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Appendix

Procedures

12-Lead ECG

Cincinnati Prehospital Stroke Scale
Endotracheal Tube Inducer (Bougie)
Esophagealracheal Combitube
Intranasal Nalaxone

Intraosseous Infusion

Morgan Lens

Needle Cricothyrotomy

Needle Thoracostomy

Pediatric Glasgow Coma Scale
Rule of Nines Adult

Rule of Nines Pediatric

Surgical Cricothyrotomy

Tube Confirméion Adjuncts

Capnography

Tourniquet
STEMI Alert Procedure

Medications
Acetaminophen (Tylenol)
Activated Charcoal
Adenosing/Adenocard)
Albuterol (Ventolin, Proventil)
Amiodarong(Cordorone)
Aspirin

Atropine

Benzocaine Spray
Calcium Chloride
Dextrose
DiazepamValium)
Diltiazem (Cardizem)
DiphenhydraminéBenadry)
Dopaming(Intropin)
Epinephrine 1:10,000
Epinephrine 1:1000
Fentanyl

Glucagon
Haloperidol(Haldol)

Ipratropium(Atrovent)
Lactated Ringers
Lidocaine
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Lorazepan(Ativan)

Magnesium Sulfate
MethylprednisoneSolu-Medrol)
Metoclopramidedydrochloride Reglan
Metoprolol (Lopressor)
Midazolam(Versed

Morphine Sulfate

Naloxone(Narcarn)

Nitroglycerin

Norepinephrine (Levophed)

Normal Saline

Olanzipine (Zyprexa)
OdansetroriZofran)

Oxygen
PhenylephrindNeo-Synephrine)
Procainamide (Pronestyl)

Racemic Epinephrine (Vaponephrine)
Sodium Bicarbonate

Tetracaine OphthalmicdBution
VasopressiriPitressin)

Policies

Documentation of Prehospital Patient Care
Transfer of Care from Paramedic to Bdsie Support
Discontinuation of Prehospital Resuscitation
Interfacility Transport of Intubated Patients
EMS Response to Detention Facilitiegilg

AHA 2010 AED Guidelines

Capitol Region Council of Governments SIFPlan
The Role of EMS in Hospital Diversions
ConnecticuDiversion Guidelines

SMART Triage

Pain Control Policy

Mass Casualty Policy

Lights and Sirens

Guidelines for Non Trauma Cardiac Arrests
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Communication Failure

IMPORTANT CAUTION

The information contained in the&aiidelines is compiled from sources believed to be reliable and
significant effortshave been expended to make sure there are no inaccuracies. However, this cannot
be guaranteed. Despite our best efforts, there may be typographical errors or omissions. The North
Central CT EMS Council is not liable for any loss or damage that may fiesulthese errors.

ON-LINE MEDICAL DIRECTION

It is agreed upon in the North Central Connecticut Regional Policy Manual that prehospital providers
will contact the receiving hospital regarding obtaining patient care orders. This agreement includes
all EMS providers.

COMMUNICATION FAILURE

In the event of complete communication failure, th@s@lelines will act as the parameters for pre
hospital patient care. If communication failure occurs, the paramedifofi@y the guidelines to
render appropriate and timely emergency care to the patient.

Upon arrival at the receiving hospital, the EMS provider will immediately complete an incident

report relating to the communication failure describing the eventsingiug t he pati ent 6
and treat ment given. This incident report mu
Medi cal Director and/or EMS Coordinator withi
form will also accompany the@cident report.

CMED Telephone Number for Telephone Patches

EMS Providers who wish to contact hospitals by phone may do so by contacting CMED at
(860) 7696051and request a phone patch.

Communications, Page 1 of 1 Last Updated: June 13, 2008

EMR EMT AEMT 5

Paramedic Medical-Control June 11, 2013




“
North Central Connecticut
y EMS Council

UNIVERSAL PATIENT CARE GUIDELINE

Scene Safety
BSI
v
Initial Assessment
Adult or Pediatric
C-Spine stabilization if indicate

v ®
Vital Signs
Including Temperature* and
Pain Severity*
v
Airway Guideline
Adult or Pediatric

v

Consider Pulse Oximetry

v

Consider-Cardiac Monitor-ano
12 Lead EKG
v
Appropriate Guideline o I f pat i en Guiddlioee
Contact Medical Control

\4

Cardiac Arrest?

Cardiac Arrest Guideline
Adult or Pediatric

* Temperature and pain may be either quantitive (a specific reading) or qualitative (a description, hot,
cool, etc.)

**Pain severity should be recorded using a pain scale as outlined in th@yidaline

PEARLS:
- Any patient contact whictloes not result in an EMS transport must have a completed PCR.
- Exam: Minimal exam if not noted on the specticidelineis vital signs, mental status, and location of injury or
complaint.
- Required vital signs on every patient include blood prespuise, respirations, and pain/severity.
- Pulse oximetry and temperature documentation is dependent on the specific complaint.
-Timing of transport should be based on patientos

Universal Patient Care Guideline, Page 1 of 1 Last Updated: June 13, 2008
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Adult Airway Guideline

Patient assessed to have:
INADEQUATE RESPIRATORY RATE, EFFORT, EFFICACY OR AIRWAY PATEN

>

v

Initiate BASIC AIRWAY MANEUVERS, ADJUNCTS AND
OXYGEN THERAPY.

RESPIRATIONS / AIRWAY
ADEQUATE?

CONTINUE OTHER ASSESSMENT

AND TREATMENT AS
APPROPRIATE. TRANSPORT.

Yes—»

Follow
OBSTRUCTED AIRWAY
GUIDELINE.

| Apply CPAP. [aYe CPAP Appropriate / Effective?

\ No
\ v

\ Perform TRACHEAL INTUBATION

or
\ Insert ADVANCED AIRWAY.

Airway placement
CONFIRMED SUCCESSFUL and
ABLE to VENTILATE WITH
AIRWAY?

ABLE TO VENTILATE
spontaneously
or with BVM?

No
h 4

Use Sponsor Hospital specified
ADVANCED AIRWAY
not previously attempted.

Airway placement
CONFIRMED SUCCESSFUL and
ABLE to VENTILATE WITH
AIRWAY?

ABLE TO VENTILATE
spontaneously
or with BVM?

No

v

Perform Needle or Surgical
CRICOTHYROTOMY.

v
CONTINUE OTHER ASSESSMENT AND TREATMENT AS
APPROPRIATE. TRANSPORT.

Adult Airway Gui deline , Page 1 of 2 Last Updated: December 28, 2011

Yes—p|

Maximum of 2 tracheal
intubation attempts per
provider or 3 attempts total.
Consider bougie or alternate
advanced airway early on in
difficult airway.

EMR EMT AEMT
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Pearls:
1 For thisGuideling adult is defined as 13 yealsl or greater.
1 Quantitative waveform capnography to measure CQis mandatory with all methods of
intubation. Document results.
1 Maintain espine immobilization for ETT placement for all intubated patients.
1 Do not assume hyperventilation is plsggenici use oxygen, not a paper bag.
1 External Laryngeal Manipulation and/or the gum bowgiether devices as approved by
medical controlshould be used to assist wdlHficult intubations.
1 Paramedics should consider usimgadternative advanced airwavhen they are unable to
intubate a patierdr in lieu of endotracheal intubation when it is appropriate
1 Continuous pulse oximetry should be utilized in all patients with an inadequate respirat
function.
1 No more than two attempts/visualizations at itubation should be performed. One
additional attempt may be made by one other paramedic if they are available on scene
1 Paramedics should utilize autentilators whenever possible.
91 Definition of a Failed Airway An ai rway i n whi ch ajndu oearn
1 Neosynephrine and Benzocaine Spray may be utilized to assist in nasotracheal intubat
Adult Airway Guideline, Page 2 of 2 Last Updated: December 28, 2011
EMR EMT AEMT 8
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Acute Coronary Syndromes/ Chest Pain

Universal Patient Car@uideline

(Assessment of ABCOs)

®

Oxygen Oxygen Therapif patient in respiratory distress (or Sa®less
than 94%)

®

ASPIRIN: Aspirin 324 mg
(Baby ASA PO 325mg (81mgx4))

®

MONITOR: Cardiac Monitor PerforotP-Lead ECE(if -12-lead -shows
STEMI; contact hospital as soon.as possible-for STEMI alednd
transport to-appropriate primary PCl-facility )

®

IV: Establish IVNS @ KVO |

®

NITROGLYCERIN: Nitroglycerin (NTG)-0:4mg-(1/150 gr.).sublinguar EMT-B/I assists pt. with
NTG spray (1) metered dose if SB/P >.100 systolic NTG may be repes prescribedNitroglycerin(as

5 mi-nutes

to - a t.ot adl o-f 3°-d0's

per dosing and limits to left

®

If pain persists afte3™ administered NTG
and SB/P.remains >100 administer
Morphine Sulfate (MS) 2mg to 6mg-SIVP.in 2mg increments q {
minutes titrated to discomfort/pain relief provided SB/P.>100.

to - maximum single dose of 50mogpeated up to three times g 5

Fentanyl.- 1mca/kg

or

®

ANTI-NAUSEA:Consider
Odansetron-¢Zofran)-4‘mg Slow.1V Over.2-5-Minutes or-Deep.IM

Metoclopramide (Reglan)10mg

or

®

2"1V: Consider establishing™2IV-in high-risk patients.

®

Acute Coronary Syndromes, Page 1 of 2 Last Updated: October 10, 2011

EMR

EMT AEMT 1C
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Acute Coronary Syndromes p. 2

Establish_-Medical Control
Passible Physician Orders:

®

Additional MS 2mg SIVP every five minutes(up-to maximum dose of 0.1mg/kag) Eentanyl
1Imcg/kgto maximum single dose of 50mcg
titrated to discomfort/painrelief provided SB/P >100.
Additional sublinguaNitroglycerin (Ad di t i onal of Nitrdglgceripabor e B Md
EMT-1 6's)

Pearls:
1 Supplemental oxygen is not needed for patients without evidence of respiratory distt
heart failure or shock if the oxyhemoglobin saturation is > 94%.

1 Avoid ASA administration in patients with hypersensitivity to ASA

1 Confirm that patient has not used erectile dysfunction meds in the past 48 hours due
to the potential for severe hypotension iNitroglycerin administered.

1 If patient as takerNitroglycerinwithout relief, consider potency of the medication.

1 If positive EKG changes, establish a second IV while en route to the hospital.

1 Monitor for hypotension after administration of Nitroglycerin and Mamp.

1 Diabetics and geriatric patients often have atypical pain, or only generalized compla

9 Paramedics should perform 12ead prior to administration of NTG. If 12-lead shows

inferior STEMI, do not administer NTG prior to performing a right sided ECG. If
right side leads reveal possible right ventricular infarct, establish a large bore IV.
Giving NTG to patients with right ventricular infarction is contraindicated.

1 The use of nitrates in patients with hypotension (SBP #id(Hg or=30 mm Hg below
baseline), extreme bradycardia (tffn), or tachycardia in the absence of heart failurg
(>100bpm) is also contraindicated.

1 If patient SB/P drops below 100, place patient supine, elevate legs and administer 2

bolus of Normal Saline, and remove any®lpaste/patch.

Early transport and notification of the hospital are essential for patients suspected of

If patient is wearing a nitroglyceripatch remove it prior to administering sublingual

nitroglycerin.

Absenceof an IV shall not preclude use fifst NTG dose provided SB/P remains >100

If patient has takeNitroglycerinwithout relief, consider potency of the medication

Morphine should be useamith caution in patients with unstable angina and NSTEMI.

Monitor for hypotension after administration of Nitroglycerin and Morphine.

Diabetics and geriatric patients often have atypical pain, or only generalized compla

Early transport and notification of the hospital are esseotigdatients suspected of ACS

= =

= =4 =4 -8 -8 -1

Acute Coronary Syndromes, Page of 2 Last Updated: October 10 2011
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STEMI Destination Guideline

Patient with active chest pain or equivalent
symptoms (SOB, nausea, etc.) whose 12
lead ECG meets STEMI cliteria

STEMI defined by ECG of good quality with all of the following:
a.ST elevation in 2 or more contiguous leads of 22 mm (V1-V4)
or 2 1mm (limb or lateral)

b.QRS duration <0,12 second
¢ "*Acute MI*** or equivalent prints on 12-lead ECG and
paramedic agrees

Transport to trauma center in
accordance with current
Trauma Regulations

Significant Trauma?

ytic contraindications ;
Or

Severe CHF
Or

Hypotension

No

Transport patient to

ransport interval to PCI Hospita
—Yes™ primary PCI Hospital 14

<30 minutes?

Baystate Medical Center

Hartford Hospital
No John Dempsey Hospital
¢ New Britain Campus of HCC

Saint Francis Hospital
Contact Medical Control at
nearest facility to determine

patient destination

Notes
1.Patlents in arrest or a compromised airway will go to the nearest facility
2.Contraindications to fibrinolysis include:
1. Hisloey of intracranial hemonhage
2, Known structural cerebral vasculsr lesion (89, AVM)
3. Known malignans infracranial neoplasm (primary or matastanc)
4, Ischemic stroke wehin 3 months (except acute ischemic sirake withn 3 hrs)
5. Suspected aoric dssection
6. Active bleeding or bleeding diathesis (exduding menses)
7. Significant dosed head lrauma or facial traums within 3 months
3.Receiving PCI center must be notified as early as possible. Notification should be made to medical control and include the statement “requesting
STEMI activation”,
4.Consider patient preferencefhistory if multiple pimary PCI centers are in similar proximity
5.1f patient sustains cardiac arrest during transport to a primary PCI center, continue to that facility unless there are insufficient resources to manage
the arrest or the provider is unable to manage the airway.

EMR EMT AEMT 12

Paramedic Medical-Control
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STEMI ALERT PROCEDURE

1. Acquire a 12-lead on all patients suspected of Acute Coronary Syndrome (active chest
pain or equivalent symptoms (SOB, nausea, etc.) on first contact.

2. If 12-lead is diagnostic for STEMI and paramedic believes patient is having STEMI,
contact CMED for STEMI Alert with Medical Control patch, and transmit ECG if possible.
If possible and less than 30 minutes from PCI center, do not wait until transporting to call
hospital. Failure to notify hospital until 5 minutes out will delay reperfusion.

When hospital answers phonekhavea STEMIiAreran¥D
m requesting STEMI activation. 6 | f you are uncertain the
| have a Possible STEMI Alert. o

St W

4. Describe 12-lead and patient condition. Based on the conversation between paramedic
and ED MD and if applicable, the transmitted 12-Lead, the cath lab will either be activated in
advance of arrival, placed on standby or not activated until the physician can make a more
detailed assessment at the hospital.

5. Provide Appropriate Care during transport per guideline. Have defib pads ready in case
patient goes into unstable ventricular tachycardia or ventricular fibrillation. Consider
disrobing patient if time permits. Have latest 12-lead ready to show ED MD on arrival. Be
prepared to transport patient to cardiac cath lab on EMS stretcher if given the go- ahead
from ED staff.

6. Please leave copy of PCR and all 12-lead strips at the hospital prior to departing. PCRs
should include Time of 911 Dispatch, Time at Patient side, Time of 1st 12-lead, Arrival at the
Hospital, as well as all care rendered.

7. If applicable to hospital, fill out QA/Patient Follow-up form in ED.

NOTES:

STEMI Definition for Field Activation

STEMI is defined by ECG of good quality with all of the following:

a. ST elevation in 2 or more contiguous leads of >2 mm (V1-V4 or > 1 mm (limb or lateral)
b. QRS duration < 0.12 second

c. **Acute MI*** or equivalent prints on 12-lead and paramedic agrees.

If the machine does not read *Acute MI*** but the paramedic still strongly believes the
ECG shows a STEMI, the paramedic may proceed with the activation request.

STEMI Alert , Pagel of 2 Last Updated: June 12, 2013
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Computer Interpretation

Paramedics should not diagnose STEMI based solely on 12-lead computer interpretation.
While the interpretation can by used to support your diagnosis, the computer is not infallible.
The computer will not read all STEMIs as **Acute Ml Suspected**. 0 A&codmputér
may read **Acute MI*** when the ECG is clearly not a STEMI. The computer is less
accurate with wide complex and tachycardic rhythms. STEMI Imposters

Paramedics should be familiar with and take into consideration all of the known STEMI
Imposters, including

Bundle Branch Block

Paced Rhythms

Early Repolarization

Pericarditis

Left Ventricular Hypertrophy (LVH)

Other PEARLS

Do serial 12-leads (ideally all patients with ACS should have 12-lead on patient contact, on
beginning transportation and on arrival at ED). STEMIs are often evolving. The STEMI may
not appear until 3rd 12-lead or the STEMI captured on 1st 2-lead may disappear by arrival at
the ED. A prehospital 12-lead documenting the transient elevation is critical in these
patients.

Regional PCI Hospitals

Hartford Hospital

John Dempsey Hospital

New Britain

Saint Francis

Baystate Memorial Hospital (Springfield)

Early Notification Saves Lives!

STEMI Alert , Page 2of 2 Last Updated: June 12, 2013
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Routine Adult Cardiac Arrest

Universal Patient Care Guideline
(Primary Assessment, think-&-B)
Request Paramedic Intercept

®

Cardiac in Origin? Initiate CCR
(200chest compressionat least 100/min, ixches in depth with full chest recall, place
patient on Nofrebreather mask at 15lpm of oxygen

®

Analyze rhythm, give one shock (maximum energy), no pulse check |

®

(200chest compressionat least 100/min, 2 inches in depth with fillest reco)l

ContinueCCR

®

Analyze rhythm, give one shock (maximum energy), ho pulse check |

®

(200chest compressionat least 100/min, 2 inches in depth with full chest rgcoll

ContinueCCR

®

Analyze rhythm, give one shock (maximum energy), ho pulse check |

®

(200chest compressionat least 100/min, 2 inches in depth with full chest rgcoll

ContinueCCR

®

Start Here for arrests that are NOT cardiac in origin: Resume Standard
ACLS, 30 Compressions/ 2 breaths

®

Consider Intubation (Do not interruppmpressions to do so) |

®

Utilize SemiAutomatic (or
Automatic) External
Defibrillator with Adult size
defibrillation patches. If
AfShocko advi g
shock x 1 in accordance to
specific equipment energy
waveform and manufacturer

recommendations

Attach Monitor & quantitative-waveform capnography.

If Arrest-Rhythm, continue-down guideline

®

EMS Providers should provide aggressive resuscitation on scene for at least 20 minutg
to consideration of transport mrmination Consider if transportation will have a benefit f

patient care.

®
CPR x 2 minute if indicated |
®
IV/IO Accessi 200mL Bolus |
Routine Adult Cardiac Arrest, Pagel of 5 Last Updated: April 6, 2014
EMR EMT AEMT
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Reanalyze patient rhythm
AShocko x 1 if indicated
Epinephrine1:10,000 1m@;, IVP.repeatedg@inutes
Vasopressin (Pitressin),40-units IV(;’r as the first or'second-dose of Epinephrine
CPR x 2 min@{l)Jte if indicated |

Reanalyze @;atient rhythm

AShocko x 1 if indicated
| Amiodarone (Cordorone) forF/VT 300 n% IVP, repeat once in 10 min at 150 mg VA
| Continuing defibrillaf?on as directed by AED |

®

Establish Medical Control If ROSC at anytime,
Potential Orders for EMT and EMIT seeROSC Guideline
Paramedic Intercepfdditional 1V Line
Additional Fluid-Bolus;-Additional Shocks If no ROSC, consider
termination of efforts
according to guideline

Routine Adult Cardiac Arrest, Page2 of 5 Last Updated: April 6, 2014
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CARDIOCEREBRAL RESUSCITATION

CARDIOCEREBRAL RESUSCITATION (CCR)

(aka Minimally Interrupted Cardiac Resuscitation)

Single Single Single
shock if shock if shock if
indicated indicated indicated
without without without
pulse check pulte check pulse check
EMS or rhythmn or rhythm or rhythm
ARRIVAL analysis analysis analysis

15Y
158
158

200 chest
compressions

200 chest i 200 chest { 200 chest
compressions compressions compressions

Analys
Analys
Analys

*If adequate uninterrupted bystander chest compressions are provided, EMS providers perform immediate rhythm analysis

COCPR=compression-only CPR CRC=cardiac receiving center EMD=emergency medical dispatch

Utilize for all arrests of suspected cardiac origin. Do not use focaofiac related arrests such as
traumatic arrest, drowning or respiratory arrest.

Start Immediate compressions, unleffective bystander CPR already in place.
Charge defibrillator during CPR (15 secofmgorerhythm analysis).
Insert oral airway, apply 02 NRB at 15 Ipm.

Switch compressors every 200 compressions. If one compressor is providing significantly stronger
CPR than another, stick with best compressor until he or she shows signs of fatigue.

Consider using CPR feedback device such as metronome or monitor.
Delay application of mechanical device until &/cle of CPR unless it can be reliably applied with

less in less than 10 seconds, without delay in compressions.
Routine Adult Cardiac Arrest, Page3 of 5 Last Updated: April 6, 2014
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Give 1 mg Epi 1:10,008very 5 minutesnce IV in place.

Give 300 mg Amiodarone after first epi if shockable rhythm isgaresAmiodarone may be repeated
at 150 mg after-% minutes.

Delay advanced airway during firstl® minutes of CCR. Never interrupt compressions to place
ETI. Consider alternative airways such as King LT, LMA, Coinbie .

Provide resuscitatioan s@nefor at least 20 minutes provided conditions are safe.

If BLS is on scene first, paramedics should resume CCR on their arrival, taking into account amount
of time BLS has spent on CCR.

Once advanced airway is in place, ventilate at 8 breaths a minute. Be careful not to hyperventilate.
Do not provide over 600 ml per ventilation. Consider using pediatric BVM.

Cardiac arrests with ROSC should be brought to closest hospital unleB®6t12lead shows
STEMI, in which case patient should be brought to PCI center.

Pearls:

Compressions Start chest compressions for any unresponsive adult victim with no breathing or no normal breath
only gasps). Initiate chest compressibefore giving rescue breaths-¢GB rather than AB-C). Push hard (>2 inches)
and fast (> 100/min) and allow complete chest recoil. Minimize Interruptions. Consider rotating compressors eve
minutes. If no advanced airway in place, 30:2 compressiotilation ratio

For biphasic defibrillators, follow manufacturer recommendations regarding defibrillation energy settings. If
recommendations are unknown for a biphasic unit, utilize 200 joules for all defibrillations. For monophasic units,
all defibrillations at 360 joules.

Advanced Airways- Advanced airways can be delayed if the patient can be effectively ventilated-byahagmask.
The gold standard is not an ET, but an airway that can be effectively maintained. Minimize interinp@iBRSto
secure an airway.

Ventilation - Deliver each rescue breath over 1 second. Give a sufficient tidal volume to prisibieechest rise.
Once advanced airway is in place, (ET, Coioitie, LMA, or KingLT) maintain continuous compressionsentfilate
with 600 ml of an adult ambu bag-18® a minute. Utilize waveform capnography.

IV/IO access is the preferred route over ET for medications, with 1V being preferred, If it is not readily available th
IO as backup vascular access device.

1 Meds which can be given through the ET tube:
o Epinephrine dose should be-2.5mg 1:1000 diluted in 10cc NS.
o0 Atropine dose should be 2 mg diluted in 10cc NS.
0 Vasopressi (Pitressin) dose should be 80 units

1 Continue Quality CPR

EMR EMT AEMT 18
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Treat Reversible Causes

E Sodium bicarbonatelmeqg/kg IV may be given for tricyclic overdoses, knowngxesting hyperkalemia, and
acidosis.

1 If hypovolemia is suspected, adnster 500cc bolus NS.

1 If pneumothorax, perform needle decompression.

1 If hypoglycemia, administdbextroselV.

1 If hypothermic, follow hypothermia Guideline.

1 In the setting of cardiac arrest and history of renal failure or dialysiscgigeim chloride

1 g IV over 1 minute.

1 Capnography - Utilize waveform quantitative waveform capnography to confirm and monitg
ET placement. Quantitagwvaveform capnography should be used for all advanced airway:
Observe ETCOZ2 readings during CPR to monitor quality of CPR. Sudden rise in ETCO2 1
indicate return of spontaneous circulation (ROSC).

1 CPR Devices CPR Deviceshould only be used witlhhite  appr oval of t hg
control At no time should the deployment of the device delay or disrupt quality CPR. Ser
who utilize such devices are expected to train often in use of the device to ensure smooth
rapid deployment. Delay afipation of mechanical device until"®ycle of CPR unless it can be
reliably applied with less in less than 10 seconds, without delay in compressions

1 Epinephrine Infusion for Cardiac Arrest

o Paramedicsnay considergiving patients in cardiac arrest an epinephrine infusion at 1
mg/5 min in place of additional epi boluses, following first epi 1 mg bolus.
o Drip should be shut off if ROSC is achieved.
0 Sampleway to mix drip
Mix 5 mg Epi 1:12000 in 250 ml bag
Give 1 mgevery 5 minutes (50 cc every 5 minutes) which is 0.2 mg Epi every
minute (10 cc/min)

1 Norepinephrine is added as an alternative vasopressor to dopamine effective July 1, 2014
service carries both vasopressors, norepinephrine will be the prefesogatessor for
cardiogenic shock and hypotension post ROSC. (see attached drug sheet)

o0 Dose: 1-30 mcg/min titrated to blood pressure of 90 mmHg.
o Pediatric Dose: infusion 0i12micrograms/kg/min titrated to effect

Routine Adult Cardiac Arrest, Pageb of 5 Last Updated: April 6, 2014
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North Central EMS Regional Medical Advisory Committee
Position on Nontraumatic Cardiac Arrest Scene Care and Transportation

ACar di ac ¢ o mp efiediwe idwimgambalanee tranepersthan they are on scene.
The 2010 American Heart Association (AHA) guidelines emphasize the importance of high
quality, minimally interrupted compressions. Thus, TOR (Termination of Resuscitation)
protocols thaemphasize oscene resuscitation may not only mitigate the risk of an ambulance
crash, but also improve the probability of successful resuscitation by avoiding interruptions in
compr es sNADIONAL ASSOCIATION OF EMS PHYSICIANS (2011)

While recogizing that each cardiac arrest scene has its own unique circumstances, as a general

guideline, patients in nontraumatic cardiac arrest should receive full resuscitative efforts on scene.

Moving a patient to the ambulance to start ALS resuscitation, to ¢fe¢ hospital quicker or to meet a

paramedic intercept may be counterproductive by lowering the quality of compressions in the critical
early period of resuscitation. Any interruption i
chance of survial.

In general, patients should receive at least 20 minutes of resuscitative efforts on scene prior to

considering movement. If a patient remains in asystole after twenty minutes of paramedic effort,

termination of resuscitation guidelines should be a®rsid. If the decision is made (at any time) to

move the patient, care must be maintained to ensure that quality compressions are maintained
throughout extrication and transportation. Failuwur
Unless tlere are special circumstances, it is unlikely that a patient who cannot be resuscitated on scene

with quality CPR and defibrillation will be resuscitated either at a paramedic intercept point or at the

hospital.

Please refer to State Termination of Regason Guidelines.

Routine Adult Cardiac Arrest, Page4 of 4 Last Updated: June 11, 2013
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North Central Connecticut EMS Council
AED Policy regarding 2000 AHA Guidelines

In the currenCPR guidelines by the American Heart Association (AHA), there is a recommendation
to change the shock sequence in existing AEDs. The AHA also states that local medical directors
may consider allowing for two minutes of CPR prior to defibrillation ofgrdsi who present in either
unwitnessed cardiac arrest or an arrest with a down time of greater thamutes.

Effective January 1, 2007 the North Central Connecticut EMS Council will require the following:

1.

Existing AEDs may continue to be usat;luding those that administer 3 successive
shocks.

Serviceswere expected to upgrade their AEDs to administer single shocks within the next
year, before January 1, 2008.

If you are given programming options for your AED, it should be to analyzshauk
once it is turned on. Please note that this is consistent with current (Guidelifgs 20
AHA teachings. Shock energy levels should be in accordance with manufacturer
recommendations.

When more than one rescuer is presentJpon arrival at a cardiaarrest CPR should be
started immediately and continued until the AED pads are in place and the machine is
ready to analyze. The AED should be placed on the patient as soon as it is available,
regardless of downtime or if the arrest was witnessed-avimessed. In cases in which a
defibrillator is not immediately available, CPR should be done until such time as a
defibrillator is available.

When there is only a single rescuer presentunwitnessed arresshouldhave the AED
placed on the patient if nather help has arrived. (If additional help arrives they should
place the AED on the patient as soon as they arrive). Witnessed arrests should have the
AED placed immediately.

AED Policy, Page 1 of 1 Last Updated: December28, 2011

EMR

EMT AEMT 22

Paramedic Medical-Control June 11, 2013




“
North Central Connecticut
y EMS Council

Bradycardia

Universal Patient Care
Protocol
®
\ IV Access |
®
Bradycardia, determine
either absolute (0 bpm)

or relative
®
NO « Serious Signs or - YES
Symptoms?
® ®
Observe and| - Establish Medical « Intervention sequence
Transport Control 9 -Atropine 0.5 mg 1V, mayrepeain 0.5 mg

incrementsupto-3-'mg total

I TranscutaneouBacing (use first in'3
degree HB)

1 -Dopamine (Intropin)
2-10-¢g/kg/min 1V drip

1. Epinephrine
2-10 eg/min I/ drip

®

If successfully employing Transcutaneous

Pacing, followPain Managemermguideline to
maintain patient.comfort.

PEARLS:

1 If patient has chronic renal failure contact Medical Control for a possible order of:
Calcium Chloride 1g IV and/orSodium Bicarbonatel meqg/kg IV.

1 Atropine do not rely on atropindor 3° degree heart block, wide complex ventricular esg

beats, oMobitz type Il heart block or in patients with thidi&gree av block witl new wide

QRS complex.

Atropineshould be used with caution in cases of suspected acute myocardial infarction

Heart transplant patients will not respond to atropine.

1
|

Bradycardia, Page 1 of 1 Last Updated: October 25 2011
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Universal Patient Algorithm
Assess appropriateness for clinical
condition. Heart rate
> 150/min if tachycardia

®

IV Accesss |

®

Tachycardia

Persistent tachyarrythmia causing:
Hypotension
Acutely altered mental status
Signs of shock

Pain Control for Cardioversion
consider 24 mg ofMidazolam (Versedif
BP >100 systolic.

Ischemic chest discomfort Yes Synchronized cardioversion:
Acute heart failure - Initial recommendedoses
Narrow regular 5@.00j
Narrow irregular 12€200j
Wide regular 100j
Wide irregulari - defibrillation (unsynchronized)
®No
Wide QRS? >0.12 seconds Yes ConsiderAdenosine (adenocard)regular and

monomorphic

®No ®
Vagal Manuevers \ Antiarrythmic Infusion
® ®

If regular rhythm, Adenosine
(adenocard)6émg rapid VP, follow with
30ml rapid NS flush, if no change after

min repeat @12mg IVP

If Adenosine (adenocardeffective, or
rhythm is irregular then proceed to:

Amiodarone (Cordorone), 150mg over 10 minV,

repeat as needed if-Mch recurs. Follow by a
maintenance infusion-of 1mg/min-for first 6 hours

or
Procainamide (Pronestyl) 20-50mg/min 1V until
arrhythmia suppressed, hypotension ensues, QRS dur

increases >50% or maximum dose of 17mg/kg

administered. Maintenance infusion:4lmg/min

®

Diltiazem (Cardizem) 15-20mg SIVP
(0.25mg/kg, may repeat in ZHminat
0.35mg/kg) usuallz0-25mg SIVP
OR
Metoprolol (Lopressor) 5mg SIVP g 5
minutes up to three doses if needed.

Torsades?
Magnesium Sulfate1-2g slow 1VP over 5 60 min

®

If Diltiazaem is usedthen administer a
Diltiazem (Cardizem) maintenance
infusion 5 mg/hr, titrated to HR, up to g
dose of 15 mg/hr
*Decrease dose by 5mg for elderly patie
see medication reference for patient >7
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Pearls:

1 May give brief trial of medication based on dysrhythmia and Mental Status
1 Adenosine (adenocardjay not be effective in identifiable atrial flutter/fibrillation, yet is not harmful.
1 Monitor for hypotension after administrationBiitiazem (Cardizempr Metoprolol (Lopressor)
1 If available, utilize Metoprolol (Lopressor) when patient takes PO Beta Blockers.
1 Document all rhythm changes with monitor strips andiolt@nitor strips with each therapeutic intervention.
1 Unstable conditions must be related to the tachycardia. Signs and symptoms (S/S) may include: chest pair
decreased level of consciousness, hypotension, shock, CHF, pulmonary congestion, and AMI.
1 Immediate cardioversion is seldom needed for heart rates < 150 BPM
1 If patient is on no medications or on a Calcium Channel Blocker, Diltiazem (Cardizem) will be the first line
medication. If the patient is already on a Beta Blocker, then Metoprololdéksgr) will be used.
Tachycardia, Page2 of 2 Last Updated: October 25, 2011
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Induced Hypothermia for ROSC, Post Cardiac Arrest

| Universal-Patient-Care-Guideline I

®
| Patientis PostCardiac Arrest? Currently has a pulse and ROS(Q - | No \
® ®
Yes Go to Appropriate
Cardiac Arrest
Guideline
®
1 ROSC after cardiac arrest not related to trauma or hemorrh If no, go to Routine
f Age greater than 18 ALS Care
1 Without obvious gravid uterus
1 No signs ohypothermia, (Initial temperature > 34 C
(93.2 F))
1 Patientis intubated and remains comatose
(no purposeful responge to pain)
®
Advanced-Airway Placed (ET preferred) datdCO2 reading NO
>.20-mmHg
® ®
Yes Go to Adult Airway
Guideline, ifsuccessful
® ®
| Perform and Record Neuro Exam ®
® ®

Induce Hypothermia: Expose patient; Apply Ice Packs to Axilla
Groin,Midazolam (Versed2-5mg (0.1 mg/kgslow IV-pushif
systolic presgre is-over 90nmHG,
If available cdd salinebolus 30mL/kg to-max of 2 liters,

®

If SBP below-90mmHg, administ&opamine (Intropinpb-
20mcg/kg/min-1V titrate to SBP-of 90mmHg

®

Patient MUSTbe transported to a receiving facility capable of
continuing inducedtherapeutic hypothermia

tbbbbbbbbb

Induced Hypothermia for ROSC, Page 1 oP Last Updated: October 10 2011
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Pearls:

If no advanced airway in placBO NOT INDUCE HYPOTHERMIA

AT ANY TIME Loss of Spontaneous CirculatioDiscontinue cooling and go to appropriate protoc
Monitor ETCO2 Target 40 mmHg DO NOT HYPERVENTILATE

During Neuro Exam, look for purposeful movements.
Cold Saline should be chilled to about 4 C. (39.2 F)
Blood Pressure of less than 90 mmHg, is not a contraindication for the administration of hypoth

When exposing patient for purpose of cooling undergarments may remain in place. Be mindful
environment and take steps to preserve the patientssiyode

Do not delay transport for the purpose of cooling.

Perform a 1dead EKG with ROSC if time and staffing permit

Reassess airway frequently and with every patient move.

Patients develop metabolic alkalosis with cooling. Do not hyperventilate.

If there is loss of ROSC after cooling is initiated or any other complication as the result of this p
please contact Medic@lontrolon completion of the call

Induced Hypothermia for ROSC, Page2 of 2 Last Updated: October 10 2011
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O Return of Spontaneous Circulation (ROSC) / Post

Resuscitation Care

Return of Spontaneus Circulation
(ROSC)

®

Optimized ventilation and oxygenatior
Maintain oxygen saturation to >94%
If not already in place,ansider advancei
airway and quantitative waveform
capnography
Do not hyperventilate

Consider vaspressaorfusion (after fluid bolus)

Follow Induced Hypothermia Guideling
if appropriate

arnine|

Return of Spontaneous Circulation p. 1 of 1

Last Updated: April 4, 2014
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ACUTE PULMONARY EDEMA

Universal Patient Care Algorithm |

®

Oxygen Therapy (90%100%) |

®

Cardiac Monitor
12 Lead EKG

®

ConsiderICPAP if available(See CPAP-quideling .| Y

Lorazepam (Ativanp:5mg.up to-a‘max.of-lmg-may be
given on standing order for patient with-extreme.-anxiet
the’'medic-judges-that lessening their.anxiety-will'enah
them to.better tolerate CPAP.

®
IV-Normal.Saline KVO ‘
®
If. SBP >100.mmHgNitroglycerin .0.4i 0.8 mg SL* If SBP < 100 mmHg, or if erectile dysfunction
Or Medication use within the last 48 hours

if-Systolic BP .is->150mmHG-then.Nitroglycerin
Paste 1.5 inches, if >200.then 2.inches

Repeat g 3 .5.minutes prn v

*absence of an IV-shall-not-precludethe‘use offir
NTG dose provided that