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This document is the Patient Care Protocols for New Hampshire Prehospital Medical Providers —
Version 9.0.

These protocols are a “living document” developed and drafted by the Protocol Committee of the
New Hampshire Emergency Medical Services Medical Control Board. At the option of the
Bureau of EMS and the Medical Control Board, they can be edited and updated at any time.
However, they are formally reviewed, edited, and released every two years.

These NH EMS Patient Care Protocols, Version 9.0 were reviewed, edited, and unanimously
approved of by the NH EMS Medical Control Board.

These are New Hampshire State Patient Care Protocols; they have been written and approved
of by the NH EMS Medical Control Board, under authority granted by RSA 153-A;2.

Please Note: For visual clarity, trademark and registered symbols have not been included with
drug, product, or equipment names.

Questions and comments should be directed to:

Bureau of Emergency Medical Services
33 Hazen Drive

Concord, NH 03305

603-223-4200

Copyright 2005, renewed 2007, 2009, 2011, 2013, 2015, 2018, 2020, 2024 New Hampshire
Bureau of Emergency Medical Services.

This document may not be amended or altered; however, it may be reproduced and distributed
for free to NH EMS Providers without permission.

DISCLAIMER: Although the authors of this document have made great efforts to ensure that all
the information is accurate, there may be errors. The authors cannot be held responsible for any
such errors. For the latest corrections to theses protocols, see the New Hampshire EMS
website at: https://www.nh.gov/safety/divisions/fstems/ems/advlifesup/patientcare.htmil.




New Hampshire Patient Care Protocols Version 9.0 — Table of Contents

(Alphabetical order by section) Page
DEdiCatioN. ... e Vi
PrE aCE. . e vii

SECTION 1 — General Patient Care

ROULINE Patient Care. ......couiiiiii e e 1.0
EMR ROULINE Patient Care........c.ouiiiiiii e 11
EXCepPtion ProtOCOL. ... ... 1.2
Extended Care GUIAEIINES. ... ..ot 13

SECTION 2 — Medical Protocols

Abdominal Pain — AdUlt/PediatriC........ ..o 2.0A
Adrenal Insufficiency - Adult/Pediatric.............cooiiiiii 2.1
Allergic Reaction/Anaphylaxis — Adult.............ccooiii i, 2.2A
Allergic Reaction/Anaphylaxis — Pediatric..............ooooiiiiiii 2.2P
Asthma/COPD/RAD — AdUlt......e e 2.3A
Asthma/Bronchiolitis/Croup — Pediatric Respiratory Distress.................c.ooonel. 2.3P
Behavioral Emergencies — Adult/Pediatric.................cooiiiii i, 2.4
BRUE (Brief Resolved Unexplained Event.............coooiiiiiiiiiee, 2.5
Childbirth and Newborn Care...... ... 2.6
Fever — AU ... e 2.7A
Fever — PediatriC. ... ..o e 2.7P
Hyperglycemia — Adult & PediatriC...........oveiiiiii e 2.8
Hyperkalemia. ... ... 2.9
Hyperthermia (Environmental) — Adult & Pediatric....................ococ. 2.10
Hypoglycemia — AdUlt...... ... 2.11A
Hypoglycemia — PediatriC......... ..o 2.11P
Hypothermia (Environmental) — Adult & Pediatric...............cooooviiiin. 2.12
Nausea/Vomiting — Adult & Pediatric............ccooviiii i, 2.13
Nerve Agent/Organophosphate Poisoning — Adult.................cocooiiin, 2.14A
Nerve Agent/Organophosphate Poisoning — Pediatric..................cocooiiiiiiinn. 2.14P
NEeWbDOIrN RESUSCITALION. ...t e 2.15
Obstetrical EMergencies. ... ... 2.16
Opioid OVerdose — AdUlt.......oe 2.17A
Opioid OVerdose — PediatriC. ... .....veir it 2.17P
Pain Management — AdUlt..........oii i 2.18A
Pain Management — PediatriC..........o.ouiiiiii 2.18P
Poisoning/Substance Abuse/Overdose — Adult..............cooiiiiii i 2.19A
Poisoning/Substance Abuse/Overdose — Pediatric............c...oooiiiiiiiiinnnne. 2.19P
SEIZUIES — AU, ... 2.20A
SeIZUreS — PediatriC. .. ... 2.20P
SePSIS — AU, . ... 2.21A
SEPSIS — PeAIALIIC. ... e e 2.21P
Shock — Non-traumatic — Adult/Pediatric...........cooooiiiii e, 2.22
Smoke Inhalation — Adult/PediatriC.........c.oviiiiii e 2.23




New Hampshire Patient Care Protocols Version 9.0 — Table of Contents

(Alphabetical order by section) Page
Stroke — Adult & PediatriC....... ..o 2.24
037 7o 1= PP 2.25

Section 3 — Cardiac Emergencies

Acute Coronary Syndrome — Adult............ooiii i, 3.0
Bradycardia — AdUIt ... 3.1A
Bradycardia — PediatriC............oooiiii 3.1P
Cardiac Arrest — AdUIL. ... 3.2A
Cardiac Arrest — PediatliC. ... ..o 3.2P
Congestive Heart Failure (Pulmonary Edema)............ccooiiiiiiiiiiiiiiiiies 3.3
Post Resuscitative Care............coooiiiiiii 3.4
Tachycardia — AdUIt ... 3.5A
Tachycardia — PediatriC...........cooi i 3.5P
Team FOCUSEd CPR ... e 3.6

Section 4 — Traumatic Emergencies

Burns/Electrocution/Lightening — Adult & Pediatric................cooiiiiiin, 4.0
Crush INJUIy — AdUI. ... 4.1A
Crush Injury — PediatriC.........o.oii 4.1P
Drowning/Submersion Injuries — Adult & Pediatric................c.ocooiiiiiii, 4.2
Eye & Dental Injuries — Adult & Pediatric..............ccoooiiiiiiii 4.3
Hemorrhage Control........ ..o e, 4.4
Musculoskeletal Injuries — Adult & Pediatric..............coooiiiiiiiii i 4.5
Shock — Traumatic Adult & PediatriC............ooviiiiii e 4.6
Spinal Injury — Adult & PediatriC......... ..o 4.7
Thoracic Injuries — Adult & PediatriC...........c.ooviiiii e 4.8
Traumatic Brain Injury — Adult & Pediatric..............cooiiiiiii e, 4.9
Traumatic Cardial AMTEST. .. ...ttt e ns 4.10

Section 5 — Airway Protocols & Procedures

Airway Management ProCedure........ ... 5.0
Airway Management Protocol — AdUlt............coiiiii e 5.1A
Airway Management Protocol — Pediatric.............oooiiiiiii 5.1P
Analgesia & Sedation for Invasive Airway Device.............cooiiiiiiiiiiiiiii 52
Bi-Level Positive Airway Pressure (BiPAP)...... ..o, 5.3
Continuous Positive Airway Pressure (CPAP)...... ...t 5.4
Cricothyrotomy — PerCUtan@OUS. .........oiuie i 55
Cricothyrotomy — Surgical Bougie ASSISted..........c.cooviiiiii e, 5.6
Endotracheal Tube INtrOUCET ... 5.7
High Flow Nasal Cannula.......... ..o 5.8
Nasotracheal Intubation........... ... 5.9
Orotracheal Intubation.......... ..o 5.10
SUCHON (AVANCEA). ...ttt 5.11
SUPraglottiC AINWAYS. ...t 5.12

TracheostomMY Care. .......coirii i 5.13




New Hampshire Patient Care Protocols Version 9.0 — Table of Contents

(Alphabetical order by section) Page
Ventilators. . ... 5.14

Section 6 — Other Medical Procedures

12 Lead ACQUISITION. ... ..t 6.0
CaAPNOGIAPNY ..t 6.1
Double Sequential Defibrillation...............ooii 6.2
Gastric Tube INSErtion. ... ..., 6.3
L= L0 TS Y= o TU LS o o= T 6.4
RS raINtS. ... 6.5
Vascular Access via Central Catheter — Adult & Pediatric..............cccooviiinnie 6.6

Section 7 — Prerequisite Protocols

AQVANCEA SEPSIS. ...t 7.0
CrItICAl Care. ... e 7.1
IMMUNIZALIONS. ... e e e 7.2
Interfacility Transfer. ... ..o 7.3
Mobile Integrated Healthcare..............ooiii e 7.4
Operational CaniNe. .. ... 7.5
1o P 7.6
Paoint of Care Ulrasound............coiiiiiiiii e 7.7
Rapid Sequence Intubations. ..........c.coiiiiii 7.8

Section 8 — Medical Policies

Air Medical TranspOrt. .. .. ..o 8.0
Baby Safe Haven. ... ... 8.1
Bariatric Triage, Care, and TranSport.........ccoiuiiieiii e 8.2
Communications & Communication Failure..............cooooiiiiiiiiias 8.3
Consent for Treatment of @ MiNOr.........ooiii i 8.4
ContiNUItY Of Care. ... o 8.5
Crime Scene/Preservation of EVIdeNnCe...........cocvveiiiiiiiiiiii e 8.6
DNR, POLST and Advanced Dir€CtiVe. ........c..oiiiiii e 8.7
HOS DI G . . e 8.8
INfECtioN CONIIOL.... ... e 8.9
On-Scene Medical Personnel....... ..o 8.10
Pati@NT ACUILY .. ... e 8.11
Pediatric Transportation...............oiiiii e 8.12
POlICE CUSTOAY ... et 8.13
Refusal Of Care. .. ... 8.14
Resuscitation Initiation and Termination..............c.coooiiii i 8.15
SEranNQUIAtIoON. ... 8.16
Trauma Triage and Transport DECISION. ..........ouiiiiiiiii e 8.17
ViICtims Of VIOIENCE. ... . e 8.18

Ventricular ASSiSt DeVICE (VAD). .. ..uiei e 8.19




New Hampshire Patient Care Protocols Version 9.0 — Table of Contents

(Alphabetical order by section) Page
Section 9 — Hazmat & MCI

Hazardous Material EXPOSUIE.........o.uiniiiii i e e e 9.0
Mass/Multiple Casualty Tridage..........coooiiiiiii e 9.1
Radiation INjuriesS — MCI........ e 9.2
Appendices

Approved Medication by Provider Level..............ooiiii Al
EMS AdUlt FOrMUIAKIY. ... e, A2
Pediatric Color Coded ApPeNndiX........ccouiiiiiiiii e A3
SCOPE OF PraCliCe. .. ..o A4




ACKNOWLEDGMENTS

Protocol Committee Members

Josh Morrison, DO, Concord Hospital — Laconia, Concord Hospital — Franklin
Jim Suozzi, DO, Cheshire Medical Center, Chair

Tom Trimarco, MD, Dartmouth Hitchcock Medical Center

Members of the Public

Russell Bardsley, RPh

Christine Beres, ALS Institute

Tyler Boucher, Rescue Inc

Liam Cavanaugh, New London Hospital

Jeanne Erickson, Speare Memorial Hospital
Michael Flynn, RPh, Monadnock Community Hospital; Walpole FD/EMS
Bette Fredrickson, Sutton Rescue Squad

Matt Fulton, Lebanon Fire Department

Bruce Goldthwaite, New London Hospital EMS
Matt Gillman, Tilton Northfield Fire Department
Chuck Hemeon, Derry Fire Department

Eric Jaeger, Exeter Hospital Paramedic Intercept
Michael Kelley, Concord Fire Department

Ryan Morgan, RPH

Brian Nicholson, Wentworth Douglass Hospital
Clay Odell, Newport Fire and EMS

Tim Redding, EEC Medical

Chris Rousseau, Great Brook EMS

Anna Sessa, EMS for Children

Joe Stalker, Hooksett Fire Department

Michael Steckevicz, Boston MedFlight

Jon Snow, Bedford Fire Department

Remy Surprenant, Bedford Fire Department
Laurie Warnock, New England Poison Control Center

FSTEMS Staff

Vicki Blanchard, Captain

Justin Romanello, Bureau Chief

Joey Scollan, NH EMS Medical Director

Members of the Medical Control Board

Robert Brown, rbrown962@yaho.com

John Freese, |.freese@fmhospital.com

Jon Gray, jon..gray@hitchcock.org

Marc Grossman, marc.grossman@hcahealthcare.com
David Hirsch, MD, dhirsch@crhc.org

Frank Hubbell, DO, bearhubbell@aol.com

Patrick Lee, MD, drpwlee@yahoo.com

Joshua Morrison, DO, joshuapmorrison@gmail.com
Michelle Nathan, MD, mnathanhannon@gmail.com, Co-Chair
William Plehoples, William.plerhoples@snhhs.org
Robert Rix, robbyrix@gmail.com, Chair

Andrew Seefeld, globaldox77@gmail.com

James Suozzi, DO, JSuozzi@Cheshire-Med.com
Brett Sweeney, brett.sweeney@gmail.com

Tom Trimarco, MD, thomas.w.trimarco@hitchcock.org
Jane Wieler, jwielerl@covh.org



mailto:rbrown962@yaho.com
mailto:j.freese@fmhospital.com
mailto:jon.j.gray@hitchcock.org
mailto:marc.grossman@hcahealthcare.com
mailto:mnathanhannon@gmail.com
mailto:William.plerhoples@snhhs.org
mailto:robbyrix@gmail.com
mailto:thomas.w.trimarco@hitchcock.org

2024 EMS Protocols Dedication - "Change"

As always with a new set of protocols, there is
change. As EMS providers, we would see a new
set of protocols every few years. Inevitably there
would be changes and challenges to established
practices, both long and dearly held, and recently
implemented. And again, as always, the EMS
systems embraces these challenges as being
part of an EMS System long recognized for its
innovation and dedication to the citizens of New
Hampshire.

This year, however, marks a far larger change
than most, not in scope of practice, expanded
EMS roles, or new medications. This change
comes in the makeup of the group of individuals
dedicated to crafting these protocols. After 19
years of dedicated service to the State of New
Hampshire, Captain Vicki Blanchard is retiring.
This rollout marks the 9th version of the protocols
that Vicki has guided into approval.

In searching for a way to describe the role that Vicki has filled in protocol development, more
than a few terms come to mind: editor, producer, technical expert, or author. None of these,
however, fit, as while they do encompass the precision and professionalism that Vicki brought
to the protocols, they don’t describe the passion and dedication she brought as well. Ultimately,
Vicki was a master craftswoman who spent a career of long hours fine tuning her cratft,
balancing precision, and passion in helping create EMS protocols that are progressive,
evidence-based, and functional for those who use them.

This was all accomplished while completing the many other duties assigned to her as the State
of New Hampshire Division of Fire Standards and Training & EMS, Bureau of EMS Clinical
Systems Coordinator. These duties ranged from serving on the Statewide Stroke Collaborative
and the Child Fatality Review Committee to overseeing the State's Prerequisite Protocol
program and coordinating the State's trauma, interfacility, and specialty service programs. In
addition, Vicki is a long-standing member of the greater EMS community serving in
Washington and Milford to name a few. All told Vicki’s career has spanned nearly 34 years as
an EMS provider.

For all the above and so much more, this version of the EMS protocols is dedicated to Captain
Vicki Blanchard. Enjoy the time with your family and friends and keep on creating!

Respectfully Submitted,
The New Hampshire EMS System




Preface

Welcome to our most recent edition of the State of New Hampshire Patient Care Protocols. Using the
best available data, we continue to improve and enhance each version of the protocols to drive
exceptional patient care in the Granite State.

This edition of the protocols is Version 9.0, as it is the ninth time we have released a statewide protocol
set. If there is a protocol change mid-cycle, we will reference the update as Version 9.1, etc. Upon
release of 9.0 the ongoing review process will begin once again leading to the creation of next version of
the statewide protocols, which generally occurs every two years.

You will note there are several significant and exciting changes in Version 9.0:

e We have created a Routine Patient Care Protocol for Emergency Medical Responders (EMR) as well
as identified additional protocols in which the EMR can practice beyond routine care. These appear
next to an “R” section within the protocols and are shaded gray. They are also linked within the
Routine Patient Care protocol for convenience.

You will find two new prerequisite protocols, a Pilot Protocol which will enable new treatment
modalities to be trialed between cycles and a Point of Care Ultrasound (POCUS) Protocol.
Additionally, in Version 8.2 we added the Operational Canine Protocol which appears in Version 9.0
as well. As a reminder, these protocols require an application process and specific training to be put
to use.

The Surgical Cricothyrotomy Protocol has moved from the prerequisite to the general protocols. The
Percutaneous Cricothyrotomy Protocol remains, however it is only indicated for certain pediatric
patients and with specific training on the available commercial device. We have also added the ability
to make an incision with a scalpel through the skin and subcutaneous tissues prior to inserting the
device.

You will find several other fairly significant changes throughout Version 9.0 including, but not limited to,
the introduction of a High Flow Nasal Cannula Protocol; movement of select nebulized medications up to
the EMT level throughout the protocols; addition of TXA for angioedema; addition of Droperidol as
indicated for restraint and nausea/vomiting; addition of Labetolol and Nifedipine as anti-hypertensive
options in obstetrical emergencies; addition of Nicardipine for the interfacility transfer of stroke patients;
additional indications for the use of push dose pressors; transition of the Leave-Behind Naloxone Protocol
from a prerequisite to a routine protocol and many more.

While our protocols continue to evolve, there are many concepts from the past that remain of the utmost
importance:

All licensed providers functioning within the New Hampshire EMS system are required to be familiar
with the contents of this document pertinent to their level of training.

It is understood that emergency medical care begins when a patient accesses the system.
Telecommunications Specialists at the Bureau of Emergency Communications are integral to
delivering effective care by notifying, in a timely manner, the appropriate local dispatcher, as well as
by initial instructions offered via Emergency Medical Dispatch (EMD) algorithms. Information will be
offered via the Medical Priority Dispatch System including dispatch determinant descriptors (i.e.,
Omega, Alpha, Bravo, Charlie, Delta, Echo) to local dispatchers. With local medical director approval,
each EMS agency may choose what resources and type of response are appropriate (i.e., lights and
siren versus flow of traffic) for each call.

New Hampshire Department of Safety, Division of Fire Standards and Training & Emergency Medical Services 2024




Preface

It is assumed that the Paramedic standing orders include those of the EMT and AEMT, likewise
AEMT standing orders include all those orders listed under EMT. The sequence of orders in these
protocols is not necessarily the order in which they must be executed.

Standing orders listed in this document are not orders that must be carried out. They are orders that
may be carried out at the discretion of the EMS provider without the need for on-line medical control.
EMS providers at any level of training are encouraged to contact on-line medical control in cases
where they feel that additional treatment is warranted beyond standing orders, cases where there is
uncertainty regarding treatment, or in cases involving medico legal or jurisdictional issues.

While medical control may have some variation between facilities and physicians, on-line medical
control should not direct providers to practice outside their usual scope of practice, and likewise,
providers should not ask to perform procedures or administer medications outside their scope of
practice as defined within these protocols.

Multiple medications are often listed to provide options for treatment. While the first medication listed
is considered the “preferred agent,” the list is intended to provide latitude to medical directors and
medical resource hospitals to choose which medications an EMS agency under its direction may
carry. It will also help us deal with ongoing medication shortages. There is no intent that all listed
medications should be carried.

When transferring care from one provider to another, the transfer must be to a provider of equal or
higher level unless the patient’s condition and reasonably anticipated complications can be effectively
managed by a lower level provider’'s scope of practice.

EMS providers have a responsibility to ensure, to the best of their abilities, that all patients feel safe
and that their privacy and modesty is always protected during the delivery of care. Situational
awareness and best practice should be considered particularly when patients must undress and/or
clothing removed when performing an exam or medical procedures. Talking through procedures and
an explanation of what is occurring is crucial to building a rapport with both the patient and their
family.

We will be using the New Hampshire Fire Academy and EMS’s Online Learning Academy at
www.nhfaemslearning.org for the protocol rollout again this year. Providers can complete this at
their convenience, but the rollout module must be completed prior to utilizing the new protocols.

| would like to thank the members of the Protocol Subcommittee, the Medical Control Board and
Bureau of EMS staff for their ongoing dedication and tireless efforts towards the development
and revising of these protocols to enable the best possible care of our residents.

Finally, and most importantly, | would like to acknowledge that the work that you do is both
physically and emotionally demanding, but each day you strive to provide excellent care with
pride, skill & compassion. The dedication that you continuously display is both admirable and
commendable. On behalf of myself, the Bureau of EMS and your communities | would like to
extend a deep and truly heart-felt thank you.

Gratefully,
Joey Scollan, DO, FACEP, FAAP Medical Director NH Bureau EMS
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Routine Patient Care

Emergency Medical Dispatch

Emergency Medical Care begins when 911 or a dispatch center is called. Telecommunications
Specialists that are certified in Emergency Medical Dispatch (EMD) with the New Hampshire Bureau
of Emergency Communications serve as the “First, First Responders” and are an integral part of the
EMS system. They are the first-activated professional link in the chain of survival for cardiac arrest
care and provide vital interim care pending EMS arrival. New Hampshire currently uses the Medical
Priority Dispatch System (MPDS). Some of the Telecommunication Specialists’ functions include:

Timely notification to local dispatch centers.

Systematized caller interrogation and pre-arrival instructions using scripted protocols.

Triage emergency medical calls by level of medical acuity and provide dispatch centers with

standardized dispatch determinants (i.e., Omega, Alpha, Bravo, Charlie, Delta, Echo).

With local medical director approval, each EMS agency may choose what resources and type of

response (i.e., lights and siren versus flow of traffic) for each dispatch determinant.

Respond to Scene in a Safe Manner
e Review dispatch information.

e Use lights and sirens and/or pre-emptive devices when responding as appropriate per
emergency medical dispatch information and local guidelines.
e Use Incident Management/Command System (IM/CS) for all responses and scene management.

Scene Arrival and Size-u _ _

Universal precautions, scene safety, environmental hazards assessment, number of patients, need
for additional resources, and bystander safety. Initiate Mass Casualty Incident procedures as
necessary.

Patient Approach
Determine mechanism of injury / nature of illness.
Determine if pediatric protocols apply. “Pediatric Patient” is defined as a child who fits on
a length-based resuscitation tape up to 36 kg (79 Ibs) or 145 cm (57 in).
Establish responsiveness.
General Impression. Appearance Work of Breathing
Awake, speaking, eye
Wisricof opening, agitated, limp,

Appearance . unresponsive
Breathing Muscle tone, Airway sounds, body

R interactiveness, position, head bobbing, Pallor, mottling,
@ Pediatric consolability, gaze/look,

Circulation to
Skin
Labored, noisy, fast, Pink, flushed, pale,
slow, equal chest rise ashen, cyanosis

chest wall retractions, cyanosis
speech/cry nasal flaring

Circulation to skin

e Determine if DNR/Comfort Care protocol applies (DNR Paolicy).

Airway and Breathing
e Airway

o Assess the patient for a patent airway.

o Open the airway using a head-tilt/chin-lift, or a jaw thrust if suspicious of cervical spine
injury.
Suction the airway as needed.
Treat foreign body obstruction in accordance with current guidelines.
Consider an oropharyngeal or nasopharyngeal airway.
Consider advanced airway interventions as appropriate and as trained and credentialed
to perform.

Assess breathing: rate, effort, tidal volume, and breath sounds.
If breathing is ineffective, ventilate with 100% oxygen using Bag-Valve-Mask.
If breathing is effective, but patient’s oxygen saturation remains < 94% (< 90% for COPD
patient) or short of breath, administer oxygen.
= Both skin signs and pulse oximetry are important in assessing potential hypoxia.
For patients with an SpO, of 100%, consider titrating oxygen lower while maintaining
SpO, = 94% - 98%.
Consider capnography (EtCO,) and/or CO-oximetry, if available.
Assess lung sounds and chest. | Protocol Continues ‘

New Hampshire Department of Safety, Division of Fire Standards and Training & Emergency Medical Services 2024




Routine Patient Care

; Protocol Continues ‘

culation Assessment

Assess patient’s pulse, noting rate, rhythm, and quality.

Control active bleeding using direct pressure, pressure bandages, tourniquets, or hemostatic

bandages. See Hemorrhage Control Protocol 4.4.

Assess patient’s skin color, capillary refill, temperature, and moisture.

Assess blood pressure.

Provide IV access and fluid resuscitation as appropriate for the patient’s condition.

o For adult patients, administer fluids to maintain systolic blood pressure per the Shock
Protocols 2.21A, 2.22, 4.6.
For pediatric patients, administer fluids based on physiological signs and therapeutic end-
points per the Shock Protocol 2.21P, 2.22. 4.6.

o For adult patients with suspected dehydration without shock administer IV fluids as
indicated in increments of 250 mL 0.9% NaCl or Lactated Ringers.

o Consider obtaining a blood sample, per receiving hospital's preference.

NOTE: An IV for the purposes of these protocols is a saline lock or line with 0.9% NaCl (normal
saline) or Lactated ringers, unless otherwise specified in an individual protocol.
Routes of medication administration when written as “IV” can also include “IO”.

Disability Assessment

e Assess level of consciousness appropriate for age; use Glasgow Coma Scale for trauma.

e Spinal motion restriction by collaring patient, placing flat on cot and securing, if indicated by
Spinal Trauma Protocol 4.7.

e [f a child requires spinal motion restriction, transport in a child safety seat (See Spinal Trauma
4.7 and Pediatric Transportation 8.12).

Transport

e The destination hospital and mode of transport are determined by the prehospital provider with
the highest medical level providing patient care; it should not be determined by fire, police or
bystanders.
Refer to the Trauma Triage and Transport Decision 8.17 and Air Medical Transport 8.0 policies
as necessary.
Notify receiving facility as early as possible.
The majority of patients do not medically require transport with lights and sirens. Lights and
sirens should be justified by the need for immediate medical intervention that is beyond the
capabilities of the ambulance crew using available supplies and equipment, (e.g. STEMI, acute
stroke, multi-system trauma). Use of lights and sirens should be documented in the patient
care report.
Non emergent medical transports from home or a medical facility with self or caretaker
managed devices is an EMT level skill. The caretaker must travel with the patient if it is not a
self managed device. See Continuity of Care Policy 8.5.

0"l 94e) jusaned |eiduan

\ For more information on hospital services click on this_LINK \

Secondary/Focused Assessment and Treatment

e Obtain chief complaint, history of present illness, and prior medical history.

e Complete a physical assessment as appropriate for the patient’s presentation.

e Determine level of pain.

e Consider field diagnostic tests including: cardiac monitoring, blood glucose, temperature, stroke
assessment, pulse oximetry, capnography, etc.

e Dress and bandage lacerations and abrasions.

e Cover evisceration with an occlusive dressing and cover to prevent heat loss.

e Stabilize impaled objects. Do not remove an impaled object unless it interferes with CPR or
your ability to maintain the patient’s airway.

e Monitor vital signs approximately every 15 minutes (more frequently if the patient is unstable).

‘ Protocol Continues /
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Routine Patient Care

Protocol Continues Target Ventilation Rates

Patient
Adult
Child

Bag-Valve Mask

10 — 12 breaths per minute

20 - 30 breaths per minute

®

* Ventilation rates should be titrated to goal EtCO,, if available, or patient conditions
(e.g., severe asthma, aspirin overdose, traumatic brain injury)

Infant 20 — 30 breaths per minute

'D \‘
63 Note: In children, pulse oximetry may identify clinically significant hypoxia that may be
missed through evaluation of skin signs alone.

Percent O2 Saturation
94% — 100 %

Ranges General Patient Care

Usually indicate adequate oxygenation; validate with
clinical assessment (see below)

Consider O, to maintain saturation> 94 - 98%. Caution
in COPD patients

Give oxygen to maintain saturation = 94 - 98%, as
needed

Normal

90% — 93% Mild hypoxia

Less than 90% Moderate to severe hypoxia

Notes:
If pulse oximeter’s heart rate is not the same as ECG monitor’s heart rate, oxygen saturation reading may not be reliable.
If patient is profoundly anemic or dehydrated, oxygen saturation may be 100%, but patient may be hypoxemic.

False pulse oximetry readings may occur in the following: hypothermia, hypoperfusion, carbon monoxide poisoning,
hemoglobin abnormality (sickle cell anemia), vasoconstriction, and nail polish.

EtCO, Reading Ranges General Patient Care

Usually indicate adequate ventilation; validate with
clinical assessment (see below)

Consider increasing ventilatory rate, assess adjuncts for
occlusions

35 mmHg — 45 mmHg Normal

Greater than 45 mmHg Hypercarbia

Less than 35 mmHg Hypocarbia Consider slowing ventilatory rate

Pediatric Respiratory Distress Pediatric Respiratory Failure

Hallmarks of respiratory failure are respiratory rate less than
20 breaths per minute for children <6 years old; less than
12 breaths per minute for children <16 years old; and >60
breaths per minutes for any child; cyanosis, marked
tachycardia or bradycardia, poor peripheral perfusion,
decreased muscle tone, and depressed mental status.

Able to maintain adequate oxygenation by using extra
effort to move air.
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Signs include increased respiratory rate, sniffing
position, nasal flaring, abnormal breath sounds, head
bobbing, intercostal retractions, mild tachycardia.

Respiratory distress in children and infants must be promptly recognized and aggressively treated as patient may rapidly
decompensate.

When a child tires and is unable to maintain adequate oxygenation, respiratory\
failure occurs and may lead to cardiac arrest.

Glasgow Coma Scale

Motor Response Score Verbal Response Score Eye Response Score

Verbal - Infants
Babbles

Irritable @

Obeys commands/spontaneous
Localizes pain

Oriented and alert

Open
Disoriented

Withdraws to pain

Inappropriate words

Cries to pain To Pain

Decorticate flexion

Moans, unintelligible

Moans No response

4
To voice 3
2
1

Decerebrate extension

No response

No response

No response
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EMR Routine Patient Care 1.1

Emergency Medical Dispatch

Emergency Medical Care begins when 911 or a dispatch center is called. Telecommunications
Specialists that are certified in Emergency Medical Dispatch (EMD) with the New Hampshire Bureau
of Emergency Communications serve as the “First, First Responders” and are an integral part of the
EMS system. They are the first-activated professional link in the chain of survival for cardiac arrest
care and provide vital interim care pending EMS arrival. New Hampshire currently uses the Medical
Priority Dispatch System (MPDS). Some of the Telecommunication Specialists’ functions include:

Timely notification to local dispatch centers.

Systematized caller interrogation and pre-arrival instructions using scripted protocols.

Triage emergency medical calls by level of medical acuity and provide dispatch centers with

standardized dispatch determinants (i.e., Omega, Alpha, Bravo, Charlie, Delta, Echo).

With local medical director approval, each EMS agency may choose what resources and type of

response (i.e., lights and siren versus flow of traffic) for each dispatch determinant.

Respond to Scene in a Safe Manner

e Review dispatch information.

e Use lights and sirens and/or pre-emptive devices when responding as appropriate per
emergency medical dispatch information and local guidelines.

e Use Incident Management/Command System (IM/CS) for all responses and scene management.

Scene Arrival and Size-u _ _

Universal precautions, scene safety, environmental hazards assessment, number of patients, need
for additional resources, and bystander safety. Initiate Mass Casualty Incident procedures as
necessary.

Patient Approach

e Determine mechanism of injury / nature of illness.

~. Determine if pediatric protocols apply. “Pediatric Patient” is defined as a child who fits on

@ a length-based resuscitation tape up to 36 kg (79 Ibs) or 145 cm (57 in).
Establish responsiveness.

e General Impression. Appearance Work of Breathing
Awake, speaking, eye
opening, agitated, limp,

unresponsive

Muscle tone, Airway sounds, body
@ interactiveness, position, head bobbing, Pallor, mottling,

Circulation to
Skin
Labored, noisy, fast, Pink, flushed, pale,

Work of slow, equal chest rise ashen, cyanosis

Appearance Breathing

Pediatric consolability, gaze/look, | chest wall retractions, cyanosis
speech/cry nasal flaring

Circulation to skin

e Determine if DNR/Comfort Care protocol applies (DNR Policy).

Airway and Breathing
e Airway
o Assess the patient for a patent airway.
o Open the airway using a head-tilt/chin-lift, or a jaw thrust if suspicious of cervical spine
injury.
o Suction the airway as needed.
o Treat foreign body obstruction in accordance with current guidelines.
o Consider an oropharyngeal airway.
e Assess breathing: rate, effort, tidal volume, and breath sounds.
o If breathing is ineffective, ventilate with 100% oxygen using Bag-Valve-Mask (BVM).
Circulation Assessment
Assess patient’s pulse, noting rate, rhythm, and quality.
Control active bleeding using direct pressure, pressure bandages, tourniquets, or hemostatic
bandages. See Hemorrhage Control Protocol 4.4.
Protocol Continues >
|

Assess blood pressure.

Assess patient’s skin color, capillary refill, temperature, and moisture.
New Hampshire Department of Safety, Division of Fire Standards and Training & Emergency Medical Services 2024
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1.0 EMR Routine Patient Care

< Protocol Continues

Disability Assessment
e Assess level of consciousness appropriate for age using AVPU.

e Spinal motion restriction by collaring patient, placing flat on cot and securing, if indicated by
Spinal Injury Protocol 4.7.

Secondary/Focused Assessment and Treatment
Obtain chief complaint, history of present illness, and prior medical history.
Complete a physical assessment as appropriate for the patient’s presentation.
Maintain body temperature.
Determine level of pain.
Dress and bandage lacerations and abrasions.
Stabilize impaled objects. Do not remove an impaled object unless it interferes with CPR or
your ability to maintain the patient’s airway.
e Splint extremities as indicated.
e Monitor vital signs approximately every 15 minutes (more frequently if the patient is unstable).

EMR SCOPE OF PRACTICE
It is understood that emergency medical responders will function up to their scope of practice
outlined by the National EMS Scope of Practice Model.
e Airway Management — Adult & Pediatric (See Airway Management Protocol - Adult 5.1A or
Airway Management Protocol — Pediatric 5.1P)
o BVM.
Cleared, Opened.
Oral Suctioning.
Oropharyngeal Airway.
Oxygen Administration.
o Naloxone Intranasal.
Cardiac Management — Adult & Pediatric (See Cardiac Arrest Protocol — Adult 3.2A, Cardiac
Arrest Protocol — Pediatric 3.2P, or Traumatic Cardiac Arrest. 4.10).
o CPR - Cardiopulmonary Resuscitation.
o Defibrillation — AED

Behavioral Emergencies - 2.4. Burns - 4.0.

Childbirth & Newborn Care - 2.6. Crush Injuries — Adult 4.1A,
Nerve Agent — Adult 2.14A. Crush Injuries — Pediatric 4.1P.

Nerve Agent — Pedi 2.14P. Drowning/Submersion Injuries - 4.2.

Newborn Resuscitation - 2.15. Eye Injuries - 4.3.

Opioid Overdose — Adult 2.17A. Hyperthermia - 2.10.

Opioid Overdose — Pedi 2.17P. Hemorrhage Control - 4.4.
Poisoning/OD — Adult 2.19A. Musculoskeletal Injuries - 4.5.

Poisoning/OD — Pedi 2.19P. Traumatic Shock - 4.6.
Thoracic Injuries - 4.8.

EMRs should adhere to their Routine Patient Care for all other protocols.

Protocol Continues

New Hampshire Department of Safety, Division of Fire Standards and Training & Emergency Medical Services




EMR Routine Patient Care

Protocol Continues Target Ventilation Rates

Patient Bag-Valve Mask
Adult 10 — 12 breaths per minute
Child 20 - 30 breaths per minute

Infant 20 — 30 breaths per minute

Pediatric Respiratory Distress Pediatric Respiratory Failure

Able to maintain adequate oxygenation by using extra Hallmarks of respiratory failu_re are respiratory rate less than
effort to move air. 20 breaths per minute for chrldren <6 years old; less than
12 breaths per minute for children <16 years old; and >60
Signs include increased respiratory rate, sniffing breaths per minutes for any child; cyanosis, marked
position, nasal flaring, abnormal breath sounds, head tachycardia or bradycardia, poor peripheral perfusion,
bobbing, intercostal retractions, mild tachycardia. decreased muscle tone, and depressed mental status.

Respiratory distress in children and infants must be promptly recognized and aggressively treated as patient may rapidly
decompensate.

When a child tires and is unable to maintain adequate oxygenation, respiratory
failure occurs and may lead to cardiac arrest.
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Exception Protocol

“Exception Principle” of the Protocols

The Statewide Patient Care Protocols represent the best efforts of the EMS physicians and pre-
hospital providers of New Hampshire to reflect the current state of out-of-hospital emergency
medical care, and as such should serve as the basis for such treatment.

For situations covered by existing protocols, providers are expected to operate under those
protocols. This exception protocol may not be used to circumvent protocols or directives
of the Medical Control Board (e.g., Medication Assisted Intubation). We recognize, though,
that on rare occasion good medical practice and the needs of patient care may require actions
not otherwise authorized by these protocols, as no protocol can anticipate every clinical
situation. In those circumstances, under this Exception Principle, EMS personnel are authorized
to take actions not otherwise explicitly authorized under these protocols provided that:

1. Such action is within their current EMS certification, licensure level, and scope of practice,

AND
2. They have obtained the approval of online medical control.

This exception is intended only to be used when unanticipated clinical situations arise. This
Exception Principle is not intended to cover advancements in medical science or emerging
changes or improvements to existing protocols. These advancements should be evaluated
based on the best available evidence under our existing process for protocol review. For
example, providers who believe that intra-cardiac arrest cooling has beneficial effects may not
implement that action under the Exception Principle. They should instead submit their desire to
see the existing protocol modified in the next protocol cycle to the protocol subcommittee of the
Medical Control Board.

Where a patient has a medical condition that cannot be appropriately treated under the existing
protocols, and has provided the provider with a written treatment plan prepared by the patient’s
physician and approved by the provider's medical control physician, the provider may perform
the treatments prescribed in the treatment plan provided they are within their level and scope of
practice. This specific instance would not require online medical control.

Actions taken under this policy are considered to be appropriate and within the scope of the
protocols. The EMS provider shall provide a written notification pertaining to the action taken
describing the events including the patient’s condition and treatment given, and referencing the
EMS Incident Report. This report must be filed with the Medical Resource Hospital’s EMS
Medical Director, Hospital EMS Coordinator, and FSTEMS within 48 hours of the event.
Use of this protocol must be documented under “Protocols Used” in the Patient Care Report.

New Hampshire Department of Safety, Division of Fire Standards and Training & Emergency Medical Services 2024




Extended Care Guidelines 1.3

When NH EMS providers treat patients in remote or difficult environments and ambulance transport
to hospital care is significantly delayed, it may be necessary to provide extended patient care.
Extended care applies to any low resource setting where access to definitive care is delayed or
impossible. This may be due to a remote location or infrastructure destruction, (e.g., extreme weather
conditions or extended mass casualty with active shooter incidents).

Extended care patients may require repeat administration of medications beyond what is specified in
regular protocols or assistance with administration of the patient’s prescribed medication. Patients
may also require some treatments and procedures that clearly exceed the scope of NH EMS
providers licensed at the EMT, Advanced and Paramedic levels.

In an extended care environment, EMS providers will follow the following guidelines:

1. Every effort should be made to contact medical control for guidance.

2. If medical control is unavailable, it is reasonable to administer repeat medication dosing at the
same intervals as prescribed in protocol or as prescribed for patient’'s own medications.
Caution must be used due to cumulative effects that may result in over-sedation, hypotension,
respiratory depression, etc.

. If changes to regular protocol are necessary for medication use in extended care situations,
these changes appear in the specific protocol under a separate Extended Care Section

denoted by an E

. Any other treatment or procedure outside the provider’s normal scope of practice requires
additional levels of training and certification from nationally recognized courses as deemed
appropriate per FSTEMS. (An example of a procedure that would require additional training
and certification would be the reduction of dislocations).

Special circumstances to consider in an extended care environment:
e Protecting patient from the environment while awaiting extrication and/or transport. This may

require an improvised shelter and insulation to protect the patient and providers from rain, snow
and wind.

Requesting additional resources/personnel early if an extended care call is suspected. Resources
to consider but are not limited to:
o NH Fish and Game
Rescue organizations
Technical Climbers
Snowmobile, ATV or boat
Helicopters
Tracking dogs
o Swift water technicians
Oral fluids to maintain a patient’s hydration and high energy foods to maintain caloric
requirements, if the patient is conscious and able to swallow.
Limited resources due to difficulty accessing patient and/or transporting equipment to the patient’s
location. These resources may include:
o Oxygen
Suction
Cardiac Monitor/AED
Pulse Oximetry
Capnography
Glucose Meter
BP Cuff and Stethoscope
Intravenous access
Medications
Communication with online medical control

O O OO OO OO0 O0
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Abdominal Pain (Non Traumatic)

2.0A Adult & Pediatric

MT STANDING ORDERS

Routine Patient Care.

Consider acquiring and transmitting a 12-Lead ECG for upper abdominal or
E epigastric pain, see 12-Lead Acquisition Protocol 6.0.

Vaginal bleeding or suspected pregnhancy see, Obstetrical Emergencies Protoco

2.16.

See Nausea/Vomiting Protocol 2.13 as needed.

Nothing by mouth, other than sublingual medications.

Place patient in position of comfort.

ADVANCED EMT STANDING ORDERS
e Assess for signs of shock, if present see Shock — Non-traumatic Protocol 2.22.

ARAMEDIC STANDING ORDERS
P e See Pain Management Protocol 2.18A & 2.18P as needed.
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(PEARLS:

e Potential causes of acute abdominal pain may be appendicitis, cholecystitis, bowel
perforation, diverticulitis, abdominal aortic aneurysm, ectopic pregnancy, pelvic inflammatory
disease and pancreatitis.

Referred pain from the chest may involve the heart, lungs and pleura. It is important to
remember that abdominal pain can be caused by a number of different disease processes.
Cardiac disease may present as upper abdominal pain or “indigestion”.

DKA may present with abdominal pain, nausea and vomiting.

The diagnosis of abdominal aortic aneurysm should be considered in patients over 50 years
old.

J
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Adrenal Insufficiency
Adult & Pediatric
MT STANDING ORDERS — ADULT & PEDIATRIC
e Routine Patient Care.
E e |dentify and treat the underlying condition.

e Consider paramedic intercept.

ADVANCED EMT STANDING ORDERS - ADULT & PEDIATRIC

e Assist the patient/caregiver in giving the patient his or her
own medications, as prescribed.

RAMEDIC STANDING ORDER — ADULT & PEDIATRIC

Stress Dose:
P e Adult: History of adrenal insufficiency; administer hydrocortisone 100 mg IV/IM.
e Pediatric: History of adrenal insufficiency; administer hydrocortisone 2 mg/kg, to a
maximum of 100 mg IV/IM.

PARAMEDIC EXTENDED CARE ORDERS- ADULT & PEDIATRIC

e After the initial hydrocortisone, administer the following until stabilization of vital
signs and capacity to eat and take medication orally:
o Adult: hydrocortisone 50 mg IV bolus every 6 hours.
o Pediatric: hydrocortisone 2 mg/kg IV/IM every 6 hours to a maximum

single dose of 50 mg.
e In patients with the following signs and symptoms consider the need for repeat
X stress dosing:
o Nausea, vomiting, weakness, dizziness, abdominal pain, muscle pain,
dehydration, hypotension, tachycardia, fever, mental status changes.
Additional Considerations:
o Aggressive volume replacement therapy.
o Vasopressors may be needed to treat refractory hypotension, see Shock —
Non-Traumatic Protocol 2.22.
o Treat for hypoglycemia, see Hypoglycemia Protocol 2.11A or 2.11P.
o Normalize body temperature.

|02030.4d [edIpaN
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Adrenal insufficiency results when the body A "stress dose” of hydrocortisone should be

N L iven to patients with known chronic
does not produce the essential life-sustaining gdrenal iﬁsufﬁciency who have the following

hormones cortisol and aldosterone. These are illnesses/injuries:

vital to maintaining blood pressure, cardiac e Shock (any cause)

contractility, water, and salt balance. Fever >100.4°F and ill-appearing
Chronic adrenal insufficiency can be caused by Multi-system trauma

a number of conditions: Drowning _

e Congenital or acquired disorders of the Environmental hyperthermia or

adrenal gland and/or the pituitary gland R/Iyuplggl‘g rlrc?r%-bone e ST

Long-term use of steroids (COPD, asthma, Vomiting/diarrhea accompanied by
rheumatoid arthritis, and transplant dehydration
patients) Respiratory distress
Acute adrenal insufficiency can result in 2nd or 3rd degree burns >5% BSA
refractory shock or death in patients on a RSI , _
maintenance dose of hydrocortisone SO'“.‘SOg[?f = fci_rmltjlatlog t‘f‘.’a]l'y i
(SoluCortef)/prednisone_ who experience illness Pég\élirees rgcgﬁs'ﬁpuﬁoﬂn(e.g.e"rm%(rmé‘)es’
or trauma and are not given a stress dose and, before use.
as necessary, supplemental doses of

\_hydrocortisone. J
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Anaphylaxis/Allergic Reaction

2.2A Adult

MT STANDING ORDERS

e Routine Patient Care.
E e For anaphylaxis, administer: (anterolateral thigh preferred administration site)
o Adult epinephrine autoinjector 0.3 mg IM, OR
o Epinephrine 1mg/1mL: Administer 0.3 mg (0.3 mL) IM*,
N o If signs and symptoms do not resolve may repeat in 5 minutes.
= For additional dosing, contact Medical Control.
*EMTs must have completed the Ready, Check & Inject training, found at:
https://www.nhfaemslearning.org
e For respiratory symptoms / wheezing consider albuterol 2.5mg via nebulizer.
Repeat albuterol 2.5 mg, every 5 minutes (4 doses total) via nebulizer.

ADVANCED EMT STANDING ORDERS

e For anaphylaxis:
o Repeat epinephrine every 5 minutes until signs and symptoms resolve.
o For signs of shock consider fluid per Shock — Non-Traumatic Protocol 2.22.

RAMEDIC STANDING ORDERS

o After epinephrine has been administered or for isolated skin symptoms of allergic
reaction consider:
o Diphenhydramine 25 — 50 mg IV/IM/PO.
P e For anaphylaxis refractory to 3 or more doses of IM epinephrine, (e.g., persistent
hemodynamic compromise, bronchospasm), consider:
o Epinephrine by push dose (dilute boluses — see Medication Formulary)
prepare 10 mcg/mL then administer 10 - 20 mcg boluses (1 —2 mL) every 2
minutes (where feasible, switch to infusion as soon as practical) AND/OR
Epinephrine infusion 2 - 10 micrograms/minute until symptoms resolve, pump
required.
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Angioedema
Swelling of the deep layers of the skin often of the face, mouth and upper airways
which can be severe. It can be hereditary, idiopathic or caused of exposure to a drug
(especially angiotensin-converting enzyme inhibitors, regardless of duration of time
patient has been taking.)
e The diagnosis is clinical
e Prioritize airway management
Consider:
e Tranexamic Acid (TXA):

o Mix 1 gram of TXA in 50-100 mL of 0.9% NaCl; infuse over approximately 10

minutes IV or 10.

ve e

CAUTION: Epinephrine is available in different routes and concentrations.
Providers are advised to re-check the dosing and concentration prior to administration.

In anaphylaxis, do not delay epinephrine administer for second-line medications such as
diphenhydramine.

PEARLS:
Anaphylaxis: Potential allergen exposure AND any two of the following:
Breathing: shortness of breath, wheeze, stridor, cyanosis.
Poor perfusion: hypotension, altered mental status, syncope, delayed capillary refill
Skin: Hives, itching, extremity swelling, erythema. \ Protocol Continues
Gastrointestinal: vomiting, abdominal pain, diarrhea.
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Anaphylaxis/Allergic Reaction
Adult

Protocol Continues

|
MT/ADVANCED EMT EXTENDED CARE ORDERS

e Diphenhydramine 25 — 50 mg PO. May repeat every 4 - 6 hours as needed;

maximum dose of 300 mg in 24 hours.
ARAMEDIC EXTENDED CARE ORDERS

Dexamethasone 10 mg IV/IM/PO OR
Methylprednisolone 125 mg IV/IM OR
Prednisone 60 mg by mouth.
Famotidine 20 mg IV/IM/PO.

|02030.4d |edIpaN
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5 op Anaphylaxis/Allergic Reaction |
' Pediatric ©

MT STANDING ORDERS

e Routine Patient Care.
e For anaphylaxis administer: (anterolateral thigh preferred administration site)
o Pediatric epinephrine autoinjector (EpiPen Jr) 0.15 mg IM for < 25 kg,
Adult epinephrine autoinjector (EpiPen) 0.3 mg IM if > 25 kg OR
If < 25 kg, epinephrine (1 mg/mL) 0.15 mg (0.15 mL) IM*,
If 2 25 kg, epinephrine (1 mg/mL) 0.3 mg (0.3 mL) IM*.
If signs and symptoms do not resolve may repeat in 5 minutes.
= For additional dosing, contact Medical Control.
*EMTs must have completed the Ready, Check & Inject training, found at:
N https://www.nhfaemslearning.org
e For respiratory symptoms / wheezing consider albuterol 2.5 mg via nebulizer or 4

puffs via MDI (with spacer if available). May repeat every 5 minutes as needed (4
doses total).

ADVANCED EMT STANDING ORDERS

e For anaphylaxis:
o Repeat Epinephrine every 5 minutes until signs and symptoms resolve.
o For signs of shock consider fluid per Shock — Non-Traumatic Protocol 2.22.

RAMEDIC STANDING ORDERS

e After epinephrine has been administered or for isolated skin symptoms of allergic
reaction consider:
o Diphenhydramine 1 mg/kg IV/IM/PO (maximum dose 50 mg).
o For anaphylaxis refractory to 3 or more doses of IM epinephrine, (e.g., persistent
hemodynamic compromise, bronchospasm) consider:
o Epinephrine Infusion 0.1 — 1.0 micrograms/kg/minute (maximum 10 micrograms/
min) via pump until symptoms resolve.
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EMT/ADVANCED EMT EXTENDED CARE ORDERS

o Diphenhydramine 1 mg/kg PO (maximum dose of 50 mg), may repeat every 4 — 6
hours as needed.

de'e

PARAMEDIC EXTENDED CARE ORDERS

e Dexamethasone 0.6 mg/kg PO/IM/IV (PO preferred) maximum 10 mg OR
e Methylprednisolone 1 — 2 mg/kg IV (maximum dose 125 mg).

Xr CAUTION: Epinephrine is available in different routes and concentrations.
Providers are advised to re-check the dosing and concentration prior to administration.

In anaphylaxis, do not delay epinephrine administration for second-line medications such
Rr as diphenhydramine.

(PEARLS:
Anaphylaxis: Potential allergen exposure AND any two of the following:
Angioedema: facial/lip/tongue swelling, throat tightening, voice change.
Breathing: shortness of breath, wheeze, stridor, cyanosis.
Poor perfusion: hypotension, altered mental status, syncope, delayed capillary refill
Skin: Hives, itching, extremity swelling, erythema.
Gastrointestinal: vomiting, abdominal pain, diarrhea.
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Asthma, COPD, RAD — Adult 2.3A

MT STANDING ORDERS

Routine Patient Care.

Attempt to keep oxygen saturation between 94 - 98% (90% in COPD); increase

the oxygen rate with caution and observe for fatigue, decreased mentation, and

respiratory failure.

Consider:

o Albuterol metered-dose inhaler (MDI) 4 - 6 puffs (with spacer, if available).
May repeat every 5 minutes for continued symptoms OR

o Ipratropium bromide 0.5 mg and albuterol 2.5 mg (DuoNeb) via nebulizer.
May repeat every 5 minutes for continued symptoms (maximum 3 doses);
AND/OR
Albuterol 2.5 mg via nebulizer. May repeat every 5 minutes for continued
symptoms.
For patients who do not respond to treatments or for impending respiratory
failure, continue nebulizers and consider CPAP up to a maximum of 10 — 15
cm H20 pressure support. See CPAP Procedure 5.4.

ADVANCED EMT STANDING ORDERS

e For severe asthma only not responding to treatment consider epinephrine
autoinjector 0.3 mg IM (preferred) OR epinephrine (1 mg/mL) 0.3 mg (0.3 mL)
IM. Contact Medical Control for additional doses.

RAMEDIC STANDING ORDERS @

Consider:
P e Methylprednisolone 125 mg IV/IM OR

e Dexamethasone 10 mg PO/IM/IV.

For patients who do not respond to treatments, or for impending respiratory failure,
consider:

e BIiPAP, (See BiPAP Procedure 5.3).

e Magnesium sulfate 2 grams in 100 ml NS given IV over 10 minutes.

|02030.1d |edIpaN
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PEARLS:

e Chronic obstructive pulmonary disease (COPD) refers to a group of lung diseases that block
airflow and make breathing difficult. Emphysema and chronic bronchitis are the two most
common conditions that make up COPD.

Reactive Airway Disease (RAD) refers to a group of conditions that include reversible airway
narrowing due to external stimulation.

Beware of patients with a “silent chest” as this may indicate severe bronchospasm and
impending respiratory failure
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Pediatric Respiratory Distress

Asthma, Bronchiolitis, Croup

ASTHMA, BRONCHIOLITIS, CROUP - EMT STANDING ORDERS
Routine Patient Care.

Attempt to keep oxygen saturation between 94% - 98%

Observe for fatigue, decreased mentation, and respiratory failure.

For patients < 2 who present with increased work of breathing and rhinorrhea, provide
nasal suctioning with saline drops and bulb syringe; no more than 2 attempts.

ASTHMA - EMT STANDING ORDERS

e Assist the patient with their metered dose inhaler (MDI): 4 - 6
puffs (with spacer, if available). May repeat every 5 minutes, as
needed.

MDI containing either albuterol, levalbuterol, or a combination of

albuterol/ipratropium bromide.

Consider DuoNeb unit dose OR albuterol 2.5 mg and

ipratropium bromide 0.5 mg via nebulizer.

o Consider additional DuoNeb, may repeat every 5 minutes
(3 doses total).

Consider albuterol 2.5 mg via nebulizer every 5 minutes, as
needed.

For severe respiratory distress due to asthma consider use of
CPAP. See CPAP Procedure 5.4.

ASTHMA - ADVANCED EMT STANDING ORDERS

2.3P

h 4

: For severe asthma consider:
Wheezing e Epinephrine:
22 years | o If <25 kg, epinephrine (1 mg/mL) 0.15 mg IM, lateral thigh
or history preferred.

of asthma o If= 25 kg, epinephrine (1 mg/mL) 0.3 mg IM, lateral thigh
preferred.

THMA - PARAMEDIC STANDING ORDERS

Consider:
P ) Dexamethasone 0.6 mg/kg PO/IM/IV (PO preferred), maximum 10 mg

|02030.4d |ediIpaA

) Methylprednlsolone 2 mg/kg IV/IM, maximum 125 mg.

For severe asthma consider:

e Magnesium sulfate 40 mg/kg in 100 mL 0.9% NaCl IV over 20
minutes (maximum dose 2 gm).
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ONCHIOLITIS - PARAMEDIC STANDING ORDERS

For patients who do not respond to suctioning or for impending
respiratory failure consider:

YES
<2 years —YES>
old e Nebulized epinephrine (1 mg/mL) 3 mg (3 mL) in 3 mL 0.9% NacCl.

NO CRQUP - ADVANCED EMT STANDING ORDERS

Croup with stridor at rest:
¢ e Nebulized epinephrine (1 mg/mL) 3 mg (3 mL) in 3 mL 0.9% NacCl,
History of repeat in 20 minute as needed OR

stridor or ¢ Nebulized racemic epinephrine (2.25% solution) 0.5 mL in 2.5 mL 0.9%

barky | NaCl, may repeat in 20 minutes as needed

cough UP - PARAMEDIC STANDING ORDERS
ConS|der
Dexamethasone 0.6 mg/kg PO/IM/IV (PO preferred) maximum 10 mg.

Respiratory distress in children must be promptly recognized and treated. Respiratory arrest is
the most common cause of cardiac arrest in children.

‘r Child with a “silent chest” may have severe bronchospasm with impending respiratory failure.

In patients with suspected croup or stridor, provide necessary interventions while attempting to

minimize noxious stimuli that may induce agitation.

Protocol Continues
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Pediatric Respiratory Distress
Asthma, Bronchiolitis, Croup

2.3P

Protocol Continued \

/Consider differential diagnosis:

AT . (S:é%lé?s (Sepsis Protocol 2.21P)
. - . [} .

Epgr?cmhic())rrilﬁs(CPAP 5.4 for respiratory failure) « Foreign body airway obstruction

Anaphylaxis (Anaphylaxis Protocol 2.2P) (Airway Management 5.0)

PEARLS
The IV formulation of dexamethasone may be given by mouth. Consider mixing with juice or other
sweet beverage to ease administration.

Epiglottitis

e A potentially life-threatening swelling of the supraglottic structures, which may result in sudden,
complete upper airway obstruction.
Signs and symptoms include severe sore throat, difficulty breathing, which may improve when
leaning forward, stridor and a high temperature (fever).
For suspected epiglottitis transport the patient in an upright position and limit your assessment
and interventions.

Bronchiolitis

e Incidence peaks in 2-6 month old infants.

e History of low-grade fever, runny nose, and sneezing.

e Signs and symptoms include: tachypnea, rhinorrhea, wheezes and / or crackles.

Croup
Occurs mainly in children age 6 months to 3 years with peak incidence at 2 years*.

Signs and symptoms include: hoarseness, barking cough, inspiratory stridor, signs of
respiratory distress.
e Avoid procedures that will distress child with severe croup and stridor at rest.
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Pneumonia
e Signs and symptoms include: tachypnea, fever, intercostal retractions, cough, hypoxia and
chest pain.

Tachypnea in children is defined as:
e < 2months: 60 bpm
e 2-12 months: 50 bpm
e 1-5years: 40 bpm
e >5years: 20 bpm

G‘Bjornson, Candice L. “Croup.” The Lancet. 371.9609 329-339.
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Behavioral Emergencies
Adult & Pediatric

Maintain Scene Safety
e Request law enforcement support, consider staging away until law enforcement has cleared
scene.
e Maintain situational awareness, focus on crew safety.
e Observe and record the patient’s behavior and living conditions.
Consider Causes & Determine Capacity
e Consider causes (e.g., hypoxia, hypoglycemia, alcohol or drug intoxication, stroke and brain
trauma)
e Ask patient directly if they have considered harming self or others.
Refusal & Police Assistance
e Consider requesting law enforcement upon dispatch.
o If patient lacks capacity to refuse care or is an active danger to self or others (e.qg., suicidal
ideation), they MAY NOT refuse care. See (Refusal of Care Policy 8.14)
o Consider contacting law enforcement for assistance if unable to convince patient to be
transported. (See Police Custody Policy 8.13)
e A patient should only be physically restrained for transport when other reasonable options for
less restrictive measures have been unsuccessful. (Refer to Restraints Protocol 6.5)
Mobile Crisis Teams
Behavioral health patients can benefit from mobile crisis teams in many areas of the state
however, in New Hampshire not all geographical areas are supported by these teams.
Licensed EMS units are encouraged to contact resources in their area to coordinate services.
Due to the lack of direct support by a medical physician, care can only be transferred to a
mobile crisis team if the patient refuses treatment and transport by EMS or there is an
established Mobile Integrated Healthcare program between EMS and mobile crisis team.
Patients who lack capacity to refuse care or are an active threat to others or self cannot refuse
care and should be transported.
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EMR STANDING ORDERS - ADULT & PEDIATRIC

Anxiety Management (Anxious, apprehensive, but not aggressive)
e Approach patient with the SAFER method.
e Provide calm emotional support and medical care as required.
e Minimize external stimuli (e.g., loud noises, lights)
e Encourage patient to be evaluated by a mental health professional.
e For significant anxiety that cannot be managed with BLS interventions, consider
paramedic intercept for pharmacological intervention.

MT/ ADVANCED EMT STANDING ORDERS — ADULT & PEDIATRIC

Resistant or Aggressive management (Resisting necessary treatment/interventions)
e Attempt verbal de-escalation.
e Consider paramedic intercept for pharmacological intervention, see Restraints

/ Protocol 6.5.
Almmediate Danger to Self/Others management

e Attempt verbal de-escalation.

e Consider physical restraints as a last resort if the patient is an immediate danger to
self or others. See Restraints Protocol 6.5

Request Paramedic intercept, if available, for pharmacological intervention, see
Restraints Protocol 6.5.

r @gitation must be thought of as a clinical problem rather than as bad behavior. k

v c

‘ Protocol Continues
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Behavioral Emergencies
Adult & Pediatric

Protocol Continues ‘

RAMEDIC STANDING ORDERS - ADULT

Anxiety Management (Anxious, apprehensive, but not aggressive)

For significant anxiety where BLS interventions have been attempted and are
P unsuccessful consider:

e Midazolam 2.5 mg IV may repeat once in 5 minute, OR

e *Midazolam 5 mg IM/IN may repeat once in 5 minutes OR
e Lorazepam 1 mg IV, may repeat once in 5 minutes OR

e Diazepam 5 mg IV, may repeat once in 5 minutes.

v GFor IN administration of midazolam use a 5 mg/mL concentration.

SAFER Model
Stabilize the situation by lowering stimuli, including voice.
Assess and acknowledge crisis by validating patient’s feelings and not minimizing them.
Facilitate identification and activation of resources (clergy, family, friends, or police).
Encourage patient to use resources and take actions in his/her best interest.
Recovery/referral - leave patient in the care of a responsible person, professional or transport to
appropriate medical facility. Do not leave the patient alone when EMS clears the scene.

|02030.4d [edIpaN

L4

New Hampshire Department of Safety, Division of Fire Standards and Training & Emergency Medical Services 2024




o
q
o
0
®
a
€
q
)
-
&

Restraints

( The Restraints Procedure was placed after Behavorial Emergencies for ease of finding. It is also listed under procedures. )

MT/ ADVANCED EMT STANDING ORDERS

INDICATIONS

Patients who are a potential harm to themselves or others, or interfere with their own
care and lack the ability to refuse care under the Refusal of Care Protocol 8.14 may be
restrained to prevent injury to the patient or crew and facilitate necessary medical care.
Restraint must be performed in a humane manner and used only as a last resort.

PROCEDURE

1. Request law enforcement assistance.

2. Attempt less restrictive means of managing the patient, including verbal de-
escalation, unless a delay in restraint would create an imminent risk of harm.

3. Ensure that there are sufficient personnel available to physically restrain the patient
safely.

. Restrain the patient in a lateral, semi-recumbent or supine position. In order to gain
control, the patient may need to be briefly in a prone position; severe risk of airway
and ventilation compromise and death is associated with prone positioning. Do not
place devices such as backboards, splints, or other devices on top of the patient.
Never hog-tie a patient.

the lateral, semi-recumbent or supine position are at risk if their airway and

Yv Note that there is no restraint position that is inherently safe. Even patients in
breathing are restricted in any way.

5. The patient must be under constant observation by the EMS crew. This
includes direct visualization of the patient as well as cardiac, pulse oximetry, and
quantitative waveform capnography monitoring, if available.

6. Perform extremity circulation checks every 15 minutes.

7. Documentation should include the reason for the use of restraints, the type of
restraints used, the time restraints were placed, and circulation checks.

8. You must have the ability to remove any restraints used during transport (e.g.,
handcuff key).

Patient safety must be the primary focus.

Agitation must be thought of as a clinical problem rather than as bad behavior.
Obese patients in either the prone or supine position are at increased risk of apnea.
Continued patient struggling against physical restraints may lead to hyperkalemia,
rhabdomyolysis, and/or cardiac arrest. Chemical restraint may be necessary.

Protocol Continues
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Restraints

RAMEDIC STANDING ORDERS - ADULT
Resistant or Aggressive Management (Resisting necessary treatment/interventions)

Goal is alert and calm, consider:
Midazolam 2.5 mg IV, may repeat once in 5 minutes, OR
*Midazolam 5 mg IM/IN, may repeat once in 5 minutes (*for IN use 5 mg/mL
concentration), OR
Lorazepam 1 mg IV, may repeat once in 5 minutes, OR
Diazepam 5 mg IV, may repeat once in 5 minutes.

Immediate Danger to Self or Others (Immediate and active danger of serious harm
to themselves or others)

e A patient who is physically restrained and is not actively fighting against the
restraints is not an active danger to themselves or others.
Before proceeding, assess for and address any potential organic causes for the
patient’'s combativeness (e.g., hypoglycemia). Patients whose breathing is
restricted may be combative due to hypoxia.

e The determination that patients are an active threat should generally only be made
after attempts at de-escalation have been unsuccessful.

Do not administer chemical sedation to a patient being restrained in the prone
position or any position where breathing is restricted.

Prior to proceeding with chemical sedation:

e Reposition the patient as needed to ensure that the patient’s airway and breathing
P are not restricted ("Reposition before you medicate").

[ ]

Equipment needed for performing monitoring & resuscitation must be at the
patient’s side.

o A paramedic shall be focused on monitoring the patient’s airway, breathing and
circulation during administration and until patient transfer at the emergency
department.

G"9 24npad0.d

Goal is safe and compliant:
***Droperidol 5 — 10 mg IM/IV repeat 5 — 10 minutes OR
**Ketamine: 4 mg/kg IM rounded up to nearest 50 mg, maximum dose 500 mg,
repeat up to 2 mg/kg IM in 5 — 10 minutes as needed OR
Ketamine: 1 mg/kg IV rounded up to nearest 25 mg, maximum dose 250 mg,
repeat 0.5 mg/kg in 5 — 10 minutes as needed.
Benzodiazepines:
o Midazolam 5 mg IV, repeat every 5 minutes as needed OR
o *Midazolam 10 mg IM/IN, repeat every 5 minutes as needed OR
o Lorazepam 2 -4 mg IV, repeat every 5 minutes as needed OR
o Diazepam 10 mg IV, repeat every 5 minutes as needed
***Haloperidol 10 mg IM; may repeat once in 10 minutes. Haloperidol can be given
in addition to benzodiazepines.
Contact Medical Control for additional doses.

*For IN administration of midazolam use a 5 mg/mL concentration.

**For ketamine use 100 mg/mL concentration

***Administer droperidol or haloperidol with caution to patients who are already on
psychotropic medication as this may precipitate serotonin syndrome or malignant
hyperthermia.

| Protocol Continues
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Restraints

ARAMEDIC STANDING ORDERS - ADULT

After chemical restraint:

e Re-evaluate whether the patient continues to meet criteria for physical restraint and
remove if they are no longer necessary to ensure the safety of the patient, providers or
both, taking into account transport times, the depth of sedation and the need to transfer the

P patient at destination.

For acute dystonic reaction to haloperidol or droperidol:
e Diphenhydramine 25 — 50 mg IV/IM.

ARAMEDIC STANDING ORDERS - PEDIATRIC ’6“

Resistant or Aggressive Management (Resisting necessary treatment/interventions)
Contact Medical Control, to discuss treatment options

(Immediate danger to self/others) Goal is safe and compliant.
Contact Medical Control and consider:
e **Ketamine 4 mg/kg IM rounded to nearest 25 mg, maximum dose 250 mg, may
repeat 2 mg/kg IM in 10 minutes as needed OR
Benzodiazepines:
*Midazolam 0.2 mg/kg IM/IN (single maximum dose 10 mg) repeat every 5
minutes as needed, OR
Midazolam 0.1 mg/kg IV (single maximum dose 5 mg) repeat every 5 minutes as
needed, OR
Lorazepam 0.1 mg/kg IV (single maximum dose 4 mg) repeat every 5 minutes as
needed, OR
Diazepam 0.2 mg/kg IV (single maximum dose 10 mg IV) repeat every 5 minutes
as needed.
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*For IN administration of midazolam use a 5 mg/mL concentration.
**Eor ketamine use 100 mg/mL concentration

(o Patients with alcohol or other sedative drugs onboard are at severe risk of apnea
following chemical sedation with ketamine.

e Ketamine may cause transient apnea. The lowest appropriate dose should be used.
v e A critically ill or elderly patient receiving a sedative dose of ketamine may become

apneic; consider a lower initial dose.

The decision to administer chemical sedation is a medical decision made by the EMS
provider based upon clinical judgment alone and should not be influenced by the police
or any other agency"

A )

PEARLS:
Combativeness may be due to comorbid medical conditions or due to hypoxia, hypercarbia,
hypoglycemia, drug and/or alcohol intoxication, drug overdose, brain trauma. Note that hypercarbia
due to impaired ventilation may cause agitation even in the presence of normal SpO..
Verbal de-escalation is the safest method and should be delivered in an honest, straightforward,
friendly tone, avoiding direct eye contact and encroachment of personal space.
In stressful situations, overestimation of patient weight is not uncommon and increases risk. Consider
having a second provider confirm weight estimate and utilizing lowest estimate.
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Brief Resolved Unexplained Event (BRUE) 2.5

Brief Resolved Unexplained Event (BRUE) — formerly known as ALTE

An event occurring in an infant < 1 year old when the observer reports a sudden, brief and now
resolved episode of 1 or more of the following:

e Cyanosis or pallor

e Absent, decreased or irregular breathing

e Marked change in tone (hyper or hypotonia)

e Altered level of responsiveness.

MT/ADVANCED/PARAMEDIC STANDING ORDERS
¢ Routine Patient Care.

e Perform blood glucose analysis and manage per Hypo/Hyperglycemia Protocols
28 &2.11P.
Obtain history of event with particular attention to:
o Activity at onset and history of the event
State during the event (cyanosis, apnea, coughing, gagging, vomiting)
End of the event (duration, gradual or abrupt cessation, treatment provided)
Infant’s condition after the event (normal, not normal)
Recent history (iliness, injuries, exposure to others with illness, use of OTC
medications, recent immunizations, new or different formula).
Past medical history (gestational age, pre-/perinatal history, GERD, seizures,
previous BRUE).
Family history (sudden unexplained deaths, prolonged QT, arrhythmias).
Medications present in the residence
Sleeping position
Co-sleeping with parent in the same bed.
e Transport patient to the hospital.

©)
©)
©)
©)
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assessment by prehospital personnel, they should be transported to the emergency
department for further assessment and treatment as they may have a serious

\r Although children who experience BRUE have a normal physical exam upon
underlying condition. Assume history provided by the family/witness is accurate.

( PEARLS
e BRUE is not a diagnosis, but a constellation of symptoms. Potential etiologies include
central apnea (immature respiratory center), obstructive apnea (structural),
gastroesophageal reflux (laryngospasm, choking, gagging), respiratory (pertussis, RSV),
cardiac (congenital heart disease, arrhythmia), seizures.
Always consider non-accidental trauma in any infant who presents with BRUE, see Victims
of Violence Protocol 8.18. )

New Hampshire Department of Safety, Division of Fire Standards and Training & Emergency Medical Services 2024




2.6 Childbirth & Newborn Care {&

EMR/EMT STANDING ORDERS

Routine Patient care.

Obtain obstetrical (OB) history.

Expose patient and determine if signs of imminent delivery are present.

o Do not digitally examine or insert anything into the vagina.

o If obstetrical complication is present, consider contacting Medical Control and
transport to nearest appropriate hospital per local OB Diversion Protocol. (See
Obstetrical Emergencies Protocol 2.16).

If delivery is not imminent place mother in left-lateral recumbent position and

transport to a hospital with OB capability.

If delivery is imminent, assist in newborn’s delivery.

o With palm of hand, apply gentle perineal pressure for a slow, controlled
delivery.

o As the baby’s head begins to emerge support the head as it turns. Do not pull
on head.

If membranes are intact after head emerges, tear membrane with fingers to
permit escape of fluid.

If umbilical cord is wrapped around newborn’s neck, slip the cord over head
prior to delivery. If after multiple attempts you are unable to slip cord off the
neck, clamp and cut the cord between the clamps (EMT only).

o Guide the baby’s head downward to allow delivery of the upper shoulder.

o Then guide the baby’s head upward to allow delivery of the lower shoulders.

o Delivery of trunk and legs occurs quickly; be prepared to support infant as it
emerges.

For newborns requiring resuscitation, see Newborn Resuscitation Protocol 2.15.

Prevent heat loss by rapidly drying and warming:

o Remove wet linen.

o For stable newborn and mother, place newborn skin-to-skin on the mother’s
chest or abdomen.
= Cover newborn’s head, wrap newborn and mother in blankets, silver

swaddler/space blanket or commercially available infant warming device.
Do not use hot packs.

Assess airway by positioning and clearing secretions (only if needed):

o Place the newborn on back or side with head in a neutral or slightly extended
position.

o Routine suctioning is discouraged even in the presence of meconium-stained
amniotic fluid. Suction oropharynx then nares only if the patient exhibits
respiratory depression and/or obstruction, see Newborn Resuscitation
Protocol 2.15.

Assess breathing by providing tactile stimulation:

o Flick soles of feet and/or rub the newborn’s back.

o If newborn is apneic or has gasping respirations, nasal flaring, or grunting,
proceed to Newborn Resuscitation Protocol 2.15.

Asses circulation, heart rate, and skin color:

o Evaluate heart rate by one of several methods:
= Auscultate apical beat with a stethoscope.
= Palpate the pulse by lightly grasping the base of the umbilical cord.

o If the pulse is <100 bpm and not increasing, proceed to Newborn
Resuscitation Protocol 2.15.

o Assess skin color: examine trunk, face and mucous membranes.

Assess temperature.
o Record APGAR score at 1 minute and 5 minutes (see chart).
See Pediatric Color Coded Appendix A3 for vital signs.
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Protocol Continues
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‘&) Childbirth & Newborn Care 2.6

Policy Continued \

MR/EMT STANDING ORDERS

e After one minute, clamp and cut the umbilical cord (EMT only):
O After initial assessment and after the cord stops pulsating.
O Leave a minimum of 6 inches of cord.

Provide gentle downward traction (weight of the hand) on the umbilical cord while
performing gentle fundal massage.
R o If patient and neonate are stable, consider staying on scene until the placenta has
/ 0

delivered.

If ongoing vaginal bleeding following placental delivery, continue to perform gentle
fundal massage.

o Package placenta for hospital staff.

Monitor maternal blood loss and perfusion. (See Obstetrical Emergencies Protocol 2.16).
Note that normal pregnancy is accompanied by higher heart rate and lower blood pressurq.
Active maternal seizures—see Seizures Protocol 2.20A.

For transport:

o Ensure newborn remains warm.

O Turn heat to maximum in ambulance compartment.

o Consider commercial warming device (do not put heat packs directly on skin).
o Transport newborn per Pediatric Transport 8.12.

ADVANCED EMT STANDING ORDERS

After the umbilical cord is clamped and cut:
e Administer oxytocin 10 Units IM to the mother.

Note: In multiple pregnancy, do not give until all babies are delivered.

RAMEDIC STANDING ORDERS
Ongoing bleeding after uterine massage and oxytocin administration, consider Tranexamic

Acid (TXA):
e Mix 1 gram of TXA in 50 - 100 ml of 0.9% NaCl; infuse over approximately 10 minutes IV
or IO.

|02030.4d [edIpaN
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Appearance

Blue and pale

Body pink, limbs blue

All pink

Pulse

Absent

Less than <100

More than >100

Grimace

No response

Grimace

Coughing and crying

Activity Limp Weak Strong

Respiration Absent Irregular, slow Good, crying

PEARLS:

OB Assessment:

Length of pregnancy
Number of pregnancies
Number of viable births
Last menstrual period

Due date

Prenatal care

Number of expected babies
Drug use

Consider Medical Control for: Signs of imminent delivery:
Prepartum hemorrhage e Urge to move bowels
Postpartum hemorrhage e Urge to push
Breech presentation e Crowning
Limb presentation "\ e Contractions less than 2
Nuchal cord minutes apart
Prolapsed cord N

Placental delivery can take up to 30 minutes.

Newborn infants are prone to hypothermia which may lead to hypoglycemia, hypoxia and lethargy.
Aggressive warming techniques should be initiated including drying, swaddling, and warm blankets
covering body and head.

Raise temperature in ambulance patient compartment.
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2.7A  Fever (101°F/38.5°C) — Adult

IDENTIFICATION OF POSSIBLE SEPSIS
e Suspected infection — YES
e Evidence of sepsis criteria — YES (2 or more). Refer to Sepsis — Adult Protocol 2.21A:
o Temperature < 96.8 °F or > 101°F
Heart rate > 90 bpm
Respiratory rate > 20 bpm
Mean Arterial Pressure (MAP) <65mmHg (systolic blood pressure < 90 mmHg)
New onset altered mental status OR increasing mental status change with previously.
altered mental status
Serum lactate level >2 mmol/L OR ETCO; < 25 mmHg

MT STANDING ORDERS

e Routine Patient Care.
e Obtain temperature.
e Passive cooling; remove excessive clothing.
o For temperature >101°F (38.5°C):
o If no acetaminophen was taken in last 4 hours:
= Consider administering acetaminophen 500 — 1,000 mg oral or rectal.
(Rectal administration Paramedic only)
I(f acetar)ninophen was taken within last 4 hours and temperature is still >101°F
38.5°C):
= Consider administering ibuprofen 600 mg oral.
If ibuprofen was taken within the last 6 hours:
= Consider acetaminophen 500 — 1,000 mg oral or rectal. (Rectal
administration Paramedic only)

ARVANCED EMT/PARAMEDIC STANDING ORDERS

‘ . e Acetaminophen, if not already administered PO:
l‘ e 500 - 1000 mg IV, over approximately 10 minutes.

EMT/ADVANCED EMT/PARAMEDIC STANDING ORDERS
X e May repeat acetaminophen dose 650 mg oral or rectal every 4 hours or 1,000
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mg every 6 hr. Maximum of 3,000 mg in 24 hours.
e May repeat ibuprofen dose 400-600 mg oral every 6 hours or 800 mg every 8
hours. Maximum of 2,400 mg in 24 hours.

nsufficiency, pregnancy, or known peptic ulcer disease.

.r @void Ibuprofen in patients with NSAID allergy, aspirin-sensitive asthma, renal ]
i

~N
The following symptoms, when associated with a fever, suggest a more serious illness:

Persistent vomiting Severe headache
Difficulty breathing Unusual sensitivity to bright light
Chest pain Severe swelling of the throat
Extreme listlessness or irritability Stiff neck and pain when the head is bent
Abdominal pain forward
Pain when urinating e Unusual skin rash
Altered mental status

-

PEARLS:

e The primary goal of treating fever is increasing comfort rather than normalization of body
temperature. Fever is a physiologic mechanism that helps fight infection. There is no evidence that
fever worsens illness or causes long-term neurologic complications.
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Fever (>101°F/38.5°C) Pediatric 2.7P

IDENTIFICATION OF POSSIBLE SEPSIS:
e Suspected Infection — YES.
e Evidence of sepsis criteria — YES (2 or more) Refer to Sepsis — Pediatric Protocol 2.21:

e Temperature > 101° F or < 96.8° F. Upper limit of Pediatric HR & RR
e Heart rate or respiratory rate greater than normal limit for age Age Heart Rate [Resp Ratg
(heart rate may not be elevated in septic hypothermic patients) AND|0day - <1 mon coE > 60
at least one of the following indications of altered organ function: ~ |ZLmonth-<3 > 205 ZiL
o Altered mental status. ir:::rilz“;zzrr Zizg Zig
o Capillary refill time < 1 second (flash) or > 3 seconds. > 2 year-<4years |>140 > 40
o Mottled cool extremities. > 4 years - < 6 years |> 140 >34
o Serum lactate level >2 mmol/L or ETCO, < 25 mmHg. 2 6 years - < 10 years)> 140 >30

Note: Consider early consultation with Medical Control 2 10 years - < 13 yea]> 100 >30

for suspected pediatric septic shock patients. 2 13 years > 100 >16
*ACP "An Emergency Department Septic Shock Protocol

and Care Guideline for Children Initiated at Triage"

MT/ADVANCED-EMT STANDING ORDERS

Routine Patient Care.
Obtain temperature—rectal temperature preferred in infants < 3 months.
Passive cooling; remove excessive clothing/bundling.
For temperatures >101°F (38.5°C):
/ o If no acetaminophen was taken in last 4 hours:
A = Consider administering acetaminophen per Pediatric Color Coded
Appendix A3 oral or rectal (Rectal administration is Paramedic only).
o If acetaminophen was taken within the last 4 hours:
= Consider ibuprofen per Pediatric Color Coded Appendix A3 oral
(contraindicated in infants under 6 months of age).

PARAMEDIC STANDING ORDERS
P e Acetaminophen, if not already administered PO:

|02030.1d [edIpaN

o 15 mg/kg IV (maximum dose 1000 mg), over 10 approximately minutes,
pump required if dose less than 1000 mg

dl'e

EMT/ADVANCED-EMT/PARAMEDIC EXTENDED CARE ORDERS

e May repeat acetaminophen dose every 4 hours (not to exceed 6 doses in 24 hours).
e May repeat ibuprofen dose every 6 hours (not to exceed 4 doses in 24 hours).

% @void Ibuprofen in patients with NSAID allergy, aspirin-sensitive asthma, or renal insufficiency >

/History: R
The following symptoms, when associated with a fever, suggest a more serious illness:
Persistent vomiting Severe headache
Difficulty breathing Unusual sensitivity to bright light
Chest pain Severe swelling of the throat .
Extreme listlessness or irritability Stiff neck and pain when the head is bent
Abdominal pain forward
Pain when urinating Unusual skin rash
Confusion

(PEARLS:

e Avoid inducing shivering.

e The primary goal of treating fever is increased comfort rather than normalization of body
temperature. Fever is a physiologic mechanism that helps fight infection. There is no
evidence that fever worsens illness or causes long-term neurologic complications.

\_® Children should never take aspirin.
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2.8 Hyperglycemia — Adult & Pediatric

Hyperglycemia is defined as a blood sugar of >250 mg/dl in a patient with signs and symptoms
suggestive of Diabetic Ketoacidosis (DKA) or Hyperglycemic Hyperosmolar Nonketotic Syndrome
(HHNS), as defined in the PEARLS, may require emergent treatment.

MT STANDING ORDERS — ADULT & PEDIATRIC
e Routine Patient Care.
e Obtain glucose reading.
ADVANCED EMT/PARAMEDIC STANDING ORDERS — ADULT & PEDIATRIC

Consider:

e ADULT: Administer 1000 mL IV bolus of IV fluid,
o May repeat 500 mL fluid bolus once.
PEDIATRIC: Administer 10 - 20 mL/kg IV bolus of 1V fluid,
o Contact online Medical Control for additional bolus.

EMT/ADVANCED EMT/PARAMEDIC EXTENDED CARE ORDERS

o Patient must be alert enough to swallow and protect airway.

X o Oral fluids: if the patient is not vomiting, provide oral hydration with water.
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PEARLS:

o Diabetic Ketoacidosis (DKA) is a life threatening emergency defined as uncontrolled
hyperglycemia with the signs and symptoms of ketoacidosis.
Signs and symptoms of DKA include uncontrolled blood glucose greater than or equal to 250
mg/dL, weakness, altered mental status, abdominal pain, nausea, vomiting, polyuria
(excessive urination), polydipsia (excessive thirst), a fruity odor on the breath (from ketones),
and tachypnea (Kussmaul respirations).
Common causes of DKA include infection, acute coronary syndrome, and medication non-
compliance.
Hyperglycemic Hyperosmolar Nonketotic Syndrome (HHNS) is characterized by blood glucose
levels greater than 600 mg/dL and profound dehydration without significant ketoacidosis. Most
patients present with severe dehydration and focal or global neurologic deficits e.g., coma,
altered mental status.
Hyperglycemia may be detrimental to patients at risk for cerebral ischemia such as victims of
stroke, cardiac arrest, and head trauma.
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Hyperkalemia

History Signs & Symptoms Differential

Renal failure Serious ECG changes CHF

Dialysis consistent with hyperkalemia, Sepsis

Prolonged crush injury €g: _ Other arrhythmia
Cancer Bradycardia Hyper or hypokalemia
Diabetes Tall, peaked T waves Toxins

Addison’s disease (adrenal Loss of P waves
insufficiency) QRS widening

Hyperkalemic periodic e Tachycardia
paralysis May progress to a very wide

Dehydration complex sine wave QRS

Medications morphology.
PLUS one or more of:

e Muscle weakness
Paralysis
Cardiac arrest
Hypotension
Altered mental status

MT STANDING ORDERS - ADULT
¢ Routine Patient Care.
e 12 Lead ECG, if available

ADVANCED EMT STANDING ORDERS - ADULT

e Establish IV access
e |f systolic blood pressure is less than 90 mmHg, administer fluid in 250 mL boluses.

= Patients should be reassessed frequently, with special attention given to the
lung examination to ensure volume overload does not occur.

RAMEDIC STANDING ORDERS - ADULT

e Maintain continuous cardiac monitoring.
e When ECG interpretation combined with history or clinical presentation suggest
hyperkalemia:
o Calcium gluconate 3 grams IV/IO mixed in 50 -100 mL of 0.9% NaCl over
5 — 10 minutes (preferred for patients with a pulse); if ECG changes persist
may repeat in 5 — 10 minutes, OR
o Calcium chloride 1 gram IV/IO mixed in 50 -100 mL of 0.9% NaCl over 5 - 10
minutes; if ECG changes persist may repeat dose in 5 -10 minutes.

r (For calcium chloride administration, ensure IV patency)

e For patients with suspected metabolic acidosis with QRS widening or bradycardia
on ECG despite therapy with calcium, consider:

o Sodium bicarbonate 1 mEqg/kg IV/IO bolus over 5 minutes, may repeat in 5
minutes.

o Flush line after calcium administration, or administer through second IV site;
sodium bicarb administered with calcium can lead to the precipitation of
calcium.

o Albuterol continuous 10 — 20 mg nebulized.

ee

Crush Injuries Protocol 4.1

e Bradycardia Protocol 3.1
e Cardiac Arrest Protocol 3.2 Protocol Continues >
[ ]
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Hyperkalemia

<’@ocol Continued

RAMEDIC STANDING ORDERS - PEDIATRIC
e Maintain continuous cardiac monitoring.
e |f ECG suggestive of hyperkalemia, consider administering the following:
@ o Calcium gluconate 100 mg/kg IV/IO mixed in 50 -100 mL of 0.9% NacCl with a

maximum of 3 gram/dose over 5 — 10 minutes; if ECG changes persist may
repeat dose in 5 - 10 minutes OR
o  Calcium chloride 20 mg/kg IV/IO mixed in 50 -100 mL of 0.9% NaCl with a
maximum of 1 gram/dose over 5 — 10 minutes; if ECG changes persist may
repeat dose in 5 - 10 minutes
e Albuterol per chart:
Weight Albuterol
<25 kg 25 mg
25 -50 kg 5 mg
> 50 kg 10 mg

ee
e PBradycardia Protocol 3.1
e Cardiac Arrest Protocol 3.2
e Crush Injuries Protocol 4.1

(PEARLS )

Clinical manifestations of hyperkalemia include muscle weakness or paralysis, ECG changes

consistent with hyperkalemia and cardiac arrest.

e Hyperkalemia should be suspected in patients with ECG changes such as tall, peaked T
waves, loss of P waves, QRS widening, and bradycardia or tachycardia. Severe
hyperkalemia may progress to a very wide complex sine wave QRS morphology that,
when fast, is sometimes mistaken for ventricular tachycardia.

Very wide complex (>200msec) PEA may be due to a metabolic cause such as
hyperkalemia, tricyclic anti-depressant overdose or other sodium channel blocker toxicity.
Medical history suggestive of hyperkalemia includes renal failure, dialysis, prolonged crush
injury, cancer, diabetes, Addison’s disease (adrenal insufficiency), hyperkalemic periodic
paralysis, dehydration and certain medications.

Calcium is the first line agent for hyperkalemia.

Calcium chloride is irritating to veins and must not be injected into tissues, since severe
necrosis and sloughing may occur. Administer slowly, taking great care to avoid
extravasation.
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Hyperthermia — Adult & Pediatric 2.10

Indications: Elevated temperature due to environmental exposure, over exertion,
pharmacological agents.
Contraindications: Fever associated with likely infectious illness.

EMR STANDING ORDERS- ADULT & PEDIATRIC
Routine Patient Care.
Move victim to a cool area and shield from the sun or any external heat source.
R Remove as much clothing as is practical and loosen any restrictive garments.
If alert and oriented, give small sips of cool liquids.
Monitor and record vital signs and level of consciousness.

MT STANDING ORDERS- ADULT & PEDIATRIC

Obtain temperature — rectal temperature preferred as appropriate.

If temperature is 40° C (>104°F) or if altered mental status is present, begin

active cooling. Methods of active cooling include:

o Continually misting the exposed skin with tepid water while fanning the
patient (preferred).

o Truncal ice packs and wet towels/sheets may be used, but are less effective
than evaporation.

o Discontinue active cooling when the patient reaches 38.9° C (102°F), or if
shivering occurs and cannot be managed by paramedics (see below).

ADVANCED EMT STANDING ORDERS - ADULT & PEDIATRIC
e ADULT: Consider 500 ml IV fluid bolus for dehydration even if vital signs are

normal.
A e PEDIATRIC: Consider 10 — 20 ml/kg IV fluid bolus for dehydration even if vital
signs are normal.

|02030.4d [edIpaN

ARAMEDIC STANDING ORDERS- ADULT
e If uncontrolled shivering occurs during cooling:
o Midazolam 2.5 mg IV, may repeat once in 5 minutes, OR
o *Midazolam 5 mg IM/IN may repeat once in 5 minutes, OR
P o Lorazepam 1 mg IV, may repeat once in 5 minutes, OR

oL¢C

o Diazepam 5 mg IV, may repeat once in 5 minutes.
RAMEDIC STANDING ORDERS- PEDIATRIC

e If uncontrolled shivering occurs during cooling:
o Midazolam 0.05 mg/kg IV (single maximum dose 2.5 mg), may repeat once in
5 minutes, OR
[ *Midazolam 0.1 mg IM/IN (single maximum dose 5 mg) may repeat once in 5
@ minutes, OR
Lorazepam 0.05 mg/kg IV (maximum dose 1 mg); may repeat once in 5
minutes, OR

o Diazepam 0.1 mg/kg IV (maximum dose 5 mg); may repeat once in 5 minutes.

r GFor IN administration of midazolam use a 5 mg/mL concentration.)

PEARLS:

¢ Exertional hyperthermic patients may be significantly dehydrated, and may require repeat fluid
boluses.

¢ Immersion cooling (ice bath) is the most effective method to lower core body temperature if
proper resources are available.
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2.11A Hypoglycemia — Adult
Hypoglycemic emergency is defined as glucose <60 mg/dl with associated altered mental status. I

MT STANDING ORDERS

e Routine Patient Care.

e Obtain glucose reading.

e Administer 15 — 30 grams commercially prepared glucose gel or equivalent.
o Hypoglycemic patients must be alert enough to swallow and protect

airway.

E If unable to administer glucose gel or equivalent orally, administer
commercially prepared intranasal glucagon or glucagon auto-injector, if
available.

For patients with an insulin pump who are hypoglycemic with associated

altered mental status, and patient cannot ingest oral glucose and glucagon is

not available and ALS is not available remove the pump infusion set.

o Leave the pump connected and running if able to ingest oral glucose or
glucagon is available.

ADVANCED EMT/PARAMEDIC STANDING ORDERS

e Administer dextrose 10% IV via premixed infusion bag (preferred) or prefilled
syringe until mental status returns to baseline and glucose level is greater than
60 mg/dL. IV pump not required.
e [f unable to establish IV access, administer glucagon 1 mg IM.
o Recheck glucose 15 minutes after administration of glucagon.
o May repeat glucagon 1 mg IM if glucose level is < 60 mg/dl with continued
altered mental status.
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patients with severe altered mental status or active seizures and IV access cannot

r Intraosseous (I0) administration of dextrose should be reserved for hypoglycemic
be obtained.

PEARLS:

e Causes of hypoglycemia include medication misuse or overdose, missed meal,
infection, cardiovascular insults (e.g., myocardial infarction, arrhythmia), or changes in
activity (e.g., exercise).
Sulfonylureas (e.qg., glyburide, glipizide) have long half-lives ranging from 12 - 60
hours. Patients with corrected hypoglycemia who are taking these agents are at particular risk
for recurrent symptoms and frequently require hospital admission.
Oral glucose equivalents include 3 - 4 glucose tablets, 4 oz. fruit juice (e.g. orange juice),
non-diet soda, 1 tablespoon of pure New Hampshire maple syrup, sugar, or honey.
Encourage patients who refuse transport after improvement of GCS and are back to baseline
to consume complex carbohydrates (15 grams) and protein (12 — 15 grams) such as peanut
butter toast, mixed nuts, milk or cheese to stabilize blood sugar.
Hypoglycemia may be detrimental to patients at risk for cerebral ischemia, such as victims of
stroke, cardiac arrest, and head trauma.
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Hypoglycemia — Pediatric 2.11P

Hypoglycemic emergency is defined as glucose <60 mg/dl with associated altered mental status. I

MT STANDING ORDERS
e Routine Patient Care.
e Obtain glucose reading.
e Oral glucose: administer commercially prepared glucose gel or equivalent.
E Hypoglycemic patients must be alert enough to swallow and protect airway.

If unable to administer glucose gel or equivalent orally, administer commercially

prepared intranasal glucagon or glucagon auto-injector, if available.

For patients with an insulin pump who are hypoglycemic with associated altered

mental status, and patient cannot ingest oral glucose and glucagon is not

available and ALS is not available remove the pump infusion set.

o Leave the pump connected and running if able to ingest oral glucose or
glucagon is available.

ADVANCED EMT/PARAMEDIC STANDING ORDERS

e Administer dextrose 10% 5 mL/kg IV via premixed infusion bag (preferred) or
prefilled syringe-per Pediatric Color Coded Appendix 3, may repeat every 5
P minutes until mental status returns to baseline and glucose level is greater than

60 mg/dL. IV pump not required.
If unable to obtain IV access:
e Patients < 20 kg (44 Ibs), give glucagon 0.5 mg IM.
e Patients > 20 kg (44 Ibs), give glucagon 1 mg IM.

|02030.1d [edIpaN
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patients with severe altered mental status or active seizures and IV access cannot

‘r Intraosseous (I0) administration of dextrose should be reserved for hypoglycemic
be obtained.

PEARLS:

o Common causes of hypoglycemia include missed meal, infection, or changes in activity (e.g.,
exercise).
Oral glucose equivalents include 3-4 glucose tablets, 4 oz. fruit juice (e.g. orange juice),
non-diet soda, 1 tablespoon of pure New Hampshire maple syrup, sugar, or honey.
Encourage transport to the emergency department for evaluation
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2.12 Hypothermia — Adult & Pediatric

MT STANDING ORDERS - ADULT & PEDIATRIC

e Routine Patient Care.
o Handle gently to avoid rough movement and excess activity.
e Prevent further heat loss:

o Insulate from the ground and shield from wind/water.

o Move to a warm environment.

o Once protected from the elements, gently cut away any wet clothing and dry
patient.

I o Cover with warm blankets including the head and neck.

o Consider use of heat reflective emergency blanket, vapor barrier and/or
commercial hypothermia bag.

o Apply truncal warm packs.

o Patients with moderate to severe hypothermia require active external
rewarming with chemical, electrical, or forced hot-air heating packs or
blankets.

Classify hypothermia clinically based on the presence/absence of vital signs, level

of consciousness and intensity of shivering.

Obtain core temperature, if able. Correct blood glucose if less than 60 mg/dL, see

Hypoglycemia Protocol 2.11.

Support shivering with calorie replacement if alert and able to swallow.

Mildly hypothermic patients with delayed access to a warm environment should

not be allowed to stand or walk for 20 minutes. Keep as warm as possible with

calorie replacement and shelter.

Moderate to severe hypothermic patients should be kept horizontal.

A minimum of 60 second assessment of respirations and pulse is necessary to

confirm respiratory arrest or cardiac arrest.

Patients whose torsos are cool to the touch are likely to have cardiac instability

(systolic blood pressure < 90 mmHg or ventricular arrhythmias, core temperature

<28°C [82°F)).

If pulse and breathing are absent, start CPR unless contraindications exist

o Contraindications to CPR in the hypothermic patient include:

= Chest wall not compressible as whole body is frozen solid.

= Avalanche burial > 35 minutes WITH airway packed with snow.

= Rescuers exhausted or in danger.

= Otherwise meets the criteria for When Not to Start under Resuscitation
Initiation and Termination Protocol 8.15.

*Apparent rigor mortis, dependent lividity or fixed and dilated pupils are NOT a

contraindication for CPR in hypothermia.

AED/defibrillate, if indicated, once per cycle of CPR up to three times. Consider

I(imi('gin)g further defibrillation attempts until core temperature known to be > 30°C

86°F).

Hypothermic patients without contraindications to CPR should have continuous

CPR and should not be considered for Termination of Resuscitation until the core

temperature is above 32°C (90°F) without ROSC.

o Prolonged CPR is not indicated in patients who are thought to have
experienced cardiac arrest prior to cooling (temperature is thought to have
been above 32°C (90°F) at the time of cardiac arrest).

Causes of cardiac arrest before cooling include major trauma, withessed
normothermic arrest, withessed drowning with immediate .submersion, and
avalanche burial > 35 minutes WITH snow packed airway.

When feasible, patients in severe or profound hypothermia with or without

continuing CPR should be transported directly to a center capable of providing

cardiopulmonary bypass (CPB) or extracorporeal membrane oxygenation

(ECMO). Consider air medical transport.

CPR may be delayed or performed intermittently if necessary to accomplish field

evacuation and transport to an ECMO or CPB cent(Tr
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Policy Continues
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2.12 Hypothermia — Adult & Pediatric

Protocol Continues

ADVANCED EMT - ADULT ONLY
PARAMEDIC STANDING ORDERS - ADULT & PEDIATRIC

e Warm IV 0.9% NaCl should be used.
e If pulse and breathing are absent and esophageal or rectal temperature core
/ temperature is < 32°C (89.6°F):
o Continue CPR.
o Give IV medications based on dysrhythmia (consider limiting epinephrine
doses to 3 and increasing interval dosing time to 6 — 10 minutes.

STAGE: COLD STRESSED:
Conscious, shivering, functioning normally, able to care for self.
Core Temp > 35°C (95°F)
Treatment: Warm environment and clothing, warm sweet drinks, and active movement after 20 minutes.

MILD#STAGE: 1) Conscious, shivering
Core Temp 35 to 32°C (95 to 89.6°F)
Treatment: Same as Cold Stressed

MODERATE (STAGE: Il Impaired consciousness, not shivering

Core Temp <32 to 28°C (<89.6 to 82.4°F)

Treatment: Cardiac monitoring, minimal and cautious movements to avoid arrhythmias, horizontal
position and immobilization, full-body insulation, active external and minimally invasive
rewarming techniques (warm environment; chemical, electrical, or forced- air heating packs
or blankets; warm parenteral fluids).

SEVERE (STAGE: Ill) Unconscious, not shivering, vital signs present

Core Temp <28 t0 24°C (<82.4 to 75.2°F) ) ; )

Treatment: HT Il management plus airway management as required; ECMO or CPB in cases with
cardiac instability that is refractory to medical management.

PROFOUND (STAGE: IV}

Core Temp <24°C (<75.2°F) ) ) )

Treatment: HT Il and Il management plus CPR and up to three doses of epinephrine (at an intravenous
or intraosseous dose of 1 m%) and defibrillation, with further dosmﬁ guided by clinical
response; rewarming with ECMO or CPB (if available) or CPR with active external and
alternative internal rewarming.

No vital signs

|02030.4d |edIpaN
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2.13 Nausea/NVomiting - Adult & Pediatric

MT STANDING ORDERS- ADULT & PEDIATRIC

e Routine Patient Care.

e For nausea allow patient to inhale vapor from isopropyl alcohol wipe 3 times
every 15 minutes as tolerated.

ADVANCED EMT STANDING ORDERS- ADULT
n e Consider 500 ml IV fluid bolus for dehydration even if vital signs are

normal.

o May repeat 250 ml IV bolus if transport exceeds 15 minutes and
patient’s condition has not improved.
e Ondansetron 4 mg by PO/IV/IM.

RAMEDIC STANDING ORDERS- ADULT

e Droperidol* 1.25 mg IV/IM
o *Consider EKG when used with other QT prolonging agents OR
Prochlorperazine 5 mg IV/IM OR
Metoclopramide 5 mg IV.

o May repeat any of the above medications once after 10 minutes if
nausea/vomiting persists.

For dystonic reactions:
e Administer diphenhydramine 25 — 50 mg IV/IM.

RAMEDIC STANDING ORDERS- PEDIATRIC

e Consider 10 — 20ml/kg IV fluid bolus for dehydration even if vital signs are

e normal.
00

& e Ondansetron 2 mg ODT for patients 8 -15 kg, 4 mg ODT patients = 16 kg OR
e Ondansetron 0.1 mg/kg IV (maximum single dose 4 mg).
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DVANCED EMT/PARAMEDIC EXTENDED CARE ORDERS
e For motion sickness: administer diphenhydramine:
o Adult: 25 mg by mouth.
X o Ages 2 -5 years: 6.25 mg by mouth.
o Ages 6 — 11 years: 12.5 - 25 mg by mouth.

May repeat IM prochlorperazine or metoclopramide every 4 - 6 hours as
needed. (Paramedic only).

PEARLS:

¢ To reduce incidence of dystonic reactions, administer prochlorperazine and
metoclopramide slowly over 1 - 2 minutes.

e Use prochlorperazine with caution in women of child bearing ages.
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Nerve Agents
Organophosphate Poisoning - Adult

EMR/EMT/ADVANCED EMT STANDING ORDERS

Routine Patient Care.
Assess for SLUDGEM [Salivation, Lacrimation, Urination, Defecation, Gastric
upset, Emesis, Muscle twitching/Miosis (constricted pupils) and KILLER Bs
(Bradycardia, Bronchorrhea, Bronchospasm).
Remove to cold zone after decontamination and monitor for symptoms.
Antidotal therapy should be started as soon as symptoms appear.
Antidote auto-injections must be administered IM.

Determine dosing according to the following symptom assessment and guidelines.

e |If multiple patients consider activation of local CHEMPACK, per regional plan.

2.14A

Signs & Symptoms of Autoinjector Dose and Maintenance

Tag Color SLUDGEM Monitoring Interval Dose

Apnea 3 Atropine/pralidoxime auto- 1 Atropine/

RED Convulsions injectors AND pralidoxime auto-
Unconscioushess 1 diazepam (10 mg) auto- injector every hour

Flaccid paralysis injector for 3 hours

Dygpnga 1 Atropine/pralidoxime auto-
Twitching . injector AND
Nausea, vomiting Monitor every 10 minutes for

Sweating, anxiety changes in signs and
Confusion, headache Sympggoms °

Constricted pupils, eye
pain, visual impairment
Restlessness, weakness

GREEN Asymptomatic Monitor every 10 — 15 minutes for evidence of
None exposure.

YELLOW

|02030.1d [edIpaN

ARAMEDIC STANDING ORDERS
e [f field conditions permit, initiate cardiac monitoring and consider the administration of
IV medications.
e |f symptoms persist after the administration of 3 atropine/pralidoxime auto-injectors or if
atropine/pralidoxime auto-injectors are not available:
o Atropine 2 mg IV/IM; repeat every 5 minutes until secretions clear.
Pralidoxime:
= 1 -2gramsin 50 - 250 mL of 0.9% NacCl, over 15 — 30 minutes (pump not
required), may repeat within 1 hour if muscle weakness and fasciculations are
not relieved. Additional doses may be needed every 3 — 8 hours, if signs or
symptoms recur.
Diazepam 5 mg IV every 5 minutes; or 10 mg IM or diazepam auto-injector (10mg)
every 10 minutes, as needed.
Instead of diazepam, may use either:
= |Lorazepam 2 - 4 mg IV; repeat every 5 minutes as needed, OR
= Midazolam 5 mg IV every 5 minutes as needed, OR
=  *Midazolam 10 mg IM/IN every 5 minutes as needed.
ARAMEDIC MEDICAL CONTROL — MAY CONSIDER:
Pralidoxime maintenance infusion:
Pralidoxime: Initial dose 1 — 2 gram followed by a continuous infusion at 500 mg/hr.

% GFor IN administration of midazolam use a 5 mg/mL concentration.)

New Hampshire Department of Safety, Division of Fire Standards and Training & Emergency Medical Services 2024




S
®
a
0
=
T
q
)
-,
)
0
=

14 X4

2.14P

Nerve Agents

(4 N

Organophosphate Poisoning — Pediatric j¢®
EMR/EMT/ADVANCED EMT STANDING ORDERS

Routine Patient Care.
Assess for SLUDGEM [Salivation, Lacrimation, Urination, Defecation, Gastric
upset, Emesis, Muscle twitching/Miosis (constricted pupils) and KILLER Bs
(Bradycardia, Bronchorrhea, Bronchospasm).
Remove to cold zone after decontamination and monitor for symptoms.
Antidotal therapy should be started as soon as symptoms appeatr.
Antidote auto-injections must be administered IM.
Determine dosing according to the following symptom assessment and guidelines.
e |f multiple patients consider activation of local CHEMPACK, per regional plan.

Tag Color

Signs & .
Symptoms of | Autoinjector Dose and Monitoring Interval Malrgenance
SLUDGEM ose

RED
(Pediatric)

Apnea 1 Peds Atropine Auto-Injector 1 Atropine Auto-
Convulsions

Unconsciousness | Age <1 (O.Smg) * _ Injector (0.5mg)
Flaccid paralysis year | Monitor every 3 minutes for every3—-5
Dyspnea changes in signs and symptoms | minutes, as
Twitching ded
Nausea, vomiting : . neeaed.
Sweating, anxiety 1 Atropine/pralidoxime auto-
Confusion injector
' Age>1 : .

gg&lsstncted year | Monitor every 3 minutes for
Restle'ssness, changes in signs and symptoms
weakness

GREEN
(Pediatric)

Asymptomatic None
None Monitor every 10 minutes for evidence of exposure.

* Atropine/pralidoxime auto-injectors may be used for pediatric patients < 1 year old in a life-
threatening situation with exposure symptoms when no pediatric doses of atropine or pralidoxime
chloride are available.

ARAMEDIC STANDING ORDERS

If field conditions permit, initate cardiac monitoring and consider the administration of IV
medications.
If symptoms persist after the administration of 3 atroprine/pralidoxime auto-injectors or if
atroprine/pralidoxime auto-injector are not available:
o Atropine 0.05 - 0.1 mg/kg IV (preferred) or IM (minimum dose of 0.1 mg, maximum
single dose 5 mg); repeat every 2 — 5 minutes as needed.
o Pralidoxime:
= Infuse 20 — 50 mg/kg (maximum 2 grams) in 50 - 250 mL of 0.9% NacCl, over 30
minutes (pump not required) may repeat in 1 hour if muscle weakness and
fasciculations are not relieved. Additional doses may be needed every 10 — 12
hours, if signs and symptoms recur.
Diazepam 0.2 mg/kg IV (maximum single dose 10 mg), repeat every 5 minutes as
needed.
Instead of diazepam, may use either:
= Lorazepam 0.1 mg/kg IV (single maximum dose of 4 mg), repeat every 5 minutes
as needed, OR
Midazolam 0.1 mg/kg IV, (single maximum dose 5 mg),repeat every 5 minutes as
needed, OR
= *Midazolam 0.2 mg IM/IN (single maximum dose 10 mg), repeat every 5 minutes
as needed.

Pralidoxime maintenance infusion:

Initial does of 20 — 50 mg/kg, to a maximum dose of 1 gram, followed by continuous
infusion at 10 — 20 ma/ka/hr.

r

*For IN administration of midazolam use a 5 mg/mL concentration.
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Newborn Resuscitation 2.15

EMR/EMT/ADVANCED EMT STANDING ORDERS

Routine Patient Care—initial steps identified in Childbirth & Newborn Care Protocol

2.6.

Continue warming techniques during resuscitation efforts.

If the mouth or nose is obstructed or heavy secretions are present, suction

oropharynx then nares using a bulb syringe or mechanical suction using the lowest

pressure that effectively removes the secretions, not to exceed 100 mmHg.

If ventilations are inadequate, or if the chest fails to rise, or the heart rate is less

than 100, initiate positive pressure (bag-valve-mask) ventilations at 40 — 60 breaths

per minute using room air.

o Inflation pressures should be individualized to achieve chest rise with each
breath. Be aware that bag-valve-mask pop-off valves may deliver inconsistent
results.

After 30 seconds of ventilations, assess heart rate:

o Auscultate apical beat with a stethoscope or palpate the pulse by lightly
grasping the base of the umbilical cord.

For heart rate <100, reassess ventilatory technique and continue ventilations.

For heart rate <60 after attempts to correct ventilations:

o Initiate CPR at a 3:1 ratio (for a rate of 90 compression/minute and 30
ventilations/minute). Minimize interruptions. Reassess every 60 seconds; if not
improving, continue CPR with 100% oxygen until recovery of a normal heart
rate, then resume room air.

o When newborn is stabilized see Childbirth & Newborn Care Protocol 2.6.

RAMEDIC STANDING ORDERS

e If there is airway or ventilatory compromise due to meconium or other airway
obstruction consider endotracheal suctioning using meconium aspirator and/or
endotracheal intubation.

If bag valve mask ventilation is inadequate or chest compressions are indicated,

consider intubation using a 3.0 mm or 4.0 mm endotracheal tube. (For an infant

born before 28 weeks gestation, a 2.5mm endotracheal tube should be used.)

o Heart rate and EtCO; are the best indicators of whether the tube is properly
placed in the trachea.

e Establish IV/IO. Obtain blood sample if possible.

o If hypovolemia is suspected, administer 10 ml/kg bolus over 5 — 10 minutes.

o If the heart rate fails to improve with chest compressions, administer
epinephrine (0.1 mg/mL concentration) 0.01 — 0.03 mg/kg IV (0.1 — 0.3 ml/kg).
IV is preferred route for epinephrine (0.1 mg/mL concentration) — if there is a
delay in establishing access, may administer via ETT 0.05 to 0.1 mg/kg .
If glucose level is <60 mg/dI:
= Administer dextrose per Pediatric Color Coded Appendix A3.

PEARLS:

ALS NOTES: Flush all meds with 0.5 to 1.0 ml 0.9% NacCl and follow all ETT meds with
positive-pressure ventilation.

New Hampshire Department of Safety, Division of Fire Standards and Training & Emergency Medical Services 2024
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2.16 Obstetrical Emergencies

Recognition:
3rd trimester bleeding: vaginal bleeding occurring = 28 weeks of gestation.
Preterm labor: onset of labor/contractions prior to the 37th week of gestation
Malpresentation: presentation of the fetal buttocks or limbs.
Prolapsed umbilical cord: umbilical cord precedes the fetus.
Shoulder dystocia: failure of the fetal shoulder to deliver shortly after delivery of the head.
Postpartum hemorrhage: Active bleeding after uterine message and oxytocin administration.
Pre-eclampsia/Eclampsia: BP> 160/100, severe headache, visual disturbances, edema, RUQ
pain, seizures

MR & EMT STANDING ORDERS
¢ Routine Patient Care

¢ Do not delay transport for patients with obstetrical emergencies, provide early
notification to the receiving facility.
e |f gestational age is known to be < 20 weeks, transport to closest hospital.

e |f gestational age is known to be > 20 weeks or fundus is palpable at or above

the umbilicus, contact Medical Control and follow local OB diversion protocaol, if

N available.

For third trimester bleeding

e Suspect placenta previa (placenta is implanted in the lower uterine segment)

e Suspect placental abruption (placenta is separated from the uterine wall before
delivery); because hemorrhage may occur into the pelvic cavity, shock can
develop despite relatively little vaginal bleeding.

e Do not perform digital examination

e Place patient in the left lateral position

e Monitor hemodynamic stability (see Shock Protocol 2.22)

I For breech birth (presentation of buttock):

e Do not pull on newborn. Support newborn and allow delivery to proceed
normally.

o If the legs have delivered, gently elevate the trunk and legs to aid delivery of
the head.
If the head is not delivered within 30 seconds of the legs, place two fingers into
the vagina to locate the infant's mouth. Press the vaginal wall away from the
infant’s mouth to maintain the fetal airway.

For limb presentation:

e Place mother in knee-chest or Trendelenburg position.

e Do not attempt delivery; transport emergently as surgery is likely.

For prolapsed cord:

e Discourage pushing by the mother

e Place mother in knee-chest or Trendelenburg position. 7

e Place a gloved hand into the mother’s vagina and decompress the |
umbilical cord by elevating the presenting fetal part off of the cord. ==/

e Wrap cord in warm, sterile saline soaked dressing.

For shoulder dystocia:

Suspect if newborn’s head delivers normally and then retracts

back into perineum because shoulders are trapped.

Discourage pushing by the mother

Support the baby’s head, do not pull on it.

Suction the nasopharynx and oropharynx, as needed

Position mother with buttocks dropped off end of stretcher and thighs flexed
upward. Apply firm pressure with an open hand immediately above pubic
symphysis (McRobert’'s maneuver).

If the above method is unsuccessful, consider rolling the patient to the all fours
position. Policy Continues
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Obstetrical Emergencies 2.16

Policy Continued

MR & EMT STANDING ORDERS
For postpartum hemorrhage:

e Vigorously massage fundus until uterus is firm.
e If possible initiate breast feeding newborn.

For cardiac arrest in the pregnant patient (regardless of etiology)

e For patient = 20 week gestation or if the fundus is palpable at or above the level
of the umbilicus, apply left lateral uterine displacement (LUD) with the patient in
the supine position to decrease aortocaval compression. LUD should be
maintained during CPR. If ROSC is achieved, the patient should be placed in
the left lateral recombent. Transport to nearest emergency department.

e See Cardiac Arrest Protocol 3.2A

ADVANCED EMT STANDING ORDERS
e Establish IV access.
For preterm labor:
o 20 mL/kg IV fluid may repeat once
After delivery:
o Oxytocin 10 Units IM.
o Note: In multiple pregnancy, do not give until all babies are delivered.

RAMEDIC STANDING ORDERS
P e Ongoing bleeding after uterine massage and oxytocin administration, consider

Tranexamic Acid (TXA):
o Mix 1 gram of TXA in 50 - 100 ml of 0.9% NacCl; infuse over approximately
10 minutes IV or IO

PEARL:

The amount of bleeding is difficult to estimate. Menstrual pad holds between 5 - 15 mL depending
on type of pad. Maternity pad holds 100 mL when completely saturated. Chux pad holds

500 mL. Estimate the amount of bleeding by number of saturated pads in last 6 hours.

Consider transporting the soiled linen to the hospital to help estimate blood loss.

PRE-ECLAMPSIA /| ECLAMPSIA

Pre-eclampsia/Eclampsia is most commonly seen in the last 10 weeks of gestation, during labor,
or up to 6 weeks post-partum.

MT/ADVANCED EMT STANDING ORDERS
e Routine Patient Care.
e Ensure quiet environment / dim lights / limited use of siren.
e |f pregnant, place patient in left lateral recumbent position.

ADVANCED EMT STANDING ORDERS
e Establish IV access.

ARAMEDIC STANDING ORDERS

For patients with SBP > 160 mmHg or DBP > 110 mmHg:

e Labetalol 20 mg IV, may repeat in 10 to 30 minutes increasing in increments of 20 mg to a
maximum of 80 mg OR

¢ Nifedipine 30 mg PO

For patients in the third trimester of pregnancy or post-partum who are seizing or who are post-

ictal:

e Magnesium sulfate, 4 grams IV (mix in 100 mL 0.9% NaCl) bolus over 10 minutes, then
consider 1 gram/hr continuous infusion see_Seizure Protocol 2.20A.

e Contact Medical Control and follow local OB Diversion Protocol.

New Hampshire Department of Safety, Division of Fire Standards and Training & Emergency Medical Services 2024
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2.17A Opioid Overdose — Adult
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EMR & EMT STANDING ORDERS
[ ]

Routine Patient Care.

Naloxone should be administered to those with signs and symptoms of

hypoventilation from opioid intoxication, as follows:

o Naloxone 1 mg (1 mL) per nostril (IN) via prefilled syringe and atomizer for a
total of 2 mg OR
Naloxone 4 mg (0.5 mL) commercially prepared nasal spray.

o Repeat every 5 - 10 minutes (maximum 10 mg) until respiratory depression
resolves and not necessarily until return of consciousness.

o Monitor the patient for recurrent respiratory depression and decreased mental
status.

Determine and document if bystander naloxone was given.

If you suspect a poisoning or overdose by any other substance than an opioid

see the Poisoning and Overdose Protocol 2.19.

DVANCED EMT/PARAMEDIC STANDING ORDERS

e Naloxone 0.4 — 2.0 mg IV, repeat every 2 - 3 minutes (maximum 10 mg) until
respiratory depression resolves and not necessarily until return of
consciousness.

Naloxone 0.4 — 2.0 mg IM, repeat every 5 - 10 minutes (maximum 10 mg) until
respiratory depression resolves and not necessarily until return of
consciousness.

Patient may become agitated or violent following naloxone administration due to opioid
withdrawal/hypoxia.

Patient may have used more than one type of substance use and reversal of the opiate
may unmask the effects of other substances which could lead to violence or other signs
and symptoms.

Naloxone Administration Kits
EMS units may choose to stock their ambulances with naloxone administration kits intended
to be left at the scene where a suspected overdose patient was treated.
Instructions on use as well as direction to area resources, to include the NH Statewide
Addiction Crisis Line 211, should also be attempted.
Leave-behind naloxone administration kits must be separate from the medication used for
patient care.
Naloxone administration kits should not be left at the scene where a patient has a known
allergy to naloxone or kit constituents.

PEARLS:
Signs and symptoms can include respiratory depression, apnea, altered mental status and/or
pinpoint pupils.
Intranasal naloxone may take up to 10 minutes to have effect. Repeat dosing should only be
considered after an adequate amount of time has passed for medication effects to be seen.
Capnography may be helpful for monitoring respiratory status and titrating to lowest effective
naloxone dose. See Capnography Procedure 6.3.
The clinical opioid reversal effect of naloxone is limited and may end within an hour, whereas
some opioids may have extended release and therefore may have longer durations.

New Hampshire Department of Safety, Division of Fire Standards and Training & Emergency Medical Services 2024




Opioid Overdose — Pediatric 2.17P

EMR/EMT STANDING ORDERS

Routine Patient Care.
Naloxone should be administered to those with signs and symptoms of
hypoventilation from opioid intoxication, as follows:
o Infant & Toddler:
= Naloxone 0.5 mg (0.5 mL) per nostril for a total of 1 mg.
o Small Child and larger:
= Naloxone 1 mg (1 mL) per nostril for a total of 2 mg OR
= Naloxone 4 mg (0.5 mL) commercially prepared nasal spray.
o Monitor the patient for recurrent respiratory depression and decreased
mental status.
o For additional doses call Medical Control.
Determine and document if bystander naloxone was given.
If you suspect a poisoning or overdose by any other substance than an opioid
see the Poisoning and Overdose Protocol 2.19.

ADVANCED EMT/PARAMEDIC STANDING ORDERS
Naloxone 0.1 mg/kg IN/IV refer to Pediatric Color Coded Appendix 3, repeat
every 2 — 3 minutes (maximum 10 mg) until respiratory depression resolves
and not necessarily until return of consciousness.
Naloxone 0.1 mg/kg IM refer to Pediatric Color Coded Appendix 3, repeat
every 5 — 10 minutes (maximum 10 mg) until respiratory depression resolves
and not necessarily until return of consciousness.

Patient may become agitated or violent following naloxone administration due to\
opioid withdrawal/hypoxia.

Patient may have used more than one type of substance use and reversal of the
opiate may unmask the effects of other substances which could lead to violence
or other signs and symptoms.

[02030.1d [edIpaN
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Naloxone Administration Kits

EMS units may choose to stock their ambulances with naloxone administration kits intended

to be left at the scene where a suspected overdose patient was treated.

e Instructions on use as well as direction to area resources, to include the NH Statewide
Addiction Crisis Line 211, should also be attempted.
Leave-behind naloxone administration kits must be separate from the medication used for
patient care.
Naloxone administration kits should not be left at the scene where a patient has a known
allergy to naloxone or kit constituents.

PEARLS:

e Signs and symptoms can include respiratory depression, apnea, altered mental status and/or
pinpoint pupils.
Intranasal naloxone may take up to 10 minutes to have effect. Repeat dosing should only be
considered after an adequate amount of time has passed for medication effects to be seen.
Capnography may be helpful for monitoring respiratory status and titrating to lowest effective
naloxone dose. See Capnography Procedure 6.1.
The clinical opioid reversal effect of naloxone is limited and may end within an hour, whereas
some opioids may have extended release and therefore may have longer durations.

New Hampshire Department of Safety, Division of Fire Standards and Training & Emergency Medical Services 2024




2.18A  Pain Management — Adult
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MT STANDING ORDERS
e Routine Patient Care.
Use ample padding when splinting musculoskeletal injuries.
Consider the application of a cold pack.
Have the patient rate his/her pain from 0 to 10, or use another appropriate pain scale.
If there is a language barrier, use self report scale, see Pain — Pediatric Protocol
2.18P.
If not contraindicated, consider :

o Acetaminophen 325 — 1000 mg PO, no repeat OR

o lbuprofen 600 mg PO, no repeat.
For moderate to severe pain consider paramedic intercept.

/Contraindications of acetaminophen: o

e Hypersensitivity to acetaminophen or any component of the formulation; severe hepatic
impairment or severe active liver disease. Use with caution if history of alcohol abuse.
Do not use with other drug products containing acetaminophen within last four hours.

Contraindications of ibuprofen:

e Hypersensitivity to ibuprofen; cerebrovascular bleeding or other bleeding disorders,
active gastric bleeding, administration of a medication containing ibuprofen within last
six hours.

)

AEMT STANDING ORDERS

Nitrous oxide: The patient must be able to self-administer this medication.
Nitrous oxide is contraindicated in patients with abdominal pain, blunt chest trauma,

head-injury, or diving-emergency patients.
e Note: Nitrous oxide may only be used if patient has not received an EMS-administered
opiate or ketamine. A ventilation fan should be used while administering nitrous oxide.

e Acetaminophen, if not already administered PO:
o 1000 mg IV, over approximately 10 minutes.

RAMEDIC STANDING ORDERS

e Ketorolac 15 mg IV/IM.
o Consider as first line in renal colic.
For severe pain or pain refractory to above, consider one of the following opiates:

Fentanyl:
P o 25-100 micrograms IV, every 2 — 5 minutes to a total of 300 micrograms titrated to
pain relief;
o 50 - 100 micrograms IM/IN, every 5 minutes to a total of 300 micrograms titrated to
pain relief, OR
Hydromorphone:
o 0.5-1mg]lV, every 10 minutes to a total of 4 mg titrated to pain relief and if systolic
BP is >100 mmHg,
o 1-2mg IM every 20 minutes to a total of 4 mg titrated to pain relief and if systolic
BP is greater than 100 mmHg, OR
Morphine:
o 2-10mg IV/IM every 10 minutes to a total of 20 mg titrated to pain relief and if
systolic BP is >100 mmHg.
e Antidote: For hypoventilation from opiate administration by EMS personnel, assist
vsgtgations and administer naloxone as directed in the Opioid Overdose Protocol 2.17A.
AND

e Ketamine:

o 10-20 mg IV diluted in 50 — 100 mL 0.9% NaCl or D5W over 10 minutes (no IV
pump needed) may repeat every 5 minutes to a total of 40 mg, as tolerated, OR
o 25-50 mg IM/IN may repeat every 30 minutes, as tolerated.

‘ Protocol Continues
|

New Hampshire Department of Safety, Division of Fire Standards and Training & Emergency Medical Services 2024




Pain Management — Adult  2.18A

Protocol Continued

RAMEDIC STANDING ORDERS

For nausea: see Nausea/Vomiting 2.13 Protocol.
Contact Medical Control for guidance in patients with:

e Altered mental status OR
'\ e Additional doses of a medication, OR
e Benzodiazepine administration in conjunction with narcotic administration for
patients with musculoskeletal spasms.

65 years of age; lower doses should be considered.
e Use caution for altered mental status, hypoventilation, or hypotension.

Y e Medications should be administered cautiously in frail, debilitated, or patients over
e A ventilation fan should be used while administering nitrious oxide

Avoid ketorolac in patients with NSAID allergy, aspirin-sensitive asthma, renal

ﬂ Ensufﬁciency, pregnancy, or known peptic ulcer disease.

Ketamine is contraindicated in patients unable to tolerate hyperdynamic states such as
those with known or suspected aortic dissection, myocardial infarction, and aortic
aneurysm.

|02030.4d [edIpaN
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(PEARLS:

e Ketamine should be considered in patients with severe pain, hemodynamic compromise,
pain refractory to opiates, patients on chronic opiate treatment (e.g., Methadone,
Buprenophine), and patients with history of substance use disorder.

Ketamine may cause appearance of intoxication at higher doses. Dysphoria (emergence
reaction) may occur as the medication effects wear off.

Place the patient in a position of comfort, if possible.

Avoid coaching the patient; simply ask them to rate his/her pain on a scale from 0 — 10,
where 0 is no pain at all and 10 is the worst pain they have ever experienced.

Reassess the patient’s pain level and vital signs every 5 minutes.

Narcotics are not recommended for first line treatment of headache and should be reserved
for severe headaches only. )
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2.18P Pain Management — Pediatric

MT STANDING ORDERS
e Routine Patient Care.

Place the patient in position of comfort

Use ample padding when splinting musculoskeletal injuries.
Consider the application of a cold pack for 30 minutes.

If not contraindicated, consider :

o Acetaminophen 15 mg/kg PO, no repeat OR

o lbuprofen 10 mg/kg PO, no repeat

@or adminsitration of ibuprofen use 100mg/5mL concentration. )

Weight | Weight Tylenol Ibuprofen
mg mL mg mL
(bs) | (k&) o5 L - n
Dose (mg) |Volume (mL)| Dose (mg) |Volume (mL)
60 18 HOLD HOLD
97.5 3.0 HOLD HOLD

12.0-14.0 195 6.1 130 6.5
15-18 7.7 130 6.5

24 -28 405 270
30-36 540 360 18
@ T : ; Y
Contraindications of acetaminophen:

\ e Hypersensitivity to acetaminophen or any component of the formulation; severe

hepatic impairment or severe active liver disease. Use with caution if history of
alcohol abuse. Do not use with other drug products containing acetaminophen
within last four hours.

Contraindications of ibuprofen:

e Hypersensitivity to ibuprofen; cerebrovascular bleeding or other bleeding
disorders, active gastric bleeding, administration of a medication containing

\ ibuprofen within last six hours.
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AEMT STANDING ORDERS

e Nitrous oxide: Patient must be able to self-administer this medication. Nitronox is
contraindicated in patients with abdominal pain, blunt chest trauma, head injury,
or diving-emergency patients.

Note: Nitrous oxide may only be used if the patient has not received an EMS-
administered opiate or ketamine and a ventilation fan should be used while
administering nitrous oxide.

e For moderate to severe pain consider paramedic intercept

e Rate the patient’s pain:

o Children greater than 8 years of age:
= Ask the patient to rate pain on a scale from 0 — 10
o Children 3 — 8 years of age:
= Use the Wong-Bakers FACES Scale see Pain Management - Pediatric
Protocol 2.18P Page 2.
o Children less than 3 years of age or non-verbal:
= Use the r-FLACC Pain Scale, see Pain Management - Pediatric Protocol

2.18P Page 3.
Protocol Continues >
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Pain Management - Pediatric 2.18P

Protocol Continued

ARAMEDIC STANDING ORDERS

e Acetaminophen 15 mg/kg IV (maximum dose 1000 mg), over approximately 10
minutes, pump required if dose less than 1000 mg.

For severe pain or pain refractory to above, consider one of the following opiates:

e Fentanyl 0.5 - 1.0 micrograms/kg IV/IM/IN (maximum dose 100 micrograms) may
repeat 0.5 micrograms/kg (maximum dose 50 micrograms) every 5 minutes. May be
repeated to a total of 3 doses, OR
Hydromorphone 0.01 — 0.02 mg/kg (maximum dose 1 mg) IV every 10 minutes to a
total of 4 mg titrated to pain relief and if systolic BP is greater than 100 mmHg OR
Morphine 0.1 mg/kg IV (maximum dose 5 mg) if systolic BP is greater than 100
mmHg, may repeat 0.05 mg/kg (maximum dose 2.5 mg) every 5 minutes. May be
repeated to a total of 3 doses.

Antidote: For hypoventilation from opiate administration by EMS personnel, assist
ventilations and administer naloxone as directed in the Opioid Overdose Protocol 2.17P.

AND/OR
e Ketamine for patient > 3 months:
o 0.5 -1 mg/kg (maximum dose 50 mg) IN OR
o 0.1-0.25 mg/kg (maximum dose 20 mg) IV diluted in 50 mL 0.9% NaCl or D5W
over 10 minutes (no IV pump needed).

Antidote: For dysphoria (emergence reaction) caused by ketamine administer midazolam
0.05 mg/kg IV (single maximum dose of 2.5 mg) or *0.1 mg/kg IM/IN (single maximum
dose 5 mg), may repeat once in 5 minutes.

For nausea: See Nausea/Vomiting 2.13 Protocol

Contact Medical Control for guidance regarding:

o Altered mental status OR

o Requests to provide additional doses of a medication.

|02030.1d [edIpaN

d8lL'e

Ketamine is contraindicated in patients unable to tolerate hyperdynamic states
such as those with known or suspected aortic dissection, myocardial infarction, and
aortic aneurysm.

Avoid ketorolac in patients with NSAID allergy, aspirin-sensitive asthma, renal
insufficiency, pregnancy, or known peptic ulcer disease.

’rGFor IN administration of midazolam use a 5 mg/mL concentration)

Wong-Baker FACES™ Pain Rating Scale

NN — - —~ o~ i

O o® o6 ® SO A~
~~ — (8] o —~ ) R-)%

\_/ N ot —_— e, = —
No Hurts Hurts Little Hurts Hurts Hurts
Hurt Little Bit More Even More Whole Lot Worst

{ Protocol Continues
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Protocol Continued

(PEARLS:

refractory to opiates, patients on chronic opiate treatment.
Ketamine dosing is based on Pediatric Color Coded Appendix
Ketamine may cause appearance of intoxication at higher doses. Dysphoria may occur as the
medication effects wear off.
Avoid coaching the patient; simply ask him/her to rate his/her pain on a scale from 0 — 10,
where 0 is no pain at all and 10 is the worst pain the patient has ever experienced.

Give reassurance, psychological support, and distraction.

Ketamine should be considered in patients with severe pain, hemodynamic compromise, pain

Reassess the patient’s pain level and vital signs every 5 minutes.

~

Faces Legs Activity Cry Consolability Revised Scale (FLACC-R)

| Categories
Face

" Acii;/ity

Consolability

0
No particular
expression or smile

Normal position or

relaxed, usual tone &
motion to limbs

Lying quietly, normal
position, moves
easily, regular,
rhythmic respirations

"No cry (awake or
asleep)

Content, relaxed

[ 1

I -

Occasional grimace or
frown, withdrawn,
disinterested, sad,
appears worried

Uneasy, restless, tense,

occasional tremors

[ 'Squirm'ing, sh'i'f'ti'ng back

—

and forth, tense,
tense/guarded
movements, mildly
agitated,
shallow/splinting
respirations, intermittent
sighs _
Moans or whimpers;
occasional complaint,
occasional verbal
outbursts, constant

| grunting
| Reassured by occasional

touching, hugging or being
talked to, distractible

2

Frequent to constant
quivering chin, clenched
jaw, distressed looking
face, expression of

| fright/panic

Kicking, or legs drawn up, 4
marked increase in
spasticity, constant
tremors, jerking
Arched, rigid or jerking,
severe agitation, head
banging, shivering,

breath holding, gasping,
severe splinting

Crying steadily, screams
or sobs, frequent
complaints, repeated
outbursts, constant
grunting

Difficult to console or
comfort, pushing
caregiver away, resisting
care or comfort
measures

Each of the five categories (F) Face; (L) Legs; (A) Activity; (C) Cry; (C) Consolability is scored from 0-2, which results in
a total score between zero and ten.

Patients who are awake: Observe for at least 1-2 minutes. Observe legs and body uncovered. Reposition patient or
observe activity, assess body for tenseness and tone. Initiate consoling interventions if needed

Patients who are asleep: Observe for at least 2 minutes or longer. Observe body and legs uncovered. If possible
reposition the patient. Touch the body and assess for tenseness and tone.

The revised-FLACC can be used for all non-verbal children. The additional descriptors (in bold) are descriptors

validated in children with cognitive impairment. The nurse can review with parents the descriptors within each category.
Ask them if there are additional behaviors that are better indicators of pain in their child. Add these behaviors to the tool
in the appropriate category.

© 2002, The Regents of the University of Michigan. All Rights Reserved 09-09-2009
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L[R2/l Poisoning/Overdose — Adult  2.19A

1-800-222-1222

EMR/EMT/ADVANCED EMT STANDING ORDERS

Routine Patient Care.
Prior to calling Poison Control attempt to identify substance, quantity, time/route
of exposure and patient information (weight, medications, history, intentional,
accidental).
Contact Poison Control at (800) 222-1222 as soon as practical.
Ingested Poison:

N Consider activated charcoal 25 — 50 grams by mouth if recommended by

Poison Control or Medical Control. (EMT only)

For suspected opiate overdose with severe respiratory depression, see Opioid
Overdose Protocol 2.17A.

e For suspected isolated cyanide poisoning, see Smoke Inhalation Protocol 2.23A.

RAMEDIC STANDING ORDERS
Suggested Treatments

Beta Blocker and Calcium Channel Blocker refer to Bradycardia Protocol 3.1A .

Dystonic Reaction:

o Diphenhydramine 25 — 50 mg IV/IM.

Organophosphates, see Nerve Agent/Organophosphate Protocol 2.14A.

Suspected Sympathomimetic/Stimulant:

o Midazolam 2.5 mg IV, may repeat once in 5 minutes, OR

o *Midazolam 5 mg IM/IN, may repeat once in 5 minutes, OR

o Lorazepam 1 mg IV, may repeat once in 5 minutes, OR

o Diazepam 5 mg IV, may repeat once in 5 minutes.

Tricyclic with symptomatic dysrhythmias, (e.g., tachycardia and wide QRS > 100

milliseconds):

o Sodium bicarbonate 1 mEqg/kg IV/IO bolus over 5 minutes, may repeat in 5
minutes..

[090}0.d |edIpo9A
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f GFor IN administration of midazolam use a 5 mg/mL concentration.)

treatments or antidotes may be appropriate as directed by on-line medical control

Y This protocol is designed to provide general guidelines for treatment. Specific
or in consultation with Poison Control.

PEARLS:
e |If possible, bring container/bottles and/or contents.
e Pulse oximetry may NOT be accurate for toxic inhalational patients.

e Capnography may be helpful for monitoring respiratory status. See Capnography Procedure
6.1.

Protocol Continues
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2.19A Poisoning/Overdose — Adult

Protocol Continued

Signs & Symptoms, which may or may not be present:

Acetaminophen: Initially no sign/symptoms or nausea/vomiting. If not detected and treated,
may cause irreversible liver failure.

Akathisia: May consist of feelings of anxiety, agitation, and jitteriness, as well as inability to sit
still / pacing. This may be induced by antipsychotics, such as haloperidol, or anti-emetics such
as prochlorperazine or metoclopramide.

Anticholinergic: Tachycardia, fever, dilated pupils, mental status changes. Blind as a bat
(blurred vision). Dry as a bone (dry mouth). Red as a beet (flushing). Mad as a hatter
(confusion). Hot as a hare (hyperthermia).

Aspirin: Abdominal pain, vomiting, tachypnea, fever and/or altered mental status. If not
detected and treated may cause renal dysfunction, liver failure, and/or cerebral edema
Cardiac Medications: Dysrhythmias, altered mental status, hypotension, hypoglycemia.
Depressants: Bradycardia, hypotension, decreased temperature, decreased respirations,
non-specific pupils.

Dystonic Reaction: Neurological movement disorder, in which sustained muscle contractions
cause twisting and repetitive movements or abnormal postures. This may be induced by
antipsychotics, such as haloperidol, or anti-emetics such as prochlorperazine or
metoclopramide.

Opiate: Respiratory depression or arrest, pinpoint pupils, decreased mental status. See
Opioid Overdose Protocol 2.17A.

Organophosphates: Bradycardia, increased secretions, nausea, vomiting, diarrhea, pinpoint
pupils. DUMBELLS: Diarrhea, Urination, Miosis/muscle weakness, Brochorrhea, Bradycardia,
Emesis, Lacrimation, Saltvation/sweating.

Solvents: Nausea, vomiting, coughing, mental status change and arrhythmias. Patient with
significant solvent exposure, must be handled gently to reduce the incident of arrhythmia and/
or subsequent cardiac arrest. Examples: cleaning products, gasoline, glues, paint.
Sympathomimetic/Stimulants: Tachycardia, hypertension, seizures, agitation, increased
temperature, dilated pupils, anxiety, paranoia, diaphoresis. Examples: bath salts, cocaine,
methamphetamine, ecstasy, ADHD drugs, thyroid meds (rarely), salbutamol.

Tricyclic: Seizures, dysrhythmias, hypotension, decreased mental status or coma.

New Hampshire Department of Safety, Division of Fire Standards and Training & Emergency Medical Services 2024




I'Iesn,, Poisoning/Overdose — Pediatric

1-800-222-1222

EMR/EMT/AEMT STANDING ORDERS

Routine Patient Care.

Prior to calling Poison Control attempt to identify substance, quantity, time/route
of exposure and patient information (weight, medications, history, intentional,
accidental).

Contact Poison Control at (800) 222-1222 as soon as practical.

For suspected opioid overdose with severe respiratory depression, see Opioid
Overdose Protocol 2.17P.

For suspected isolated cyanide poisoning, see Smoke Inhalation Protocol
2.23P.

RAMEDIC STANDING ORDERS
Suggested Treatments

e Beta Blocker and Calcium Channel Blocker, see Bradycardia Protocol 3.1P.
e Dystonic Reaction:
o Diphenhydramine 1mg/kg IV/IM up to 50 mg.
Organophosphates, see Nerve Agent/Organophosphate Protocol 2.14P.
Suspected Sympathomimetic/Stimulant:
o Midazolam 0.05 mg/kg IV (single maximum dose 2.5 mg, may repeat once in
5 minutes, OR
o *Midazolam 0.1 mg/kg mg IM/IN (single maximum dose 5 mg), may repeat
once in 5 minutes, OR
o Lorazepam 0.05 mg/kg mg IV (single maximum dose 1 mg), may repeat once
in 5 minutes, OR
Diazepam 0.1 mg/kg IV (single maximum dose 5 mg), may repeat once in 5
minutes.
Tricyclic with symptomatic dysrhythmias, (e.g., tachycardia and wide QRS > 100
milliseconds):
o Sodium bicarbonate 1 mEqg/kg IV/IO over 5 minutes, may repeat in 5
minutes.

[02030.1d [edIpaN
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‘rf GFor IN administration of midazolam use a 5 mg/mL concentration)

This protocol is designed to provide general guidelines for treatment. Specific
treatments or antidotes may be appropriate as directed by on-line medical control or in
consultation with Poison Control.

POISON CONTROL 2¢F

PEARLS:

e If possible, bring container/bottles, and/or contents.

o Pulse oximetry may NOT be accurate for toxic inhalational patients.

o Capnography may be helpful for monitoring respiratory status. See Capnography Procedure 6.3.

Protocol Continues >
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2.19P m Poisoning/Overdose — Pediatric Ile§n,

1-800-222-1222
< Protocol Continued

Signs & Symptoms, which may or may not be present:

e Acetaminophen: Initially no sign/symptoms or nausea/vomiting. If not detected and treated,
may cause irreversible liver failure.
Akathisia: May consist of feelings of anxiety, agitation, and jitteriness, as well as inability to sit
still / pacing. This may be induced by antipsychotics, such as haloperidol, or anti-emetics such
as prochlorperazine or metoclopramide.
Anticholinergic: Tachycardia, fever, dilated pupils, mental status changes. Blind as a bat
(blurred vision). Dry as a bone (dry mouth). Red as a beet (flushing). Mad as a hatter
(confusion). Hot as a hare (hyperthermia).
Aspirin: Abdominal pain, vomiting, tachypnea, fever and/or altered mental status. If not
detected and treated may cause renal dysfunction, liver failure, and/or cerebral edema
Cardiac Medications: Dysrhythmias, altered mental status, hypotension, hypoglycemia.
Depressants: bradycardia, hypotension, decreased temperature, decreased respirations,
non-specific pupils.
Dystonic Reaction: Neurological movement disorder, in which sustained muscle contractions
cause twisting and repetitive movements or abnormal postures. This may be induced by
antipsychotics, such as haloperidol, or anti-emetics such as prochlorperazine or
metoclopramide.
Opiate: Respiratory depression or arrest, pinpoint pupils, decreased mental status. See
Opioid Overdose Protocol 2.17A.
Organophosphates: Bradycardia, increased secretions, nausea, vomiting, diarrhea, pinpoint
pupils. DUMBELLS: Diarrhea, Urination, Miosis/muscle weakness, Brochorrhea, Bradycardia,
Emesis, Lacrimation, Saltvation/sweating.
Solvents: Nausea, vomiting, coughing, mental status change and arrhythmias. Patient with
significant solvent exposure, must be handled gently to reduce the incident of arrhythmia and/
or subsequent cardiac arrest. Examples: cleaning products, gasoline, glues, paint.
Sympathomimetic/Stimulants: Tachycardia, hypertension, seizures, agitation, increased
temperature, dilated pupils, anxiety, paranoia, diaphoresis. Examples: bath salts, cocaine,
methamphetamine, ecstasy, ADHD drugs, thyroid meds (rarely), salbutamol.
Tricyclic: Seizures, dysrhythmias, hypotension, decreased mental status or coma.
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Seizures — Adult 2.20A

EMT/ADVANCED EMT STANDING ORDERS

Routine Patient Care.

If the blood glucose reading is <60 mg/dL, see Hypoglycemia Protocol 2.11A.

If a benzodiazepine has been prescribed by the patient’s provider (e.g.,

midazolam intranasal (Nayzilam) or diazepam rectal gel (Diastat)), assist the

patient or care giver with the administration in accordance with the prescriber’s
instructions.

If the patient has an implanted vagus nerve stimulator (VNS), suggest that

family use the VNS magnet to activate the VNS and assist if required.

o Swipe the VNS magnet over the stimulator, located in the left chest area,
for one second, counting one-one thousand while it's swiped over the
chest.

o Note: do not delay medication administration.

RAMEDIC STANDING ORDERS

While seizure activity is present, consider:
e *Midazolam 10 mg IM/IN, repeat every 5 minutes as needed, OR
e Midazolam 5 mg IV, repeat every 5 minutes as needed, OR
P e Lorazepam 2 -4 mg IV, repeat every 5 minutes as needed, OR
e Diazepam 10 mg IV, repeat every 5 minutes as needed.
For patients in the third trimester of pregnancy or post-partum who are seizing or
who are post-ictal:
e Magnesium sulfate, 4 grams IV (mix in 100 mL 0.9% NacCl) bolus over 10
minutes, then consider 1 gram/hr continuous infusion.

|02030.4d |edIpaN

{ E‘For IN administration of midazolam use a 5 mg/mL concentration.
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Do not delay medication administration to place an IV/IO with an
actively seizing patient.

/PEARLS:

e Do not attempt to restrain the patient; protect them from injury.

e History preceding a seizure is very important. Find out what precipitated the seizure (e.qg.,
medication non-compliance, active infection, trauma, hypoglycemia, poisoning).
Status epilepticus is defined as any generalized seizures lasting more than 5 minutes.
This is a true emergency requiring rapid airway control, treatment (including
benzodiazepines), and transport.
IM/IN is the preferred route for midazolam where an IV has not been previously
established.
IM midazolam should be administered to the lateral thigh.
Diazepam and lorazepam are not well absorbed IM and should be given IV.
There is an increased risk of apnea with >2 doses of benzodiazepines.
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Seizures — Pediatric

MT/ADVANCED EMT STANDING ORDERS
Routine Patient Care.

If the blood glucose reading is <60 mg/dL, see Hypoglycemia Protocol 2.11P.

If a benzodiazepine has been prescribed by the patient’s provider (e.qg.

midazolam intranasal (Nayzilam) or diazepam rectal gel (Diastat)), assist the

patient or care giver with the administration in accordance with the prescriber’s

instructions. If the patient has an implanted vagus nerve stimulator (VNS),

suggest that family use the VNS magnet to activate the VNS and assist if

required.

o Swipe the VNS magnet over the stimulator, located in the left chest area, for
one second, counting one-one thousand while it's swiped over the chest.

o Note: do not delay medication administration.

RAMEDIC STANDING ORDERS

While seizure activity is present, consider:
e *Midazolam 0.2 mg/kg IM/IN (single maximum dose 10 mg) repeat every 5

minutes as needed, OR
e Midazolam 0.1 mg/kg IV (single maximum dose 5 mg) repeat every 5 minutes
as needed, OR

e Lorazepam 0.1 mg/kg IV (single maximum dose 4 mg) repeat every 5 minutes
as needed, OR

Diazepam 0.2 mg/kg IV (single maximum dose 10 mg IV) repeat every 5
minutes as needed.

w E‘For IN administration of midazolam use a 5 mg/mL concentration.)

Do NOT routinely place an IV/IO for the actively seizing patient
(unless needed for other reasons).

PEARLS:
Do not attempt to restrain the patient; protect them from injury.
History preceding a seizure is very important. Find out what precipitated the seizure (e.g.,
medication non-compliance, active infection, trauma, hypoglycemia, poisoning).
Status epilepticus is defined as any generalized seizures lasting more than 5 minutes.
This is a true emergency requiring rapid airway control, treatment (including
benzodiazepines), and transport.
IM/IN is the preferred route for midazolam where an IV has not been previously
established.
IM midazolam should be administered to the lateral thigh.
Diazepam and lorazepam are not well absorbed IM and should be given IV.
There is an increased risk of apnea with >2 doses of benzodiazepines.

New Hampshire Department of Safety, Division of Fire Standards and Training & Emergency Medical Services 2024




Sepsis — Adult

IDENTIFICATION OF POSSIBLE SEPSIS
e Suspected infection — YES
e Evidence of sepsis criteria — YES (2 or more):
o Temperature < 96.8 °F or > 101°F
Heart rate > 90 bpm
Respiratory rate > 20 bpm
Mean Arterial Pressure (MAP) <65mmHg (systolic blood pressure < 90 mmHg)
New onset altered mental status OR increasing mental status change with previously
altered mental status
Serum lactate level >2 mmol/L or ETCO, < 25 mmHg

MT STANDING ORDERS - ADULT

e Routine Patient Care.
e Do not delay transport.

e If positive sepsis screen, notify receiving facility of a “Sepsis Alert”.

ADVANCED EMT STANDING ORDERS - ADULT

e Rapidly administer IV fluid, up to 30 mL/kg bolus to maintain MAP > 65 mmHg
(systolic blood pressure > 90 mmHg).
o Patients should be reassessed after each 500 mL, with special attention given
to the lung examination to ensure volume overload does not occur.

RAMEDIC STANDING ORDERS - ADULT

e If there is no adequate hemodynamic response after starting IV fluids consider
pressor infusion :

o Norepinephrine (preferred) infusion 1 — 80 microgram/minute via pump. Starting
dose 1 - 15 microgram/minute, titrate 2 — 5 microgram/minute every 5 minutes,
as needed OR

o Epinephrine infusion 2 -10 micrograms/minute via pump

Consider push dose epinephrine if infusion is not immediately available:

o Epinephrine by push dose (dilute boluses — see Medication Formulary) prepare
10 mcg/mL then administer 10 - 20 mcg boluses (1 — 2 mL) every 2 minutes
switch to infusion as soon as possible.

o Continue maintenance fluid concurrently with pressor administration, titrate to

MAP = 65 mmHg (systolic blood pressure > 90 mmHg).
Refer to Advanced Sepsis Protocol 7.0, if prerequisites have been met.
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(PEARLS: )

e Sepsis is life-threatening organ dysfunction due to a dysregulated host response to infection

e Septic shock is a subset of sepsis in which underlying circulatory and cellular/metabolic
abnormalities are profound enough to substantially increase mortality.

e Sepsis Alert - Natifies receiving facility that patient may require resuscitation and/or more
resource intensive management, may assist with predicting pts who will have poor outcomes
without appropriate and timely treatment.

Provide receiving facility with written documentation that includes time of initial bolus, time of
completion of bolus, total volume infused and rate.

Patients at risk for fluid overload include, but are not limited to age greater than 65, history of
congestive heart failure, and history of end stage renal disease / on dialysis. Consider
administering smaller volumes of 1V fluids and earlier initiation of vasopressors.
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