medical Care.
Blood glucose reading.
If blood glucose is less than 60 mg/dL follow the Hypoglycemia Protocol.
If blood glucose is greaterthan5 00 mg/ dL or reads Ahigho follow Hype
Narcan 0.5-2 mg IVP/IM/IN PRN to max of 10 mg (if narcotic overdose is suspected).
e Administer in 0.5mg increments titrated to effect in suspected long term opiate users
e Narcan should be administered prior to intubation.
e Pediatric dosage: 0.1mg/kg IVP/IM/IN
e Be prepared to restrain patient i as they may awake agitated and combative
6. Contact Medical Control.

arONE
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*Note: If head trauma and hypoglycemia are both present, administer D50 in 5-10mL increments,
rechecking glucose between doses until within the normal range.

F. Emergency Medical Technician i Paramedic

Initial Medical Care.
Blood glucose reading.
If blood glucose is less than 60 mg/dL follow the Hypoglycemia Protocol.
Ifbloodgucose is greater than 500 mg/dL or reads fAhight
Narcan 0.5-2 mg IVP/IM/IN PRN to max of 10 mg (if narcotic overdose is suspected).
e Administer in 0.5mg increments titrated to effect in suspected long-term opiate users.
Narcan should be administered prior to intubation.
Pediatric dosage: 0.1mg/kg IVP/IM/IN.
Be prepared to restrain patient i as they may awake agitated and combative

agrwONE

6. Contact Medical Control.

*Note: If head trauma and hypoglycemia are both present, administer D50 in 5-10mL increments,
rechecking glucose between doses until within the normal range.
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Amputation

The amputation protocol is for isolated amputations. Always ensure the obvious injury is the only injury.
If multi-system trauma is present, consider Trauma Alert Protocol. If amputation exists at a proximal site,
consider trauma alert consultation with on-line medical control. With all amputations, contact medical
control early on to ensure the necessary hospital/surgical resources will be available.

Severed part care: Rinse the part gently with normal saline to remove loose debris. Do not
scrub. Wrap amputated part in saline-soaked gauze and place into plastic bag sealed with tape
(so not pour saline into bag). Place bag into container filled with ice and water if available.
Label container with the DoanbtasedtyiicemmeDo aatalovwpthet i
part to freeze. Transport the part with the patient.

Stump care: Control bleeding. Cover with saline-soaked gauze and wrap with dry gauze.

A. Emergency Medical Technician i Basic

1. Initial medical care.
2. Consider requesting ALS resources for pain control or fluid replacement.
3. Contact Medical Control.

B. Emergency Medical Technician 1 Basic/ IV and IO

1. Start a peripheral 1V(s) as necessary, with NORMAL SALINE /LACTATED RINGERS solution (en
route).

C. Emergency Medical Technician i Intermediate

1. |Initial Medical Care.

2. Contact Medical Control for Pain Control.

3. Morphine Sulfate, 2-5 mg IVP/IM, repeat to a total of 10 mg.
Pediatric dosage: 0.1-0.2 mg/kg.

D. Emergency Medical Technician 1 Paramedic

1. Initial Medical Care.
2. Consider morphine sulfate, 2-5mg IVP/IM, repeat to a total of 10 mg.
Pediatric dosage: 0.1-0.2 mg/kg.
Or
3. Consider Fentanyl 25-100 mcg slow IVP (over 2-3 minutes).
Pediatric dosage: 1-2 mcg/kg.
4. Contact Medical control for Morphine doses over 10 mg, Fentanyl >100mcg and Versed 1-2mg
IVP/IM to max 5mg

5. Contact Medical Control for one or more of the following.
a. If apatient presents with altered mental status for any reason, orders for MS for

pain control must be received from Medical Control.
b. Repeat pain medication beyond the above limits at MD discretion.
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Life Threatening Amputations
Tourniquets:
Clinical Indications:
1. Life threatening extremity hemorrhage that cannot be controlled by other means.
2. Serious or life threatening extremity hemorrhage and tactical considerations prevent the
use of standard hemorrhage control techniques.

Contraindications:

1. Non-extremity hemorrhage
2. Proximal extremity location where tourniquet application is not practical

Procedure:
1. Place tourniquet proximal to wound
2. Tighten per manufacturer instructions until hemorrhage stops and/or distal pulses in

affected extremity disappear.

Secure tourniquet per manufacturer instructions

Note time of tourniquet application and communicate this to receiving care providers
Dress wounds per standard wound care protocol

If delayed or prolonged transport and tourniquet application time > 45 minutes: consider
reattempting standard hemorrhage control techniques and removing tourniquet

ook w
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Anaphylaxis

Anaphylaxis is the severe allergic response that occurs after exposure to certain foreign substances. An
anaphylactic reaction usually occurs very rapidly with symptoms often appearing within a minute or less,
but occasionally may appear an hour or more after the exposure. In general, the shorter the interval
between exposure and reaction, the more likely it will be a severe reaction. A wide variety of substances
are known to produce anaphylactic reactions. Some common examples include: foods (shellfish and
peanuts), insect stings, and medications (antibiotics, aspirin and sulfa drugs). Ask about known allergies
and recent medications, and obtain history of the location, activity, and any oral intake immediately
preceding the onset of symptoms. Ask about any prior allergic reactions. Also, check for Medic-Alert tags
and evidence of insect bites/stings on the altered/unconscious patient.

Common signs and symptoms of patients with anaphylaxis include: dyspnea, pruritus (itching), urticaria
(hives), cyanosis, wheezing, hypotension, tachycardia, nausea and vomiting, and altered mental status.
The presence of oropharyngeal edema, hoarseness, stridor, any change in their voice, or rhinitis indicates
impending respiratory involvement and place the patient at a high risk for rapid deterioration. Anticipate
acute airway obstruction and provide rapid treatment/transport.

A. Emergency Medical Technician i Basic

1. Initial Medical Care.

2. Administer patient prescribed epinephrine auto-injector if patient presents with signs of severe
allergic reaction, including either respiratory distress or shock.

3. Assist with patient prescribed Albuterol inhaler if wheezing/dyspnea is present.

4. Consider ALS resources.

5. Contact Medical Control.

B. Emergency Medical Technician i Basic/lV and IO

1. Start a peripheral IV(s) as necessary, with NORMAL SALINE/LACTATED RINGERS solution (en
route). Use fluid bolus of 250-500cc to keep systolic BP > 100. For pediatrics, use 10-20cc/kg
bolus.

C. Emergency Medical Technician - Basic/Medication

1. Administer epinephrine auto-injector if patient presents with signs of severe allergic reaction,
including either respiratory distress or shock (with no history of cardiovascular disease or
pregnancy).

2. Benadryl tablets X2 (50 mg) PO if patient presents with urticaria or other symptoms of histamine
release.

3. If the patient presents with primary shortness of breath, consider albuterol 2.5 mg in 3 cc normal
saline via nebulizer X3 g 10 minutes.

D. Emergency Medical Technician 1 Intermediate

1. [Initial Medical Care.
2. If patient presents with signs of severe allergic reaction, including either respiratory distress or
shock (with no history of cardiovascular disease or pregnancy).
Administer epinephrine 1:1,000, 0.37 0.5 mg IM.
Pediatric dosage: epinephrine 1:1,000; 0.01 mg/kg IM (max 0.3 mg for single dose).
Note: epinephrine can cause vomiting in Pediatric Patients.
3. Use fluid bolus of 250-500cc to keep systolic BP > 100. For pediatrics, use 10-20cc/kg bolus. If
patient is decompensating, massive volume replacement may be required.

e Start (2) |1 Vébs, | arge bore, and maintain at
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4. Benadryl 25-50 mg IVP or 50 mg IM may be given if patient presents with urticaria or other
symptoms of histamine release.
Pediatric dosage: 1 mg/kg IVP/IM.
5. If the patient presents with primary shortness of breath, consider albuterol 2.5 mg in 3 cc normal
saline via nebulizer X3 g 10 minutes.
6. Contact Medical Control for one or more of the following:

a) Repeat epinephrine 1:1,000 0.3-0.5 mg IM/SC.
b) IV epinephrine if significantly decompensated:
A Epinephrine 1:10,000, 0.1 mg slow IVP g 5-15 minutes as needed.
c) Patient with history of cardiovascular disease or pregnancy.
d) Patients on Beta Blockers may have paradoxical response to epinephrine. Contact MC
for alternative treatment options.

E. Emergency Medical Technician i Paramedic

1. Initial Medical Care.
2. If patient presents with signs of severe allergic reaction, including either respiratory distress or
shock (with no history of cardiovascular disease or pregnancy).
Administer epinephrine 1:1,000, 0.3-0.5 mg IM g 5-15 minutes as required.
Pediatric dosage: epinephrine 1:1,000; 0.01 mg/kg IM(max 0.3 mg for single dose).
Note: epinephrine can cause vomiting in pediatric patients.
3. Use fluid bolus of 250-500cc to keep systolic BP > 100. For pediatrics, use 10-20cc/kg bolus. If
patient is decompensating, massive volume replacement may be required.
Start (2) 1Vbs, | arge bore, and maintain at wide
4. Benadryl 25-50 mg IVP or 50 mg IM may be given if patient presents with urticaria or other
symptoms of histamine release.
Pediatric dosage: 1 mg/kg IVP/IM.
5. If the patient presents with primary shortness of breath consider albuterol 2.5 mg in 3 cc normal
saline via nebulizer X3 g 10 minutes.

6. Contact Medical Control for one or more of the following:

a) IV epinephrine if significantly decompensated:
e Epinephrine 1:10,000, 0.1-0.3 mg slow IVP q 5-15 minutes, as needed.

b) Patient with history of cardiovascular disease or pregnancy.

c) Patients on Beta Blockers may have paradoxical response to epinephrine. Contact Medical
Control for alternative treatment options.
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