Airway-Adult

Assess ABC's, Legend
respiratory rate,
effort, adequacy B EMT B
I EMT- | I
| B | Pulse Oximetry | B |<7Adequate

A

) - lowa P
Basic maneuvers first --

open airway; nasal &/or
A oral airway; bag-valve- S| Specialist &
| B| Supplemental oxygen | B| mask

l 3l vic oraer Y

Assess
PS CPAP PS i
B Pulse Oximetry B ———Obstruction
and )
Ventilatory Status
Obstructed airway per
| AHA guidelines
Inadequate
Ventilate at <12 bpm Oral-tracheal
Successful Intubation
Apply ETCO2 Protocol
Unsuccessful
| IV NS I
B Combitube B |— Unsuccessful Quick Trach
A
Consider Successful
Versed 2-5 mg IV
for Sedation B Ambu 100% B |-
Pearls:

For this protocol, adult is defined as 12 years old o r greater.

Capnometry, Esophageal bulb, or capnog raphy is mandatory with all methods of intubation. D ocument
results.

Maintain C-spine immobilization for patients with susp ected spinal injury.

Do not assume hyperventilation is psychogenic -- use oxygen, not a paper bag.

Sellick's maneuver or the BURP maneuver should be used to assist with di fficult intubations.

Paramedics should consider using an Combitube when they are unab le to intubate a patient.

Hyperventilation in head trauma should only be done to ma intain a pCO2 of 30-35.

Continuous pulse oximetry should be utilized in all patients with an inad equate respiratory function.

Ventilatory rate should be 8-12 per minute to main tain pCO2 of 30-35.

Consider c-collar to maintain ETT placement for all intubated patients (REMOVE COLLAR upon patient TRANSFER).
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Allergic Reaction

History Signs and Symptoms: Differential:
* Onset and location e ltching or hives e Urticaria (rash only)
* Insect sting or bite e Coughing / wheezing or * Anaphylaxis (systemic effect)
* Food allergy / exposure respiratory distress * Shock (vascular effect)
* Medication allergy / exposure * Chest or throat constriction * Angioedema (drug induced)
* New clothing, soap, detergent » Difficulty swallowing e Aspiration / Airway obstruction
* Past history of reactions * Hypotension or shock * Vasovagal event
* Past medical history e Edema * Asthma or COPD
* Medication history * CHF
Universal Patient Care Protocol

_MN—Impending Respiratory Arrest/Shock

Hives / Rash only

No respiratory component Respiratory Distress not
In Arrest/Shock

Epi-pen 0.3 mg 1:1000

| IV / Pulse Ox | B sQ

A
+ IV / Pulse Ox
. Cardiac Monitor .
D|phenhydram|ne 25-50
mg IV/IM

Cardiac Monitor

[
Epinephrine 1:1000 0.3-0.5 mg

Subcutaneous every

Legend

B EMT B

EMT- | [

Reassess patient 5-10 min PRN
v
Diphenhydramine lowa P
25-50 mg IV/IM
v Y specialist [

Solumedrol 125 mg IV

Y MC Order Bi¥

If evidence of Ana phylaxis
Epinephrine 0.1 mg of 1:10,000
IV over 5 min

- 3} -

Hypotension Dysrhythmia Respiratory
i distress
A 4
Hypotension Appropriate Respiratory
i PProp distress
protocol protocol
protocol

Pearls:

* Exam: Mental Status, Skin, Heart, Lungs

* Contact Medical Control prior to administering epinephrine in patients who are >50 years of age, h ave a history
of cardiac disease, or if the patient's heart rate is >150. Epinephrine may precipitate card iac ischemia. These
patients should receive a 12 lead ECG.

* Any patient with respiratory symptoms or extensive reaction should receive IV or IM diphenhydramine.

* The shorter the onset from symptoms to contact, the more severe t he reaction.
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Altered Mental Status

History:
¢ Known diabetic, medic
alert tag

* Drugs, drug paraphernalia

* Report of illicit drug use or
toxic ingestion

* Past medical history

* Medications

* History of trauma

* Change in condition

e Environment

Signs/Symptoms: Differential:
* Decreased mental status * Head trauma
* Change in baseline mental status | * CNS (stroke, tumor, seizure, infection)
* Bizarre behavior e Cardiac (MIl, CHF)
* Hypoglycemia (cool, diaphoretic * Infection
skin) * Thyroid (hyper / hypo)
* Hyperglycemia (warm, dry skin; * Shock (septic, metabolic, traumatic)
fruity breath; Kussmal resps; * Diabetes (hyper / hypoglycemia)
signs of dehydration) * Toxicologic

Acidosis / Alkalosis
Environmental exposure
Pulmonary (Hypoxia)
Electrolyte abnormatility
Psychiatric disorder

Universal Patient Care Protocol

Legend

v

Bl EMT |B

Consider
Spinal Immobilization Protocol

'] EMT-1 |1

v
L]

IV Protocol

lowa P

A

{Specialistzs

Blood glucose

| YIMC Orderily

y

~

Glucose < 60

'

Thiamine 100 mg IV
50% Dextrose 25 grams IV

Glucose 60 - 350

\

Narcan 2-4 mg slow IV
If respirations depressed

| Normal Saline |
1000 cc bolus

If no IV access v
Glucagon 1 mg IM Consider other causes:
Head injury
Overdose
No—| Return to baseline ? | Stroke
T Hypoxia
Yes |
h 4
Patient may refuse transport 12 Lead EKG
without calling medical co ntrol
if not taking oral diabetic meds l
and: Consider

adult present with patient
Blood Sugar > 100
Patient has ability to eat meal
now

50% Dextrose 25 grams IV
Narcan 2-4 mg slow IV
Glucagon 1mg/kg IM

~

Glucose > 350
with signs of de hydration

Pearls:

Low glucose (< 60), normal glucos

e (60 - 120), high glucose ( > 350).

Exam: Mental Status, HEENT, Skin, Heart, lLungs, Abdomen, Back, Extremities, Neuro

Be aware of AMS as presenting sign of anenvironmental toxin or Haz-Mat exposure and protect personal safety.

It is safer to assume hypoglycemia than hypertycemia if doubt exists. Recheck blood glucose after D50 or Glucagon.
Do not let alcohol confuse theclinical picture. Alcoholics frequently develop hypoglycemia.

Consider Restraints if necessary for patient'sand/or personnel's protection per the restraint procedure.
Thiamine may be omittedif the patient has no signs of malnutrition.
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Back Pain

History: Signs and Symptoms: Differential:
e Age Pain (paraspinous, spinous * Muscle spasm / strain
* Past medical history process) * Herniated disc with nerve compression
* Past surgical history Swelling * Sciatica
* Medications Pain with range of motion * Spine fracture
* Onset of pain / injury Extremity weakness * Kidney stone
*  Previous back injury Extremity numbness * Pyelonephritis (Kidney infection)
* Traumatic mechanism Shooting pain into an extremity * Aneurysm
* Location of pain Bowel / bladder dysfunction * Pneumonia
* Fever e Cardiac related
* Improvement or worsening
with activity
Legend
B EMT B
Universal Paueit Care Protocol | | EMT- | |
( Yes I Injury or traumatic mec hanism
I

Spinal No -
ImmoEiIization | v 2 Specialist &

Orthostatic Blood Pressure

Protocol
! VM MC Order i
l Positive
Signs of A 4
shock? _YES—’| | | \Y Pritocol
| | I | Normal Saline Bolus
No

H Pain Control Protocol

Pearls:

* Exam: Mental Status, HEENT, Neck, Chest, Lungs, Abdomen, Back, Extremit ies, Neuro

* Abdominal aneurysms are a concern in patients ov er the age of 50

* Kidney stones typically present with an acute onset of flank pain which ra diates around to the groin area.
* Patients with midline pain over the spinous processes should be spinally immobilized.

* Any bowel or bladder incontinence is a significant finding which requ ires immediate medical evaluation
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Behavioral

History:

Situational crisis

Psychiatric illness/
medications

Injury to self or threats to
others

Medic alert tag

Substance abuse / overdose

Signs and Symptoms:

Anxiety, agitation, confusion
Affect change, hal lucinations
Delusional thoughts, bizarre
behavior

Combative violent
Expression of suicidal /
homicidal thoughts

Differential:
¢ see Altered Mental Status differential
* Hypoxia

¢ Alcohol Intoxication

¢ Toxin/ Substance abuse

¢ Medication effect / overdose
* Withdrawal syndromes

* Depression

* Diabetes * Bipolar (manic-depressive)

* Schizophrenia, anxiety disorders, etc

| Scene Safety | Legend

B EMT B

I EMT- | I

lowa P

| Universal Patient Care Protocol |

A

i) Specialist &

Y MC Order B¥

Treat suspected medical or trauma probl ems per

appropriate protocol Remove patient from stressful envi ronment

Altered Mental Status l
Overdose
Head Trauma Verbal techniques

Diabetic (reassurance, calm, establish rapport)

A
Refusal of Care P rotocol
Contact Medical Control

'

Restraint Procedure

v

Consider
Versed 2mg IV or 5 mg IM
Pearls:
* Exam: Mental Status, Skin, Heart, Lungs, Neuro

* Consider , Versed for patients with presumed subst ance abuse.

* Be sure to consider all possible medical/trauma causes for behavior (hypoglycemia, over dose, substance abuse,
hypoxia, head injury, etc.)

* Do not overlook the possibility of associated domestic viole nce or child abuse.

* All patients who receive either physical or chemical restraint must be continuously o bserved by ALS
personnel on scene or immediately upon their arrival.
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Bites and Envenomations

History: Signs and Symptoms: Differential:

Type of bite / sting * Rash, skin break, wound * Animal bite
Description / photo with patient for | ¢  Pain, soft tissue swelling, redness |+ Human bite
identification of an imal involved * Blood oozing from th e bite wound Snake bite (poisonous)

* Time, location, size of bite /sting |+ Evidence of infection * Spider bite (poisonous)
* Previous reaction to bite / sting * Shortness of breath, wheezing * Insect sting / bite (bee, wasp, an t, tick)
e Domestic vs. Wild * Allergic reaction, hives, itching e |Infection risk
e Tetanus and Rabies risk * Hypotension or shock * Rabies risk
* Immunocompromised p atient e Tetanus risk
. . Legend
| Universal Patient Care Protocol |
L B EMT B
Animal bites:
Document contact <—No—{ EMS transport ? | | EMT- | |
with Animal Contro| Officer |
Yes
lowa P
v
Position patient supine
Immobilize area or limb 4 Specialist [z
Clean the wound
L MC Order
| IV NS |
A
Allergic Reaction Protocol |<—Yes—{ Allergic reaction ? |
No
>I Pain Control Protocol |

A

For black widow spider bites
consider Versed 2-5 mg IV

Pearls:

Exam: Mental Status, Skin, Extremities (Location of injury), and a complete Neck, Lung, Hear t, Abdomen, Back,
and Neuro exam if systemic effects are noted

Human bites are much worse than animal bites due to norma | mouth bacteria.

Carnivore bites are much more likely to become infected and all have risk of Rabies exposure.

Cat bites may progress to infection rapidly due to a specific bacteria (Pasteurella multicoda).

Poisonous snakes in this area are generally of the pit viper family: rattlesnake, copp erhead, and water moccasin.

* Coral snake bites are rare: Very little pain but very toxic. "Red on yellow - kill a fell ow, red on black - venom lack."

*  Amount of envenomation is variable, generally worse with larger sna kes and early in spring.

* If no pain or swelling, envenomat ion is unlikely.

* |tis NOT necessary to take the snake to the ED wit h the patient.

Black Widow spider bites tend to be minimally painful, but over a few hours, muscular pain and severe abdominal pain
may develop (spider is black with red hourg lass on belly).

Brown Recluse spider bites are minimally painful to painless. Little reaction is noted initially but tissue necrosis at the site
of the bite develops over the next few days (brown spider with fiddle shape on back).

Evidence of infection: swelling, redness, drainage, fever, red strea ks proximal to wound.

Immunocompromised patients are at an increased risk for infection: diabetes, chemothera py, transplant patients.
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Bradycardia

History: Signs and Symptoms: Differential:
* Past medical history ¢ HR < 60/min * Acute myocardial infarction
* Medications e  Chest pain * Hypoxia
* Beta-Blockers * Respiratory distress * Hypothermia
(Toprol, Atenolol) * Hypotension or Shock * Sinus bradycardia
e Calcium channel blockers e Altered mental status e Athletes
(Verapamil, Calan) * Syncope * Head injury (elevated ICP) or
e Clonidine Stroke
* Digitalis e Spinal cord lesion
* Pacemaker * Sick sinus syndrome
* AV blocks (1°, 2°, or 3°)
e Overdose

| Universal Patient Care Protocol | Legend
¢ B EMT B
12 Lead ECG
; I EMT- | I
| 1] Protocol / Fluid Bolus PRN | 1 |
v lowa P
Hypotension o
Blood Pressure <90 Systolic and/or Sl Specialist s
sympt?matic
"8 MC Order ¥
Second or Third /1\ Not Second or Third

Degree Heart Block Degree Heart Block

I External Transcutaneous Pacing I W . Atropine 0.5-1 mg g 5 min IV up to 3 mg .

Consider sedation with Versed 2 mg IV

\ External Transcutaneous Pacing
- - Consider sedation with Versed 2 mg IV
. Atropine 0.5-1 mg q 5min IV up to 3 mg . L

$ . Consider Dopamine 2-20 mcg/kg/min .
. Consider Dopamine 2-20 mcg/kg/min . L

Consider
\"B Epinepherine 0.2-0.3 mg 1:1 0,000 IV or Y
Epinephrine Drip 1 mcg/min to HR >60

Consider
\"B Epinepherine 0.2-0.3 mg 1:1 0,000 IV or @Y
Epinephrine Drip 1 mcg/min to HR >60

Pearls:

* Exam: Mental Status, Neck, Heart, Lungs, Neuro

* The use of lidocaine in heart block can worsen bradycardia and le ad to asystole and death.

* Pharmacological treatment of Bradycardia is based upon the presence or absence of symptoms.
* If symptomatic, treat. If asymptomatic, monitor only.

* Remember: The use of Atropine for PVC's in the presence of an Ml may wo rsen heart damage.
* Consider treatable causes for bradycardia (Beta blocker OD, Calcium channe | blocker OD, etc.)
* Be sure to aggressively oxygenate the patient and support re spiratory effort.

* Epinephrine Drip 1mg of 1:1000 in 50ml NS, ti trate 2-10ug/min.
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Burns

History: Signs and Symptoms: Differential:

* Type of exposure (heat, gas, * Burns, pain, swelling * Superficial (1°) red and painful
chemical) e Dizziness * Partial thickness (2°) blistering

* Inhalation injury * Loss of consciousness * Full thickness (3°) painless and

e Time of injury * Hypotension / shock charred or leathery skin

* Past medical history * Airway compromise / distress e Chemical

* Medications * Singed facial or nasal hair e Thermal

e Other trauma * Hoarseness / wheezing * Electrical

* Loss of consciousness * Radiation

e Tetanus/Immunization status

R 12 lead EKG &S]

Legend

Universal Patient Care Protocol

B EMT B

A
| - |
Remove rings, bracelets, and EMT- |

other constricting items

ﬁThermaIMﬁﬁ

Electrical ¢———|

25 Specialist 2

If burn < 10% body surface area
(using rule of nines)
Cool down the wound with Normal Salin e and
Consider Burn Gel (if available)

Y MC Order B¥

A

Cover burn with a Dry sterile sheet or dressings Remove clothing or expose area
v Brush off any visible dry chemic als or powder
IV LR
| Age>15 yrs 500ml/hr | A
Age 5-15 yrs 250ml/hr Eye involvement ?
Age <5yrs 150ml/hr Continuous saline flush in affected eye(s)

v

Flush area with water or N ormal Saline
for 10-15 minutes

For pain control
Morphine 5 mg IV q 5-10 min up to 20 mg
Zofran 4 mg IV

Consider Transport Directly

\VB to U of | Burn Center if no Airway Involvment [l
(Transport to Nearest ED if Airway Involved)
Pearls:

Exam: Mental Status, HEENT, Neck, Heart, Lungs, Abdomen, Extremities, Back, Neuro

Critical Burns: >25% body surface area (BSA); 3° burns >10% BSA; 2° and 3° burns to fac e, eyes, hands or feet;
electrical burns; respiratory burns; deep chemical burns; burns with extremes of age or chronic disease; and burns with
associated major traumatic injury. These burns may require hospital admission or transfe r to a burn center.

Early intubation is required in significant inhalation injuries.

Potential CO exposure should be treated with 100% oxygen.

Circumferential burns to extremities are dangerous due to potential vascular compromise 2° to soft tissue swelling.
Burn patients are prone to hypothermia - Never apply ice or cool burns that invo Ive >10% body surface area.

Do not overlook the possibility of multiple s ystem trauma.

Do not overlook the possibility for child abuse with child ren and burn injuries.

Consider transport directly to a Burn center (Unive rsity of lowa).
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Cardiac Arrest

History: Signs and Symptoms: Differential:

* Events leading to arrest * Unresponsive * Medical vs Trauma

* Estimated downtime * Apneic * V. fib vs Pulseless V. tach

* Past medical history * Pulseless * Asystole

* Medications * Pulseless electrical activity (PEA)

¢ Existence of terminal illness
* Signs of lividity, rigor mortis
¢ DNR

Universal Patient Care Protocol LeQend

CPR for 2 minutes before rhythm check B EMT B

L | EMT- | |
re\s/\L/JIg(]:?tglt(ijon M Yes~| Criteria for Death / No Resuscitation | -
| lowa P
No
v - -
| Begin Continuous Compressions | S Specialist [

! 1 MiC Order |

. ALS Available? .
AT ANY TIME

Return of
No Yes Spontaneous Circulation
Go to
Post Resuscitation
Protocol

\ A

B Automated Defibrillation B . Assess Rhythm .
Procedure

A

A

Airway Procedure )
Go to appropriate protocol:

v Cardiac Arrest
Pulseless Arrest

Interrupt Compressions Every 2 minutes !
as needed to revaluate the rhythm. Bradycardia
Ventilate no more than 12 breaths per Tachycardia
minute (1 breath every 5 seconds) 30:2
compression ratio

Pearls:

* Exam: Mental Status

* Success is based on proper planning and execution. Procedures require space and patient access. Make room to
work.

* If witnessed arrest - administer a precor dial thump.

* Reassess airway frequently and with every patient move.

* Maternal Arrest - Treat mother per appropriate protocol with immediate notification t o Medical Control and rapid
transport.

* Adequate compressions with timely defibrillation are the key s to success.

Version 1.0 Area Ambulance Service Protocols C-1




Chest Pain
Suspected Cardiac Event

History: Signs and Symptoms: Differential:

* Age e CP (pain, pressure, aching, vice- e Traumavs. Medical

* Medications like tightness) * Anginavs. Myocardial infarction

* Viagra, Levitra, Cialis * Location (substernal, epigastric, e Pericarditis

* Past medical history (MI, Angina, arm, jaw, neck, shoulder) * Pulmonary embolism
Diabetes, Post Menopausal) * Radiation of pain e Asthma/COPD

* Allergies (Morphine, Lidocaine) * Pale, diaphoresis * Pneumothorax

* Recent physical exertion * Shortness of breath * Aortic dissection or aneurysm

e Onset * Nausea, vomiting, dizziness e GE reflux or Hiatal hernia

* Palliation / Provocation * Esophageal spasm

e Quality (crampy, constant, sharp, e Chest wall injury or pain
dull, etc.) * Pleural pain

* Region / Radiation / Referred * Overdose (Cocaine)

* Severity (1-10)

e Time (duration / rep etition)

| Universal Patient Care Protocol | Legend
v Bl emT |8
Aspirin 324 mg chewed
(Unless documented Aspirin allergy) I EMT- | |

Acute Ml with ST

12 Lead ECG WSegment Elevation

Y

| I | IV Protocol | I |<\ pSPS
Y

Y MC Order ¥

Nitroglycerin 0.4 mg spray

g5min X3
If SBP > 90 Notify the recieving facility
of a
CARDIAC ALERT!!

Continued pain? |

Morphine 2-5 mg slow IV up to 10 mg ‘

and / or SBP<90, no pain \ Consider Fluid Bolus for
+ Inferior Mls

I Lopressor 15mg IV over 15 min. I N HypOt_?PeSa:fSe/r ll?)yr/str:(:yc;rlhmms

For severe nausea/vomting
Zofran 4 mg IV
Pearls:

* Exam: Mental Status, Skin, Neck, Lung, Heart, Abdomen, Back, Extre mities, Neuro

* Avoid Nitroglycerin in any patient who has used Viagra or Levitra in the past 24 hours or Cialis in the past 36
hours due to potential severe hypotension.

* If patient has taken nitroglycerin without relief, consider potency of the medication.

* |If positive ECG changes, establish a second IV while en rou te to the hospital.

*  Monitor for hypotension after administration of nitro glycerin and morphine.

* Patients with chest pain who do not have ST-segment elevation on their EKG should be tra nsported to the hospital of
their choice.

* Diabetics and geriatric patients often have atypical pain, or on ly generalized complaints.
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dbirth / La

ool

History:

Due date

Time contractions started / how often
Rupture of membranes

Time / amount of any vagin al bleeding
Sensation of fetal activity

Past medical and delivery history
Medications

Drug use

Gravida/Para status

High Risk pregnancy

Signs and Symptoms:

* Spasmotic pain

* Vaginal discharge or
bleeding

e Crowning or urge to push

e Meconium

Differential:

* Abnormal presentation
Buttock
Foot
Hand

Prolapsed cord
Placenta previa
Abruptio placenta

Universal Patient Care Protocol

| Legend

'

B EMT B

Left lateral position

EMT- | [

v

Obstetrical
Emergencies
Protocol

[ —Yes—

Hypertension ?
Abnormal vaginal bleeding ?
T

lowa P

No

Y Specialist &

N ‘

A 4
Visually inspect perineum for

crowning VM MC Order j¥
(No digital vaginal exam)
N
‘. \ 3
Crowning Priority symptoms:

No crowning

>36 weeks gestation

Crowning

A

Monitor and reassess

A

<36 weeks gestation
Abnormal presentation
Severe vaginal bleeding
Multiple ge station

v

Document fre quency | I | IV Protocol | I |<—| Rapid transport
and duration v
of contractions | Childbirth Procedure |
v

If prolapsed cord,
push up on head

v

New Born Protocol

Pearls:
Exam (of Mother): Mental Status, Heart, Lungs, Abdomen , Neuro
Document all times (delivery, contraction frequ ency, and length).

If maternal seizures occur notify the recieving hospital immedia tely, Seizure protocol.

After delivery, massaging the uterus (lower abdomen) will promote uterine contraction an d help to control post-partum

bleeding.

Some perineal bleeding is normal with any childbirth. Large quantities of bl ood or free bleeding are abnormal.
Record APGAR at 1 minute and 5 minutes a fter birth.
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Dental Problems

History: Signs and Symptoms: Differential:

* Age * Bleeding * Decay

* Past medical history * Pain * Infection

* Medications * Fever e Fracture

* Onset of pain / injury * Swelling * Avulsion

e Trauma with "knocked out" tooth * Tooth missing or fractured * Abscess

* Location of tooth * Facial cellulitis

*  Whole vs partial tooth injury * Impacted tooth (wisd om)
e TMJ syndrome
* Myocardial infarction

Legend | Universal Patient Care Protocol |
B EMT B i
| Control bleeding with pressure |
A
| Tooth avulsion I Yes
PS Place tooth in
No

M

l milk or normal saline

. Pain Control Protocol .<

A
| Reassess and Monitor |

Pearls:

* Exam: Mental Status, HEENT, Neck, Chest, Lungs, Neuro

* Significant soft tissue swelling to the face or oral cavity can represent a cellulitis or abscess.

* Scene and transport times should be minimized in complete tooth avulsions. Reimplantation is possible within 4 hours
if the tooth is properly cared for.

* All tooth disorders typically need antibiotic coverage i n addition to pain control

* Occasionally cardiac chest pain can ra diate to the jaw.

* All pain associated with teeth should be associated with a tooth which is tender to tappin g or touch (or sensitivity to cold
or hot).
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Drowning / Near Drowning *

History: Signs and Symptoms: Differential:
e Submersion in water * Unresponsive e Trauma
regardless of depth * Mental status changes * Pre-existing medical problem
* Possible history of trauma ie: | « Decreased or absent vital signs * Pressure injury (diving)
diving board *  Vomiting Barotrauma
e Duration of immersion e Coughing Decompression sickness
e Temperature of water
* Fresh/Salt Water

: , Legend
Universal Patient Care Protocol

B EMT B

\ 4
| - |
Consider DNR M EMT- |

prolonged Warm Water Imm erg
lowaP

v 28] Specialist &8

Spinal Immobilization Protocol
"N MC Order g%

A

Adult Airway Protocol
or
Respiratory Distress Protocol
or
Other Appropriate Protocol
based on symptoms

A
| | | IV Protocol | | |

v

Cardiac monitor
Pulse Oximetry
ETCO2

Pearls:

* Exam: Trauma Survey, Head, Neck, Chest, Abdomen, Pelvis, Back, Extremities, Skin, Ne uro

e  With cold water no time limit -- resusci tate all.

* All victims should be transported for evaluation due to potential for worsening over the next seve ral hours.

* Drowning is a leading cause of death among would-be rescu ers.

* Allow appropriately trained and certified rescuers to remove victims from areas of dang er.

* With pressure injuries (decompression / barotrauma), consider transport or availability of a hyperb aric
chamber (University of lowa).

Version 1.0 Area Ambulance Service Protocols T-2




Electrical Injuries

History: Signs and Symptoms: Differential:

e Lightning or electrical exposure * Burns e Cardiac arrest

* Single or multiple victims * Pain e Seizure

* Trauma secondary to fall from * Entry and exit wounds * Burns (see Burn Protocol)
highwire or MVC into line * Hypotension or shock * Multiple trauma

e Duration of exposure * Arrest

* Voltage and current (AC/DC)

| Scene Safety | Legend

B EMT B

A

Lightning Arrests require | Universal Patient Care Protocol | | EMT- | |

Immediate Defibrillati on despite
down times and asystole rhythm Y

lowa P
| Spinal Immobilization Protocol |

S Specialist |38

| | | IVProtocoI—SC;Occ Bolus PRN | | | YN MC Order Y

A
Focused history and physical exam:
Look for entry / exit wounds

A

| Dressings |
A

. Pain Control Protocol .

12-lead ECG

A
Appropriate Protocol
based on patient symptoms

A
M Consider Transport to M
University of lowa Burn Center
Pearls:

e Exam: Mental Status, HEENT, Neck, Heart, Lungs, Abdomen, Extremities, Back, Neuro

* Ventricular fibrillation and asystole are the most comm on dysrhythmias.

* Damage is often hidden; the most severe damage will occur in muscle, ve ssels and nerves.

* In a mass casualty lightning incident, attend to victims in full arrest first. If the victim did n ot arrest initially, it is likely
they will survive. These patients are often resucitated with adequate CPR and ALS.

* Do not overlook other trauma (i. e. falls).

* Lightning is a massive DC shock most often leading to asystole as a dysrhythmia.

* In lightning injuries, most of the current will travel over the body surfa ce producing flash burns.
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Epistaxis

History: Signs and Symptoms: Differential:
e Age * Bleeding from nasal pas sage e Trauma
* Past medical history e Pain * Infection (viral URI or Sinusitis)
* Medications (HTN, * Nausea e Allergic rhinitis
anticoagulants) * Vomiting * Lesions (polyps, ulcers)
* Previous episodes of epistaxis * Hypertension
¢ Trauma
* Duration of bleeding
* Quantity of bleeding

Legend

Universal Patient Care Protocol

B EMT B

A
| I EMT- | I
ce packs

Compress nostrils
Tilt head forward lowa P

254 Specialist &8

VM MC Order pY%

A
| Hypotension and/or tachycardia? |

A
C N

| | | IV Protocol | | | Consider
Hypertension Protocol

A
Normal Saline
500 cc Bolus PRN

Pearls:

Exam: Mental Status, HEENT, Heart, Lungs, Neuro

Avoid Afrin in patients who have a blood pressure of greater than 110 diastolic or known coronary artery
disease.

It is very difficult to quantify the amount of blood loss with epistaxis.

Bleeding may also be occuring posteriorly. Evaluate for posterior blood loss by examining the posterior p harnyx.
Anticoagulants include aspirin, coumadin, non-steroidal anti-inflammatory medications (ibuprofen), a nd many over the
counter headache relief po wders.
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Extremity Trauma

History: Signs and Symptoms: Differential:

*  Type of injury * Pain, swelling * Abrasion

e Mechanism: crush / penetrating / amputation | « Deformity e Contusion

e Time of injury * Altered sensation / motor function * Laceration

* Open vs. closed wound / fracture * Diminished pulse / capil lary refill * Sprain

*  Wound contamination * Decreased extremity temperature * Dislocation

* Medical history * Fracture

* Medications e Amputation
| Universal Patient Care Protocol | Legend

B EMT B

A

Multiple Trauma o
?
Protocol <—No—| Isolated extrlemlty injury? | | EMT- | |
Yes
v lowa P

Immoblize extremity as indicated.
Apply ice to reduce swelling.

254 Specialist fl&]

Y MC Order ¥

A
Wound care / hemorrhage control

A
Life or limb threatening event ?
| Pain medication needed ? |
IV Protocol

A

. Pain Control Protocol .

A

Amputation ?

Clean amputated part
Wrap part in sterile dressing
soaked in Normal Saline
Place in air tight container
Place container on ice if available

Pearls:

* Exam: Mental Status, Extremity, Neuro

* |n amputations, time is critical. Transport to Traum a Center.

* Hip dislocations and knee and elbow fracture / dislocations have a high incide nce of vascular compromise.
* Urgently transport any injury with vascular compromise.

* Blood loss may be concealed or not apparent with ex tremity injuries.

* Lacerations must be evaluated for repair within 8 hours fro m the time of injury.
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Fever/Infection Control

History: Signs and Symptoms: Differential:
e Age ¢ Warm * Infections / Sepsis
* Duration of fever * Flushed e Cancer/Tumors/Lymphomas
*  Severity of fever * Sweaty * Medication or durg reaction
* Past medical history * Chills/Rigors * Connective tissue disease
* Medications Associated Symptoms: e Arthritis
* Immunocompromised (Helpful to localize source) * Vasculitis

(transplant, HIV, diabetes, * myalgias, cough, chest pain, * Hyperthyroid

cancer) headache, dysuria, abdominal ¢ Heat Stroke
* Environmental exposure pain, mental status chan ges, * Meningitis
e Last acetaminophen or ibu profen rash, stiff neck

| Universal Patient Care Protocol | Legend

B EMT B

Consider Droplet, Airborne, or Contact
Precautions

I EMT- | I

Yes~| Orthostatic Blood Pressure |~No
(

IV Protocol

| | PS ..
Normal Saline Bolus 500 cc Specialist [l

C . ll vic oraer Y

Cooling Measures

| B | Temp;rature | B |

I
< 100°F
(38°C)
h 4

| Appropriate Protocol by Comp laint |

Pearls:

* Exam: Mental Status, Skin, HEENT, Neck, Heart, Lungs, Abdomen, Back, Extremities, Ne uro

* Febrile seizures are more likely in children with a history of febrile seizures and with a rapid elevation in temperature.

* Patients with history of Liver disease should not receive Tylen ol.

* Droplet precautions include standard PPE plus a standard surgical mask for providers who acco mpany
patients in the back of the ambulance and a surgical mask or NRB O2 mask for the patient. This | evel of
precaution should be utilized when influenza, meningitis, mumps, streptococcoal pharyngitis, a nd other
illnesses spread via large particle droplets are susp ected.

* Airborne precautions include standard PPE plus an N-95 mask for providers who accompany patients in the
back of the ambulance and a surgical mask or NRB O2 mask for the patient. This level of precaution should
be utilized when tubercuolosis, measles, varicella, or other infections that are spread by droplet nu clei are
suspected.

* Contact precautions include standard PPE plus utilization of a gown, change of gloves after every pa tient
contact, and strict handwashing precautions. This level of precaution is utilized when multi-drug res istant
organisms (e.g., MRSA), scabies, or zoster (shingles), or other illnesses spread by contact are sus pected.

* All-hazards precautions include standard PPE plus airborne precautions plus contact precautions. This level
of precaution is utilized during the initial phases of an outbreak when the etiology of the infection is unknown
or when the causative agent is found to be highly contagious (e.g., SAR S).
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Head Trauma

History: Signs and Symptoms: Differential:
e Time of injury * Pain, swelling, bleeding e Skull fracture
e Mechanism: blunt / pe netrating * Altered mental status e Brain injury (concussion, contusion,
* Loss of consciousness * Unconscious hemorrhage, or laceration)
* Bleeding * Respiratory distress / failure e Epidural hematoma
* Medical history * Vomiting e Subdural hematoma
* Medications * Significant mechanism of injury | * Subarachnoid hemorrhage
* Evidence of multi-trauma e Spinal injury
* Helmet use or damage to helmet * Abuse
Remove helmet if - Universal Care Protocol Legend
indicated Isolated head trauma ? n
. Bl EMT B
Call ahead to the local hosp ital as soon
Multiple Trauma ‘/No as possible to see if N_elulr;)cl)surglcal L emT- 1 |
Protocol coverage I.S available.
Yes lowa P
4
Spinal Immobilization Protocol ] specialist |2
| IV Protocol |
NS Bolus to keep SBP > 100 C Order

No

Lidocaine 100 mg IV
Versed 2-5 mg IV
or
Valium 5-10 mg IV

Intubate

Maintain ETCO2
of 35to 40 mmHg

¢ la
Obtain GCS |‘—\ \
|

T
GCS<8
v
Gag reflex present?

I
Yes

A 4 GCS >8

B Basic Airway Manuvers B

Repeat every
5-10 minutes

A
>]| Maintain Pulse Ox > 90% }4—/

v

Seizure Protocol

l&Yes—| Seizure |

No
A 4

| Monitor and reassess
v
Consider Transport to the Most
M appropriate Trauma Center, M
the University of lowa if Stable

-

Pearls:

* Exam: Mental Status, HEENT, Heart, Lungs, Abdomen, Extremities, B ack, Neuro

* In absence of capnometer, hyperventilate the patient (adult: 20 breaths / min, chi Id: 30, infant: 35) only if ongoing
evidence of brain herniation (blown pupil, decorticate or decerebrat e posturing, or bradycardia).

* Increased intracranial pressure (ICP) may cause hypertension and bradycardia (Cus hing's Response).

* Hypotension usually indicates injury or shock unrelated to the head injury and sh ould be agressively treated.

* The most important item to monitor and document is a change in the level of con scioushess and GCS.

* Consider Restraints if necessary for patient's and/or personnel's protection per the Res traint Procedure.

* Concussions are periods of confusion or LOC associated with trauma which may have r esolved by the time EMS
arrives. Any prolonged confusion or mental status abnormality which does not return to normal within 15 minutes or
any documented loss of consciousness should be evaluated by a physician ASAP.
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Hypertension

History: Signs and Symptoms: Differential:
* Documented hypertension One of these: * Hypertensive encephalopathy
* Related diseases: diabetes, CVA *  Systolic BP 200 or greater * Primary CNS Injury
renal failure, cardiac * Diastolic BP 120 or greater (Cushing's response =
* Medications (compliance ?) bradycardia with
* Viagra, Levitra, Cialis AND at least one of these: hypertension)
*  Pregnancy * Headache * Myocardial infarction
* Nosebleed * Aortic dissection (aneurysm)
e Blurred vision * Pre-ecampsia/ Eclampsia
* Dizziness
. . Legend
| Universal Patient Care Protocol |
B EMT B
A
| Check BP in both arms | ! EMT- I !
A
| | | IV Protocol | | | PS Specialist PS
Y MC Order ¥
A
12 Lead ECG
A 4
If Symptomatic give
Labatelol 20-40mg IV over 2 min
Consider CHF Protocol if pt has sign s of CHF
Pearls:

* Exam: Mental Status, Skin, Neck, Lung, Heart, Abdomen, Back, Extre mities, Neuro

* Never treat elevated blood pressure based on one set o f vital signs.

* Symptomatic hypertension is typically revealed through end organ damage to the cardi ac, CNS or renal systems.
* All symptomatic patients with hypertension should be transported with their head elevated.
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Hyperthermia

History: Signs and Symptoms: Differential:
e Age * Altered mental status or * Fever (Infection)
* Exposure to increased unconsciousness * Dehydration
temperatures and / or humidity * Hot, dry or sweaty skin * Medications
* Past medical history / medications * Hypotension or shock * Hyperthyroidism (Storm)
* Extreme exertion * Seizures e Delirium tremens (DT's)
* Time and length of exposure * Nausea * Heat cramps
* Poor PO intake * Heat exhaustion
* Fatigue and / or muscle cramping * Heat stroke
* CNS lesions or tumors

| Universal Patient Care Protocol | Legend

B EMT B

A
| Document patient tem perature |

I EMT- | I

A
Remove from heat source lowa P
Remove clothing

25 Specialist &S

A
Apply room temperature wate r to skin Y™ MC Order BY
and increase air flow around patient

A

. Cardiac Monitor .

A
IV Protocol
500 cc Bolus

A
Monitor and reassess

v

Appropriate Protocol
Based on patient symptoms

Pearls:

* Exam: Mental Status, Skin, HEENT, Heart, Lungs, Neuro

* Extremes of age are more prone to heat emergencies (i.e. young and old).

* Predisposed by use of: tricyclic antidepressants, phenothiazines, anticholinerg ic medications, and alcohol.

* Cocaine, Amphetamines, and Salicylates may elevate b ody temperatures.

* Sweating generally disappears as body temperature rises abo ve 104° F (40° C).

* Intense shivering may occur as patient is cooled.

* Heat Cramps consists of benign muscle cramping 2° to dehydration and is not associated wit h an elevated temperature.

* Heat Exhaustion consists of dehydration, salt depletion, dizziness,fever, weakness, mental sta tus changes, headache,
cramping, nausea and vomiting. Vital signs usually consist of tachycardia, hypotension, and an elevated temperature.

* Heat Stroke consists of dehydration, tachycardia, hypotension, temperature >104° F (40° C), and an altered mental
status.
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Hypotension
Shock (nontrauma)

History: Signs and Symptoms: Differential:
* Blood loss - vaginal or ¢ Restlessness, confusion ¢ Shock
gastrointestinal bleeding, AAA, * Weakness, dizziness Hypovolemic
ectopic *  Weak, rapid pulse Cardiogenic
*  Fluid loss - vomiting, diarrhea, * Pale, cool, clammy skin Septic
fever * Delayed capillary refill Neurogenic
* Infection * Hypotension Anaphylactic
e Cardiac ischemia (Ml, CHF) * Coffee-ground e mesis * Ectopic pregnacy
* Medications * Tarry stools e Dysrhythmias
* Allergic reaction * Pulmonary embolus
* Pregnancy * Tension pneumothorax
* History of poor oral intake * Medication effect / overdose
* Vasovagal
* Physiologic (pregnancy)

| Universal Patient Care Protocol | Legend
i Bl EMT B
| I | IV Protocol | I | 1l EMT-1 11
\ 4

Observe and <—No—| Symptomatic? |

Reassess |
- /} ~E v

Non-cardiac

Trauma Cardiac
Non-trauma J_
l v Treatment pel iat
Treatment per appropriate | Normal Saline | rea med”_ per approplrla e
Trauma Protocol 500 cc bolus Cardiac Protoco

y

Additional 12 Lead EKG
| Normal Saline |

500 cc bolus L
¢ No rales present
Consider Dopamine | Normal Saline I
5-20 mcg/kg/min IV 500 cc bolus

'

Consider Dopamine
5-20 mcg/kg/min IV

Pearls:

* Exam: Mental Status, Skin, Heart, Lungs, Abdomen, Back, Extrem ities, Neuro

* Hypotension can be defined as a systolic blood pressure of less than 90.

* Consider performing orthostatic vital signs on patients in nontrauma situations if suspec ted blood or fluid loss.
* Consider all possible causes of shock and treat per appro priate protocol.
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Hypothermia

History: Signs and Symptoms: Differential:
* Past medical history e Cold, clammy * Sepsis
* Medications * Shivering * Environmental exposure
* Exposure to environment even in * Mental status changes * Hypoglycemia
normal temperatures *  Extremity pain or sensory * CNSdysfunction
* Exposure to extreme cold abnormality Stroke
* Extremes of age * Bradycardia Head injury
* Drug use: Alcohol, barbituates * Hypotension or shock Spinal cord injury
* Infections / Sepsis
* Length of exposure / Wetness

, , Legend
| Universal Patient Care Protocol |
L B EMT B
| Remove wet clothing | | EMT- | |
A lowa P
/—{ Temperature < 95° F (35° C) |
I ..
Yes 2S) Specialist &
A 4
| Handle very gently | Y MC Order fiY
A
| Blankets |
A
NoO | IV Protocol |

Consider using warm fluids

y

If in Cardiac Arrest
Defib once and give
one round of appropriate ACL's
protocol Drugs.

A
\ Appropriate Protocol

Based on patient symptoms

Pearls:

* Exam: Mental Status, Heart, Lungs, Abdomen, Extremities, Neuro

e NO PATIENT IS DEAD UNTIL WARM ANDDEAD.

* Defined as core temperature < 35° C (95° F).

* Extremes of age are more susceptable (i.e. you ng and old).

* With temperature less than 31° C (88° F) ventricular fibrillation is common cause of deat h. Handling patients gently
may prevent this (rarely responds to defibrillation).

* |f the temperature is unable to be measured, treat the patient based on the suspected temperature.

* Hypothermia may produce severe bradycardia.

e Shivering stops below 32° C (90° F).
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IV

Universal Patient Care Protocol

Legend
r Bl EMT B
Assess need for IV
Emergent or potentially emergent | EMT- | |
medical or trauma condition

lowa P
Y

Peripheral IV
| S Specialist s

' External Jugular IV

for life-threatening event
/k YN MC Order jY

Successful Unsuccessful
Monitor Saline Lock if no Continue
B | Drugs or IV fluid boluses | B Peripheral IV

L | |
are anticipated. External Jugular IV

Monitor infusion for life-threatening event
500 cc Fluid Bolus PRN Intraosseous (ped or adult device)
for life-threatening event,
Unresponsive

May initiate an 10 on a_responsive

Patient if approved by OLMC

Pearls:

* Intraosseous with the appropriate adult or p ediatric device.

* External jugular (> 12 years of age).

* Any prehospital fluids or medications approved for IV use, may be given throu gh an intraosseous IV.

* Al IV rates should be at KVO (minimal rate to keep vein open) unless admin istering fluid bolus.

* Use microdrips for all patients 6 years ol d or less.

* External jugular lines can be attempted initially in life-threatening events where no ob vious peripheral site is noted.

* Inthe setting of cardiac arrest, any preexisting dialysis shunt or external central venous cathet er may be used.

* |n patients who are hemodynamically unstable or in extremis, contact medical control prior to accessing dialysis
shunts or external central venous catheters.

* Any venous catheter which has already been accessed prior to EMS arrival may be used.

* Upper extremity IV sites are preferable to lower extrem ity sites.

* Lower extremity IV sites are contraindicated in patients with vascular disease or diabetes.

* In post-mastectomy patients, avoid IV, blood draw, injection, or blood pressure in arm on affected side.
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Multiple Trauma

History: Signs and Symptoms: Differential (Life threatening):
* Time and mechanism of injury e Pain, swelling * Chest Tension pneumothorax
* Damage to structure or vehicle * Deformity, lesions, bleeding Flail chest
* Location in structure or vehicle * Altered mental status or Pericardial tamponade
e Others injured or dead unconscious Open chest wound
* Speed and detail s of MVC * Hypotension or shock Hemothorax
* Restraints / protective equipment | ¢  Arrest * Intra-abdominal bleeding
* Past medical history * Pelvis / Femur fracture
* Medications * Spine fracture / Cord injury
e Head injury (see Head Trauma)
e Extremity fracture / Dislocation
* HEENT (Airway obstruction)
* Hypothermia

| Universal Patient Care Protocol | Legend
| Rapid trauma assessment and | B EMT B
Consider air transport ' EMT- | |

+
Notify Trauma Center of Trauma Alert
Consider Transfer to U of | if stable &) Specialist 5

| Spinal Immobilization Protocol | /| MC Order il

v

IV Protocol Two Large Bore IV's
Enroute to the hospital

v

| Vital signs /| perfusion ? |

A

ﬁAbnormal Normalﬁ

| NS/LR Bolus to Maintain | | Ongoing assessment

SBP > 90
v

Continued Hypotension
| (SBP < 90)? | Consider Pain Control Protocol
Continue Fluid Bolus If SBP >90 and GCS =15
Consider:
Reduction of Long Bone Fracture
Reduction of Pelvic Fracture
Control of External Hemorrhage

. Consider Chest Decompression .

A

Pearls:

* Consider Chest Decompression with signs of shock and injury to torso.

* In prolonged extrications or serious trauma, consider air transportation for tran sport times greater than 30 min
or direct transport to the University of lowa if less than 30 minutes and stable for transport to the University.

* See Trauma Procedure for criteria when notifying the ED of a Traum a Alert.
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Obstetrical Emergency *

History: Signs and Symptoms: Differential:
* Past medical history * Vaginal bleeding * Pre-eclampsia/ Eclampsia
* Hypertension meds e  Abdominal pain * Placenta previa
* Prenatal care * Seizures * Placenta abruptio
e Prior pregnancies / births * Hypertension e Spontaneous abortion
e Gravida / Para e Severe headache
* Visual changes
* Edema of hands and face

| Universal Patient Care Protocol | Legend
A B EMT B
| I | IV Protocol | I | loemT-1 |

v

| Vaginal bleeding / Abd ominal pain ?

X
No Yes
( l /M MC Order BV

| Known pregnancy / Mis sed period? }—\ | Known pregnancy / Mis sed period? |
I

lowa P

Yes No

Yes k No
| : | " .

Left lateral position

B | Orthostatic BP | B | | Abdominal Pain Protocol
A I
| Hypertension? |—No- Yves
Yes No | Normal Saline Bolus |
v titrate to reponse
v

Seizure or seizure-like activity?

Complaint of Labor? |

B Blood Glucose Measurement | B
l - Yes

No
|

\

Childbirth Protocol

Active seizure activity?
Magnesium Sulfate 4 GM IV then,
Versed 2-5 mg slow IV or
Valium 2.5-10 mg slow IV

A
Lb{ Transport to Hospital }4—/
Pearls:

* Exam: Mental Status, Abdomen, Heart, Lungs, Neuro
* Severe headache, vision changes, or RUQ pain may indic ate preeclampsia.
* Inthe setting of pregnancy, hypertension is defined as a BP greater than 140 systolic or greater than 90 diastolic, or
a relative increase of 30 systolic and 20 diastolic from the patient's normal (pre-pr egnancy) blood pressure.
* Maintain patient in a left lateral position to minimize risk of sup ine hypotensive syndrome.
* Eclampsia hyperreflexia, confusion, headache, epigastric pain, seizures, coma with BP >140/90 = Medical Emergency
* Ask patient to quantify bleeding - number of pa ds used per hour.
* Any pregnant patient involved in a MVC should be seen immediately by a physician f or evaluation and fetal monitoring.

Place Left Lateral Recumbant
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Overdose
Toxic Ingestion

History: Signs and Symptoms: Differential:
* Ingestion or suspected ingestion of | ¢ Mental status changes * Tricyclic antidepressants (TCAS)
a potentially toxic substance * Hypotension / hypertension * Acetaminophen (tylenol)
* Substance ingested, route, quantity | ¢ Decreased respiratory rate * Depressants
* Time of ingestion * Tachycardia, dysrhythmias e Stimulants
* Reason (suicidal, accidental, e Seizures * Anticholinergic
criminal) e Cardiac medications
¢ Available medications in home * Solvents, Alcohols, Cleaning agents
* Past medical history, medications * Insecticides (organophosp hates)

Universal Patient Care Protocol

Y Legend
| IV Protocol | Bl EMT Bl

A lowa P
. Tricyclic ingestion? .

Consider Sodium Bicarbonate 1 meg/kg IV

/*\ \YM MC Order ji\¥
r |

Chest Organophosphates

Respiratory depression Carbamates

Pain

Other

Narcan 2-4 mg
slow IV PRN l

Ve - Hypotension, Seizures,
Atropine Ventricular dysrhythmias,
Beta Blocker Calcium 2mg IV g5 min or Mental status changes
Channel No Max Dose
Blocker
v A

Calcium Chloride Appropriate Protocol
M 1 GM in 500m| NS M
over 10min IV
Pearls:

* Exam: Mental Status, Skin, HEENT, Heart, Lungs, Abdomen, Extremities, Neuro

* Do not rely on patient history of ingestion, especially in suicide attempts.

* Bring bottles and contents to ED.

* Tricyclic: 4 major areas of toxicity: seizures, dysrhythmias, hypotension, decreased mental status or coma;
rapid progression from alert mental status to death. Consider ea rly 12 Lead ECG.

* Acetaminophen: Initially normal or nausea/vomiting. If not detected and treated, causes i rreversible liver failure

* Depressants: Decreased HR, decreased BP, decreased temperature, decreased respirations, n on-specific pupils

* Stimulants: Increased HR, increased BP, increased temperature, dilated p upils, seizures

* Anticholinergic: Increased HR, increased temperature, dilated pupils, mental status changes

e Cardiac Meds: Dysrhythmias and mental status changes

* Solvents: Nausea, vomiting, and mental statu s changes

* Insecticides: Increased or decreased HR, increased secretions, hausea, vomiting, diarrh ea, pinpoint pupils

* Consider restraints if necessary for patient's and/or personnel's protection per the R estraint Procedure.

*  Glucagon dose may excede amount in drug box. (ie: 70KG person shoul d get 3.5mg IV)
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Pain Contro

History: Signs and Symptoms: Differential:

e Age *  Severity (pain scale) * Per the specific protocol
* Location e Quality (sharp, dull, etc.) * Musculoskeletal

e Duration * Radiation * Visceral (abdominal)

e Severity (1 - 10) * Relation to movement, e Cardiac

* Past medical history respiration * Pleural / Respiratory

* Medications * Increased with palpation of area * Neurogenic

* Drug allergies * Renal (colic)

Universal Patient Care Protocol

'

Patient care according to Protocol
based on Specific Complaint

i Legend
Pain Severity > 6/10 B EMT B
or

Indication for IV / IM Medic ati
ndication for | edic ation | EMT- | |

Yes
v

| | | IV Protocol | | |

S Specialist 38

A
Contraindication to sedation?

Abdominal pain/He ad injury? No 1

Y MC Order BY

| Pulse Oximetry

Yes - #
orphine 2-5 mg IV /IM
up to 10 mg

For nausea/vomiting
Zofran 4 mg IV/IM

Monitor and reassess

Pearls:

* Pain severity (0-10) is a vital sign to be recorded pre and post IV or IM medication delivery and a t disposition.

* Vital signs should be obtained pre, 15 minutes post, and at disposition with all p ain medications.

* Contraindications to Morphine use include hypotension, altered mental status, head injury , respiratory
distress or severe COPD.

* All patients should have drug allergies documented prior to administ ering pain medications.

* All patients who receive IM or IV medications must be observed 15 minut es for drug reaction.

* No PO medications for patients who may need surgical intervention such as open fractures or fracture deformities.

* Choose the lower Phenergan dose for patients likely to experience sedative effects (e.g ., elderly, debilitated, etc).
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Police Custody

History:

Traumatic injury
Drug Abuse
Cardiac History
History of Asthma
Psychiatric History

Signs and Symptoms:

External signs of trauma
Palpitations

Shortness of breath
Wheezing

Altered Mental Status
Intoxication/Substance
Abuse

Differential:

Agitated Delirium Secondary to
Psychiatric Iliness

Agitated Delirium Secondary to
Substance Abuse

Traumatic Injury

Closed Head Injury

Asthma Exacerbation

Cardiac Dysrhythmia

Universal Patient Care

Protocol Legend
Appropriate Protocol and «Yes— Evidence of Traumatic Injury B EMT B
i ?
Transport or Med|ca|1I llIness? il emT-1 |
No
.
{—Pepper Spray— Use of Pepper Spray or Taser? —Taserw
Irrigate face/eyes Significant Injury
Remove From Entry Point of |lWN¥M MC Order B
contaminated Taser or From Fall
clothing After Taser Use? \
# LNoj
. History of No - -
Wheezing? —NO | Cardiac History
Asthma? with Pacemaker
I 1 ) N
Yes No Chest Pain, or Yes
Yes Palpitations?
Bronchospasm
Protocol and Agitated Delirium? Yes
Transport x
Yes ‘ Consider Restraint Protocol
l and/or Chemical Restraint
Observe 20 min \
Wheezes? Coordinate dispostion with -
. Appropriate Protocol and
patient and law enforc ement
Transport
J personnel
No

Pearls:

Agitated delirium is characterized by marked restlessness, irritability, and/or high fever. Pa tients exhibiting

these signs are at high risk for sudden death and should be transported to hospital by ALS personnel.

Patients restrained by law enforcement devices cannot be transported in the ambulance without a law

enforcement officer in the patient compartment who is capable of removing t he devices.

hospital for evaluation.

If there is any doubt about the cause of a patient's alteration in mental status, transport the patient to the

If an asthmatic patient is treated with pepper spray and released to law enforcment, all parties should be

advised to immediately recontact EMS if wheezing/difficulty breathi ng occurs.

All patients in police custody retain the right to request transport. This should be coordin ated with law
enforcement personnel. Medics are not to do meical screenign exams, this can only be done by a physician
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Post Resuscitation

History: Signs/Symptoms: Differential:
* Respiratory arrest * Return of pulse e Continue to address specific
e Cardiac arrest differentials associated with the

original dysrhythmia

Repeat Primary Assessment

v

Airway Control/ Assist
Monitor ETCO2 (ideal 34 mmHg) with RR
<12 unless otherwise indicated.

DO NOT HYPERVENTILATE. Legend
A B EMT B
B Vital Signs with ETCO2 and SPO2 B
l I EMT- | I
| | | IV Protocol | | | lowa P
— 25 Specialist @S
. Monitor ECG .
l Y MC Order i
12 Lead EKG
Hypotension Significant Ectopy Bradycardia
- Amiodarone 150mg in 100ml i
I Cilnssflﬁﬁa t%(l)gscc I NS over 10 min. Treat per
OR Bradycardia Protocol
: ‘ : Lidocaine 1.5mg/Kg IV
Dopamine 2-20 mcg/kg/min every 10 min to a max of 3mg/kg
for BP <90 followed

by the appropriate Drip.

If arrest reoccurs, revert to app ropriate
protocol and/or initial successfu | treatment

Pearls:

* Exam: Mental Status, Neck, Skin, Lungs, Heart, Abdomen, Extremit ies, Neuro

* Hyperventilation is a significant cause of hypotension and recurrance of cardiac arrest in the post resuscitation phase
and must be avoided at all costs.

* Most patients immediately post resuscitation will require vent ilatory assistance.

* The condition of post-resuscitation patients fluctuates rapidly and continuously, and they require close monitoring.
Appropriate post-resuscitation management may be planned in consultat ion with medical control.

* Common causes of post-resuscitation hypotension include hyperventilation, hypovo lemia, pneumothorax, and
medication reaction to ALS drugs.

* Titrate Dopamine to maintain MAP >90. Ensure adequate fluid resu scitation is ongoing.
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Pulmonary Edema

History: Signs/Symptoms: Differential:
* Congestive heart failure * Respiratory distress, bilateral rales * Myocardial infarction
* Past medical history * Apprehension, orthopnea * Congestive heart failure
* Medications (digoxin, lasix) e Jugular vein distention ¢ Asthma
* Viagra, Levitra, Cialis e Pink, frothy sputum * Anaphylaxis
* Cardiac history --past * Peripheral edema, dia phoresis * Agspiration
myocardial infarction * Hypotension, shock *« COPD
* Chest pain * Pleural effusion
* Pneumonia
* Pulmonary embolus
* Pericardial tamponade
* Toxic Exposure

Universal Patient Care Protocol

Legend
v
B B B EMT B
¢ 1| EMT-1 |1

lowa P

CPAP Protocol

v

Nitroglycerin 0.4 mg SL Q 5 minutes
If BP > 100 systolic

'

IV Protocol

v

Consider Morphine
2 mg slow IV

Y

Consider Lasix 40mg slow IV or
double patient daily dose up to 160 mg

v

Additional Morphine
2 mg every 5 min up to 10 mg IV
keep SBP > 90mmHg

v

12 Lead ECG

5] Specialist 38

Y MC Order Y

0
= EN
0
= E

0
B N E =
0
H BBl E =

Pearls:

* Exam: Mental Status, Skin, Neck, Lung, Heart, Abdomen, Back, Extre mities, Neuro

* Avoid Nitroglycerin in any patient who's used Viagra or Levitra in the past 24 hours or Cialis i n the past 36
hours due to possible severe hypotension.

* |f patient has taken nitroglycerin without relief, consider potency of the medication.

* Consider myocardial infarction in all these patients.

* Diabetics and geriatric patients often have atypical pain, or on ly generalized complaints.

* Careful monitoring of level of consciousness, BP, and respiratory status with above interventions is essential.

* Allow the patient to be in their position of comfort to maximiz e their breathing effort.
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Pulseless Arrest

History: Signs and Symptoms: Differential:

* Past medical history * Pulseless * Medical or Trauma

* Medications . * Hypoxia

* Events leading to arrest * No electrical activity on ECG e Potassium (hypo / hyper)
* End stage renal disease * No auscultated heart tones * Drug overdose

* Estimated downtime

* Suspected hypothermia
* Suspected overdose

e DNR

Acidosis
Hypothermia
Device (lead) error
Death

Universal Patient Care Protocol

v
| Cardiac Arrest Procedure |
v
r Yes — Shockable Rhythm? — No j
VFENT N—> Asystole/ PEA
(0]
Shock once 200J biphasic | | IV Protocol | |
Reassess rhythm every 2 minutes.
Shockable? No Pulse
Yes .Epinephrinelmg 1:10,000 1V g 5min.
L\ Yes
Shock 200J biphasic L L
IV Protocol AT ANY TIME Atropine 1mg IV/IO g 5min
¢ to a max of 3mg
Return of ;
- ; ; Reassess rhythm every 2 minutes.
Epinephrine 1 mg 1:10,000 IV g 5 min Spontaneous S}éockable’gl
] Circulation )
Reassess rhythm every 2 minutes.
Shockable? Go to l
Consider Antiarrhythmics Post Resuscitation VF/VT Protocol
1) Amiodarone 300mg IV Protocol
2) Lidocaine 1.5mg/Kg IV then , Correctable Causes:
0.75mg/Kg IV to a max of 3mg/Kg . Acidosis '
every 5min. Legend *  Hypovolemia
3) Torsades de Pointes Magn esium « Hvpothermia
oGm IV B EMT B yp

Continue Epinephrine, Consideration of
Correctable Causes

Criteria for Discontinuation ?

I EMT- | I

lowa P

25 Specialist &S]

* Hypoglycemia

* Hyperkalemia

* Overdose (Narcotics,
Tricyclic
Antidepressants,
Calcium Channel
Blockers, Beta

Blockers)
e Tension
' MC Order Y Pneumothorax
Pearls:
* Exam: Mental Status
* Always confirm asystole in more than one lead.
* Correctable causes must be addre ssed.
Version 1.0 Area Ambulance Service Protocols C-5



Respiratory Distress

History:

e Asthma; COPD -- chronic
bronchitis, emphysema,
congestive heart failure

¢ Home treatment (oxygen,
nebulizer)

* Medications (theophylline,
steroids, inhalers)

* Toxic exposure, smoke
inhalation

Signs and Symptoms:

* Shortness of breath

* Pursed lip breathing
and effort

stridor

* Fever, cough
* Tachycardia

* Decreased ability to speak
* Increased respiratory rate

* Wheezing, rhonchi, rales,

* Use of accessory muscles

Differential:

Asthma

Anaphylaxis
Aspiration

COPD (Emphysema, Bronchitis)
Pleural effusion
Pneumonia
Pulmonary embolus
Pneumothorax
Cardiac (Ml or CHF)
Pericardial tamponade
Hyperventilation
Inhaled toxin

Universal Patient Care Protocol

'

Legend

H EMT

EMT- |

<« Yes—] . - | No-» Position to patient
Adult Airway/ Respiratory Insufficiency ? comfort —
CPAP Protocol Consider CPAP earily PS PS
Obtain and Record M M
Pulse Oximetry/Cardiac
Monitor
Sigl:i\asleosf CHF Wheezes y a——
v v Stridor Y
Pulmonary Edema | I | IV Protocol | I | | I | IV Protocol | I |
Protocol # *
. Albuterol 2.5 mg Neb . 3cc Saline
Nebulized

Contact Medical Control
if patient does not meet
criteria for Epi
(see Pearls below)

Consider
Epinepherine 0.3 mg
1:1,000 SQ/IM

Albuterol 2.5 mg/
Atrovent 0.5 mg

Neb

v

Consider

Continuous Albuterol Neb

v

Consider

Solu Medrol 125 mg IV

CPAP

v

No Improvement
Epi 0.3 mg 1:10,000 Neb
Or
Epi 0.5 mg 1:1000 IM

. Solu Medrol 125 mg IV

v

For Severe Cases
Consider Epi 1:10,000
0.3mg IV

Pearls:

* Pulse oximetry should be monitored continously if initial saturation is < or = 96%, or there is a decli ne in patients
status despite normal pulse oximetry readings.
* Contact Medical Control prior to administering epinephrine in patients who are >50 years of age, havea

history of cardiac disease, or if the patient's heart rate is >150. Epinephrine may precipitate cardiac ischemia.

A 12-lead ECG should be performed on these patients.
* Asilent chest in respiratory distress is a pre-respiratory arrest sig n.

Version 1.0
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Seizure

History: Signs and Symptoms: Differential:
* Reported / withessed seizure * Decreased mental status * CNS (Head) trauma
activity * Sleepiness e  Tumor
* Previous seizure history ¢ Incontinence * Metabolic, Hepatic, or Renal failure
* Medical alert tag information * Observed seizure activity * Hypoxia
* Seizure medications * Evidence of trauma * Electrolyte abnormality (Na, Ca, Mg)
* History of trauma * Unconscious * Drugs, Medications, Non-comp liance
* History of diabetes * Infection / Fever
* History of pregnancy * Alcohol withdrawal
* Eclampsia
e Stroke
* Hyperthermia
* Hypoglycemia

: , Legend
| Universal Patient Care Protocol |
$ B EMT B
| Consider Spinal Immobilization Protocol | | EMT- | |

A

e N
Status epilepticus Post-ictal lowa P
v \ 4

i ialist &S
Airway Protocol Focused history / Sl Specialist
Physical exam
Y MC Order i
‘ b
| I | IV Protocol | | | B | Blood Glucose | B l—GIucose <60

v

A | I | IV Protocol | I |
Versed 2-5 mg slow IV

May be repeated X1 —
or Versed 5 mg IM Thiamine 100 mg IV

or Status / Seizure recurs? 50% Dextrose 25 grams IV

Valium 5mg IV Q 5 min to a Versed 2-5 mg IV May be Glucagon 1 mg IMif no IV

or Versed 5 mg IM
or
Valium 5mg IV Q 5min to
Max of 20 mg

Max of 20 mg IV repeated X1 )

A

Pearls:

Exam: Mental Status, HEENT, Heart, Lungs, Extremities , Neuro

Status epilepticus is defined as two or more successive seizures without a period of consciousness or recovery. Thisis
a true emergency requiring rapid airway control, treat ment, and transport.

Grand mal seizures (generalized) are associated with loss of consciousness, incontinence, a nd tongue trauma.
Focal seizures (petit mal) effect only a part of the body and are not usually associated with a loss of conscioushess
Jacksonian seizures are seizures which start as a focal seizure and be come generalized.

Be prepared for airway problems and cont inued seizures.

Assess possibility of occult trauma and substa nce abuse.

Be prepared to assist ventilations especially if Ve rsed is used.

For any seizure in a pregnant patient, follow the OB E mergencies Protocol.

Thiamine may be omited in patients who do not ap pear malnourished.
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Suspected Stroke

History: Signs and Symptoms: Differential:
e Previous CVA, TIA's e Altered mental status e See Altered Mental Status
* Previous cardiac / vascular * Weakness / Paralysis * TIA (Transient ischemic attack)
surgery * Blindness or other sensory loss e Seizure
* Associated diseases: diabetes, * Aphasia/ Dysarthria * Hypoglycemia
hypertension, CAD * Syncope e Stroke
e Atrial fibrillation * Vertigo / Dizzyness Thrombotic> (~ 85%)
* Medications (blood thinn ers) * Vomiting Embolic
e History of trauma * Headache Hemorrhagic (~ 15%)
e Seizures e  Tumor
* Respiratory pattern change e Trauma
* Hypertension / hypotension

Legend
Universal Patieit Care Protocol B EMT B
| EMT- | |

¢ lowa P
If Positive and Symptoms < 3 hours,

transport and notify the hospital of a

Stroke Alert Thiamine 100 mg IV X Specialist [ZE
¢ 50% Dextrose -
YN MC Order ¥
B Blood Glucose Bl-<60 25 grams IV
If no IV access

I IV Protocol | Glucagon 1 mg IM

12 Lead EKG

A

Consider other protocols as indic ated
Altered Mental Status
Hypertension
Seizure

Pearls:
* Exam: Mental Status, HEENT, Heart, Lungs, Abdomen, Extremities, Neu ro

* With aduration of symptoms of less than 3 hours, scene times and transport times should be min imized.

* Onset of symptoms is defined as the last withessed time the patient was symptom free (i.e. awakenin g with stroke
symptoms would be defined as an onset time of the previous night when patient was symptom free)

* The differential listed on the Altered Mental Status Protocol should also be considered.

* Be alert for airway problems (swallowing difficulty , vomiting).

* Hypoglycemia can present as a localized neurologic deficit, especially in t he elderly.

* Patients who do not apprear malnourished do not require T hiamine.
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Syncope

History: Signs and Symptoms: Differential:
* Cardiac history, stroke, seizure e Loss of consciousness with * Vasovagal
e  Occult blood loss (Gl, ectopic) recovery * Orthostatic hypotension
* Females: LMP, vaginal * Lightheadedness, dizziness e Cardiac syncope
bleeding * Palpitations, slow or rapid pulse * Micturation / Defecation syncope
*  Fluid loss: nausea, vomiting, * Pulse irregularity * Psychiatric
diarrhea * Decreased blood pressure e Stroke
* Past medical history * Hypoglycemia
* Medications e Seizure
* Shock (see Shock Protocol)
* Toxicologic (Alcohol)
* Medication effect (hypertension)

Legend

B EMT B

| Universal Patient Care Protocol |

I EMT- | I

A
| Consider Spinal Immobilization Protocol | lowa P

A
| Orthostatic Vital Signs |

5] Specialist &

Y MC Order Y

A

B Blood Glucose B
\ Thiamine 100 mg IV
Blood Glucose 50% Dextrose 25 grams IV
| | | IV Protocol | | .
<60 If unable to establish IV
Glucagon 1 mg IM

‘ )
. Cardiac Monitor .4

A AT ANY TIME

12 Lead ECG

If relevant signs / symptoms found
go to appropriate protocol:

Dysrhythmia
Altered Mental Status
Hypotension

Pearls:

* Exam: Mental Status, Skin, HEENT, Heart, Lungs, Abdomen, Back, Extremi ties, Neuro

* Assess for signs and symptoms of trauma if associated or questionable f all with syncope.

* Consider dysrhythmias, Gl bleed, ectopic pregnancy, and seizure as possible causes of syncope.
* These patients should be transported.

* More than 25% of geriatric syncope is cardiac d ysrhythmia based.

* Thiamine may be omited in patients who do not ap pear malnourished.
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Tachycardia

History: Signs and Symptoms: Differential:
. Medications . HR > 150/Min . Heart disease (WPW, Valvular)
(Aminophylline, Diet pills, . QRS < .12 Sec (QRS > .12 sec go to V- . Sick sinus syndrome
Thyroid supplements, Tach Protocol) . Myocardial infarction
Decongestants, Digoxin) . If history of WPW, go to V-Tach . Electrolyteimbalance
. Diet (caffeine, chocolate) Protocol . Exertion, Pain, Emotional stress
. Drugs (nicotine, cocaine) . Dizziness, CP, SOB . Fever
. Past medical history . Potential presenting rhythm . Hypoxia
. History of palpitaions / heart racing Sinus tachycardia . Hypovolemiaor Anemia
. Syncope / near syncope Atrial fibrillation / flutter . Drug effect / Overdose (see HX)
Multifocal atrial tachycardia . Hyperthyroidism
. Pulmonary embolus

Universal Patient Care Protocol

With pulses
Unstable
— | ?
Stable Stable ~ CP_AMS,
Hypotension,or
other signs of

IV/Airway Protocol | shock

Cardiac Monitor/12 Lead

H -

Synchronized Cardioverion
Biphasic
100J, then 200J for sub sequen
cardioversions
(Monophasic 100J, 200J, 360J)

| Wide>0.12 sec }7 Irregular Repeat PRN
I Regular Sedate for Cardioversion with
Regular Versed 2-5 mg IV if appropriate
Irregular
-
May attempt Lopressor Amiodarone y
Valsalva's maneuver 15mg IV over 150mg in 100mI NS Consult OLMC for the
Adenosine 6mg IV 15 mln over 10 min following
If no conversion * Consider* Amiodarone 150mg
repeat at 12mg IV Monitor and Transport Magnesium M in 100mI NS
over 10 min.

v

Torsades de Points

Treat underlying cause. :
Converts | Consult OLMC for possible [l ZM(ggnﬁ/smm Slté)lfat.e
| Lopressor 15mg IV m [V over 10 min
Yes

v

If Recurrance occurs
\YW consider Lopressor

12 Lead ECG after conversion

or Repeat Adenosine Transport Legend
B EMT B
I EMT-1 | 1]
Pearls:
* Exam: Mental Status, Skin, Neck, Lung, Heart, Abdomen, Back, Extre mities, Neuro

* Adenosine may not be effective in identifiable atrial flutter/fibrillation, yet is not harmful. Cardioversion

with 50-100J effective with A-Fib/A-Flutter patie nts that are unstable. = =
. Moni_tor for respirator_y depr_ession _and hypotension assoc iated with Versed. M M
* Continuous pulse oximetry is required for all SV T Patients.
* Document all rhythm changes with monitor strips and obtain monitor strips with eac h therapeutic intervention.
* Wide QRS consider OLMC as soon as possible for dir ections.
* Rate related symptoms uncommon if heart rate < 150.
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Trauma Arrest

History: Signs and Symptoms: Differential:

* Patient who has suffered * Evidence of penetrating * Medical condition preceding
traumatic injury and is now trauma traumatic event as cause of arrest.
pulseless * Evidence of blunt trauma * Tension Pneumothorax

* Hypovolemic Shock
* External hemorrhage
* Unstable pelvic fracture
* Displaced long bone fracture(s)
* Hemothorax
* Intra-abdominal hemorrhage
* Retroperitoneal hemorrhage

Universal Patient Care Protocol

v

Patient with injury obviously

Yes——— incompatible with life or traumatic arrest Leaend
in asystole? g
! B|] EMT |B
No
v
I EMT- | I

Adult Airway Protocol

Do not attempt ¢ lowa P
resusciation.
Contact Medical Control Spinal Immobilization Protocol T
PS PS
VM for a Do Not Resusitate Y] " Specialist
order.
Contact law enforcment | _ IV Protocol with _ | VM MC Order f%
as appropriate. Fluid Bolus Enroute to the Hos pital

Epinephrine 1 mg
IV/IO g 3-5 mins

| Return of Pulse? }—Yes—» Go to Appropriate
Protocol
No

' | Continue Fluid Bolus | '
Consider:
Reduction of Long Bone Fracture
Reduction of Pelvic Fracture
Control of External Hemorrhage

. Bilateral Chest Decompression .
Pearls:

* Injuries obviously incompatible with life include decapitation, massively deforming head or che stinjuries, or
other features of a particular patient encounter that would make resuscitation futile. If in doub t, place patient
on the monitor.

* Perform bilateral decompression on trauma arrest victims with injurie s to torso.

* Consider using medical cardiac arrest protocols if uncertainty exists regarding medical or traumatic cause of
arrest.
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Universal Patient *
Care Protocol
Scene safety

Bring all necessary equipment to patient's Legend

side
Demonstrate Professionalism and Co urtesy B EMT B
L I EMT- | I

PPE (Consider Airborne or Droplet if Indicated)

'

Initial assessment
BLS Maneuvers
Consider Spinal Immobilization
If Pediatric Patient, use Bro selow Tape

'

Airway Protocol Cardiac Arrest
(Adult or Pediatric ) Protocol

lowa P

6] Specialist [#
M

W Ordor |

——Cardiac Arrest

A

Vital signs per policy
(Temperature if approp riate)

A
Consider

Pulse Oximetry/Supplemental O2/Blood
Glucose

'

| IV NS |

b

Consider
= Cardiac Monitor / 12 Lead ECG =

v

Appropriate protocol

v

Patient doesn't fit a protocol?
Contact Medical Control

Transport Patient

Pearls:

* Any patient contact which does not result in an EMS transport must have a completed dispo sition form.

* Exam: Minimal exam if not noted on the specific protocol is vital signs, mental status, and locat ion of injury or
complaint.

* Required vital signs on every patient include blood pressure (systolic and diastolic), if transporte d two sets of
full vitals are required, pulse, respirations, pulse ox, pain / severity, Glasg ow Coma Scale.

* Pulse oximetry, temperature, EKG, and blood glucose documentation is dependent on the spe cific complaint.

* Timing of transport should be based on patient's clinical co ndition. Desired scene times 10min for Trauma
and 20 min. for medical. Exceptions need documentat ion of why.
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Vomiting and Diarrhea

History:

Age

Time of last meal

Last bowel movement/
emesis

Improvement or wor sening
with food or activity
Duration of problem
Other sick contacts

Past medical history
Past surgical history
Medications

Menstrual history
(pregnancy)

Travel history

Bloody emesis / diarrhea

Signs and Symptoms:

e Pain

* Character of pain (constant,
intermittent, sharp, dull, etc.)

¢ Distention

* Constipation

¢ Diarrhea

¢ Anorexia

¢ Radiation

Associated symptoms:

(Helpful to localize source)

Fever, headache, blurred vision,

weakness, malaise, myalgias,

cough, headache, dysuria, mental

Differential:

CNS (increased pressure, headache,
stroke, CNS lesions, trauma or
hemorrhage, vestibular)

Myocardial infarction May need a 12 Lead
Drugs (NSAID's, antibiotics, narcotics,
chemotherapy)

Gl or Renal disorders

Diabetic ketoacidosis

Gynecologic disease (ovarian cyst, PID)
Infections (pneumonia, influenza)
Electrolyte abnormalities

Food or toxin induced

Medication or Substance abuse

status changes, rash * Pregnancy
* Psychologic
| Universal Patient Care Protocol |
Legend
A B EMT B
| | | IV Protocol | | |
| EMT- | |
A
| B | Orthostatic Blood Pressure | B | lowa P
A S0 Specialist &
| B | Blood Glucose | B |

A

Y MC Order Bi¥

Normal Saline 500 cc Bolus

A

| Vomiting ?

I No

Yes

v

N

Monitor and Reassess

Zofran 4['ng IV/IM

Pearls:
Exam: Mental Status, Skin, HEENT, Neck, Heart, Lungs, Abdomen, Back, Extrem ities, Neuro
Be alert for a dystonic reaction. If present give Benadryl 25-50mg IV. If ptis on Reg lan, Phenergan,or Compazine at

home.
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