MILWAUKEE COUNTY
EMERGENCY MEDICAL SERVICES
STANDARDS MANUAL

STANDARDS OF CARE

Guidelines established by the medical director to ensure all patients receive appropriate assessment and
treatment in accordance with accepted EMS best practices.

MEDICAL PROTOCOLS

Written directives established by the medical director and approved by the State EMS Division to guide the
practitioner in the treatment of a working assessment within their scope of practice.

STANDARDS FOR PRACTICAL SKILLS

Written directions established by the medical director defining the appropriate steps in the performance of
skills used by all EMS professionals.

OPERATIONAL POLICIES

Written procedures established by the Milwaukee County Emergency Medical Services administration and
medical director to provide a framework for consistent deployment of processes specific to the daily
operations of the EMS System.

MEDICAL STANDARDS FOR SPECIAL OPERATIONS

Guidelines established by the medical director to ensure all patients receive appropriate assessment and
treatment in accordance with accepted EMS best practices when special teams are activated within the
EMS system.

RESEARCH PROTOCOLS

Documentation of study objectives, implementation timelines, and written directives established by the
medical director, approved by the State EMS Division, to guide the practitioner in adherence with the
current pre-hospital research protocols.

The contents of this document shall be considered the standard of care for patients receiving prehospital
emergency medical care under the medical control of the Medical Director of the Milwaukee County
Emergency Medical Services. All policies are developed, reviewed, and approved by the Medical Director
of the Milwaukee County Emergency Medical Services.

An employee may temporarily choose to act in contravention of any of the mandates of any policy under
rare and extraordinary circumstances. Refer to Operational Policy EXCEPTIONS TO STANDARD,
PROTOCOL, SKILL, POLICY MANDATES.

All standards, protocols, practical skills and operational policies are reviewed on a 4-year cycle.
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Initiated: 2/15/12

Revised: 6/1/15

Revision: 2

MILWAUKEE COUNTY EMS
PRACTICE GUIDELINE
12-LEAD ECG ACQUISITION

Approved: M. Riccardo Colella, DO, MPH, FACEP

Page 1 of 1

Indications for 12-lead :

Any patient experiencing symptoms
of possible cardiac origin.
Symptoms may include, but are not
limited to:

- chest pain
- arrhythmia
- palpitations
- Patients with history of cardiac
disease
- CHF
- difficulty breathing
- syncope
- altered mental status
- dizziness
- unexplained weakness
- diaphoresis
- unexplained nausea in patients
over 40
-ROSC

1% Responder

| _____ —
BL

L BLS

i ILS |
ALS

Notes:

¢ — —

Patient assessment warrants
acquisition of 12-lead

Acquire, interpret and document
results of single lead ECG

Acquire, interpret and document
results of 12- lead ECG

Refer to appropriate standard or
protocol for treatment / monitoring /
transport directions

Patient
meets any criteria for ALS
transport?

Yes

Y

Transport ALS to
appropriate facility

Reacquire 12-lead if patient has
changes in clinical presentation

Update EMSCOM of any
significant findings

Criteria for consideration of
BLS or ILS transport
(ALL CRITERIA MUST BE MET)
- Absence of ST elevation or
depression
- patient’s vital signs are within
normal limits
- all responders agree with
turndown

" O

No—»

Print copy of 12-lead and
turn over to transport unit

(transmission not required)

I

Transport BLS or ILS to
| appropriate facility

|
J

Leads (electrodes) should not be removed; wires can be removed if necessary but prefer to simply

unplug cable from monitor and reconnect in rig so serial 12-leads can be done (with the electrodes in

the same place).

1-0.1



Initial: 9/12/01 MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: 7/1/11 STANDARD OF CARE Signature:
Revision: 2 ADVANCED AIRWAY Page 1 of 1

MONITORING

Patient shows signs or
symptoms of respiratory distress

Administer O2 at
Yes— appropriate rate through
appropriate device

Patient able to
protect own airway?

[

Secure airway with insertion of

King LT or endotracheal tube Determine pulse ox;
record results

Acquire continuous end tidal carbon
dioxide measurement with diagnostic Provide necessary
waveform and numeric value medical care

v

Yes Contact medical control
1 as necessary

v

Normal CO2

No
waveform?

Continue to monitor airway
Check EtCO2 value for adequate ventilation

v

i Make adjustments as
Clinical assessment (no Value necessary
- gastric sounds, clear decreasing or less Yes
Troubleshoot equipment; breath sounds, than 10? v
chmca] assessment to symmetrical chest Maximize high
confirm placement expansion); direct quahty CPR
visualization
‘ No
Continue
resuscitation efforts |

with goal of EtCO2 |~
value of 20 - 40

v

Contact medical control
as necessary

NOTES:

e Normal room air oxygen saturation (pulse ox) is 94 — 100%.

e Anormal ETCO2 reading is 33 - 43 mm Hg.

o Ventilation rate is 8 - 10 breaths/minute for victims of cardiac arrest.

1-1



Initiated: 7/1/11 MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: STANDARD OF CARE
Revision: AIRWAY MANAGEMENT Page 1 of
Reposition patient to ensure open airway
v
Suction as necessary
v
Establish etiology for required airway management
¢ Y
. . . Altered Mental Status .
@ard|ac Arrest of Presijmed Cardiac Et|oIogD Grauma, Traumatic Brain InjurD < Respiratory Arrest >
: ) v
assist respirations with BVM
No Gag reflex
ves intact?
Insert oral or

Pt length less

nasopharyngeal airway; than 4 feet?

assist respirations with BVM

ET
successful in 2
attempts?

Continue respiratory
assist with BVM & oral or No
nasopharyngeal airway

Ventilate every 6 - 8
seconds (8-10
breaths per minute)

ing airwa
successful in 2
attempts?

No

A
Transport to
appropriate facility

v
Continue respiratory assist
< with BVM and oralor
nasopharyngeal airway

NOTES:

e Limit intubation and King airway insertion attempts to one attempt per provider with a total of two
attempts. Assure adequate oxygenation and ventilation between attempts.
e Anintubation attempt is defined as “the insertion of the laryngoscope blade into the oropharynx”.

1-2



Initiated: 9/92 MILWAUKEE COUNTY EMS

Reviewed/revised: 7/1/11 STANDARD OF CARE

Revision: 4 AIRWAY OBSTRUCTION

|—Direct laryngoscopy |

Administer 1 cycle CPR
I S

| Direct laryngoscopy |

)

<1 yearold?
Yes

L with Magill forceps | 5 back blows
5 chest thrusts

Approved by: Ronald Pirrallo, MD, MHSA

Page 1 of 1

Yes
Ablle to speak/ Yesp Support gfforts,
effective coughing? monitor
No |_ 7ransport_ l

No

i

‘ Abdominal thrusts ‘

No Removed? I \
$ Repeat until airway cleared or Repeat until airway cleared or
Administer 1 patient loses consciousness patient loses consciousness

cycle CPR

e

| Yes
@reﬂa%gcgopl ?Yes

Airway cleared? No
Consider ET intubation| | Reassess breath N 0
sounds v

Yes
Conti'nue/ i Administer 1 i
resume CPR T oydle CPR Repeat back blows,
Administer oxygen ¢ .
- _vy_ chest/abdominal
1st Responder Ty [ Direct laryngoscopy | thrusts until airway
Q- _BT_S_ 7 Consider contacting medical control T cleared or.panent
Lo ! if patient has stridor or wheezes Consider ET loses consciousness
P ‘ intubation
s Y
**************** Transport 4
Continue/
AS | _ _ _ _ _
| Immediate transport | resum‘e CPR

41 to the closest |<
appropriate ED

NOTES:

e Abdominal thrusts are no longer indicated in unconscious patients.
e If unable to clear patient's airway, continue attempts to remove/ventilate and begin immediate

transport to the closest most appropriate ED.

e Combitube insertion is not indicated in respiratory distress secondary to airway obstruction.

1-3



Initiated: 9/21/90 MILWAUKEE COUNTY EMS | Approved: M. Riccardo Colella, DO, MPH, FACEP
Reviewed/revised: 4/1/14 PRACTICE GUIDELINE
Revision: 17 ALTERED LEVEL OF Page 1 of 1
CONSCIOUSNESS
History: Signs/Symptoms: Working Assessment:
History of seizure disorder Unresponsive Altered LOC
Known diabetic Bizarre behavior Insulin shock
History of substance abuse | Cool, diaphoretic skin (hypoglycemia) Hypoglycemia

History of recent trauma
Presence of medical alert ID

Abdominal pain, Kussmaul respirations, warm & dry
skin, fruity breath odor, dehydration (diabetic ketoacidosis)

Diabetic ketoacidosis
Overdose

) ) AEIOU-TIPS V
VA ) TR .
( Routine Medical Care for All Patients )  |A - Airway, alcohol, arrest
- ¥ — |E - Epilepsy, electrolytes, endocrine
| - Insulin

Assess for cause of altered
consciousness

A

O - Overdose, oxygen depletion, opiates
U - Uremia (chronic renal failure)

™~

v

Ve N /\

(j\ Refer to Seizure Protocol /ﬁ)«Yes— Seizure? ™~
I
No

T - Trauma, tumors, temp

[ - Infection

P — Psych, pseudoseizures

S — Syncope, shock, stroke, sickle cell crisis
V - Vascular, inadequate blood flow

/ 7 Refer to Hypo -

) 4

I

Yes— Hypoglycemic?\ —

\ .
\\Hyperglycemla Protocol J

\I
No Signs of DKA:
X Kussmaul respirations

ALS transport to
appropriate facility

Abdominal pain
""""""" > Fruity breath odor

<Yes—@)f DKA?

T~

Dehydration

“/ Refer to Narcotic Overdosé\Wes_ Aected

“\ Protocol

/

NOTES:

I
No
b 4
No
Monitor and maintain
airway and vital signs
v
Medical consultation as
necessary
v

Transport to appropriate
facility

e Ifthe patient is suspected of being unconscious due to a narcotic overdose, restraining the patient may be
considered before administering naloxone.

e A 12-lead ECG should be obtained for all diabetic patients with atypical chest pain or abdominal pain or other
symptoms that may be consistent with atypical presentation of angina or acute coronary syndrome.

1-3.1



Initiated: 3/7/00

MILWAUKEE COUNTY EMS | Approved by:

Ronald Pirrallo, MD, MHSA

Reviewed/revised: 7/1/11

STANDARD OF CARE

Revision: 4

AORTIC RUPTURE/DISSECTION | Page 1 of 1

History:

Signs/Symptoms:

Working Assessment:

History of hypertension
History of arteriosclerosis
Elderly male

Abdominal or back pain

Abdominal aortic

Pulsating mass in abdomen aneurysm/ dissection
"Ripping", "tearing", "sharp" pain

Unequal pulses in left and right pedal pulse points

Hyper- or hypotension

Chest pain Thoracic aortic aneurysm/
"Ripping", "tearing", "sharp" pain dissection

Distended neck veins (JVD)

Unequal pulses in left and right radial pulse points
Narrow pulse pressure

Different blood pressures in left and right arms
Hyper- or hypotension

run TKO

T T
[ Consider applying PASG |

~

‘ Routine medical care
for all patients

<«No— /’iiiifff;xi/l/;lypotensive"‘.‘?\
Yes
v

[rmmim i m i mimmmmm e Mmoo

Initiate large bore |V
run wide open

,,,,,,,,,,,,,,,,,,,,,,,,,,,

" Consider inflating abdominal |

| Consider inflating abdominal
and leg portions of PASG for |
| abdominal aneurysm/dissection only |

——— — g — — — —
Expedite transport to the

NOTES:

Trauma Center

e PASG is contraindicated in thoracic aneurysm/dissection.

e Rapid transport to the closest appropriate facility is mandatory for all suspected aortic
aneurysms and dissections. These patients may need immediate surgery.

e Aortic aneurysms occur most often in elderly males with a history of hypertension and/or

arteriosclerosis.

1st Responder

————————————————

,,,,,,,,,,,,,,,,

e Thoracic aortic aneurysms may have signs and symptoms of stroke or myocardial infarction.

14




Initiated: 10/13/04 MILWAUKEE COUNTY EMS Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: 7/1/11 STANDARD OF CARE
Revision: 1 APPARENT LIFE THREATENING | Page 1 of 1

EVENT (ALTE)
History Signs/Symptoms Working Assessment
Respiratory infection May be asymptomatic at time of assessment | Apparent Life Threatening
Gl reflux Event (ALTE)
Seizure

Premature birth

Drug exposure

Shaken baby syndrome (child abuse)
Cardiac arrhythmia

Caregiver reports any signs/symptoms of ALTE:
- skin color change (pale, cyanotic, blue) _——
- Decreased muscle tone (floppy) L _B'f _ 1
- Any episode of apnea regardless of duration rTs
- Baby required vigorous stimulation to arouse I G i
- Bystander administered CPR ALS

Patient is < 90

days old? ves
No
Patient symptomatic | ~rnfirm MER trit hac haen )
OR with abnormal age Yesn Confirm 2?52;22:% been
appropriate vital signs? —_— _pl:_ _ 4
T T
No | Determine blood sugar level |
-——— == == = — =
| Provide age _i i
| appropriate care | Monitor ECG
R I
Transport | Monitor pulse ox

I

Contact medical control
as necessary

I

Provide age
appropriate care

Y

Transport

1-5




Initiated: 7/94 MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: 7/1/11 STANDARD OF CARE

Revision: 2 APPROVED ABBREVIATIONS | Page 1 0f 2

a Before DKA diabetic ketoacidosis
AAA abdominal aortic aneurysm DOA dead on arrival

Abd abdomen DOE dyspnea on exertion
ACS acute coronary syndrome DM diabetes mellitus

AED automatic external defibrillator dit due to

AHA American Heart Association dx diagnosis

AIDS acquired immune deficiency syndrome EBL estimated blood loss
ALOC altered level of consciousness ED emergency department
ALS advanced life support e.g. for example

AMA against medical advice ECG electrocardiogram

AMI Acute myocardial infarction epi epinephrine

Amp ampule ET endotracheal

Amt amount eval evaluation

Ant anterior exam examination

Approx Approximately Fe Fahrenheit

ARC AIDS related complex FB foreign body

ASAP as soon as possible freq frequency

ASHD arteriosclerotic heart disease Fx fracture

BBB bundle branch block Gl gastrointestinal

BLS basic life support gm gram

BP blood pressure GSW gunshot wound

BS blood sugar gtts drops

BS breath sounds hr hour

c with Hep A Hepatitis A (HAV)

c° Celsius Hep B Hepatitis B (HBV)

CA cancer Hep C Hepatitis C (HCV)
CABG coronary artery bypass graft HHN hand held nebulizer
CAD coronary artery disease HIV human immunodeficiency virus
Cath catheter H&P history and physical exam
cc cubic centimeter HPI history of present iliness
CC chief complaint HTN hypertension

Chemo chemotherapy Hx history

CHF congestive heart failure IDDM Insulin dependent diabetes mellitus
Cl chloride IM Intramuscular

cm centimeter incr increasing

CNS central nervous system inf inferior

clo complaining of 10 intraosseous

COPD chronic obstructive pulmonary disease v intravenous

CPR Cardiopulmonary resuscitation JVD jugular vein distention
CRT capillary refill time kg kilogram

c-section | Cesarean section (L) left

c-spine cervical spine lac laceration

CSF cerebrospinal fluid |at lateral

CSM circulation, sensation, movement Ib pound

CVA cerebrovascular accident LMP last menstrual period
D&C dilatation & curettage LOC level of consciousness
dlc discontinue loc loss of consciousness
dec decreased

1-6




Initiated: 7/94 MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: 7/1/11 STANDARD OF CARE

Revision: 2 APPROVED ABBREVIATIONS | Page 2 of 2

L-spine lumbar spine pt. patient

MAST military anti-shock trousers PTA prior to arrival

max maximum PVC premature ventricular contraction
mcg microgram q every

MD medical doctor R respirations

mg milligram rt right

MI myocardial infarction ® right

misc miscellaneous R/O rule out

[l milliliter Rx treatment

mm millimeter S without

mod moderate SIDS | sudden infant death syndrome
mos months sig. significant

N/A not applicable SL sublingual

NAD no acute distress SOB shortness of breath

neg negative SOC | standard of care

NG nasogastric SPS standard for practical skill
NIDDM non-insulin dependent diabetes mellitus | SQ subcutaneous

NKA no known allergies subQ | subcutaneous

no. number S/Sx signs and symptoms
NPO nothing by mouth stat immediately

NSR normal sinus rhythm Sx symptom

NTG nitroglycerin temp temperature

N&V nausea and vomiting B tuberculosis

occ occasional TBSA | total body surface area
Oriented X3 oriented to time, place, person TKO to keep open

0S mouth Tx transport

0z ounce unk unknown

p after URI upper respiratory infection
P pulse VT Ventricular tachycardia
PAC premature atrial complex VF ventricular fibrillation
PAD public access defibrillation VS vital signs

PASG pneumatic anti-shock garment w/ with

palp palpation w/o without

PE physical examination WO wide open

PE pulmonary edema ylo year old

PE pulmonary embolus d male

PERL pupils equal, reactive to light ? female

PJC premature junctional contraction T increased, improved
PMD private (Personal)medical doctor J decreased, worsened
PMH past medical history %) none

PNB pulseless non-breather > greater than

PND paroxysmal nocturnal dyspnea < less than

POC position of comfort

pos positive

PP policy/procedure

PRN as necessary
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Initiated: 9/92 MILWAUKEE COUNTY EMS Approved by: Ronald Pirrallo, MD, MHSA

Reviewed/revised: 7/1/11 STANDARD OF CARE

Revision: 2 ASSESSMENT PARAMETERS Page 1 of 1

Assessment Likely History Usual Signs/Symptoms NOTES:

Respiratory Asthma Difficulty breathing Lung/breath sounds are described and documented as clear, wet, decreased, absent,
Problem COPD Increased or decreased respiratory rate wheeze, or congested

Chronic bronchitis
Recent respiratory infection
CHF

Increased or decreased respiratory effort
Abnormal breath sounds; retractions, nasal flaring
Grunting, stridor, drooling, pursed lip breathing
Short word strings

Respiratory effort is described and documented as normal, increased effort, decreased effort, or
absent.

Cardiac MI Chest pain with or without associated symptoms Heart tones are described and documented as present, absent, or muffled.
Problem Arrhythmia Absent or muffled heart tones Pulses are described and documented as full, weak, regular, irregular, or absent.
CHF Weak, irregular, or absent pulses Blood pressures should be auscultated whenever possible, palpated only when necessary.
CVAITIA Hypertension or hypotension Skin temperature is described and documented as normal, hot, cool, diaphoretic, pale,
Hypertension Abnormal single or 12 lead ECG flushed, cyanotic, jaundiced, or dehydrated.
Prolonged capillary refill time; jugular vein distention Pitting edema is the presence of a "pit" still visible after a finger is removed from an
Abnormal skin temperature or color indentation made with that finger into the tissue.
Dehydration or edema Note any cardiac medications the patient may be taking to help establish history.
Neurologic CVAITIA Altered level of consciousness Consider ALS transport to the Trauma center for any patient with any of the above symptoms due to
Problem Diabetic complications Disoriented traumatic injury.
Recent trauma Inability to follow commands
Coma Pupils unequal, unreactive, pinpoint or dilated
Paralysis, numbness, weakness, or absence of peripheral
circulation, sensation or movement
Musculo- Recent trauma Pain Patients with two or more long bone (humerus, femur) fractures require ALS transport to the Trauma
Skeletal Arthritis Decreased range of motion Center.
Problem Chronic back pain Paralysis, numbness, weakness or absence of peripheral
Spinal/disc problems circulation, sensation or movement change in normal
Recent surgery tissue color or temperature
Deformity, crepitus, soft tissue injury
Swelling
Abdominal Ulcers Pain
problem Obstruction Nausea, vomiting, fever
Recent surgery Change in elimination patterns
Renal disease Guarding, rigidity
Liver disease Hematemesis, melena
Pancreatic disease Distention
Gynecologic Previous surgery Pain
problem Gynecologic problems/infection Vaginal bleeding, discharge
Pregnancies - live
births/complications
Last menstrual period
Labor Pregnancies Pain/cramping Patients experiencing complicated childbirth with any of the following must be transported by ALS:
Prenatal care Ruptured membranes excessive bleeding, amniotic fluid contaminated by fecal material, multiple births, premature imminent
Toxemia Crowning delivery, abnormal fetal presentation (breech), prolapsed umbilical cord, newborn with a pulse less

Pre-eclampsia
Toxemia

Ectopic pregnancy
Abortion - spontaneous/induced
Last menstrual period

Vaginal bleeding
Hypertension with or without seizures

than 140, flaccid newborn or with a poor cry.
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Initiated: 11/73 MILWAUKEE COUNTY EMS | Approved by: M. Riccardo Colella, DO, MPH, FACEP

Reviewed/revised: 6/1/15 PRACTICE GUIDELINE

Revision: 31 CARDIAC ARREST Page 1 of 1

1st Responder

Establish unresponsiveness; confim

absence of pulse and respirations ,_I_ BLS - |
LS
—_——— =]
I Contact medical control |<-Ye questionable DNR or ALS
No Termination of Resuscitation (TOR) Criteria

Age 18 or older
Cardiac arrest not witnessed by EMS provider
Continuous asystole throughout resuscitation attempt

EMS
witnessed

Patient

Defibrillate [«Yes in shockable <Ye

thythm? amest? Not believed related to environmental hypothermia
Probable Etiology No P_atent air_way
Hypovolemia N v - High .quallty CPR‘ .
Hypoxia =I Initiate CPR for 2 minutes | : 15 minute resuscitation effort
Acidosis | |EtCO2 10 mm Hg or less
Hyperkalemia | ___ __ __ __ ______ : : I | Document termination of resuscitation by standing
Hﬁoglycemia | -I Search for probable etlology of cardiac arrest | | order of medical control physician number 0010
Hypothermia - :
Toxins | Evaluate for Termination of Resuscitation (TOR) cntena|— \/\
Tamponade ¢ 3 |
Pneumothorax Sudden Infant . ) <Trauma apply ) ( Hypothermia - apply )
M Medical/cardiac
PE Death Syndrome trauma protocol hypothermia standard of care
\—/\ v
Look for physiologic
cause, i.e. hypothermia, Yes
hypoglycemia

Acquwe 12-lead Ye91

. e ——
| Notify medical examiner,

| _police, relatives No Contact medical
Contact medical control control
______ after 3rd dose of

| ConS|dertransportto |< epinephrine administered

unless TOR criteria met

| Transfer custody of body
___ tolaw enforcement |

No

I Continue resuscitation I

NOTES:

BLS shall be started on all patients in cardiac arrest with the exception of victims with: decapitation; rigor mortis; evidence of tissue
decomposition; dependent lividity; presence of a valid Do-Not-Resuscitate or POLST (Physician Orders for Life-Sustaining Treatment);
fire victim with full thickness burns to 90% or greater body surface area; hypothermic patients with signs of frozen tissue, rigid airway,
ice formation in mouth, or chest noncompliant for CPR.
e Aresponding paramedic may cease a BLS initiated resuscitation attempt if:

e No treatment other than CPR, non-visualized airway insertion, and/or AED application with no shock advised OR patient is in

traumatic arrest and ECG shows asystole OR core temperature is less than 10 °C or 50 °F.

e |f the patient meets termination of resuscitation (TOR) criteria
Resuscitation must be attempted in traumatic cardiac arrests if the patient is in Vfib (defibrillate once and transport) or if the patient has
a narrow QRS complex, regardless of the rate.
The system standard is: CPR will be provided whenever patient is pulseless; compressions at least 100/minute; hands on chest more
than 75% of time; minimum compression depth of 2 inches in adults 75% of the time.
If a fire victim has ROSC, hypotension or altered consciousness, evaluate for possibility of cyanide poisoning and consider
administration of hydroxocobalamin (refer to Cyanide Poisoning protocol).
Please call the Research Line at 805-6493 to report all cardiac arrests, including DOA.
There is no evidence of naloxone improving the chance of ROSC when a patient is in cardiac arrest due to a narcotic / opiate overdose.
Focus should be on standard CPR/ACLS with good CPR and mechanical ventilation rather than attempts with naloxone.
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Initiated: 9/92 MILWAUKEE COUNTY EMS Approved by: M. Riccardo Colella, DO, MPH, FACEP
Reviewed/revised: 11-1-14 PRACTICE GUIDELINE
Revision: 7 CEREBROVASCULAR Page 1 of 1
ACCIDENT/ TRANSIENT ISCHEMIC ATTACK (CVAITIA)
History: Signs/Symptoms: Working Assessment:

High blood pressure
Cigarette smoking
History of CVA or TIAs
Heart Disease
Diabetes mellitus

Unilateral paralysis or weakness
Numbness, weakness

Facial droop

Language disturbance

Visual disturbance

CVAorTIA

Consider other causes:
Hypoglycemia/metabolic disorder
Seizure disorder

Atrial fibrillation Monocular blindness Trauma
Medications (anticoagulants) Vertigo Ingestion/intoxication
Positive family history Headache Infection
Recent surgery Seizures Migraine
Tumor
( Routine Medical Care for All Patients )
“Establlshed , I Transport to closest |
onset or “last known well” less aoprobriate hospital |
than 8 hours? L_2ppropriate hosprial
Yes
________ D ——
' Assess/report Cincinnati Stroke Scale results:
| Facial Droop I
| Arm Drift I
| Abnormal Speech J'
|Adm|n|ster | Transport to closest i
| Dextrose . I approprlate hospital |
| Expedite transport to I

closest stroke center I

" Provide ALS as necessary to maintain ! Y?S

airway and avoid hypotension !‘

' Expedite transport o :
i closest stroke center |
| Notify EMS Comm of !

| Code Stroke ASAP !

NOTES:

e Report to receiving hospital should include positive and negative results for Cincinnati Stroke Scale,
addressing all three areas. Take precautions to avoid accidental injury to paralyzed extremities during patient

movement.

e Minimize scene time to less than 10 minutes if last known well time is established as less than 8 hours.

e Do not administer oral medications
1-11




Initiated: 7/94 MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA

Reviewed/revised: 7/1/11 STANDARD OF CARE

Revision: 4 DECONTAMINATION OF Page 1 of 1

NON-DISPOSABLE EQUIPMENT

Every effort will be made to reduce the risk of transmitting potentially communicable diseases to our
patients.

e Laryngoscope blades, Magill forceps, obturators and other metal objects in contact with the
airway of a patient are to be scrubbed with hot water and soap to remove all secretions, rinsed
thoroughly and then soaked for a minimum of 20 minutes in 1:10 dilution of 5.25% sodium
hypochlorite (bleach) or 70% Isopropyl alcohol. A fresh solution should be used for each
disinfection and the metal rinsed with water and air-dried before reuse.

NOTES:

e No equipment is to be cleaned in a sink used in food preparation, cleanup or routine
handwashing.

e The following equipment is required to be used on a one-time bases:
¢ Bag-valve mask

Endotracheal tube

Oxygen tubing

Oral airway

Nasopharyngeal airway

Suction tubing

Pocket mask

* & O O o o
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Initiated: 5/10/00 MILWAUKEE COUNTY EMS Approved: M. Riccardo Collella, DO,
Reviewed/revised: 2-23-13 STANDARD OF CARE MPH, FACEP
Revision: 7 DO NOT RESUSCITATE Page 1 of 1

ORDERS

————— i
IEease resuscitation attemth<Yes

Establish unresponsiveness; confirm
absence of pulse and respirations

1st Responder

[ Bis |
- _ PR Is patient wearing a
o - Iieafreﬂsclat ona ttﬂth<Yes isconsin DNR bracelet?
i ILS [
No
ALS

oes patient have
a written DNR or POLST

is dated and signed by a physici
I is dated and signed by a physician | order?

. ¥ __ _  __ __ o
| Begin resuscitation attempt for all

I questionable DNR situations.

e e

No

Consult medical control to consider
need for further resuscitation

NOTES:

POLST - Physician Orders for Life-Sustaining Treatment

A “medic alert” bracelet qualifies as a DNR order for all EMS providers

A patient’s guardian may override the DNR order. For these situations, begin resuscitation efforts
and consult medical control for further orders.

EMS providers may not accept verbal orders from a private physician who is not physically present
at the scene. Input from the private physician is welcomed, but should be communicated directly to
medical control. The EMS team should facilitate the communication between those physicians.

An on-scene physician accepting responsibility for the care of the patient must write, sign and date
a "Do-Not-Resuscitate" order on the EMS run report.

Modification of or withholding medical care based on a "Living Will" or "Medical/Health Care Power
of Attorney" or other document must be approved by medical control. Appropriate medical care will
be provided to the patient while a direct order from medical control is obtained.
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Initiated: 11/1/14 MILWAUKEE COUNTY EMS Approved: M. Riccardo Colella, DO, MPH, FACEP
Reviewed/revised: PRACTICE GUIDELINE
Revision: EBOLA Page 1 of 1
History: Signs/Symptoms: Working Assessment:
Travel to country, region or city listed on the CDC Ebola Fever Ebola

Outbreak Map within the last 21 days Headache
Exposure/contact with known Ebola Patient Diarrhea
Currently being monitored as a Person Under Investigation | Nausea/Vomiting

(PUI) by the CDC, state or local health authority Abdominal pain

Unexplained bleeding or bruising

Appropriate PPE should be based on
patient symptomology for all

Symptoms

indicating Ebola?
indicating Ebola No

Routine care and
transport

Travel to
country, region or city listed on
CDC Ebola Outbreak Map in
past 21 days?

Yes
h 4

All responders should use the following PPE: Gloves, impervious
full body suit with surgical hood completely covering the head and
neck; single use, full-face shield, N95 mask.

If encountering large amounts of body fluids, double gloves, shoe
and leg coverings should be added

!

Notify EMSCOM of Code Infection:
Ebola as soon as possible

A

Patient
refuses transport or
deceased?

Limit non-critical
care

atient requires
critical care?

Transport to appropriate
facility and provide full report
v

Notify EMSCOM of arrival and
wait in ambulance for hospital
staff to accept patient

Yes Yes

Notify local health
department or ME of
patient name, DOB, and
phone #

Contact Medical Director

Doff and dispose of PPE as
directed by department/
hospital agreement

Follow departmental
procedures for
decontamination of vehicle
and equipment

Note:
Link to CDC Ebola Outbreak Map: http://www.cdc.gov/vhf/ebola/outbreaks/2014-west-africa/distribution-map.html
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Initial: 3/1/16 MILWAUKEE COUNTY EMS Approved: M. Riccardo Colella, DO, MPH, FACEP

Reviewed/revised: PRACTICE GUIDELINE

Revision: END TIDAL CAPNOGRAPHY IN | Page 1 of 1

NON-INTUBATED PATIENTS

End Tidal Capnography (ETCO2) monitoring of spontaneously breathing, non-intubated patients allows for
early effective detection of hypoventilation that may result from analgesia, sedation, or medical conditions
such as sedating overdoses or intoxication.

ETCO2 may be effective in detection of metabolic acidosis causing hyperventilation in conditions such as
sepsis.

This policy will focus on ETCO2 as an adjunct for early assessment of hypoventilation; other applications of
ETCO?2 for various medical conditions have been reported but are beyond the scope of this guideline.

Capnography Values

ETCO2 35-45 mm Hg is the normal value for capnography.

ETCO2 Less Than 35 mmHg (HYPOcapnia |) suggests hyperventilation.t
ETCO02 Greater Than 45 mmHg (HYPERcapnia 1) suggests hypoventilation. |
A flat-line ETCO2 suggests apnea.

POLICY:

e ETCO2 will be applied on all patients who receive ketamine. Since ketamine often increases
respiratory rate, the ETCO2 value may often be less than 35 mmHg. A rare side effect of ketamine
is laryngospasm. The combination of absent chest wall movement and a flat-line waveform
differentiates apnea from upper airway obstruction or laryngospasm, both of which manifest chest
wall movement. Response to airway alignment maneuvers (e.g., chin lift, jaw thrust) can often
distinguish upper airway obstruction from laryngospasm.

e ETCO2 will be applied on all patients below age 10 and above age 60 who receive more than 2
doses of fentanyl or midazolam. An increasing ETCO2 trend (greater than 45 mmHg) may indicate
early hypoventilation requiring stimulation, airway repositioning, reversal agent, or other
airway/ventilation assistance.

e ETCO2 will be applied on all patients whenever the clinical judgement of the EMS provider feels
patient is altered as a result of a medication provided by EMS or from a medical condition being
experienced by the patient. An increasing ETCO2 trend (greater than 45 mmHg) may indicate early
hypoventilation requiring stimulation, airway repositioning, reversal agent, or other
airway/ventilation assistance.

ETCO2 values should be clinically correlated.

1-15.1



Initiated: 2/27/02

Reviewed/revised: 7/1/11

Revision: 2

Y

«—No

MILWAUKEE COUNTY EMS
STANDARD OF CARE
EMERGENCY INCIDENT

REHABILITATION

Approved by: Ronald Pirrallo, MD, MHSA

Page 1 of 1

‘ Establish Rehab Group and Supervisor ‘

|

‘ Active duty for first air bottle or 1st 30 minutes }47

ompany Office
identifies any *Positive

Yes
Symptoms?

Entire Crew to Rehab

Return to active duty for 2nd

air bottle or 2nd 30 min

§Automati
Transport Criteria
met?

Yes

Gear removed and one 0.5 liter
bottle minimum fluid intake

;

Reevaluation within 20 minutes to include: mental status;
questions of symptoms; all vitals including: temperature,
RR, BP, and HR; Sp02, CO level (if available)

appropriate facility

Transport to nearest

+20 minute
Transport Criteria

met?

No Return to staging

Transport Criteria Based on ALS Evaluation of Signs or Symptoms

and/or tingling)

*Positive Symptoms §Automatic Transport Criteria +20-Minute Transport Criteria
e Headache e Chest pain e Any Automatic Transport Criteria
e Dizziness e Confusion e Any Positive Symptoms
e Nausea/vomiting e Shortness of breath e HR 120 or greater
e Vision abnormalities e Palpitations orirregular heart | ¢ SBP 200 or greater OR 90 or less
e Paresthesias (numbness beat sensations e T101 or greater OR 97 or less

[ ]

[ ]

[ ]

RR 30 or greater
CO level greater than 10%
SpO:- level less than 94

NOTES:

After the first air bottle, the entire crew must report to rehab if any member reports positive symptoms.

Symptomatic crewmembers must remain in rehab; other nonsymptomatic crewmembers are to report as
directed by Group Supervisor.

The Incident Safety Officer is responsible for assessment of the Company Officer for positive symptoms.
Document according to department standards: date and incident identifier; names of personnel triaged;

entrance and exit times; all vital signs documented; injuries and/or symptoms; disposition.

1-15

Rehydration should continue after the incident with additional 1-2 liters consumed over the next 4 hours.



Initiated: 9/94 MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: 7/1/11 STANDARD OF CARE
Revision: 3 GASTROINTESTINAL/ Page 1 of 1
ABDOMINAL COMPLAINTS
History: Signs/Symptoms: Working Assessment:
History of abdominal problems: Pain Abdominal pain
Ulcers, hiatal hernia, surgery Nausea, vomiting Gl bleed
Renal, liver, pancreatic, gall bladder | Diarrhea Acute abdomen

disease

Onset, duration, severity, radiation

of pain

Character of pain: crampy, sharp,

dull, constant
Last meal

Change in elimination patterns
Guarding, rigidity
Hematemesis, melena
Distention

Organ disease

Consider other causes:
Acute MI

Abdominal aneurysm
Ectopic pregnancy

Diabetic ketoacidosis

Routine medical care
for all patients

C )

1st Responder

. | BLS
Traumatic -
Refer to trauma protocol |«Yes -
origin?  _—
ILS
ALS

———————————————————

- Obtain IV access <« Yes

N
Consider IV bolus
””””” v -
Consider AMI Yes— | Determine blood sugar
v vy
Consider AAA Assess for signs of DKA
v I 2
Consider Gl bleed Yes» Obtain IV access as necessary '
v y
Consider ectopic pregnancy Contact medical control
7777777777 Yy as necessary
Consider transport to

Trauma Center
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Initiated: 9/92 MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: 7/1/11 STANDARD OF CARE

Revision: 3 HANGING Page 1 of 1

History: Signs/Symptoms: Working Assessment:

Patient found hanging Altered level of consciousness | Hanging

Possible c-spine injury
Possible cardiac arrest
Respiratory distress

I_ Be_gin E’Rﬁﬁves

— = —

Rescue safely

1st Responder

v

. VL
| C-spine precautions

e

Routine medical care
for all patients

C

Treat as medical arrest

,,,,,,,,,,, I —
Contact medical control
as needed
vy

Transport

NOTES:

<<<<<<<<<<<<<<<<

,,,,,,,,,,,,,,,,

No
v _

| Transport ]

e A patient in cardiorespiratory arrest is to be treated as a medical arrest and resuscitation is to be

attempted at the scene.

e Attempt to determine and document accidental versus intentional injury, history of substance

abuse and history of prior suicide attempts.
o Attempt to determine length of time patient was hanging.
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Initiated: 9/94 MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: 7/1/11 STANDARD OF CARE
Revision: 2 HEAT RELATED ILLNESS Page 1 of 1
History: Signs/Symptoms: Working Assessment:
Exposure to increased temperatures | Altered level of consciousness Heat cramps
and/or humidity Hot, dry or sweaty skin Heat exhaustion
Physical exertion Hypotension or shock Heat stroke
Decreased fluid intake Seizures
Patient taking antidepressants or Nausea/vomiting
antipsychotic medications Fatigue
Patient age - very young or elderly Muscle cramping
Routine medical care 1st Responder
for all patients
v | Bs |
Move to cool environment —_—— —
Y s
Remove clothing
o ALS

|—Apply ice to neck,_|

. . |<—Yes
axilla, groin

,,,,,,,,,,, D —
Contact medical No
control as needed -
s Transport
Transport

NOTES:
e The following patients are more prone to heat related ilinesses:
o Very young and elderly patients;
o Patients on antidepressants, antipsychotic medications, or patients who have ingested
alcohol.

e Cocaine, amphetamines, and salicylates may elevate body temperature.

e Heat cramps consist of benign muscle cramping due to dehydration and are not associated with
elevated core temperature.

e Heat exhaustion consists of dehydration, dizziness, fever, mental status changes, headache,
cramping, nausea and vomiting. Patients are usually tachycardic, hypotensive and
hyperthermic.

e Heat stroke consists of dehydration, tachycardia, hypotension, temperature over 104°F (40°C).
Patients with heat stroke generally lose the ability to sweat.
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Initiated: 5/12/10

Reviewed/revised: 7/1/11

Revision: 1

MILWAUKEE COUNTY EMS

STANDARD OF CARE
HEMORRHAGE CONTROL

Approved by: Ronald Pirrallo, MD, MHSA

Continue direct
pressure

Page 1 of 1

Routine medical care
for all patients

v

Apply direct pressure to wound;
elevate wound, if possible

v

Apply bandage as appropriate

Continued
emorrhage?

Yes

v
Remove bandage and
re-evaluate wound

v

Apply precise direct pressure
over wound, if possible

Continued
hemorrhage after 5-10 minutes
of direct pressure?

Yes

Bleeding
fistula or other
vascular access
device?

No—»

No—»

A

Secure pressure

dressing 0

ver wound

Yes
Yes
P ;
Apply tourniquet Continue direct pressure with

while maintaining
direct pressure

A

one or two gloved fingers to the
bleeding site until patient is
turned over to receiving facility

Transport to closest

Notes:

appropriate facility

e Direct pressure is the best method to control bleeding.
e Tourniquets should not be used on limbs with dialysis fistulas except in cases of traumatic

penetration, amputation, or crush injury without response to direct pressure.
e Direct pressure should be applied with a gloved hand and/or pressure dressing.
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Initiated: 9/92

Reviewed/revised: 7/1/11

Revision: 3

MILWAUKEE COUNTY EMS
STANDARD OF CARE

HISTORY &

Approved by: Ronald Pirrallo, MD, MHSA

PHYSICAL EXAM | Page 1 of 1

Scene safety/
universal precautions

!

Establish patient contact

!

Determine and document
history of the present illness

v

v

\
v v

v

v
Chief
complaint

Onset,
duration

Location,

Precipitation Intervention

description

Associated

symptoms

v

Determine and document
past medical history

v

v

v

v

Known
allergies

Chronic medical
problems

Current
medications

Personal
physician

v
Perform and document
initial physical exam

v

12

v v v

v

v v
Mental Vital
status signs

Pulse
[0)4

Brealh ECG Pupils
sounds

Skin temp
and color

Generalized
complaints

NOTES:

v

Perform and document
secondary (head to toe) survey

Establish working
assessment

e Patients should be encouraged to describe the situation in their own words.
e Normal room air oxygen saturation (pulse ox) is 94 — 100%.
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Initiated: 5/10/00 MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: 7/1/11 STANDARD OF CARE
Revision: 3 HYPERTENSION Page 1 of 1
History: Signs/Symptoms: Working Assessment:
History of hypertension Blood pressure above 220/140 | Hypertensive crisis
Taking antihypertensives and_any of the following: Eclampsia
Pregnant Headache Cocaine induced hypertension
Renal disease or on renal Dizziness
dialysis Weakness
Cocaine use within the last 24 | Epistaxis

hours

Blurred vision

Nausea, vomiting

Seizure

Altered level of consciousness

1st Responder

NOTES:

< Routine medical care >

for all patients

BP > 220/140 with any
associated symptoms?

Yes
v

Attempt to determine cause

v
Refer to appropriate
protocol
_______ Lo
Contact medical control
as necessary
v
Consider request for
nitroglycerin
y

Transport to closest
appropriate facility

Initiate 1V HYes

e Be sure to obtain multiple blood pressure readings.

e Treat the patient not the blood pressure.

e When considering request for nitroglycerin, be sure to determine if patient has used Viagra or
Viagra-like medications within the last 24 hours.
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No—» Attempt to determine cause

4
Refer to appropriate
protocol

ALS care required?

| Transport to closest
| __ appropriate facility




Initiated: 7/94 MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: 2-15-12 STANDARD OF CARE
Revision: 5 HYPOTHERMIA Page 1 of 1
History: Signs/Symptoms: Working Assessment:
Exposure to environment Cold Hypothermia
Extremes of age Shivering or not
Drug use: Alcohol, barbiturates | Altered level of consciousness
Patient wet Pain or altered sensation to extremities
History of infection Bradycardia
Hypotension/shock
(Routine medical care for all patients>
_ 7
|_ BLS | ‘ Move to warm environment ‘
- 7
”””” T Attempt to warm patient with
: blankets; remove wet clothing
Y
ALS | Establish IV |
~ (use warm solution if available) |
,,,,,,,,,,,,,,, g
‘ Handle patient gently ‘

Signs of
frozen tissue; rigid airway;
ice formation in mouth, chest not
ompliant for CPR?

«Yes Cardiorespiratory
arrest?

No
\ 4

No resuscitation indicated

Contact medical control as
necessary
v
Transport to Trauma Center
with CPR en route

NOTES:

Hypothermia is defined as a core temperature less than or equal to 32°C or 90°F.

Young and old patients are more susceptible to hypothermia.

Shivering stops below 90°F or 32°C

Hypothermic patients should be handled gently in an attempt to avoid ventricular fibrillation.
Hypothermia may cause severe bradycardia. Pulses should be palpated for one full minute.
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Initiated: 9/92

Reviewed/revised: 5/16/12

Revision: 6

MILWAUKEE COUNTY EMS
STANDARD OF CARE
INHALATION INJURY

Approved by: Ronald Pirrallo, MD, MHSA

Page 1 of 1

History:

Signs/Symptoms:

Working Assessment:

History of exposure to smoke or
chemicals

Burns to face, chest or mouth
Carbonaceous sputum
Singed nasal hair

Dyspnea

Altered level of consciousness

Inhalation injury

Apply appropriate cardiac
arrest protocol

:

NOTES:

Remove patient from toxic

environment

Routine medical care
for all patients

C

arrest?

No

Evaluate degree of
respiratory distress

| Transport to appropriate
| facility

1st Responder

,,,,,,,,,,,,,,,,

,,,,,,,,,,,,,,,,

Contact medical control as

necessary
. 2 -
| Consider albuterol
———§F — — i
| Manage airway ]
— — — 3 — —

Transport to appropriate facility

e Adult patients (> 8 years old) who suffered burns with an inhalation injury are to be transported

to the Burn Center.

o All patients with suspected CO poisoning with altered mental status and without associated
burns or trauma should be transported to the closest hyperbaric chamber.

o Pediatric patients (< 8 years old) who suffered burns with an inhalation injury are to be
transported to Children's Hospital of Wisconsin.

e Pediatric patients (<8 years old) with suspected inhalation burn are to be transported to
Children's Hospital of Wisconsin.

e Ifafire victim has ROSC, hypotension or altered consciousness, evaluate for possibility of cyanide
poisoning and consider administration of hydroxocobalamin (refer to Cyanide Poisoning protocol).
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Revision: 3
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PRACTICE GUIDELINE
LEFT VENTRICULAR ASSIST DEVICES

Approved : M. Riccardo Colella, DO, MPH, FACEP

Page 1 of 1

Apply appropriate resuscitation protocol for presenting rhythm
Provide chest compressions & defibrillation as protocol directs

Evaluate LVAD display for malfunction information
Ensure external LVAD connections are secure
Ensure LVAD connected to battery or AC wall power

Determine patient has LVAD

Yes

Unresponsive with
absent respirations?

NOTES:

Transport to patient's cardiac facility

<

No LVAD associated problems:
v - Arrythmia
Acquire ECG (LVAD does not affect ECG tracing) - Hypovolemia
Attempt and document manual BP »(- Device malfunction
Assess respiratory status - Bleeding
Document signs of perfusion (LOC, color, skin temp, cap refill) - Infection
l - Thrombus/stroke
Allow trained companion . .
to attempt to rectify  [«Yes trained companion Yes LV'A.‘D No
. able to troubleshoot alarming?
mechanical problem .
Refer to appropriate protocol
for chief complaint
No v
Evaluate LVAD display for malfunction information Transport to patient's cardiac facility
Ensure external LVAD connections are secure regardless of diversion status
Ensure LVAD connected to battery or AC wall power . *
Notify facility of LVAD
patient's imminent arrival
Page emergency contact v
> | Sl ) Yesp n”rr?belz prowdﬁd t? the pa_ttﬁnt Bring backup batteries and
armin (c ec oontrq er for possibie controller with the patient
information sticker)
No
v

regardless of diversion status
v
Notify facility of LVAD
patient's imminent arrival
v
Bring backup batteries and
controller with the patient

= LVADs do not generally produce a palpable pulse in the patient. Assess for other signs of adequate
perfusion (alert, warm skin, capillary refill).

= Blood pressures in LVAD patients may be very difficult to detect. This is normal for the device!
0 When attempting to obtain a blood pressure, you may only hear one change in sound. This is

the mean pressure and should be 60 — 90 mm Hg. Document this as the systolic BP.

= Unless the patient requires treatment for major trauma or burns, the closest appropriate facility is the
patient’s cardiac hospital, regardless of diversion status. If the patient receives cardiac care outside
the Milwaukee area, the default receiving hospitals are St. Luke’s — Main Campus or Froedtert for
adults, CHW for pediatric patients. Be sure to inform the receiving hospital the patient en route has a

LVAD.
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Initiated: 12/10/82 MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA

Reviewed/revised: 7/1/11 STANDARD OF CARE

Revision: 7 MASS CASUALTY TRIAGE | Page 1 of 1

Determine patient needs outnumber
readily available resources

2
If possible, estimate total number of Immediate/Red,
Delayed/Yellow, and Minimal/Green patients and relay
information to the EMS Communications Center

Report to Staging

Establish EMS Branch
(as directed by Incident  «—VYes

aramedic Officer
orTeam Leader?

Commander)
EMS Communications Contact EMS Communications and
will request area <.....| IncidentCommand with following data: Assist Triage Officer or
hospitals update bed # and severity of injuries other team as assigned
availability on WiTrac exact location and type of incident
Assign as needed: ‘ Take assignment as Triage Officer ‘
Triage Officer ¥
Transp ort Offlcer Designate Immediate/Red, Delayed/Yellow,
Staging Officer "
. ) Minimal/Green, Expectant/Gray, and Dead/
Minimal/GreenTeam officer
Black zones and team leaders as needed
! ;
Report initial hospital bed count Initiate triage protocol ~ 1¢—
to transport officer ¥
i Attach severity ID tag to wrist or ankle of
each patient and move to appropriate zone
Maintain communications
with and report to Incident Re-triage as necessary if
Commander as necessary patient condition changes
i v
Package for transport
Maintain communications with the v
EMS Communications Center to Notify Transport Officer of
update hospital bed availability patients available for transport

NOTES:
e Utilization order of EMS resources is:
e Local EMS agency and mutual aid units (including air ambulances)
e Zone resources (MABAS)
e Activation of Milwaukee County Disaster Plan (Annex H-3) may be requested by
Incident Commander through Milwaukee County Emergency Management
e Referto individual fire department disaster/multi-casualty incident position descriptions for
further specific duties.
Refer to the S.A.L.T. Triage standard of care for patient assessment.
BLS transport units should use MCI ambulance to hospital communication protocol.
EMS units should report back to staging after transport until released by the Incident
Commander.
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Initiated: 9/92 MILWAUKEE COUNTY EMS Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: 7/1/11 STANDARD OF CARE
Revision: 3 MEDICATION ADMINISTRATION | Page 1 of 1

Routine medical care
for all patients

v

Apply appropriate medical protocol to determine
patient needs medication administration

v

Ascertain patient's allergy history

Confirm order for correct medication, dose

Medical control order? Yes—» e
and route of administration
v
Nvo Administer medication as ordered
Administer medication per v
protocol Notify medical control that medication was

y

administered as ordered

Document medication administered,

dose, route, and time of administration |

v

Document results of treatment

v

Obtain and document vital signs within 5
minutes after medication administration

v

Monitor patient en route for adverse affects,
updating vitals at least every 15 minutes

NOTES:

e Any medication order inconsistent with the usual dose should be questioned and discussed with

medical control prior to administration.

e The patient’s gag reflex must be present, and the patient must be cooperative, understand and
be able to follow instructions for all oral medication administration.
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Initiated: 9/92

Reviewed/revised

. 3/1/16

Revision: 29

POLICY:

All medications will be administered and documented as outlined in system policy.

MILWAUKEE COUNTY EMS
PRACTICE GUIDELINE
MEDICATION LIST

Approved by: M. Riccardo Colella, DO, MPH, FACEP

Page 1 of 6

e Concentrations and packaging of medications may change depending on availability; adjust volume administered to ensure proper dosing.
e |V/IO bolus should be administered over 10 seconds.
e Slow IV push should be administered over 1 — 2 minutes.
MEDICATION | USUAL USUAL PEDS DOSE | ADMINISTRATION | MONITOR, REPORT, INDICATIONS CONTRAINDICATIONS
ADULT DOSE GUIDELINE DOCUMENT
Acetaminophen | 1 gram N/A Swallow Temperature Sepsis Syndrome | Known liver disease
500 mg tablets (2 tablets)
one dose only
Adenosine 12 mg 1stdose - 0.1 mg/kg Rapid IV/IO Continuous ECG Narrow complex Heart block
12mgin4 mL 2M dose - 0.2 mg/kg Attempt to record conversion | tachycardia Heart transplant
Prefilled syringe Max dose 12 mg Resuscitated PNB
Albuterol/ 5 mg albuterol | 2.5 mg albuterol / Nebulized; Patients with cardiac history Respiratory Heart rate >180
Ipratropium /1 mg 0.5mg ipratropium in 3 | Do not dilute over the distress
(Ventolin/ ipratropium in | mL age of 60 will have ECG
Atrovent) 3mL, Max dose 7.5 mg monitoring during
2.5 mg albuterol | \ay dose 15 | atbuterol/ 1.5 mg administration
/0.5 mg . .
; ) mg albuterol/ 3 { inratropium Heart rate
Ipratropium in'3 { o inratropium Change in respiratory status
mL unit dose
Amiodarone 300 mg 5mglkg IV/IO bolus ECG changes Cardiac arrest 2n or 3rd degree AV block,
(Cordarone) Blood pressure Bradycardia
s0mgindmb Vo Vo] Not to be administered via
Carpuject 150 mg add to | 5mg/kg add to 100 mL | IV/IO drip, run over Wide complex ETT
100 mL D5W | D5W, 10 minutes tachycardia
Max dose 300 mg
Aspirin 324mg-4 N/A Chew and swallow | N/A Angina / acute Allergy
81 mg tablets coronary
Chewable tablet syndrome
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Initiated: 9/92

Reviewed/revised: 3/1/16

MILWAUKEE COUNTY EMS
PRACTICE GUIDELINE

Approved by: M. Riccardo Colella, DO, MPH, FACEP

Revision: 29 MEDICATION LIST Page 2 of 6
MEDICATION | USUAL USUAL PEDS DOSE | ADMINISTRATION | MONITOR, REPORT, INDICATIONS CONTRAINDICATIONS
ADULT DOSE GUIDELINE DOCUMENT
Atropine 0.5-1mg 0.02 mg/kg IV/IO Heart rate before and after Bradycardia Tachycardia
1mgin 10 mL Minimum dose | Minimum dose 0.1 mg administration;
Prefilled 0.1 mg Max dose 1 mg BP within 5 minutes of
Max dose 0.04 administration;
mgkgor3mg | | ] ECG changes
2 mg 0.4 mg/kg ET
2-5mg 0.5 mg/kg IV/IO Salivation Organophosphate
Lacrimation poisoning
Urination
Diaphoresis
Gl upset
Emesis
Calcium 39 60 mg/kg IV/IO Push ECG changes Suspected hyper- | Ventricular fibrillation
Gluconate Max dose 3g Max dose 3000mg over 2-5 minutes Watch carefully for infiltration | kalemia in cardiac | Ventricular tachycardia
1gin 10mL Bradycardia arrest;
Single dose vial As directed by
medical control
D5 in Water Used to dilute | Used to dilute dextrose Monitor for infiltration None
100 mL bag amiodarone, and sodium Monitor pediatric blood
sodium bicarbonate glucose levels
hicarbonate
Dextrose 25¢ 500 mg/kg IV bolus or Changes in level of Hypoglycemia If hypoglycemic, no
259in 50 mL swallowed consciousness Contraindications
Prefilled IO in cardiac arrest | Repeat blood sugar
(2 ml/kg of diluted Dilute 1:1 with determination
solution) to a max of D5W for patients Watch carefully for infiltration
25 gldose less than 100
Ibs/45 kg
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Initiated: 9/92

Reviewed/revised: 3/1/16

MILWAUKEE COUNTY EMS
PRACTICE GUIDELINE

Approved by: M. Riccardo Colella, DO, MPH, FACEP

Revision: 29 MEDICATION LIST Page 3 of 6
MEDICATION USUAL ADULT | USUAL PEDS ADMINISTRATION | MONITOR, REPORT, INDICATIONS | CONTRAINDICATIONS
DOSE DOSE GUIDELINE DOCUMENT
Diphenhydramine | 25-50 mg 1 mg/kg [V/10 Push, IM Changes in level of Anaphylaxis Presence of a self-administered
(Benadryl) Swallow for pills consciousness CNS depressant
50 mgin 1 mL, Max dose 25 mg only
25 mg pills
Dopamine 2-20 2 — 20 meg/kg/min | IV/1O drip ECG changes Hypotension Hypovolemic shock
200 mg in 250 mL mcg/kg/min Headache Ventricular fibrillation, Ventricular
Premixed IV Watch carefully for tachycardia or PVCs
infiltration

DuoDote Kit N/A IM autoinjectors Change in symptoms Chemical Mild symptoms with no miosis
Atropine Atropine — 2 mg Change in level of exposure

2.1 mg/0.7 mL IM consciousness
Pralidoxine Pralidoxine —

600 mg/2 mL 600 mg IM
Autoinjector
Epinephrine 0.3mg (greater | 0.15 mg (less than | IM, or autoinjector | Breath sounds and vital Anaphylaxis No absolute contraindications in
1:1000-1mginl | than 30kg) or 30 kg) or pediatric | (Vastus lateralis signs within 5 minutes of a life-threatening situation

mL vial adult autoinjector | autoinjector preferred site) administration Use caution when administering

(05-1mg | 00lmgkg  |wmio Effect on heart rate Cardiac arrest | to patient with hypertension or
2mg 0.1 mg/kg ET ECG changes coronary artery disease
Epinephrine 0.1 mg/kg 0.01 mg/kg VIO Breath sounds and vital Refractory No absolute contraindications in
1:10,000 1 mgin 10 Max dose 1 mg signs within 5 minutes of anaphylaxis a life-threatening situation
mL (05-1mg | VIO-00lmghkg [IVIO administration | Cardiac arrest | Use caution when administering
Prefilled Max dose 1 mg Effect on heart rate to patient with hypertension or
2mgET | 0imgkg  |ET ECG changes ‘Cardiac arrest | coronary artery disease

Max dose 1 mg
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Initiated: 9/92

Reviewed/revised: 3/1/16

MILWAUKEE COUNTY EMS
PRACTICE GUIDELINE

Approved by: M. Riccardo Colella, DO, MPH, FACEP

Revision: 29 MEDICATION LIST Page 4 of 6

MEDICATION USUAL USUAL PEDS ADMINISTRATION | MONITOR, REPORT, INDICATIONS | CONTRAINDICATIONS

ADULT DOSE | DOSE GUIDELINE DOCUMENT
Fentanyl 1 mcglkg 0.5 - 1mcg/kg IV/10 Push, IM, IN | Change in pain level Pain Respiratory depression
100 mcg/ 2 mL Max single Max single dose Changes in respiratory rate management GCS<14
Carpuject/tubex dose 100 mcg | 50 mcg and effort Hypotension

_______________________________________________________________ Capnography

0.5 mcglkg 0.5 meglkg IV/IO Push Agitation post airway Sedation post

Max single Max single dose placement airway

dose 100 meg | 50 mcg placement
Glucagon 1mg 1mg IM, IN Level of consciousness Hypoglycemia Known hypersensitivity
1 mg with 1 mL Repeat blood glucose Known pheochromocytoma
diluting solution determination
Glucose (oral) 15¢ 15¢ Swallowed Level of consciousness Hypoglycemia | Lack of gag reflex
159in37.5¢g Patient unable to swallow
Gel tube
Hydroxocobalamin | 5gIV/IOdrip | 70 mglkg IV/10 drip infused Blood pressure Cyanide None
(CYANOKIT®) Max dose 5 ¢ wide open over 15 | Nausea poisoning

(1) 5 g vial minutes Headache

Reconstitute with Site reactions
200 mL saline or Rash
D5W
Ketamine 1 mg/kg; max | 1 mg/kg IV; max IV; dilute 1:1 with Heart rate and rhythm Excited Hydrocephalus
500 mgin 5 mL | dose 100mg | « dose 100mg || NS ] Blood pressure delirium; Allergy
Vial 3 mg/kg max 3 mg/kg max dose | IM: do not dilute Level of consciousness / Immediate

dose 300 mg 300 mg hallucinations threat of harm

Excessive salivation to self or others
Respiratory rate

0.3 mg/kg 0.3mglkg IV/I0 Capnography Sedation
Lidocaine 1 mg/kg 1mgl/kg IO Push ECG changes Pain Heart block
(Xylocaine) Max dose 40 Max dose mg management in | Junctional arrhythmia
20 mg/mL in 5 ml mg conscious Brady arrhythmia
vial patients with 1O

insertion
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Initiated: 9/92 MILWAUKEE COUNTY EMS Approved by: M. Riccardo Colella, DO, MPH, FACEP
Reviewed/revised: 3/1/16 PRACTICE GUIDELINE
Revision: 29 MEDICATION LIST Page 5 of 6
MEDICATION | USUAL USUAL PEDS DOSE | ADMINISTRATION | MONITOR, REPORT, INDICATIONS CONTRAINDICATIONS
ADULT DOSE GUIDELINE DOCUMENT
Midazolam 1-4mg 0.1mgl/kg IV/IO Push, IN, Changes in respiratory rate Chemical Hypotension
(Versed) Max dose 4 Max dose 2 mg rectal and effort restraint Presence of a self-administered
5mgin5mL mg Changes in level of Seizure CNS depressant
vial 10mg 0.25 mg/kg ™ ] consciousness and seizure
Max 10 mg Max 5 mg activity
-------------------------------------------------------------------- Capnography
0.1 mglkg 0.1 mglkg IV/IO Agitation post airway Sedation post
Max 2 mg Max 2 mg placement airway placement
Naloxone 0.5mg 0.1 mg/kg IV/IO bolus, ET, IM, | Change in level of Narcotic Allergy
(Narcan) Max single dose 0.5 IN consciousness overdose
2mgin2mL mg
Prefilled
Nitroglycerin 0.4 mg N/A Sublingual metered | Blood pressure prior to and Angina / acute Hypotension
Metered spray spray after coronary Use of Viagra-like medication
canister - 0.4 administration syndrome/ CHF | (phosphodiesterase inhibitor)
mg/spray Headache within last 72 hours
Normal Saline | As needed for | 20 mL/kg fluid bolus Label date and time set up Fluid Discard after 24 hours or if no
1000 mL, volume assembled replacement longer sterile
250mL bags, replacement or Document mL of fluid infused
2mL carpuject | to administer Blood pressure
medications Monitor for infiltration
Attempt to keep warmin
extreme cold
Ondansetron Over30kg:8 | 15-30kg: 4 mg oral dissolving Headache Nausea/ vomiting | Prolonged QT complex:
(Zofran) mg tablet Dizziness Male: greater than 450 ms
4 mg oral Dysarthria Female: greater than 470 ms
dissolving
tablets
Ondansetron 0.1 mg/kg— 0.1 mg/kg - max 4 mg | IV/IO Push Headache Nausea/ vomiting | Prolonged QT complex:
2mg/mLin 2 max 4 mg Dizziness Male: greater than 450 ms
mL vial Dysarthria Female: greater than 470 ms
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Initiated: 9/92 MILWAUKEE COUNTY EMS Approved by: M. Riccardo Collella, DO, MPH, FACEP
Reviewed/revised: 3/1/16 PRACTICE GUIDELINE
Revision: 29 MEDICATION LIST Page 6 of 6

MEDICATION | USUAL ADULT | USUAL PEDS DOSE | ADMINISTRATION | MONITOR, REPORT, INDICATIONS | CONTRAINDICATIONS
DOSE GUIDELINE DOCUMENT

Sodium 0.5-1mEg/kg | 1 mEaglkg IV/I0 Bolus; dilute | Change in level of Acidosis; Do not mix with epinephrine or

Bicarbonate for infants 5 kg consciousness Tricyclic OD dopamine

50 mEqin 50 and less 1:1 with ECG changes if given for

mL D5W tricyclic OD

Prefilled

Dopamine Drip Rate Chart — based on standard premixed solution of 200 mg/250 mL, using microdrip tubing (60 gtt/min/mL)

Formula: Amount to give (mcg) X weight (kg) X drip factor + amount on hand (mcg/mL)
Example: Start a dopamine drip at 7.5 mcg on a patient who weighs 176 Ibs, using standard premised dopamine (200 mg/250 mL or 800 mcg/mL)
7.5 mcg X 80 kg X 60gtt/min/mL = 36000 = 45 gtt/min
800 mcg/mL 800
lbs: 99 110 121 132 143 154 165 176 187 198 209 220
kg: 45 50 55 60 65 70 75 80 85 90 95 100
Dose: 1 mcg/kg/min 4 4 4 5 5 5 6 6 6 7 7 8
2.5 8 9 10 11 12 13 14 15 16 17 18 19
5 17 19 21 23 24 26 28 30 32 34 36 38
7.5 25 28 31 34 37 39 42 45 48 51 53 56
10 34 38 41 45 49 53 56 60 64 68 71 75
15 51 56 62 68 73 79 84 90 96 101 107 113
20 68 75 83 90 98 105 113 120 128 135 143 150
25 84 94 103 113 122 131 141 150 159 169 178 189
30 101 113 124 135 146 158 169 180 191 203 214 225
35 118 131 144 158 171 184 197 210 223 236 249 263
40 135 150 165 180 195 210 225 240 255 270 285 300
45 152 169 186 203 219 236 253 270 287 304 321 338
50 169 188 206 225 244 263 281 300 319 338 356 375
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Initiated: 9/92 MILWAUKEE COUNTY EMS Approved by: M. Riccardo Collella, DO,
Reviewed/revised: 2-23-13 STANDARD OF CARE MPH, FACEP
Revision: 5 NEWBORN CARE & ASSESSMENT | Page 1 of 1

\ Evaluate newborn
v

Dry vigorously with towels
Provide warmth (cover head with cap if available)
Clear airway / suction mouth and nose as needed

R below 100,
gasping or apnea after
30 seconds?

Yes

l

Stimulate (tap heels, rub back)
BVM ventilation @ 40 - 60 breaths /min
v

breathing or central
cyanosis?

Yes
v

Clear airway
Stimulate (tap heels, rub back)

<«No

Position on back in sniffing position
Place small blanket roll under shoulders
Modify technique to ensure appropriate ventilation

v
‘ Reassess after 30 seconds ‘

mproved after
30 seconds?

Yes

|

R below 1007 No—»|

Keep baby warm and dry

Keep with mother when possible )

Continue BVM ventilation
@ 40-60 breaths/min

Yes

Yes
FNO HR below 607
v

Initiate chest compressions at least 100/min
Compression to ventilation ratio 3:1
Consider intubation
Establish [V access (peripheral or umbilical vein)

>} Contact medical control ‘
v

Monitor en route to appropriate facility }4

NOTES:
e Compression to ventilation ratio — 3:1
e Consider hypothermia and pneumothorax as a cause and treat.
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Initiated: 9/92

Reviewed/revised: 7/1/11

Revision: 4

Pt newborn?

Pt< 1 yearold?

Pt 1-4 years old?

No

Pt 5- 11 years old?

No

Pt12-15 years old?

Yes—»

Yes»

MILWAUKEE COUNTY EMS
STANDARD OF CARE
NORMAL VITAL SIGNS

Normal vital signs:

R - good cry

P->140

(BP) CRT < 3 seconds

Normal vital signs:
R-30-44
P-100-160

(BP) CRT < 3 seconds

Normal vital signs:
R-20-40
P-90-140

BP - 80 - 110 systolic

Normal vital signs:
R-16-26
P-60-120

BP - 80 - 130 systolic

Normal vital signs:
R-10-28
P-60-130

BP - 90 - 140 systolic

Approved by: Ronald Pirrallo, MD, MHSA

Page 1 of 1

No

v

Ptis 16 years or older |—Yes,

Normal vital signs:

R-10-28

P-51-130

BP - 90 - 220 systolic AND
<140 diastolic

NOTES:

o Vital sign measurements include auscultating a blood pressure, palpating a pulse and
counting respirations per minute.

e Pulse and respirations are to be counted for 15 seconds and the result multiplied by 4 for the
rate/min with the exception of hypothermic patients. Pulse and respiratory rates are to be
palpated and counted for one full minute in all patients suspected of being hypothermic.

e Normal room air oxygen saturation (pulse ox) is 94 — 100%
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Initiated: 9/92 MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: 7/1/11 STANDARD OF CARE
Revision: 6 OB/GYN COMPLAINT Page 1 of 1
History: Signs/Symptoms: Working Assessment:
Pregnancy Vaginal bleeding, discharge Vaginal bleed
Due date Abdominal pain or cramping Placenta previa
Problems during pregnancy Contractions Abruptio placenta
Prenatal care Ruptured membranes Spontaneous abortion
Previous obstetrical history Crowning Ectopic pregnancy

Hypertension with or without seizures | Labor

Eclampsia

ess tha

Contact medical control 20 weeks

e Establish IV «Yes LS Care™__ves
as necessary e e required?
Yy
mmlnen Ieedlng
dehvery” vag|nally’7
Yes

Transport o |
Lappropnate facmty

Transport to
appropriate facility

Compl|cat|ons’7
— — — 7
|_Request ALS if none

| available, load &go |

| Request ALS if none |

[ Prepareforand | | available, load & go_,
I assist in delivery ]

_ ¥ _
|_ Transport to o
Lapproprlate facility

1st Responder

NOTES:

Routine medical care
for all patients

ALS care No
required? AL

Yss ‘ |_ Transport to B
Establish IV 1 appropriate facility
e it g dhteny A
Contact medical control
as necessary
Y
Transport to

appropriate facility

e Pregnant patients experiencing any of the following complications must be transported by ALS:

o Excessive bleeding;

o Amniotic fluid contaminated by fecal material;
o Multiple births, premature imminent delivery;
o Abnormal fetal presentation (breech);

o Prolapsed umbilical cord.

e If the response time for an ALS unit already requested for a complication of pregnancy is longer than
the transport time, the BLS unit may opt to load and go to the closest appropriate facility.
e Unstable newborns with a pulse less than 140 or flaccid newborns or with a poor cry are to be

transported to the closest neonatal intensive care unit by an ALS unit.

e Patients at term should be transported on their left side, taking the pressure of the baby off the aorta

and vena cava, improving circulation.

e Whenever possible, mother and newborn should be transported together to the same hospital,

preferably where prenatal care was obtained.

o Anpatient at less than 24 weeks gestation will most likely be evaluated in the ED, not sent up to L&D. If
the hospital where she received prenatal care is closed and the patient is at less than 24 weeks

gestation, transport to an open ED.
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Initiated: 9/92 MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: 7/1/11 STANDARD OF CARE
Revision: 2 OXYGEN ADMINISTRATION | Page 1 of 1

Observe universal
precautions

4

Determine flow rate

Y \
COPD on home 02 Pt in severe distress; Patient cfo chest pain; oral or Patient intubated
Pt hypotensive due to trauma; nasopharyngeal airway in place Patient in cardiac arrest
Pt suffered significant blood loss or in moderate respiratory distress Resuscitated cardiac arrest
4 4 4
Ptin severe Yes_p Administer hi flow 02 Administer O2 at no less than Ventilate with bag-
distress? 12 - 15 liters/min 4 liters/min valve device with 100%

02 reservoir in place

v
Administer 02 at 2 Monitor respiratory
liters above home rate " rate carefully

NoO————p

vy
Document patient's
response to 02 therapy

4
Adjust flow rate
accordingly

vy
Document any changes in the
flow rate or delivery rate for 02

NOTES:
e Nasal cannula delivers 1 - 6 liters O2/minute delivering 25 - 40% concentration
e Non-rebreather mask delivers 12 liters O2/minute, delivering 90+% concentration
e Bag-valve device with O2 reservoir provides maximum flow rate for 100% concentration
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Initiated: 12/10/82 MILWAUKEE COUNTY EMS Approved: M. Riccardo Colella, DO, MPH,
Reviewed/revised: 2/23/13 STANDARD OF CARE FACEP
Revision: 17 PERIPHERAL IV LINES Page 1 of 1

<Routine medical care for all patients>

v 1st Responder

‘ Patient appears acutely ill ‘

Yes of hypovolemia or No—— I,L S ,,,,,, |
i dehydration?

1 Initiate peripheral IV with as large a
lumen and administration set as possible

,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,

Patient < 12

years old? No Initiate capped 1V line |
Y
Yes + Consider administering IV with

Run wide open : minidrip administration set, run "keep
‘ ‘ " Consider use of pressﬂre bag | . open" unless directed otherwise by |
R ‘ g : } medical control

L Administer 2nd bolus of 3 Consider starting a second line with ' Ly
! 20 ml/kg if no improvement after ! as large a lumen and ‘ !

first bolus ! . administration set as possible ! !
,,,,,,,,,,,,,,,, R

Transport to appropriate facility

Notes:
e Providers may establish an intravenous infusion in patients who appear acutely ill, either for safety purposes during
transport or prior to contact with medical control.

e The only acceptable IV initiation sites are the upper extremity, lower leg and external jugular. NO femoral or central
lines are to be initiated by EMS personnel.

e The use of chronic indwelling IV catheter lines with external ports (i.e. Hickman, Arrow) may be used prior to
contacting medical control in immediate life threatening situations when another site cannot be obtained.

e A Mediport may be used if access to the port is already established.

e Renal dialysis shunts may only be used if the patient is in cardiopulmonary arrest and no other IV site is available.

e For non-life threatening situations, use of an indwelling IV catheter requires permission from medical control.

e When accessing any indwelling IV line or shunt, consider enlisting the expertise of medical personnel, if present.

e Ifthe patient has a fistula, shunt, etc., avoid using that arm altogether for IV access, except in life threatening
situations

e Anintraosseous line may be established in a patient with sign/symptoms of shock AND altered level of
consciousness in whom an intravenous line cannot be initiated.

e The preferred order for administration of parenteral medications is: peripheral 1V, 10, chronic indwelling catheter with
external port, ET.
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Initiated: 9/92 MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: 7/1/11 STANDARD OF CARE

Revision: 3 POISON/OVERDOSE Page 1 of 1

History: Signs/Symptoms: Working Assessment:

Ingestion or suspected ingestion of a
potentially toxic substance

History of drug/substance abuse

Evidence of drug paraphernalia at scene

Altered level of consciousness
Hypotension/hypertension
Behavioral changes

Abnormal vital signs

Overdose
Toxic ingestion

Empty pill bottles at scene Dysrhythmia
History of suicide attempts Seizure
Chest pain
1st Responder Routine medical care
for all patients
T '
- - _ | Attempt to identify substance and route
,,,,,,,,,,,,,,,, v
7777777 ”-S o Attempt to identify time of exposure
v
ALS Attempt to identify amount of substance

Yes
v

Evaluate for swmde potential

<Yes Altered LOC?

[Apply appropriate cardiac]

arrest protocol

NOTES:

No
ALS care Ves|
required?

- _Y -
| Transport to appropriate facmty

Establish IV !
,,,,,,,,, P

Contact medical
control as necessary

Y

Transport to
appropriate facility

e Patients with a history of cocaine use within the past 24 hours, complaining of chest pain are to

be treated as cardiac patients.

e Patients who ingested tricyclic antidepressants, regardless of the number and present signs and
symptoms, are to be transported by ALS unit. (These patients may have a rapid progression

from alert mental status to death.)

¢ Pill bottles with the remaining contents should be brought to the ED with the patient whenever

possible.
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Initiated: 5/15/97 MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: 7/1/11 STANDARD OF CARE Signature:
Revision: 2 REFUSAL OF MEDICAL CARE | Page 1 of 1

AND/OR TRANSPORT

Make every reasonable attempt to complete history
and physical exam to determine working assessment
v
Advise the patient of your findings and/or reasons why there is a
need to examine the person and why assistance may be necessary
v
‘ Specifically ask the patient if they understand the explanation ‘
v
Attempt to evaluate the patient's level of comprehension of the
content of the discussion
v

‘ Continue to encourage consent if the patient appears undecided ‘

Patient has judgementa
capacity to refuse?

Notify police for possible
Emergency Detention

Now

.| Consider contacting

medical control

Yes

v

‘ Assure patient was oriented to time, place, person and precipitating event ‘

v

‘ Assure patient was able to follow simple commands ‘

v

‘ Advise patient to seek medical attention and offer transport ‘

v
‘ Explain the potential consequences of refusal of care and/or transport ‘
v
Have patient verbalize understanding of the potential risks and
acceptance of the consequences
v

‘ Urge patient to seek alternative medical attention ‘

v
‘ Assure patient is left in a safe environment ‘
v
Advise patient to call 911 if they decide they want care
and/or transport after EMS unit leaves the scene
2
Note on EMS run report that Refusal of Care/Transport checklist in the
Standard of Care was completed before accepting the patient's refusal.

Have patient sign report indicating they are refusing treatment and/or transport

NOTES:

e If the patient is a non-emancipated minor and no symptoms that a prudent layperson,

possessing an average knowledge of health and medicine, could reasonably expect to result in

serious impairment to the patient's health exist:

e A parent, guardian or individual responsible for the well being of a non-emancipated minor

may refuse medical care and/or transport on the behalf of the patient.

e If no parent, guardian or responsible party is present at the scene, the non-emancipated
minor may refuse care and/or transport, if they have the capacity to refuse as defined above.

A reasonable attempt should be made to contact the parent or guardian.
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Initiated: 2/13/08

Reviewed/revised: 7/1/11

MILWAUKEE COUNTY EMS
STANDARD OF CARE

Revision: 1

REMOVAL OF CONDUCTED

Approved by: Ronald Pirrallo, MD, MHSA

ENERGY DEVICE BARBS

Page 1 of 1

Ensure barbs/wires are disconnected
from weapon (power supply)

aw enforcemen
prefers to remove barbs or
requires them as
evidence?

No

Barbs in
eyes/orbits, neck or
genitalia?

No

Carefully examine, palpate area to
determine location and depth

v

‘ Use one hand to pull skin around barb taut ‘

\ Grasp barb/electrode shaft with other hand \

‘ Pull straight out with gentle, quick motion ‘

Dispose of barbs in appropriate sharps
container

v

Apply adhesive bandage over wound(s) ‘

v

Transport patient if barbs cannot be safely
removed by this method

Notes:

Yes-»

Allow law enforcement personnel to
attempt removal per police policies

Splint barbs in place and transport to
closest, most appropriate hospital

e Most conducted energy device barbs have a small bent hook similar to the barbs on a fishhook.

e On most occasions, the conducted energy weapon will cauterize the skin at the site of penetration.
Bleeding is usually minimal, and the wound will heal uneventfully.

e When grasping barbs, grasp the metal shaft of the electrode, and not the wires, which are fragile and
will break easily. Take care not to grasp any exposed sharp ends.
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Initiated: 7/94 MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA

Reviewed/revised: 7/1/11 STANDARD OF CARE

Revision: 4 ROUTINE MEDICAL CARE | Page 1 of 1

FOR ALL PATIENTS

Universal precautions
Assure scene safety

(_Required Evaluation by A Milwaukee County ALS Unit )

v
Assess level of consciousness using
AVPU or GCS as appropriate

Is LOC normal? Nos Assess blood qucosle level;
treat as appropriate

Yes
Yes*No Is airway patent? e —
| C- sﬁne—staMZ%n—l R - Yes
| _ withjawthrust  Head-il/chin-it, —  —~_
— > Is patient breathing? Now! Manage airway K
Yes

- rN_o\ Patient has a pulse?

Start CPR
S‘ Responder . -
_ APP'Y appropriate Patlent is | Control hemorthage, |
[ BLS cardiac arrest Pf01000| ot bleed|n7 spllnt fractures |
ILS [ History of present illness \
ALS | Baseline vital signs

| Consider 12-lead ECG |

‘ Establish working assessment ‘

Request operating instructions

and/or back up equipment +No

[ Enroll patient in appropriate trial |
v

Continue providing treatment per
protocol for working assessment

[Transport to closest appropriate facility |

Notes:

e A patient care report must be completed for each patient evaluated. A minimum of two complete sets of vital
signs must be documented.

e The patient care report must be completed and left with/ faxed to the hospital prior to the MED unit going back
into service.

e Refer to Response, Treatment and Transport and Transport Destination Policies for required level of transport
and destination hospitals providing specialized care.

e The Primary Working Assessment, case number, and transport destination must be reported to EMS
Communications for all patients receiving an ALS assessment.
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Initiated: 5/20/09 MILWAUKEE COUNTY EMS
Reviewed/revised: 7/1/11 STANDARD OF CARE
Revision: 1 S.A.L.T. TRIAGE

Instruct patient to
move
independently to

Initiate sorting

Patient is
ambulatory?

Yes
A 4

Assign to 3rd
priority group

Patient is

purposeful
ovement?

Yes

waving or showing

Approved by: Ronald Pirrallo, MD, MHSA

Page 1 of 1

Assign to 1st

No», e
priority group

Assign to 2nd
priority group

designated location

Assess patients beginning

with 1st priority group

Initiate lifesaving
intervention
(See notes below)

Dead

No (color black)

v

Respiratory
effort?

Yes

Obeys commands ana
has peripheral pulse and
no major bleeding

Assess i

Likely
to survive with current
resources?

Expectant

No-»
(color gray)

Yes Yes
v
W No» Delayed Immediate
(color yellow) (color red)
Yes
A 4
Minimal
(color green)

NOTES:

e S.ALT. - Sort, Assess, Lifesaving Interventions, Treatment/Transport
e Patients should be sorted into priority groups , then receive individual assessment, beginning

with the 1st priority group
e Lifesaving interventions include
o Major hemorrhage control
o Open airway (consider 2 rescue breaths for chi
o Chest decompression

ldren)

o Autoinjector antidotes (MARK | Kit or DuoDote), if appropriate

e Reassess patients as frequently as possible, as patient
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Initiated: 7/1/14 MILWAUKEE COUNTY EMS Approved: M. Riccardo Colella, DO, MPH, FACEP
Reviewed/revised: 10/1/15 PRACTICE GUIDELINE
Revision: 1 SPINAL MOVEMENT PRECAUTIONS | Page 1 of 1

Definitions:

Spinal Movement Precautions (SMP): An effort to minimize unnecessary movement of the spine through a keen
assessment, attention to maintaining a neutral, anatomic position of the spine and the use of adjuncts such as cervical collar,
well-padded long backboard, scoop stretcher, or a flat ambulance stretcher (which essentially is a padded backboard); the
goal of SMP is to minimize the risk of spinal cord injury (SCI) from an unstable fracture and reduce the need for and harm of
using a backboard when possible.

Alert patient: GCS 15, cooperative, clearly communicates, not distracted by pain, injury or circumstance and can focus on
your instructions and exam; not intoxicated.

Normal spine exam: No midline bone pain or anatomic deformity (“step-off”) and can subsequently passively rotate head 45
degrees to the left and right. An abnormal exam implies pain in the midline of the spine, palpable anatomic deformity of the
spine, or an inability to passively rotate head 45 degrees to the left and right.

Normal Neurologic exam: Symmetrical hand squeeze, wrist extension, dorsiflexion, plantar flexion, gross sensation, NO
numbness/weakness or priapism.

Low SCI Risk (Mechanism or Patient): EMS judgment of very low speed impact (e.g. minor MVC or ground level fall). Alert
patients age 3 to 65 with no neurologic findings or no spine pain based on EMS judgment; ambulatory patients at scene; blunt
trauma patients not meeting Level | or Il trauma center evaluation criteria.

High SCI Risk (Mechanism or Patient):_Blunt trauma meeting trauma transfer criteria for a Level | or Il trauma center;
penetrating trauma ONLY if an abnormal spine or neurologic exam AND transport not delayed by applying SMP (penetrating
trauma to neck or torso alone does not make the patient high risk); age less than 3 or greater than 65 may be considered high
risk when considering other major trauma factors.

Routine care

Patient is
alert with normal spine exam,
normal neuro exam and low

SMP generally not indicated |<Yes

- = SCl risk ?
Transport in position of
comfort and safety
No
v

| Maintain neutral c-spine alignment and apply cervical collar

Maintain neutral alignment of thoracic/lumbar/sacral spine and
facilitate all movement as a unit using the log roll method;
provider maintaining c-spine will direct all patient movement
v
| Use adjuncts as needed to deliver patient on to a stretcher for transport |
v
| Transport with c-callar and neutral supine positioning as able |

| Transfer to hospital bed using adjuncts as needed |

NOTES:

» Do not strap or tape patient's head to the cot.

» Itis mandatory to document the initial neurologic exam and upon each patient transfer (e.g. on to
backboard/scoop/stretcher, prior to movement onto hospital bed and once transfer to hospital bed occurs). A simple one-
line statement such as “patient’s neurologic exam remained unchanged throughout all transfers” would suffice.

» ldeally, the backboard or scoop stretcher would be used as an adjunct if multiple extrication steps are needed in order to
move a patient to a stretcher. Ambulatory patients or those patients with minor spine pain seated in a vehicle or at the
scene may be gently assisted directly to an ambulance stretcher brought directly to them to minimize movement. EMS will
make every effort to minimize movement to the spine in this process. A “short board” or K.E.D may be used as an
extrication tool. It does not provide benefit and should not be used when implementing spinal movement precautions.

» Pediatrics age 3 to 8 that otherwise fit the low risk criteria may not require SMP based on the EMS provider's judgment.

» Hospital inter-facility transfers should not require a backboard although they will often require SMP; careful coordinated
movement from hospital to ambulance stretcher using a scoop stretcher or slide board should suffice; ambulance
stretcher straps should be secured.
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Initiated: 9/92 MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: 2/15/12 STANDARD OF CARE

Revision: 6 SUBMERSION Page 1 of 1

History: Signs/Symptoms: Working Assessment:

Patient found submerged in water | Altered level of consciousness Submersion
Vomiting/aspiration
Possible hypothermia
Possible cardiac arrest

Rescue patient safely

Consider initiating trauma protocol if:
obvious signs of trauma, flail chest;
long bone fx, amp; open/depressed

skull fx, etc.

1st Responder

,,,,,,,,,,,,,,,,

ILS 1 Move to warm environment

T ¥

ALS Routine med!cal care
for all patients
Core temp N~ _________
Refer to Hypothermia Y iyec " 3200 /90°F .« Begin CPR '« Yes
standard of care or less Loy T

N'o ' Minimize heat loss from the patient |

Cardiac
arrest?

Treat patient as medical Y
cardiac arrest - Obtain IV access |

,,,,,,,,, L
Contact medical control for
necessary orders
y
Transport

NOTES:

e Estimate the time of submersion.

¢ Note the type of water involved, i.e. bathtub, pool, lake, polluted, etc.
e Estimate the temperature of the water.
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Initiated: 9/92 MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: 7/1/11 STANDARD OF CARE
Revision: 6 SYNCOPE Page 1 of 1
History: Signs/Symptoms: Working Assessment:
Brief loss of consciousness Loss of consciousness with Consider underlying cause:
History of cardiac disease, stroke, recovery Cardiac
seizures, diabetes Dizziness, lightheadedness Hypovolemia
Possible occult blood loss (ulcers, Palpitations Stroke
ectopic pregnancy) Abnormal pulse rate Hypoglycemia
Fluid loss - diarrhea, vomiting Irregular pulse Orthostatic hypotension
Fever Hypotension Seizure
Vagal stimulation Signs of trauma Vasovagal
Trauma Ingestion
Trauma
Aortic aneurysm/dissection

Routine medical care
for all patients

12

(Apply appropriate cardiac protocol )«Yes

1st Responder

. M Tes
‘ Attempt to determine cause for syncope ‘ L
ILS
No
ALS

< Apply trauma protocol )«Yes

No

[ Estabiish biood |
L _Glucose level

FYes Hypoglycemla’?

<Apply altered LOC protocol )«Yes‘

No

Assess for and treat trauma sustained
during syncopal episode

iYes <ALS care required? Ncl

Establish IV as necessary |

Lo o

Transport to B
[appropnate facility

Contact medical control as necessary

Y

Transport to
appropriate facility

NOTES:

e Assess for signs and symptoms of trauma if associated or questionable fall with syncope.
e Consider underlying cause for syncope and treat accordingly.
e Over 25% of geriatric syncope is due to cardiac dysrhythmia.
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Initiated: 10/14/09

MILWAUKEE COUNTY EMS Approved by: Ronald Pirrallo, MD, MHSA

Reviewed/revised: 7/1/11 STANDARD OF CARE

Revision: 1

TENSION PNEUMOTHORAX | Page 1 of 1

History

Signs/Symptoms

Working Assessment

Patient sustained chest trauma | Visible or palpable chest trauma

Severe respiratory distress

Decreased or absent breath sounds on one side
Hypotension

Patient is pulseless

Restlessness/agitation

Increased resistance to ventilation

Jugular vein distention

Tracheal deviation away from affected side

Tension pneumothorax

L____I____

Routine medical care
for all patients

Patient
sustained visible or
palpable chest
trauma?

No
Treat appropriately,
Yes contacting medical
control as necessary
No

Patient is

pulseless or systolic BP is
less than 907

Transport to
appropriate facility

;
Manage other treatable causes |

1st Responder

Perform needle thoracostomy on B _BE _J

affected side to decompress chest

,,,,,,,,,,,,,

Expedite transport to Level | or
Level Il Trauma Center
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Initiated: 9/92

Reviewed/revised: 7/1/11

Revision: 8

MILWAUKEE COUNTY EMS

Approved by: Ronald Pirrallo, MD, MHSA

STANDARD OF CARE

TRANSFER OF CARE

Page 1 of 1

TURNDOWN

Routine medical care for all patients
v
Determine the absence of a life-threatening
or potentially life-threatening condition
v
Document negative findings, along with 2 complete sets of
vital signs (the last one within 5 minutes of turnover)
v
Communicate findings directly to the ILS or BLS transport crew, including working
assessment and statement that the crew finds the patient stable for ILS or BLS transport

- ILS or BLS ALS or ILS transport to the
crew willing to accept transfer No-»| . "
. closest appropriate facility
of patient care?

Yes
A 4

Document acceptance of patient care and time of turnover
v
Forward appropriate copy of run report to
accompany patient to the hospital

NOTES:
e The decision to turn the patient over for BLS or ILS transport must be unanimous among the paramedic or ILS team.
e Patients who may not be turned over for BLS transport include, but are not limited to:

Patients who meet the major/multiple trauma criteria;
Patients with a complaint that includes chest pain or difficulty breathing, have a cardiac history who are taking 2
or more cardiac medications or have had an invasive cardiac procedure within the past 6 weeks;
Adults complaining of difficulty breathing with a history of cardiac or respiratory disease and/or sustained
respiratory rate <8>28 with signs/symptoms of respiratory distress (poor aeration, inability to speak in full
sentences, retractions, accessory muscle use, etc.);
Tricyclic overdoses;
Patients with abnormal vital signs and with associated symptoms;
Patients whose history or physical indicates a potentially life-threatening condition;
Patients with blood glucose levels >400 mg% and/or with signs/symptoms associated with diabetic
ketoacidosis. ***BLS providers must request ALS for known blood sugar <70 mg/dl. ILS may treat blood sugar
<70mg/d|.***
Any patient in the care of a medical professional who requests ALS transport;
Any patient assessed by a BLS unit who is unwilling to accept responsibility for transport;
Any patient in which EMT-Basic advanced skills were initiated; these patients require ALS transport:
e Administration of albuterol without complete relief of symptoms (examples: wheezing, dyspnea)
e Administration of aspirin
e Administration of epinephrine without complete relief of symptoms (examples: wheezing, dyspnea,
hypotension)
e Assistance of self-administration of nitroglycerin
e Administration of dextrose without complete relief of symptoms (example: altered level of consciousness
after second dose of dextrose)
Any patient experiencing complications of pregnancy or childbirth.
Any infant with a reported incident of an Apparent Life Threatening Event (ALTE), regardless of the infant's
current status.
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Initiated: 4/1/14 MILWAUKEE COUNTY EMS | Approved: M. Riccardo Colella, DO, MPH, FACEP
Reviewed/revised: PRACTICE GUIDELINE
Revision: TRAUMA FIELD TRIAGE Page 1 of 1
GUIDELINES
\‘/ 1 ) \‘ \ Is the patient ventilating or can the patient be ventilated?
\Ymry Y(Ies Nlo

Transport to the closest appropriate hospital or ALS / Air Medical intercept

Measure Vital signs and Level of Consciousness for RS / definitive airway management

T
Yes

Glasgow Comé Scale 13 or less

T Systolic blood pressure less than 90 mm Hg ppearance i
\ Physioloaic | |Respiratory rate less than 10 or more than 29 for adults General
NTWSIOIOGIC/ 1 s than 20 for infants less than 1 year Impresslon
PEDS: 1 or more abnormalities in Pediatric Assessment Triangle N Circulation to skin
Y(Ies Nlo

A 4

\ 4
Transport to a trauma center. Steps 2-3 attempt to identify the most seriously injured patients.

These patients should be transported preferentially to the highest level of trauma care within the Assess anatomy of injury

defined trauma region.
PEDS: Consider transport to a pediatric trauma center within region

T
ves ) 4
All penetrating injuries to head, neck, torso, and extremities proximal to elbow or knees
Chest wall instability or deformity (e.g. flail chest)
| Two or more suspected fractures involving the femur or humerus
‘/ 3 \‘ Crushed, degloved, mangled, or pulseless extremity
\\Anatomiq >/ Complete or partial amputation proximal to wrist or ankle
Pelvic fracture/unstable pelvis
Open or depressed skull fractures
New onset paralysis (paraplegia/quadriplegia)
Yés l\io
Transport to a trauma center. Steps 2-3 attempt to identify the most seriously injured patients.
These patients should be transported preferentially to the highest level of trauma care within the Assess mechanism of injury and
defined trauma region. evidence of high-energy impact
PEDS: Consider transport to a pediatric trauma center within region
T
ves v
Falls Adults more than 20 feet (one story is equal to 10 feet)
Children more than 10 feet or 2 — 3 times the height of the child
S High-Risk Auto Crash Intrusion, including roof: more than 12 inches occupant site, more than 18 inches any site
( ) Ejection (partial or complete) from automobile
\Mechanism,/ Death in same passenger compartment
Vehicle telemetry data consistent with high risk of injury
Auto vs. pedestrian/bicyclist thrown, run over, or with significant (more than 20 mph) impact
Motorcycle crash more than 20 mph
T T
Yes No
A 4 v
Transport to a trauma center, which depending upon the defined trauma region, need not be the Assess special patient or system
highest level trauma center considerations

T
Yes l
v

5

QConsideration{s/

Age: Risk of injury / death increases for patients 55 and older
Systolic blood pressure below 110 may represent shock for patients 65 and older
Low impact mechanisms (e.g. ground level falls) may result in severe injury for older adults
Consider transporting children to the pediatric trauma center
Burns:  Adults burns without other trauma mechanism should be triaged to the burn center; burns with trauma mechanism should be
triaged to the trauma center. Pediatric patients with burns should be transported to the pediatric trauma center
Anticoagulants and bleeding disorders: patients with head injury are at high risk for rapid deterioration
Pregnancy over 20 weeks
EMS provider judgement

! |
Yes No
v

v

Transport to a hospital capable of timely and thorough evaluation and initial management of

potentially serious injuries. Transport according to protocol
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Approved by: M. Riccardo Colella, DO, MPH, FACEP

Initiated: 3/1/16 MILWAUKEE COUNTY EMS
Reviewed/revised: 6/1/16 PRACTICE GUIDELINE
Revision: 1 TRAUMATIC CARDIAC Page 1 0f 2

ARREST - SUDDEN

(EMS Witnessed Trauma Arrest)
v

Penetrating Thoracic Chest Injury ONLY
ETA to trauma center <10 mins

|
Yes to both

v

Rapid and safe transport

Early EMSCOM notification

Begin indicated Life Saving Interventions
(LSI) enroute:

v’ Effective ventilation / adjunct

v" High quality CPR

v" Fluid resuscitation

v" Needle thoracentesis

v" Pericardiocentesis

Medical Control PRN

( Unwitnessed Trauma Arrest )
v
Assess for:
Respiratory effort
Central pulse effort
Motor effort
ECG activity
Pupil activity
No to any——»

Yes to any
4

Initiate Trauma Protocol and begin
indicated Life Saving Interventions
(LSI) such as:
Effective ventilation / adjunct
High quality CPR
Fluid resuscitation
Needle thoracentesis
Pericardiocentesis
Tourniquet hemorrhage control

e

Yes
A 4

INENENENENEN

Safe and rapid transport
to trauma center;
limit scene time

\ 4

Trauma
TOR criteria
emerge

Yes
A 4

——No to al—»

Further resuscitation
not indicated
v

Refer to Management of
Deceased Patients Policy

Medical control for further

recommendations or TOR orders |
v

If TOR order given:

v’ Cease resuscitation attempt

v Document time of death and

v Medical control physician number

4
( Refer to Management of )
Deceased Patients Policy
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Initiated: 3/1/16 MILWAUKEE COUNTY EMS | Approved by: M. Riccardo Colella, DO, MPH, FACEP
Reviewed/revised: 6/1/16 PRACTICE GUIDELINE

Revision: 2 TRAUMATIC CARDIAC Page 2 of 2

ARREST - SUDDEN

NOTES:
e NO ACLS drugs indicated (epi, amiodarone, calcium, bicarb) unless ordered by medical control.

Termination of Resuscitation (TOR) Criteria for Traumatic Arrest:
Less than 20 weeks pregnant (fundus at umbilical height)
Not believed related to environmental hypothermia

High quality CPR unsuccessful

Life Saving Interventions (LSI) unsuccessful

ETCO2 10 mm Hg or less

No agonal breaths

No central pulses

No muscle movement

No ECG activity

Fixed, non-reactive pupils

Trauma Arrest LS| and Decision to Transport Summary Matrix

Mechanism | Site TOR Criteria | Start Call Med | Transport to Trauma Center?
Met? LSI? Control?
Penetrating | Thoracic chest or back; | No Yes Yes Perhaps if time from arrest to
above abdomen DELIVERY at trauma center is

absolutely <10 min.
Logistically, this would be an
exceptionally rare occurrence.

Penetrating | Multi-site No Yes Yes Transport generally not recommended
unless ROSC develops.

Blunt Any No Yes Yes Transport generally not recommended
unless ROSC develops.
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Initiated: 12/10/82 MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA

Reviewed/revised: 7/1/11 STANDARD OF CARE

Revision: 11 UNIVERSAL PRECAUTIONS | Page 1 of 1

Policy: Universal precautions are to be taken to prevent the exposure of personnel to potentially infectious
body fluids.

All EMS providers will routinely use appropriate barrier precautions to prevent skin and mucous
membrane exposure when anticipating contact with patient blood or other body fluids.

Non-latex gloves will be worn when in contact with blood or body fluids, mucous membranes or non-
intact skin of all patients, for handling items or surfaces soiled with blood or body fluids and for
performing venipunctures or other vascular access procedures.

Masks and protective eye wear or face shields will be worn to prevent exposure of mucous membranes
(mouth, nose and eyes) of the EMS provider during procedures likely to generate droplets of blood or
other body fluids.

Liquid-impervious gowns will be worn during procedures likely to generate droplets of blood or other
body fluids (e.g. OB delivery).

A pocket or bag-valve-mask must be kept readily available to eliminate the need for mouth-to-mouth
resuscitation.

A high efficiency particulate air (HEPA) respirator will be worn when in contact in an enclosed area with
a patient suspected of having pulmonary tuberculosis, meningitis, or any other communicable disease
transmitted by airborne or droplet method.

Hand washing:

A non-water-based antiseptic cleaner is to be used at the emergency scene whenever body secretions
or blood soils the EMS provider's skin. Skin surfaces will be washed with soap and water at the first
opportunity.

Liquid hand soap is preferable to bar soap for hand washing. If bar soap is used, it should be kept in a
container that allows water to drain away. The bar should be changed frequently.

Paper towels will be available to dry hands. A "community" cloth towel is not to be used.

Hand washing is not to be done in a sink used for food preparation or clean up.

Disposal of contaminated sharps:

Every effort is to be made to avoid injuries caused by needles and other sharp instruments
contaminated with blood or body fluids. Safety-engineered sharps should be used whenever practical.

If a contaminated needle receptacle is not readily available, the cap of the contaminated needle is to be
placed on a flat surface and "scooped up" with the contaminated needle to avoid the potential of a
needle stick into the hand holding the needle cap.

Appropriately labeled bio-hazard sharps containers should be disposed of at an appropriate reception
site when they are 3/4 full. Needles or other contaminated sharps should never protrude from the bio-
hazard sharps container.

Any prehospital EMS provider who has reason to suspect s/he may have sustained a significant
exposure shall follow their departmental procedure for reporting, testing and follow-up.
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Initiated: 5/22/98 MILWAUKEE COUNTY EMS Approved by: M. Riccardo Colella, DO, MPH, FACEP
Reviewed/revised: 3/1/15 MEDICAL PROTOCOL WI EMS Approval: 6/22/11
Revision: 12 ALLERGIC REACTION Page 1 of 1
History: Signs/Symptoms: Working
Assessment:
Known allergy Sudden onset of symptoms (minutes to hour) | Anaphylaxis
Known exposure to possible allergen (e.g. peanuts) | Hives, itching, flushing Asthma
New medication Anxiety, restlessness Shock
Insect sting/bite Shortness of breath, wheezing, stridor
High risk patients requiring ECG monitoring: Chest tightness
Asthmatics Hypotension/shock
Received 2 doses epinephrine Swelling/edema
On beta blockers Cough
Inadequate resolution of symptoms Nausea/Vomiting
@outine medical care for all patien@
Mouth: Throat: Lungs: Heart Gut Skin:
e ltching e ltching e Cough o LowBPforage | |® Vomiting | e jtching
o Sensation of swelling | |e Hoarse voice e Sob e Dizzy e Cramping | |e Pallor
tolips, tongue, uvula | |e  Tight feeling e Wheezing | |e Syncope e Hives
e Stridor o Weakpulse e Erythema

| |

I .
1% Responder IIf any one of th abo_ve symptoms is |
present, administer life-saving treatment: |
IEpinephrine 1:1000 IM
| BLS | le 0.3 mgif 30 kg or over :
I

_____ |e 0.15 mg if under 30 kg
ffffffff |Repeat in 5 — 10 minutes if no improvement
I ILS P -

| Contact medical control if |
| no improvement

Normal Saline bolus 20 mL/kg
Maximum 1 L for hypotension |

________ [

Consider adjunctive treatment:
Diphenhydramine:

e 25-50mg IV orIM 20 kg or over
o 1 mglkg less than 20 kg
Albuterol

High Risk Patients:
- Received 2 total doses of epi
- History of asthma
- Patient on beta blockers

- Inadequate resolution of
symptoms

Yes

Monitor ECG

No

Notes:
e Anaphylactic reactions include a wide spectrum of signs/symptoms that range from minor wheezing to overt shock. Early
recognition and treatment, including the use of epinephrine, greatly improves patient outcomes.
e The preferred site for IM injections is the mid-anterolateral thigh.
There are NO absolute contraindications to epinephrine administration in life-threatening emergencies.
e If using Epi auto injector: Age greater than one but weight less than 30 Kg should receive the “Epi Junior” dose of 0.15 mg.
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Initiated: 12/10/82 MILWAUKEE COUNTY EMS Approved by: M. Riccardo Colella, DO, MPH, FACEP
Reviewed/revised: 4/1/14 MEDICAL PROTOCOL WI EMS Approval Date: 6/22/11
Revision: 24 ANGINA/ACUTE CORONARY Page 1 of 1
SYNDROME (ACS)

History: Signs/Symptoms: Working Assessment:
History of cardiac problems: Chest, jaw, neck, arm, upper abdominal and/or Angina

bypass, cath, stent, CHF back pain Acute Coronary Syndrome
Hypertension Nausea
Diabetes Diaphoresis
Positive family history Shortness of breath
Smoker Acute fatigue/ Generalized weakness
Cocaine use within last 24 hours Syncope
Available nitroglycerine prescribed for patient | Palpitations

Abnormal rhythm strip: ectopy, BBB, new onset
atrial fibrillation

( Routine medical care for all patients )

Pt over 12 years 0ld? No—+ Medical Consult

Yes

| Acauire and transmit 12 lead ECG |

|_Coﬁm;tient has no allergy to aspirin

__Y_____I

G |

| Medical Consult I«Yes

G TEMI

concerning for STEMI?

12 lead reads

and provider Yes Activate Code STEMI

agrees?

No

Other abnormality

Establish IV =

Phosphodiesterase inhibitor
taken within last 72 hours?

Administer :
500 mL fluid bolus |

| ILS or ALS: administer NTG
| ALS: consider pain management

! Repeat NTG q 5 min for total of 3 doses if pt :
i complains of pain and has SBP over 100 :

I Transport to closest appropriate facility I

Notes:

until the patient is pain free.

23

Phosphodiesterase inhibitors include medications used for pulmonary hypertension (i.e. Flolan, Veletri, Remodulin).
If inferior or right ventricular infarct, consult medical control prior to administering NTG.
A pregnant patient with a 12-lead diagnostic of a STEMI should receive a full dose of aspirin (324 mg).

A 12-lead ECG should be done on all patients with a working assessment of Angina/ACS, even if pain free.

A 12-lead ECG should be done as soon as possible after treatment is started; goal is within ten minutes.

If the patient’s symptoms have been relieved but return, repeat 12-lead ECG and continue NTG every 5 minutes




Initiated: 5/22/98 MILWAUKEE COUNTY EMS Approved by: M. Riccardo Colella, DO, MPH, FACEP
Reviewed/revised: 8/1/13 MEDICAL PROTOCOL WI EMS Approval Date: 2/15/12
Revision: 21 ASTHMA/COPD Page 1 of 1
History Signs/Symptoms Working Assessment
May have a history of asthma Chest tightness Asthma
Exposure to irritant Dyspnea
Recent URI Coughing or wheezing
Accessory muscle use
History of COPD Chronic cough COPD
Dyspnea
Pursed lip breathing
Prolonged exhalation
Barrel chest
Clubbing of fingers
Routine Medical Care ™
for Al Patients
| Bs_ |
Apply appropriate Transport to ST 1
No ; ) " | ILS :
tachycardia protocol appropriate facility — o
ALS
[ Determine [IIse&met_ry level |
atien
12 years or 5-30 No > in significant No
Yes
No
Y
Administer: 1
25 mg Ialbuterc')l & Apply CPAP using
|_05mg |Ipratromm_l appropriate mask
- T T . T T
y | Administer: | l
es i i —_— T —
2.5 mg albuterol & 0.5 mg ipratropium rAdminister 5mg albuterol—'
Max 3 doses | | & 1.0mgipratropium
(75 mg abtero /1.5 mg pratophum) | *— —'= —"—
Request medical Pat¢ient ,_I F\@eaﬁmﬁbuﬁol—i
consultation No improved? & .1 0 mg |pratrop|um ifno
_signficant improvement |
Yes
l._v_._._v. _____ .
! Transport to appropriate facility !
Notes:

e The optimal pulse oximetry level for the patient with a history of COPD is 88 — 92%.

e If an asthmatic has no improvement after 2 doses of EMS administered albuterol/ipratropium therapy, consider medical consultation
for an order for intramuscular epinephrine.

e Patient’s self-treatment does not limit EMS provider’s albuterol/ipratropium dosing.

e CPAP should not preclude standard medication administration.

2-31



Initiated: 11/73
Reviewed/revised: 6/1/15
Revision: 23

MILWAUKEE COUNTY EMS

Approved: M. Riccardo Colella, DO, MPH, FACEP

MEDICAL PROTOCOL

WI EMS Approval Date: 6/22/11

ASYSTOLE

Page 1 of 1

(Routine medical care for all patients)

e ——

I Establish 10if IV attempt unsuccessful

Possible Causes: v
Hypovolemia | Patientin Asystole in all 3 leads |
Hypoxia 3 —
Hydrogen ion (acidosis) Search for & treat identified !
Hypo- / hyperkalemia [+~~~ reversible causes '
Hypothermia ¥
Toxins M Man oy
Tamponade I_Mﬂgi_almiy ]
Tension pneumothorax
Thrombosis, cardiac I Connect and record ET CO2 |
Thrombosis, pumonary | . _. . ¥_. _. .

| Establish IV |
O oI

Patient 18
ears or older?

Yes—¢

1 mg Epinephrine IV/IO

1:1000 Epinephrine ET (0.1mg/kg)
every 3 minutes
Maximum dose 1 mg

1:10,000 Epinephrine IV/IO (0.01mg/kg)

every 3 - 5 minutes
Y

1st Responder

—

Evaluate for Termination of
Resuscitation (TOR) criteria

Termination of Resuscitation (TOR) Criteria
Age 18 or older
Cardiac arrest not witnessed by EMS Provider
Continuous asystole throughout resuscitation attempt
Not believed related to environmental hypothermia
Patent airway
High quality CPR
15 minute resuscitation effort
EtCO2 10 mm Hg or less
Document termination of resuscitation by standing
order of medical control physician # 0010

Contact medical control

TOR

<N Criteria met?

NOTES:
[ ]
e For pediatric patients:

\/\

Yes—bl Discontinue resuscitation |

I Note time of death |

Document medical control

physician number 0010

Y

Refer to Management of Deceased

Patients Operational Policy

When unable to establish an IV, epinephrine is to be administered via ETT at 2.0 mg doses.

High dose epinephrine is not indicated in pediatric patients with IV/IO access.
High dose epinephrine is only indicated when administered via ETT.

2-4



Initiated: 9/92 MILWAUKEE COUNTY EMS Approved: M. Riccardo Colella, DO, MPH, FACEP
Revised: 3/1/15 MEDICAL PROTOCOL

Revision: 11 BURNS Page 1 of 1

History: Signs/Symptoms: Working Assessment:

Type of burn: thermal, electrical,
chemical, radiation

Inhalation injury

Confined space

Associated trauma

Loss of consciousness

Burn, pain, swelling

Dizziness/ loss of consciousness
Hypotension/shock

Airway compromise/distress
Singed facial or nasal hair
Hoarseness

Soot in airway passages

1stdegree - red and painful

2 degree (partial thickness)-
blistering

3rd degree (full thickness) -
painless and charred or
leather-like appearance

(Routine care for all patients)
2

Inhalation injury

Consider Early Prophylactic Intubation if:
e Burnsinvolve head, neck or chest

L]
e Carbonaceous sputum
e Airway edema, hoarse voice, stridor or wheezing

7
Refer to Pain Management protocol for
aggressive pain control

- Y
Provide wound care based on]

Refer to Airway Management
Guideline; consider closest ED if

airway stabilization required

|_ __bpeofbum |
1
2 v v
Therma! o Chemical Electrical
e Extinguish fire e Remove clothing which can trap or o Elevate extremity if involved

water or saline

e Remove wet, smoldering or
potentially restrictive clothing
including belts

o Briefly cool burns with room temp

hold chemicals

e Flush liquid chemicals with water

e Brush off excess powdered/dry agent
prior to irrigating

e Attempt to identify agent for special

1st Responder

|_ BLS B

— —

[ ILS ]

L. . —.—. I
ALS

NOTES:
[ ]

treatment considerations

v
Remove all jewelry |

Adult >20% TBSA 2° & 3°
Peds >15% TBSA 2° & 3°

!Burn Fluid Resuscitation:

Adults (over 40 kg): 500 mL/hr
Peds (5 - 12 years 21 - 40 kg): 250 mL/hr I
Peds (Less than 5 years and 20 kg)125 mL/hr: |

Assess for criteria for transport to burn center:
Partial thickness burns more than 10% TBSA
Burns to face, hands, feet, genitalia, perineum or major joints
3° burns — any age group

Electrical burns, including lightning injuries

Chemical burns |
Inhalation injury

Pt meets any criteria

=

Transport to closest
appropriate facility

oo e G |

Yes
A 2

Patient age less than 12 - transport to CHW
Patient age over 12 — transport to Columbia St. Mary's - Milwaukee

2-4.1

Burn patients who also sustained major/multiple trauma must be transported to the Trauma Center.
Patients who suffered electrical injury must have continuous ECG monitoring en route to the hospital.




Initiated: 5/14/03 MILWAUKEE COUNTY EMS Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: 2/15/12 MEDICAL PROTOCOL WI EMS Approval Date: 2/15/12
Revision: 4 CHEMICAL EXPOSURE Page 1 of 1

History Signs/Symptoms Working Assessment

Known chemical exposure
Multiple patients with similar
symptoms (e.g. seizures)

Salivation (drooling)
Lacrimation (tearing)

Urination

Defecation (diarrhea)
Generalized twitching/seizures
Emesis (vomiting)

Miosis (pinpoint pupils)

Exposure to nerve agents or
organophosphates (e.g. insecticides)

This is intended to be used only in cases of possible exposure to nerve agents or other organophosphates

(e.g. insecticides).

‘ Scene safety/universal precautions

Refer to Mass Casualty Triage
standard of care, if applicable

(

)

‘ Remove patient from contaminated scene ‘

No

1st Responder
o ‘Remove clothing and decontaminate‘
[ es |
R (_Refer to SALLT. Triage standard of care )
ILS
———————————————— Patient has
Yes
symptoms?
ALS

Yes

Monitor for symptoms

Treat and transport as necessary \

Yes
No Able to speak i
ull sentences? Yes
Diazepam Autoinjector IM

Blisters, red skin,

or Midazolam 4 mg IV, IM, IN
No
l Treat as burn

ed burning eyes?

Yes

02 100% NRB
[ Albuterol 2.5 mg HHN |

| _Repeatas needed |

[ Administer DuoDote kit; |
| Atropine 2.1mg IM |« Y
2-PAM 600 mg IM N

Relief?

difficulty breathing with

) 4

Increasing

rhinorrhea?

Provice supportive
care

vy
| Administer up to 2 A
L additional DuoDote kits

No
Y

Yes————p

e _y__

Repeat atropine 2 mg [ Transport using available !
IV/IM every 5 minutes |———» P resourcges

to a total of 20 mg [ oo

NOTES:

e If symptoms of SLUDGEM appear, the first step is to remove the patient from the contaminated area as
quickly as possible. This is often the only treatment needed.

e |f vapor exposure alone, no need for skin decontamination.

e Administration of atropine is indicated only if there is an increasing difficulty breathing (inability to speak in
full sentences) and rhinorrhea. If miosis alone, do not administer atropine.

e Atotal of three DuoDote kits may be administered to a single patient.

[ J

2-5

Premature administration of the DuoDote kit poses a higher risk of death due to atropine-induced Ml




Initiated: 5/22/98

MILWAUKEE COUNTY EMS

Reviewed/revised: 8/1/13

MEDICAL PROTOCOL

Revision:; 21

CONGESTIVE HEART FAILURE

Approved by: M. Riccardo Colella, DO, MPH, FACEP

WI EMS Approval Date: 2/15/12

Page 1 of 1

History Signs/Symptoms Working Assessment

May have a history of CHF Orthopnea CHF
Restlessness

Wet or wheezing breath sounds
Hypertension

Tachycardia

Jugular vein distention

( Routine Medical Care for All Patients )

N Apply appropriate
0 ;
tachycardia protocol

| Confim ALS dispateh |

Heart
rate less than

Transport to appropriate facilty |

@termine pulse oximetry level |

____________________ 1st Responder

Aoqire 124ead ECG as soon &5 possble r S

Patient
in significant
distress?

Yes

Apply CPAP using
No—>»{appropriate mask as long
as SBP over 100

phosphodiesterase
inhibitors in last 72

- Y _ __
[ Administer 1.2 mg NTG N
— =5 = —
Apply CPAP using appropriate
mask as long as SBP over 100

Patient
improved?

Request medical

No—> .
consultation as necessary

0.4 mg NTG every minute as |

long as SBP over 100 |

| Consider pain management |
Y

| Transport to appropriate facilty '|<

Notes:

e Anhistory of CHF is not required before treatment is initiated.

e CPAP should not preclude standard medication administration.
2-5.1




Initiated: 7/1/11 MILWAUKEE COUNTY EMS | Approved: M. Riccardo Colella, DO, MPH, FACEP
Reviewed/revised: 2/23/13 MEDICAL PROTOCOL WI EMS Approval Date: 4/30/12
Revision: 2 CYANIDE POISONING Page 1 of 1
History: Signs/Symptoms: Working Assessment:
Patient found in an area with known or | Dyspnea Confusion Possible cyanide
suspected cyanide exposure Tachypnea Excessive sleepiness | poisoning
Tachycardia / Coma
Patient extricated from fire with bradycardia Flushed
hypotension, altered mental status, or | Headache Bitter almonds smell
cardiac arrest Dizziness Hypotension
Generalized weakness ~ Cardiac arrest
Bizarre behavior

BSI/PPE; do not enter until
scene is declared safe
v
Remove patient and self
from scene/exposure

No

A,
‘ Administer high flow oxygen
v

Establish dedicated IV/IO line

Cardiac arrest? Ye!

based on presenting rhythm

s @efer to appropriate protoch

Terminate
resuscitation effort

L No Pt. has
ROSC?

-y
[ Monitor puse oximetry |
Monitor ECG
Patient Reconstitute hydroxocobalamin. Hold vial Yes
hypotensive or has Yes—» upright; add normal saline or DSW using ‘

ALOC? transfer spike provided; fill to line

y
N'o Gently rock or rotate vial for 30 seconds
Transport to appropriate facility fo mix solution; do not shake
y
Hang and infuse drug IV or |0 using
vented tubing provided in CYANOKIT®
Pt.
Calculate dose at 70mg/kg

1st Responder

o 1
Bl
”””” s

ALS

NOTES:

less than 12 Yes—»

ears?

(Solution concentration: 25 mg/mL)

Y

No

Y

Administer wide open over 15 minutes

Leaving total dose to be
administered in vial, withdraw
amount of fluid to be wasted

v
| Transport to appropriate facility |

Yy

Infuse remaining fluid in vial
wide open en route to hospital

3
| Transport to Children’s Hospital|

2-6

Cyanide kits may be supplied by industrial facility where there is a risk of employee exposure
Cyanide kit provides medication, vented IV tubing and transfer spike
A dedicated IV line is critical, as the medication (hydroxocobalamin) is not compatible with many other medications
Medication turns red when reconstituted




Initiated: 4/1/14 MILWAUKEE COUNTY EMS | Approved: M. Riccardo Colella, DO, MPH, FACEP
Reviewed/revised: 7/1/14 MEDICAL PROTOCOL WI EMS Approval Date:
Revision: 1 HYPO - HYPERGLYCEMIA | Page 1 of 1
History: Signs/Symptoms: Working
Assessment:

History of diabetes | Altered level of consciousness Hypoglycemia

Bizarre behavior Hyperglycemia

Cool, diaphoretic skin (hypoglycemia)

Abdominal pain, Kussmaul respirations, warm & dry skin, fruity breath odor,

dehydration (diabetic ketoacidosis)
( Routine Medical Care for All Patients >
, . ,
AEIOU TIPS V assessment identifies
hypo- or hyperglycemia as probable
cause for altered consciousness
4
e o SO os LS equred? o IR
T
Yes
Yes A 4

No—No
Medical consult

I inifiate v < Able to swallo v establlshed’? >No->| Tdmiﬁem_mg gIEago_nlM,W
|administer 20 mL/kg fluid |, _~"Ageover~_ T~ _~— T~ _~— = T — . 2

- for signs of dehydration ! Transport to appropriate facrllty
' Max dose 1 Liter Yes Yes ............... !

- Y __  __

____________ I Administer 15-25 g oral glucose—'
- Ty Patient
! nitiate IV and administer 1L | 'Repeat blood glucose level if nc no| weighs more than No_l
| flwd unless contraindicated | [ __improvement 45kg? _—  _ _ _ _Y_ . _ . _._.
—— == v T "T_ oo, y_. to faclty | Administer 2 mL/kg dextrose IV -
-------------- ransport to appropriate facili
 Monitor airway and vital signs | ransport o appropriale ey ' Iss '_ __ dilute 11 with DSW !
pmimem N " Administer 25 g dextrose | Repeatblood giucose level
T Transport to appropnate facrllty N . A )
e e . _ noimprovement .
|—Repeat blood glucose levelifmw — —-— — v T
|__ _nhoimprovement ] | If still hypoglycemic: :

—_ = =Y. . —.— administer 2 mL/kg dextrose IV -
If still hypoglycemic: | : dilute 1:1 with D5W
Administer 25 g dextrose ‘

NOTES:

e A 12-lead ECG should be obtained for all diabetic patients with atypical chest pain or abdominal pain or other
symptoms that may be consistent with atypical presentation of angina or acute myocardial infarction.

e Glucometers may have an upper and/or lower threshold for accurate readings. For documentation purposes, if
your glucometer reads “High”, document the blood glucose level as 500; if your glucometer reads “Low”,
document the blood glucose level as 20.

2-6.1




Initiated: 9/92 MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: 7/1/11 MEDICAL PROTOCOL WI EMS Approval Date: 6/22/11
Revision: 3 HYPOTENSION/SHOCK Page 1 of 1
History: Signs/Symptoms: Working Assessment:
Blood loss: Restlessness, confusion Shock:

Trauma Weakness, dizziness Hypovolemic

Vaginal bleed, Gl bleed, AAA, | Weak, rapid pulse Cardiogenic

ectopic pregnancy Cyanosis Septic
Fluid loss: Increased respiratory rate Neurogenic

Vomiting, diarrhea, fever Pale, cool, clammy skin Anaphylactic
Infection Delayed capillary refill Ectopic pregnancy
Cardiac ischemia (MI, CHF) Systolic blood pressure less than 90 mmHg | Dysrhythmia

Infection
Spinal cord injury
Allergic reaction

Pulmonary embolus
Tension pneumothorax
Medication effect/overdose

Pregnancy Vasovagal
Physiologic (pregnancy)
1st Responder
< Routine medical care for all patients >

- T
C Apply trauma protocol >¢Yes ,,,,,,,,,,,,,,,,

ILS
I Transport to Trauma Center I 777777777777777

ALS

Apply appropriate
cardiac protocol

)

I Transport to appropriate facility I

(Apply allergic reaction protocoD <Yes

I

I Transport to appropriate facility I

i Yes

! Initiate peripheral IV with as large a ‘
tlumen and administration set as possible;

No

atient < 12 years old?

e \

i Initiate peripheral IV with large lumen
i catheter and macrodrip administration set !

N T L S
+ Administer a bolus of 20ml normal saline : Run IV wide open; consider use of
per kg body weight pressure bag

! Administer 2nd bolus of 20ml normal Consider starting a second line with
saline per kg body weight if no large lumen catheter and macrodrip
improvement after first bolus administration set

Y
I Transport to appropriate facility I

NOTES:

Hypotension is defined as a systolic blood pressure less than 90 mmHg or a fall of more than 60
mmHg in a previously hypertensive patient.

Consider performing orthostatic vital signs on patients who haven't sustained traumatic injuries if
suspected blood or fluid loss.

Patients with preexisting heart disease who are taking beta-blockers or who have pacemakers
installed may not be able to generate a tachycardia to compensate for shock.

2-7




Initiated: 12/10/86

Reviewed/revised: 10/1/15

Revision: 10

MILWAUKEE COUNTY EMS | Approved: M. Riccardo Colella, DO, MPH, FACEP

MEDICAL PROTOCOL

INTRAOSSEQUS INFUSION | Page 1 of 1

1st Responder

Notes:

@outine medical care for all patien@

A

Unable to establish peripheral IV
access within one minute

Patient
has signs/symptoms of

No»@pply appropriate standard/protocoD
shock ?

Yes

Patient conscious?

Yes

A 4
Initiate 10

Administer lidocaine 1 mg/kg
1O push over 2 minutes
Max dose 40 mg

Wait 1 minute to flush with fluids

Administer medications as needed

Transport to appropriate facility

¢ Inability to locate an appropriate vein site is equivalent to an attempt. It is not necessary to actually
penetrate the skin with a needle for this protocol only.

e Contraindications to the use of the intraosseous route are major extremity trauma (fractured
femur/tibia or evidence of internal/external thigh hemorrhage), and area of infection over the
proposed insertion site (infected skin, abscess, etc.).

2-7.01



Initiated: 4/1/14

Reviewed/revised: 11/1/14

MILWAUKEE COUNTY EMS
MEDICAL PROTOCOL

Approved: M. Riccardo Colella, DO, MPH, FACEP

WI EMS Approval Date: 10/23/14

Revision: 1 NARCOTIC / OPIATE OVERDOSE | Page 1 of 1

History: Signs/Symptoms: Working Assessment:
History of substance abuse Altered level of consciousness Overdose

Evidence consistent with narcotic or opiate use Respiratory depression

Other etiologies (AEIOU TIPS V) ruled out for ALOC Pinpoint pupils

( Routine Medical Care for All Patients )

v

AEIOU TIPS V assessment leads to suspected
narcotic or opiate overdose

NOTES:

o

Yes

Patient age

Yes

acceptable?

Yes
U
<-No—|_0.4 - 0.5" mg naloxone IN

over 8 years?

N administration

*Naloxone dosing may vary based on

packaging availability

Patient age

I Repeat 0.4 -0.5 mg*

— = | naloxonelV, IMif ALOC

I
_ Land/orrespirations below 8 ; | resp depression persists |

No»y Medical consult

A 4

over 2 years?

Yes

[ Repeat 0.1 mg/kg naloxone
- 1 IV, IN, IMif ALOC and/or

___l """""""" it :_ Max dose 0.5 mg i

Repeat 0.4 - 0.5* mg naloxone IN |
| every 5 minutes altemating nares, |
| until max dose of 2 mg administered if |
I_ALOC and/or respirations below 8 |

B

Medical Consult as necessary

v

Monitor and transport to |
appropriate facility !

e There is no evidence of naloxone improving the chance of ROSC when a patient is in cardiac arrest due to a narcotic / opiate
overdose. Focus should be on standard CPR/ACLS with good CPR and mechanical ventilation rather than attempts with

naloxone.

e [fthe patient is suspected of being unconscious due to a narcotic overdose, restraining the patient may be considered before
administering naloxone.

e If the patient can be aroused by painful stimuli enough to maintain an appropriate respiratory effort, the provider should opt for the
stimuli versus naloxone. The goal is to only awaken those that cannot maintain an appropriate respiratory effort by non-invasive
means i.e. painful stimuli.

e Alteration of consciousness is defined as responsive to pain or unresponsive on the AVPU scale.

2-71



Initiated: 5/22/98 MILWAUKEE COUNTY EMS

Reviewed/revised: 3/1/15 MEDICAL PROTOCOL

Approved: M. Riccardo Colella, DO, MPH, FACEP

WI EMS Approval Date: 6/22/11

Revision: 4 BRADYCARDIA WITH PULSES | Page 1 of1
History Signs/Symptoms of Poor Perfusion Working Assessment
Medications: Systolic BP <90 Narrow complex bradycardia

Beta-blockers Altered LOC, dizziness

Calcium-channel blockers Chest pain
Digitalis Shortness of breath
Other medical etiology Diaphoresis

Pallor

ECG shows narrow complex <50/min

(Routine medical care for all paﬁents>
2
| ECG shows narrow complex bradycardia @ <50/min |

Signs of poor

| Obtain 12-lead ECG |<N eusion?

I Transport to appropriate facility I

1st Responder

T s

L "= 1

PR

i ILS !

. |
ALS

oxygenation and ventilation

Assure adequate

|  ontain T2/ead £CG |

. | iaecrr | | obtain 12-ead ECG |
) Mobitz I
Atropine 0.5 mg IV/IO every Y
) [N or complete
3-5min to max of 3 mg block? Epinephrine 1:10,000

0.01 mg/kg IV/IO

Y

Yes
L4

IContact medical control |—>| Transport to CHW I

Initiate Transcutaneous Pacing:

Signs of

Set pacer mode to Fixed
SetRate at 70
Consider 1 dose of atropine 0.5 mg

perfusion
improved?

le- —

Refer to Pain Management Protocol for
medication administration prior to pacing

IV/IO during setup

Y
st Tum on pacer
Set pacer output at 50 mA
Transport to T
appropriate facility

Determine electrical capture
(widened QRS, loss of underlying intrinsic
rhythm, appearance of extended and
sometimes enlarged T wave)

Y

Determine mechanical capture by palpating only
femoral, right brachial or right radial pulse

y

Set optimum threshold at mA level 10% above
the lowest output value that maintains capture

May fitrate rate by 5 and/or output by 10 to
ensure/maintain capture
Yy

Contact medical control;
consider dopamine 5 mcg/kg/min if needed

Y
Transportto STEMI / ROSC
receiving hospital

2-8




Initiated: 8/1/13 MILWAUKEE COUNTY EMS | Approved: M. Riccardo Colella, DO, MPH, FACEP
Reviewed/Revised: MEDICAL PROTOCOL WI EMS Approval Date: 6/7/13

Revision: NAUSEA / VOMITING Page 1 of 1

History Signs/Symptoms Working Assessment

Infection Nausea/vomiting Nausea/Vomiting

Medication side effect Thirst

Withdrawal Tachycardia

Abdominal pain Dehydration

Chest pain

<Routine medical care for all patients>

1st Responder

or older?

| BLS Anticipated
- or active nausea/
rr— == = vomiting?
T | S R
__________ Ves
| As | _

‘ Request medical 1 year

Jexo

<No

consultation

Yes

Administer ondansetron oral dissolving tablet(s):
Less than 15 kg: request medical consultation
15-30kg: 4 mg
More than 30 kg: 8 mg

IV/IO access
established?

Yes
A 4
Ondansetron 0.1 mg/kg IV/IO‘
Max 4 mg
A
J Transport to

|<7

'l appropriate facility

Notes:

e (Goalis to prevent/reduce nausea/vomiting

e Ondansetron is contraindicated in patients with known prolonged QT complex:
o Male - greater than 450 ms
o Female - greater than 470 ms

2-8.1




Initiated: 2/13/08 MILWAUKEE COUNTY EMS | Approved: M. Riccardo Colella, DO, MPH FACEP
Revised: 11/1/14 MEDICAL PROTOCOL WI EMS Approval Date: 6/22/11

Revision: 5 PAIN MANAGEMENT Page 1 of 1

History Signs/Symptoms Working Assessment

Traumatic Injury Numeric, FACES, or FLACC | Candidate for narcotic pain

Burns Pain scale rating at 4 or management

Abdominal Pain greater

Sickle cell crisis

Chest pain

(Routine medical care for all patients)
-——_— Y -

r Apply appropriate non-pharmacological
intervention: splinting, wound care, verbal |

reassurance, redirection, ice, elevation |
I 2

|_Pain rating is above 2

L

Compassionate
reassessment determines
patient needs pain
relief?

Pain of acute
onset, due to trauma, cancer,
or sickle cell disease?

Transport to
Iﬂ)propriate facility

Yes
A 4

Fentanyl 1 mcg / kg

Maximum initial dose 100 mcg € Yes

7 1st Responder

Administer 1 additional dose
Fentanyl 1 mcg / kg

Maximum dose 100 mcg for pain level -

greater than 3 after 10 minutes it

¥ s

Medical consultation for additional dosing

7
Transport to appropriate facility

Notes:
e Pulse oximetry monitoring is required for all patients receiving analgesic
e |V, IN, IM, 10 routes acceptable for administration of fentanyl
e Contraindications for administration
o Uncorrected hypoxia refractory to supplemental oxygen administration
o Uncorrected hypotension ( SBP less than 90 mm Hg for adults; age based for pediatrics)
e (Goal is to reduce pain to patient comfort
e Non-verbal patients: Use FLACC or FACES (FLACC appropriate for cognitive delay)

2-9




Initiated: 2/22/96 MILWAUKEE COUNTY EMS | Approved: M. Riccardo Colella, DO, MPH, FACEP

Reviewed/revised: 6/1/15 MEDICAL PROTOCOL WI EMS Approval Date: 2/15/12

Revision: 9 PATIENT RESTRAINT Page 1 of 1

POLICY: Prior to the application of restraints — physical and/or chemical - a patient must meet the following criteria:

o  Excited delirium/agitation
e Immediate threat of harm to self or others

Protect patient, family, bystanders and EMS

1st Responder personnel from*potemial ham AEIOU-TIPS V

R —— Evaluate situation to determine the need for police A- Airway, alcohol, arrest )
| BLS \ presence; obtain additional help as necessary F - IEP"?PS% electrolytes, endocrine
R — Insulin
I ! ( Routine medical care for all patients ) O - Overdose, oxygen depletion, opiates
i ILS i v U - Uremia (chronic renal failure
7777777 Attempt fo rule out medical cause for patient's }» ___ _y|T=Trauma, tumors, temp

ALS abnormal behavior (AEIOU TIPS V) | - Infection

P - Psych, pseudoseizures
S - Syncope, shock, stroke, sickle cell crisis

[Maintain non threatenmg atfitude toward patient | V- Vascular, inadequate blood flow

\ Attempt verbal de- escalanon prior to restraining patient \ \—/—\

Routine care and transport to No Rapid restraint
criteria met?
Yes

appropriate facility
Physical Chemicat 3

Apply restraints as necessary without causing Ketamine
vascular or neurological compromise 1mglkg IV; dilute 1:1 with NS; max dose 100 mg

\Assess respiralory status frequently\ 3mglkg IM; do not dilute; max dose 300 mg
v

[ Evaluate for and document suiide potential |

Midazolam

- 1-2mg IV, IM, IN;

Assess pulse quality, CRT, color, N o

and CMS of restrained extremities May repeat one addwnoIT/aII?wosli‘of Midazolam 1 -2 mg
atleast every 15 minutes b

v
Transport patient in left lateral lying Contact medical control for
osition to appropriate facilit additional doses as needed

Monitor respiratory status

I Transport to appropriate facility I

NOTES:

Intranasal administration of ketamine is not an option
Use the least restrictive or invasive method of restraint necessary
Chemical restraint may be less restrictive and more appropriate than physical restraint in some situations
Documentation of need for restraint must include:
o Description of the circumstances/behavior which precipitated the use of restraint

o A statement indicating that patient/significant others were informed of the reasons for the restraint and that
its use was for the safety of the patient/bystanders

o A statement that no other less restrictive measures were appropriate and/or successful

o The time of application of the physical restraint device

o The position in which the patient was restrained and transported

o The type of restraint used
Physical restraint equipment applied by EMS personnel must be padded, soft, allow for quick release, and may not
interfere with necessary medical treatment
Spider and 9-foot straps may be used to restrain a patient in addition to the padded soft restraints.
Restrained patients may NOT be transported in the prone position
EMS providers may NOT use:
o Hard plastic ties or any restraint device which requires a key to remove
o Backboard or scoop stretcher to "sandwich" the patient
o Restraints that secure the patient's hands and feet behind the back ("hog-tie")
o Restraints that interfere with assessment of the patient's airway.
For physical restraint devices applied by law enforcement officers:
o The restraints and position must provide sufficient slack in the device to allow the patient to straighten the
abdomen and chest to take full tidal volume.
o Restraint devices may not interfere with patient care.
o An officer must be present with the patient AT ALL TIMES at the scene as well as in the patient
compartment of the transport vehicle during transport
Side effects of midazolam may include respiratory depression, apnea, and hypotension.
Side effects of ketamine may include excessive salivation, hypertension, tachycardia, hallucination
2-10
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Reviewed/revised: 7/1/11

Revision: 21

1st Responder

MILWAUKEE COUNTY EMS
MEDICAL PROTOCOL

PULSELESS ELECTRICAL ACTIVITY

Approved by: Ronald Pirrallo, MD, MHSA

WI EMS Approval Date: 6/22/11

NOTES:

Page 1 of 1

outine medical care for al
patients
v

ECG shows pulseless
electrical activity (PEA)

v

Search for & treat identified
reversible causes

v

Manage airway

— \ A
Establish IV/IO

b 6

1.0 mg epinephrine IV/IO
Pediatric 0.01 mg/kg IV/IO
every 3 - 5 minutes

Y

Contact medical control

» - Hypothermia

Possible PEA Causes:
- Hypovolemia

- Hypoxia

- Hydrogen ion (acidosis)
- Hypo- / hyperkalemia

- Hypoglycemia

- Toxins

- Tamponade

- Tension pneumothorax
- Thrombosis, cardiac

- Thrombosis, pulmonary

\/\

e Advanced airway management and/or rhythm evaluation should not interrupt CPR for >10 seconds
e When unable to establish IV/IO:
e Adults: administer epinephrine via ET at 2.0 mg doses
e Pediatric patients: administer epinephrine (0.1mg/kg of 1:1000 epi) via ET
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Initiated: 3/1/16

Reviewed/revised:

Revision:

MILWAUKEE COUNTY EMS

Approved: M. Riccardo Colella, DO, MPH, FACEP

MEDICAL PROTOCOL

WI EMS Approval:

RETURN OF SPONTANEOUS

Page 1 of 1

CIRCULATION (ROSC) - ADULT

Confirm Return of

Spontaneous Circulation

2

Maintain O2 saturation over 94%

1st Responder

2

Monitor and document capnography —_—— — —

Y

Do not hyperventilate:
8 — 10 adequate tidal volume breaths per minute ALS
EtCO2 goal of 35 — 40 in medically appropriate patients

L7

Treat hypotension

Y

max 2000 mL

If no signs of CHF, administer
20 mL/kg normal saline

y

Presumed Medical

Etiology
¥

Consider vasopressor in
conjunction with on-line medical
control if shock continues

— Y
Treat all reversible causes of
cardiac arrest

L2

Acquire 12-lead to evaluate for
STEMI; request communicator page
out Code STEMI if ECG diagnostic

L2

this criterion

Report initial rhythm of VF or VT as
hospital may activate cath lab on

L2

Transport to ROSC hospital

2-12

v
Presumed Traumatic

Etiology
¥

[ Treat all reversible causes of

cardiac arrest
— v
Transport to Level I or Level I

Trauma Center




Initiated: 3/1/16 MILWAUKEE COUNTY EMS Approved by: M. Riccardo Colella, DO, MPH, FACEP
Reviewed/revised: MEDICAL PROTOCOL WI EMS Approval:
Revision: SEDATION FOLLOWING Page lof 1
AIRWAY PLACEMENT
History: Signs/Symptoms:

Recent placement of advanced airway with signs of agitation as a result

No longer comatose
Bucking the airway
Increased heart rate
Tearing

Patient movement

Patient has advanced airway inserted,
IS no longer comatose or in cardiac
arrest, and is showing signs of agitation

Cardiac etiology:
SCA, CHF, STEM

Ketamine 0.3 mg/kg
Repeat every 5 — 10 minutes as able
Do not exceed 3 doses without medical control order

Yes

Age
appropriate stable blood
pressure*

Contact medical control

for orders

Yes
A 4

1st Responder

Midazolam 0.1 mg/kg to a max single dose of 2 mg AND

Fentanyl 0.5 mcg/kg to a max single dose of 100 mcg
Repeat combined dose every 5 — 10 minutes as able

Do no exceed 2 combined doses without medical control order

L BlS |

===

i_._.lL.S_._.g
ALS

Y

Transport to appropriate facility

Notes:

Age appropriate blood pressure:
0 Adult — over 90 systolic
0 Pediatric — over 70 + (2 x age) up to 90 mm Hg

SCA = Sudden Cardiac Arrest; CHF = Congestive Heart Failure; STEMI = ST segment Elevation Myocardial Infarction

2-12.1




Initiated: 9/92 MILWAUKEE COUNTY EMS | Approved: M. Riccardo Colella, DO, MPH, FACEP
Reviewed/revised: 2/23/13 MEDICAL PROTOCOL WI EMS Approval Date: 2/15/12
Revision: 8 SEIZURE Page 1 of 1
History: Signs/Symptoms: Working Assessment:
Reported/witnessed seizure activity | Seizure activity Seizure (look for underlying cause):
History of seizures Decreased mental status e Head trauma
Medic alert tag (post ictal) e Noncompliance
Anti-seizure medications Sleepiness e Fever/infection
History of recent trauma Incontinence e Hypoglycemia
History of diabetes Trauma o  Overdose/poisoning
Pregnancy Tongue laceration e Alcohol withdrawal
Fever e Hypoxia
e Eclampsia
AEIOU-TIPS V

Routine Medical
Care for all patients

Attempt to establish cause
Check blood glucose level

v

<App|y appropriate protocoD

Establish IV access

Patient still seizing?

No

Seizure
lasted more than 5 min or
2 seizures without regaining
consciousness?

A - Airway, alcohol, arrest

E - Epilepsy, electrolytes, endocrine

| = Insulin

O - Overdose, oxygen depletion, opiates

U - Uremia (chronic renal failure

T - Trauma, tumors, temp

| - Infection

P — Psych, pseudoseizures

S — Syncope, shock, stroke, sickle cell crisis
V - Vascular, inadequate blood flow

\/\

Midazolam 4 mg IV for patients over 40 kg
(0.1 mg/kg up to 2 mg for patient 40 kg or less)

Midazolam 10 mg IM for patients over 40 kg
(0.25 mg/kg up to 5 mg for patients 40 kg or less)

v
Transport to
appropriate facility No
¥ to administer Yes»
I Transport to IM?
l appropriate facility |
—_—— — — No
Y,

‘ 1st Responder ‘

,,,,,,,,,,,,,,,,,

NOTE:

<
) 4

Midazolam 4 mg IN, rectal
(0.1 mg/kg up to 2 mg for pediatric patient)

No

Patient still seizing? Yesﬁ'
4\/ Contact

medical control

Y,
Transport to

appropriate facility

o Pediatric patients with febrile seizures rarely seize more than once. If patient seizes again, evaluate for

another cause.

o Status Epilepticus is defined as a seizure lasting greater than 5 minutes OR two or more successive
seizures without a period of consciousness or recovery.
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Initiated: 3/1/16

MILWAUKEE COUNTY EMS

Approved by: M. Riccardo Colella, DO, MPH, FACEP

Reviewed/revised: MEDICAL PROTOCOL WI EMS Approval:

Revision: SEPSIS SYNDROME - ADULT | Page 1 of 1

History: Signs/Symptoms May Include:
Pneumonia Immunocompromised Fever/hypothermia

Urinary tract infection Transplant Tachycardia

Wound infection HIV Tachypnea

CNS infection Diabetes Altered mental status

Gl Infection (abdominal pain and/or diarrhea) Cancer Significant edema

Blood stream or catheter infection
Presence of indwelling catheters or devices

Adult — 18 years or older | Hyperglycemia in non-diabetic patient

Notes:

( Routine Medical Care for All Patients)
v

Assess for 2 or more of the followings systemic infl
response syndrome (SIRS) criteria:

v’ Temp 100.9° F (38.3° C) or higher OR 96.8° F (36°
v’ Heart rate over 90

ammatory 1st Responder

v" Respiratory rate over 20 or EtCO2 less than 32 mm Hg L. _. T2 _. i

v SBP at or below 90 mm Hg or other sign of poor pe

(CRT over 2 seconds, mottled or pale skin, confusion)

C) or lower E : B__LS: :|
s !
rfusion ALS

20r
more criteria
met

History
Suggests
infection

Therapeutic
acetaminophen dose

i Normal Saline bolus 30 mLkg |
i Stop if any signs of heart failure —
Goal is MAP over 65 mm Hg
__________ =

| |
. a

Activate Code Sepsis
through EMSCOM
r
Consider medical control if
poor perfusion after first bolus|

or worsening condition

Transport to appropriate facility

| |
[ LI S D 4 a

e  Ensure appropriate PPE
o Also consider blood glucose over 140 in a non-diabetic patient as a sign of sepsis.

2-13.1

Refer to appropriate
protocol

To calculate Mean
Arterial Pressure (MAP):

MAP = SBP + 2(DBP)
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Initiated: 5/22/98

Revised: 10/1/15

MILWAUKEE COUNTY EMS
MEDICAL PROTOCOL

Approve: M. Riccardo Colella, DO, MPH, FACEP

WI EMS Approval Date: 6/22/11

Revision: 8 TACHYCARDIAWITHPULSES | Pagelof1l
History Signs/Symptoms Working Assessment
Arrhythmia Systolic blood pressure <90 Tachycardia

History of palpitations or "racing heart"
AICD

MI

CHF

History of stimulant ingestion

Altered LOC, dizziness
Chest pain

Shortness of breath
Diaphoresis
Palpitations

ECG shows tachycardia greater than 150/min

CRoutine medical care for all paﬁents>

ECG shows tachycardia at rate
greater than 150

I
Yes

No—bI Contact medical control I

Patient over
12 years old?

Yes
v

Evaluate for symptoms of chest pain, difficulty
breathing, altered LOC, hypotension, CHF

Altered LOC OR
hypotensive?

Yes

Synchronize cardiovert
100 joules or pediatric 1}/ kg

Y

Synchronize cardiovert
150 joules or pediatric 2 j / kg

Y

Defibrillate
200 joules or pediatric 2 j / kg

Y

Amiodarone 150mg or pediatric
5mg/kg IV/IO (add to 100 mL
D5W and run over 10 minutes)

arrow QR
less than 0.12
seconds?

Yes

Instruct patient in
Valsalva maneuver

Yes
A 4

Adenosine 12 mg or
pediatric 0.1 mg/kg , rapid
IV bolus follow by 10 mL

normal saline flush

transport

Monitor and
g

NOTES:
Contraindications to adenosine are: heart block, heart transplant, resuscitated cardiac arrest; patients taking
theophylline products, Tegretol (carbamazapine, which increases the degree of heart blocks caused by
adenosine) or Persantine (dipyridamole, which potentiates the effects of adenosine).

Because of its short half-life, adenosine must be administered rapid IV bolus followed by a 10 cc normal saline

flush

Yes
Y.

Ye54>| Contact medical control |<7

1 Responder

C Bls |

L ">

[ ILS !
ALS

Amiodarone 150mg or
pediatric 5 mg/kg IV/IIO
(add to 100 mL D5W and
run over 10 minutes)

Regular and
monomorphic?

Yes
\ 2

Adenosine 12 mg or
pediatric 0.1 mg/kg , rapid
IV bolus follow by 10 mL

normal saline flush

Monitor and
transport

After administration of adenosine, patient may have a disorganized ECG or brief period of asystole prior to
conversion to sinus rhythm. Patients have reported feelings of "impending doom" during this period.

Adenosine is not effective on atrial fibrillation.
Carotid massage is not to be performed in the Milwaukee County EMS System.
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Initiated: 12/10/82

Reviewed/revised: 3/1/16

Revision: 15

MILWAUKEE COUNTY EMS
MEDICAL PROTOCOL

Expeditious ALS transport to a Level | or

Level Il Trauma Center fif:

-GCS<14

-Systolic BP: >8 yrs < 90; 5 - 8 yrs <80;
6 mo -5 yrs <70; 0-6 mo <60

-Resp. rate: >8 yrs <10 or >29; 6 mo - 8
yrs <16; 0-6 mo <20; respiratory
distress(ineffective breathing, grunting
or stridor) in children <8 yrs

-Penetrating trauma to head or torso

-Flail chest

- Bums with rauma

-2+ long bone fractures

-Amputation above wrist/ankle

-New onset of paralysis due to trauma

-Open or depressed skull fracture

- Pelvic fracture

-Distended or rigid abdomen

-Hypothermia from immersion or suspected
exposure with above vital signs

-Tourniquet applied to any extremity

TRAUMA

Routine medical

care for all patients

" Stopallobvious ! |
| - Fall > 20 feet; >10 feet for children <8yrs

| hemorrhage

I_SpliLtméjgf fractures

Approved: M. Riccardo Colella, DO, MPH, FACEP

WI EMS Approval Date: 2/15/12

Page 1 of 1

|Expeditious transportto a Level | or Level Il Trauma |
|Center. Transportmay be made by BLS after ALS
evaluation if:

|-Crash impact speed > 40 mph

Assess and document

1st Responder

mechanism of injury

-Interior compartment intrusion > 12 inches

-Another occupant killed

Patient

I
|
I
|-Pr0|onged extrication |
I
|

|-Ejectj0n from vehicle

-Rollover (180 degrees or more) crash |
-Cycle with crash speed > 20 mph or rider thrown from cycle

- Pedestrian or cyclist struck with significant speed

- Electrocution |
l. Previously injured with abnormal vital signs

in cardiac
arrest?

Yes
v

C

Practice Guideline

efer to Traumatic Arrest — Sudde5

Consider intubation

maintaining C-spine in line
Y
Consider decompressing
tension pneumothorax if
patient meets criteria
___¥___
| Consider PASG ]

.

i Volume replacement:
I 12years or older = IV wide open; younger ;

|
e S

I Consider pain management I

Consider medical contral if: victim converts to
asystole or slow PEA; trauma may have been
preceded by cardiac event; circumstances
indicate unlikely chance of survival
Yy
Transport within 10
minutes

In all patients with trauma-related cardiac arrest, establish the probable cause of the arrest.
Resuscitation must be initiated on all patients with ECG activity. Patients in ventricular fibrillation or
ventricular tachycardia should be defibrillated once.
If resuscitation is not attempted based on the PFR or MED unit's interpretation of the ECG rhythm, the
PFR or ALS team must complete the appropriate portion of the record.

Apply pelvic splint or inflate pneumatic antishock garment (PASG) for patients with suspected pelvic

Notify EMS Communications of the circumstances of the transport, ETA, and include adequate

F———
_ B |
- = - - == |
s
ALS
NOTES:
[ ]
[ ]
[ ]
[ ]
fracture.
[ ]
information to facilitate Trauma Team activation.
o

Only reason to consider transport to the closest receiving hospital other than a trauma center is for the
inability to ventilate the patient.
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Initiated: 11/73 MILWAUKEE COUNTY EMS

Approved by: M. Riccardo Colella, DO, MPH, FACEOP

Reviewed/revised: 8/1/13 MEDICAL PROTOCOL

WI EMS Approval Date: 6/22/11

Revision; 23

VENTRICULAR FIBRILLATION | Page 1 of 1

-

OR PULSELESS VENTRICULAR TACHYCARDIA

(Routine medical care for all patients>

Patient in ventricular
fibrillation or pulseless
ventricular tachycardia

Ves atient less than No

12 years old?

efibrillate once 2 joules/kg or
preset AED level

il _

—— — _—

|_Defibri||ate once 200 joules_I

e

1st Responder

|

I_—i—_l

I_Manage Airway |

— o
Adult; epinephrine 1:10,000 1.0 mg IV/IO | BLS
Pediatric. epinephrine 1:10,000 0.01 mg/kg IV/IO - — —
every 3-5minutes | oo
j ILS
[ “Adult: defibrillate once 200 joules
| Pediatric: defibrillate once 4 joules / kg, ALS
lgaiindi it _"_ AT bt

Amiodarone 300mg IV/IO
Pediatric 5 mg/ kg IV/IO

S 2

| Adult: defibrillate once 200 joules
| Pediatric: defibrillate once 4 joules / kg|

_____"_____I

Request medical consult

NOTES:

e Resume CPR immediately after shock for 2 minutes prior to re-checking rhythm
e Advanced airway management and/or rhythm evaluation should not interrupt CPR for >10 seconds

e When unable to establish IV/IO,

e Adults: administer epinephrine 1:1000 via ET at 2.0 mg doses
e Pediatric patients: administer epinephrine (0.1mg/kg of 1:1000 epi) via ET
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Initial: 9/92 MILWAUKEE COUNTY EMS Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: 6/1/06 PRACTICAL SKILL Signature:
Revision: 4 BAG-VALVE VENTILATION Page 1 of 1
Purpose: Indications:
To assist respirations in a patient whose respiratory effort is | Any patient with inadequate or absent
absent or inadequate respiratory effort
Advantages: Disadvantages: Complications: | Contraindications:
Provides for ventilation with | Can be difficult to maintain | Gastric inflation | Facial trauma with
supplemental oxygen face seal disruption of the bone
Reduces exposure to upper | Does not prevent aspiration framework of the face and
airway secretions jaw

Select and insert appropriate
airway adjunct
v
Select appropriate size
bag-valve-mask
v
Connect the bag-valve-mask with oxygen
reservoir to the oxygen source with the tubing
v
Open oxygen source to
deliver at 15 liters/minute

Patient intubated? No

fes

A
Attach bag-valve to Seal mask on patient's face, narrow end at
ET or Combitube bridge of nose and wide end between lower
v lip and chin, bag to side
Attach and record EtCO2 v —
Hold mask on face and lift chin

v ) up and back with one hand
Compress the bag with enough speed ¥

and force to deliver each breath over
1 second until the chest just rises.

(Tidal volume should be ~ 6 -7 ml/kg) v :
Compress the bag with enough speed

and force to deliver each breath over
1 second, until the chest just rises.
(Tidal volume should be ~ 6 - 7 ml/kg)

Maintain airtight seal

Observe chest rise and fall with each
ventilation. If no chest rise, reassess
equipment, technique, and patient.
v

Continue to ventilate at a minimum rate
of 10 breaths per minute for the adult and
20 breaths per minute for the child

NOTES:
e For patients with a suspected cervical spine injury, use the jaw thrust maneuver to open the airway.
e For patients not intubated, the 2-person method for bag-valve-mask ventilation is preferred.
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Initial: 5/96 MILWAUKEE COUNTY EMS Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: 12/11/02 PRACTICAL SKILL Signature:

Revision: 3 COMBITUBE AIRWAY Page 1 of 1

Purpose: Indications:

To prevent regurgitation of stomach contents into the airway
To facilitate ventilation with a bag-valve mask

To provide a secure airway

Cardiac arrest, medical or traumatic

Advantages:

Disadvantages:

Complications:

Contraindications:

Cannot be misplaced
Minimal training required
Minimal spinal manipulation
Facilitates suctioning

Gag reflex must be absent
Patient must be unconscious
Placement must be identified
(trachea or esophagus)
May need removal before
endotracheal intubation

Possible trauma to
airway or esophagus

Patients <5 feet in height for Combitube
Patients < 4 feet in height for Combi SA
Known esophageal disease or trauma
Intact gag reflex

Caustic ingestion

Unknown placement

Deflate cuffs (blue first)

‘ Confirm cardiac arrest; inititiate resuscitation attempt ‘

v

‘ Position patient's head in neutral position ‘

v

Select appropriate size Combitube

‘ Determine cuff integrity per manufacturer's directions ‘

‘ Oxygenate patient for at least 30 seconds ‘

v

‘ Lubricate as necessary ‘

L2

‘ Grasp the tongue and lower jaw and lift upward ‘

‘ Insert tube gently but firmly until the black rings on the tube line up with the patient's teeth

DO NOT USE FORCE [«———No

Withdraw tube and reinsert

Yes
v

(a maximum of two attempts
with oxygenation between

—»{ Inflate pharyngeal cuff through the blue line (#1) with 100ml of air ‘

attempts is allowed)

‘ Inflate the distal cuff through the white line (#2) with 15 ml of air ‘

v

‘ Ventilate through the blue (primary) tube ‘

Confirm tube placement by connecting EtCO2, auscultating breath
sounds (high axillary bilaterally), and auscultating over the stomach

Breath sounds

No
over stomach?

Yes

Breath sounds
in chest?

Yes
Y

Slightly withdraw tube, then
reinflate cuffs (blue first)

Ventilate through the
clear (secondary) tube

Continue ventilating through
the blue (primary) tube

v

‘ Ventilate and reassess placement ‘

Yes’{ Deflate cuffs H Remove tube }—»

Suction as
necessary

No
A 4

Ventilate appropriately
according to placement

NOTES:

When ventilating through the blue (primary) tube:

o The Combitube is placed in the esophagus when breath sounds are present bilaterally and epigastric sounds are absent.
o The clear tube may be used for removal of gastric fluid or gas with the catheter provided in the airway kit.

o The Combitube is placed in the trachea when breath sounds are absent and epigastric sounds are present.

o The Combitube placement is unknown when both breath and epigastric sounds are absent.

3-3

Insert oral or
nasal airway

Ventilate




Initial: 5/96 MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: 12/11/02 PRACTICAL SKILL Signature:

Revision: 2 COMBITUBE REMOVAL Page 1 of 1

Purpose: Indications:

To safely remove a Combitube from the patient's airway

Patient regains consciousness
Protective gag reflex returns
Ventilation is inadequate

Advantages: Disadvantages: Complications: | Contraindications:
Removes focus of discomfort Loss of positive airway Aspiration Any patient unable to
and agitation from a patient control adequately ventilate or

with an intact gag reflex who
is adequately ventilating on
their own

protect own airway

Position patient on side, using
spinal precautions as necessary

v

Have operating suction unit

ready and turned on

v

If bagging through blue (primary)
tube, decompress the stomach
with suction catheter provided

v

Deflate both cuffs (blue then
white) and withdraw the airway

NOTES:

v

Monitor the airway and
respirations closely

v

Provide supplemental
oxygen

v

Suction as needed

e |f considering Extubation due to patient agitation, contact medical control for possible

sedation order.

e Remove the tube in a smooth, steady motion, suctioning as needed.
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Initial: 9/12/01 MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: 9/24/03 PRACTICAL SKILL Signature:
Revision: 1 CONFIRMATION OF Page 1 of 1
INTUBATION
Purpose: Indications:

To confirm that an endotracheal tube has been correctly
placed in the patient’s trachea; to confirm that a patient is
being ventilated through the correct port of the Combitube.

Critically il patient who is intubated with an
endotracheal tube or Combitube.

Contraindications:

Advantages:

Disadvantages:

Complications:

Confirms that supplemental
oxygen is being delivered

None

Inaccurate reading
due to misplacement

None

of ETT or ventilation
through wrong port
of Combitube.

to the patient’s lungs

Intubate patient

v
Connect ETCO2

v
Check ETCO?2 after 2 - 5 breaths

ETCO2 low or
nondetected?

-

Recheck connections

Yes

rNo

Continue ventilation

Patient in
cardiac arrest?

Yesl

Confirm with other methods:
-Direct visualization of vocal cords
-Reassess breath sounds

Is patient
v No hypotensive?
Pull tube and
reattempt intubation

Yesl

Confirm with other methods:
-Direct visualization of vocal cords
-Reassess breath sounds

NOTES:

e ETCO2 can be used in addition to listening for breath sounds with the Combitube to confirm
ventilation through the proper tube.

e Anormal ETCOZ reading is between 33 and 43 mmHg.

e The ETCO2 waveform can be used as a guide to CPR compressions and return of
spontaneous circulation.

e The ETCO2 should be recorded whenever vital signs are checked and after moving the
patient. Minimally, the value should be recorded immediately after intubation and upon
arrival at the hospital (or when resuscitative efforts are stopped).
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Initial: 8/1/13 MILWAUKEE COUNTY EMS | Approved by: M. Riccardo Colella, DO, MPH, FACEP
Reviewed/revised: 6/1/16 PRACTICAL SKILL
Revision: 1 CONTINUOUS POSITIVE Page 1 of 1
AIRWAY PRESSURE (CPAP)
Purpose: Indications:

To provide continuous positive airway pressure (CPAP) ventilation support adjunct in

patients with moderate to severe respiratory distress

Moderate to severe respiratory distress in
spontaneously breathing patients

Advantages:

Adjunct to respiratory distress therapy to be used in
conjunction with oxygen and other respiratory
treatment medications and therapies; if used early,
may reduce the need for intubation and improve
clinical comfort and outcome; light weight and
oxygen sufficient; easily transferrable between
portal, ambulance wall and ER wall oxygen sources

Disadvantages:

Can be difficult to initiate and
maintain seal; will require
therapeutic relationship between
provider and patient to establish
trust with placing mask over face;
competes with medication
administration; oxygen use

Complications: | Contraindications:
Gastric Respiratory arrest/agonal
insufflation; respirations; unconscious;
aspiration risk active vomiting; systolic
blood pressure less than
100; pneumothorax; facial
anomalies; facial trauma;
laryngeal trauma; Gl bleed

| Connect O2 tubing to the high pressure oxygen source |

| Select appropriate mask |
v
Rest top of appropriate mask at patient's
forehead and gently guide onto patient’s face
v
Once patient is comfortable, secure
face mask snuggly to patient’s face

v
Adjust flow meter until desired clinical outcome |

Patient to receive
nebulized treatment 2

Yes>| Insert nebulizer into blue port |

No

| Add medication to nebulizer reservoir |

Disconnect CPAP and support Patient develops

v
| Begin 02 flow at 6 - 8 Limin |

<Yes hypotension, respiratory arrest,

nresponsiveness ?

ventilations with oxygen and
assistance as needed

No

Patient is
vomiting ?

Disconnect CPAP, clear secretions

and reapply as tolerated Yes

No
A 4

Continue CPAP, adjusting for desired
clinical outcome as necessary

v

Document and report patient’s response to treatment
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Initial: 9/92 MILWAUKEE COUNTY EMS Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: 10/14/09 PRACTICAL SKILL Signature:
Revision: 7 ENDOTRACHEAL INTUBATION Page 1 of 1
Purpose: Indications:
To provide positive control of an airway Patients in severe respiratory distress
To facilitate assisted ventilation in a patient with inadequate respirations Unconscious patients unable to protect own airway
To prevent aspiration in a patient with decreased reflexes Apnea or inadequate respiratory effort
Advantages: Disadvantages: Complications: Contraindications:
Positive control of the airway Requires special training Airway trauma Patient with intact gag
Prevents aspiration and equipment Misplacement reflex
Facilitates ventilation May be difficult to avoid Esophageal placement causes hypoxia
Provides route for administration C-spine movement Potential for simple or tension
of selected medications Does not prevent gastric pneumothorax
Facilitates suctioning regurgitation Gastric dilatation
Assure adequate ventilation and oxygenation of patient
v
Assemble laryngoscope and blade, checking the battery and security of the light bulb in the blade
v
Select appropriate size ETT with exterior diameter approximately equal to the diameter of the distal joint of the patient's little finger
v
Inflate the cuff, check for leaks; deflate the cuff
v
Lubricate the ETT with water soluble gel
v
Slightly extend patient's head, maintaining in-line stabilization for suspected C-spine injury
v
Holding the laryngoscope in the left hand, insert the blade into the right side of the mouth and sweep the tongue to the left
v
Lift up and anterior with the blade to expose the pharynx and epiglottis
v
Visualize the vocal cords and pass the tube through the cords until the cuff has passed ~ 1cm below the cords
v
Inflate the cuff and connect EtCO2
v
Auscultate over the stomach and bilaterally over the axillae to confirm placement
v
Secure the tube with an appropriate device based on the tube size: 4.0 or smaller - sliplock; 4.5 or larger - comfit
v

Ventilate with frequent reassessment of breath sounds

NOTES:

o To prevent accidental extubation of a patient who has been intubated, the following steps should be taken when managing
a patient with 2 2.5 - 5.5 ET tube:

o Inflate the cuff with 1 cc air. Avoid overinflating the cuff, as this may cause airway damage. The pilot balloon
should remain soft after inflation of the cuff.

o Verify ETT placement by connecting and documenting the EtCO2 reading.

o Management of the airway should be maintained by an EMT-Paramedic and not turned over to an EMT-Basic.

o The head of the intubated patient should be maintained in an in-line stabilized position during transport.

e  Most accidental extubations of patients occur during patient movement. The bag-valve assembly should be disconnected
from the ETT for no longer than 30 seconds. ETT placement must be verified when reattaching the bag-valve.

e Limit intubation attempts to two attempts per provider with one additional attempt by one additional provider — total of three
attempts. Assure adequate oxygenation and ventilation between intubation attempts. If unable to intubate after three
attempts, insert non-visualized airway.
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Initial: 7/94 MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: 2/16/11 PRACTICAL SKILL Signature:
Revision: 3 ENDOTRACHEAL Page 1 of 1
EXTUBATION
Purpose: Indications:

To safely remove an indwelling endotracheal tube (oral

or nasal) from the trachea

Patient's gag reflex returns and is ventilating on own

Advantages:

Disadvantages:

Complications:

Contraindications:

Removes focus of discomfort and
agitation from an alert patient
who has an intact gag reflex and
is ventilating on his/her own

Loss of positive
airway control

Laryngospasm
Aspiration

Any patient unable to adequately
ventilate or protect his/her own
airway

for extubation

Obtain base physician order

v

Evaluate the patient's level of consciousness and
ability to follow commands prior to extubation

v

patient

Explain the procedure to the

v

Hyperventilate the patient for approximately
12 breaths with 100% oxygen

Suction the mouth and oropharynx, using a soft tip
suction catheter to remove all secretions that may
be above the cuff of the endotracheal tube

v

Instruct the patient to
deep breath

take a

v
Attach the syringe, deflate the cuff and
have the patient cough as the tube is
gently removed from the airway

Instruct the patient to

and to take deep breaths

cough

v
Supplement the patient with high flow
oxygen via non-rebreather mask for the
duration of prehospital care

Monitor the patient carefully for
respiratory distress; be prepared to
re-intubate if necessary

NOTE:

o If patient becomes agitated or tries to self-extubate, contact medical control for possible sedation

order.
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Initial: 9/92 MILWAUKEE COUNTY EMS | Approved: M. Riccardo Colella, DO, MPH, FACEP
Revised: 3/1/15 PRACTICAL SKILL

Revision: 3 GASTRIC TUBE PLACEMENT | Page 1 of 1

Purpose: Indications:

To decompress gastric dilatation following
placement of an endotracheal tube

Intubated patient with gastric dilatation

Advantages: Disadvantages:

Complications: Contraindications:

Decompresses the stomach, | May stimulate
reducing the chance for vomiting
regurgitation and aspiration

Allows freer downward
movement of the diaphragm,
making ventilation easier

Epistaxis May NOT be used with an
Accidental passage into uncuffed ET tube
the trachea may

stimulate coughing

Estimate amount of tubing needed by
measuring from the tip of the patient’s nose to
the ear lobe and then to the xiphoid process

Lubricate the tube with water soluble lubricant

Insert tube orally directing
the advancement through
the esophagus

ajor head or
acial trauma?

No
v

directing the

Insert the tube into the patient's nostril,

advancement straight back

along the floor of the nasal passage
v

Advance the tube until one of the following occurs:
a. the measured length of the tube has been reached, or
b. gastric contents appear in the tube, or
c. gastric distention has been relieved

v

Check posterior pharynx to be sure the tube is not curled
up in the back of the mouth; if so, withdraw and reinsert
the tube, using the Magill forceps as necessary

Inject ~ 30

listening over the stomach with the
stethoscope to confirm placement
v

cc of air into the tube while

Secure the tube with tape

NOTES:

3-7
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Initial: 10/15/08 MILWAUKEE COUNTY EMS Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: PRACTICAL SKILL Signature:

Revision: KING LT-D AIRWAY Page 1 of 1

Purpose: Indications:

To facilitate ventilation with a bag-valve mask

To provide a secure airway when endotracheal intubation is not feasible

Cardiac arrest, medical or traumatic

Advantages:

Disadvantages: Complications: Contraindications:

Minimal training required
Rapid blind insertion
Faster time to ventilation

Gag reflex must be absent Possible traumato | Known esophageal disease or trauma
Patient must be unconscious airway or esophagus | Upper airway trauma or bleeding

Does not protect from aspiration

May require removal before
endotracheal intubation is
possible

Intact gag reflex
Caustic ingestion

Confirm cardiac arrest; inititiate resuscitation attempt

v

Position patient's head in neutral position

v

Select appropriate size King LT-D airway

Determine cuff integrity per manufacturer's directions

v

Oxygenate patient for at least 30 seconds

v

Lubricate as necessary

v

Grasp the tongue and lower jaw and lift upward

v

Insert tube gently but firmly into corner of mouth,
advancing the tip under base of tongue

v

Rotate tube back to midline as tip of tube passes under the tongue

v

Advance tube until base of connecter is aligned with teeth or gums

v

Inflate pilot tube

v

Attach bag-valve device to connector and ventilate

While bagging patient to assess ventilation, withdraw airway
until ventilation is easy and adequate tidal volume is achieved
with minimal airway resistance

Confirm tube placement by connecting EtCO2 and assessing respiratory
effect (breath sounds, chest rise, color improvement, etc.)

v

Document and report EtCO2 to medical control

v

Continue ventilating at a rate consistent with current AHA guidelines

v

Reassess tube placement and ventilatory status frequently
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Initial: 10/15/08 MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: PRACTICAL SKILL Signature:
Revision: KING LT-D AIRWAY Page 1 of 1
REMOVAL
Purpose: Indications:

To safely remove a King LT-D airway from the patient's

Patient regains consciousness

airway Protective gag reflex returns
Ventilation is inadequate
Advantages: Disadvantages: Complications: | Contraindications:
Removes focus of discomfort Loss of positive airway | Aspiration Any patient unable to
and agitation from a patient control adequately ventilate or

with an intact gag reflex who
is adequately ventilating on
their own

protect own airway

Position patient on side, using
spinal precautions as necessary

NOTES:

v

Have operating suction unit
ready and turned on

v

Deflate cuff and gently but
quickly and withdraw tube

v

Suction as needed

v

Monitor the airway and
respirations closely

v

Provide supplemental
oxygen

e |f considering Extubation due to patient agitation, contact medical control for possible sedation

order.

e Remove the tube in a smooth, steady motion, suctioning as needed.
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Initial: 9/92 MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: 6/1/06 PRACTICAL SKILL Signature:
Revision: 2 NASOPHARYNGEAL AIRWAY | Page 1 of 1
INSERTION
Purpose: Indications:

To maintain a patent airway by holding the tongue off

the posterior pharynx

Decreased level of consciousness

Advantages:

Disadvantages:

Complications:

Contraindications:

Better tolerated than rigid oral

airway

Less likely to stimulate gag reflex
as patient regains consciousness
Can be inserted without having to

open mouth

Does not prevent
aspiration

May cause epistaxis
Pharyngeal stimulation
may cause gagging

or vomiting

Should not be inserted in
patients with suspected
basilar skull fractures
or severe facial trauma

Select airway slightly smaller in diameter than the
patient's nostril, equal in length to the distance from
the nostril to ipsilateral earlobe, plus 1 inch

v

Lubricate the exterior of the airway
with a water soluble lubricant

v

Insert the airway into the nare with
with bevel facing the nasal septum

v

Direct the airway straight back along
the floor of the nasal passage until the
flange end touches the external nares

v

secretions

Suction as necessary to clear
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Initial: 9/92 MILWAUKEE COUNTY EMS Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: 10/15/08 PRACTICAL SKILL Signature:
Revision: 5 NASOTRACHEAL INTUBATION | Page 1 of 1
Purpose: Indications:

To provide positive control of an airway, especially in patients with
some respiratory effort, who have a suspected C-spine injury, an
intact gag reflex, or whose mouth cannot be opened

To facilitate assisted ventilation in a patient with inadequate

respirations

Patients in severe respiratory distress
Conscious patients unable to protect own airway
Apnea or inadequate respiratory effort

Advantages:

Positive control of the airway

Prevents aspiration

Facilitates ventilation

Provides route for administration
of selected medications

Facilitates suctioning

No need to manipulate C-spine

Better tolerated by conscious
patient

Disadvantages: Complications: Contraindications:
Requires special Airway trauma Basilar skull fracture
training and equipment | Misplacement Major facial trauma
Cannot be used on Esophageal placement causes | Laryngospasm

pediatric patients under hypoxia
8 years of age due to Potential for simple or tension
anatomy of the airway pneumothorax

Gastric dilatation

Epistaxis

Ventilate with bag-valve
mask as necessary

«Yes

No
A 4

Patient <8
ears old?

‘ Assure adequate ventilation and oxygenation of patient ‘

v

Select appropriate size ETT with exterior diameter approximately one size
smaller than the diameter of the distal joint of the patient's little finger

v

‘ Inflate the cuff, check for leaks; deflate the cuff ‘

v

‘ Lubricate the ETT with water soluble gel ‘

v

Maintain head in neutral position and ventilate the patient
with at least 6 breaths prior to intubation attempt

v
Advance the ET tube gently through the nostril (bevel toward septum) straight back
along the floor of the nasal passage until the tip of the tube reaches a level slightly
above the patient's vocal cords; air will be heard moving through the tube

v

When the patient next inhales, advance the tube
through the cords; stop ~1 cm past the cords

v

Auscultate bilaterally over the the axillae and stomach to comfirm placement

NOTES:

v

‘ Inflate the cuff and connect the EtCO2 ‘

Secure the tube

o Limit intubation attempts to 2 attempts per provider with one additional attempt by one additional provider — total
of 3 attempts. Assure adequate oxygenation and ventilation between intubation attempts.

3-9




Initial: 9/92 MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: 6/1/06 PRACTICAL SKILL Signature:

Revision: 2 ORAL AIRWAY INSERTION | Page 1 of 1

Purpose: Indications:

To maintain a patent airway by holding the tongue off the
posterior pharynx

Unconscious patients without a gag reflex

Advantages: Disadvantages: Complications: Contraindications:

Maintains a patent airway Does not prevent aspiration | Oral trauma Any patient with an

Easy to use with minimal training | May stimulate gag reflex Vomiting with intact gag reflex
necessary possible aspiration

Prevents the patient from biting
down on objects in the mouth
(e.g. endotracheal tube)

Select appropriate size airway by
measuring from the earlobe to the
ipsilateral corner of the patient's mouth

v

cross-finger technique

Open the patient's mouth using the

atient <8 years old?
Yes

|

No

|

Using a tongue depresser, move Insert the airway with the tip pointing
tongue forward and down toward the roof of the patient's mouth
v v
Insert airway in anatomical position Rotate airway 180 degrees, into
following normal curvature of position with flange resting on lips or
oropharynx teeth

v

Suction as necessary

NOTES:

e Atongue blade may be used to insert the airway in anatomical position for the adult patient.
e Use the jaw lift or jaw thrust without head tilt for the patient with a possible cervical spine

injury.
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Initial: 7/94 MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: 6/1/06 PRACTICAL SKILL Signature:

Revision: 3 POCKET MASK VENTILATION | Page 1 of 1

Purpose: Indications:

To ventilate a patient when a b
To administer supplemental ox

ag-valve-mask is not available
ygen

To reduce exposure to the patient's upper respiratory secretions

Any patient with inadequate or absent
respiratory effort

Advantages: Disadvantages: | Complications: Contraindications:
Barrier device to provide mouth-to-mouth | Does not prevent | Gastric distention | Facial or upper airway
ventilation without direct contact with aspiration trauma
secretions

Provides supplemental oxygen

Easier to obtain face seal by using 2

hands to seal the face mask

Select and insert oropharyngeal
or nasopharyngeal airway

v

Attach one-way valve on mask

v

source and mask inlet valve

Attach oxygen delivery tube to oxygen

v

8 - 10 liters/minute

Turn on oxygen and adjust liter flow to

Seal mask on patient's face, narrow end at bridge of
nose, wide end between lower lip and chin

(Reverse for infant)

hands and lift chin up and back

Hold mask on patient's face with both

v

Maintain airtight seal

v

Ventilate patient by blowing into the top of the one-way valve
with sufficient force to attain an observable chest rise

v

If resistance is felt, reassess the airway, taking
measures necessary to maintain an open airway

v

Remove mouth from the mask, allowing patient to
exhale while holding the mask firmly on the face
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Initial: 7/94 MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: 5/21/08 PRACTICAL SKILL Signature:
Revision: 2 REMOVAL OF AIRWAY Page 1 of 1
OBSTRUCTION
Purpose: Indications:

To remove a foreign body from the upper airway

Patient with an airway obstruction

Advantages:

Disadvantages:

Complications:

Contraindications:

Rapid removal of visible
obstruction

Avoids potential trauma
of abdominal thrusts

Requires specialized

equipment and training

Obstruction must be visible

Oral or airway
trauma

Foreign body below the
level of the vocal cords

Assemble laryngoscope and blade,
checking the battery and light source

v

Place patient's head in a slightly extended position,maintaining
in-line stabilization for patients with suspected C-spine injury

v

Holding the laryngoscope in the left hand, insert the blade into the
right side of the mouth and sweep the tongue to the left

v

Lift up and anterior with blade to expose
the the pharynx and epiglottis

v

Suction as necessary

v

Visualize the foreign body

v

Holding Maygill forceps in the right hand, insert the tip into
the patient's mouth, grasp and remove the obstruction

v

Visualize airway for further obstructions
before removing laryngoscope blade

NOTES:

v

Ventilate patient for 5-6 breaths with
supplemental oxygen

e To prevent damaging the patient's teeth, avoid any leverage on the laryngoscope blade or

teeth.
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Initial: 9/92 MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: 5/21/08 PRACTICAL SKILL Signature:

Revision: 4 SUCTIONING Page 1 of 1

Purpose: Indications:

To remove foreign material from the upper airway,
endotracheal tube, and Combi-tube

Patient with foreign material in upper airway

Advantages: Disadvantages: Complications: Contraindications:
Clears foreign material and | Removes air Hypoxia None
liquids from the airway May introduce bacteria Oral trauma
into the airway May stimulate vomiting
Turn patient to the side if
possible
v

Squeeze air from bulb
before insertion

12

«—No

Gradually release pressure
on bulb to provide
suctionwhile removing from
mouth or nose

Expel suctioned material out
of bulb before next

Select flexible suction catheter for suctioning
oropharynx, ET tube or stoma

Yes

No

Suctioning E
tube or stoma?

Suction mouth, pharynx & nose as soon
as head is delivered, using a bulb
syringe, or a 12F or 14F suction catheter
with the suction unit on low setting.

Measure suction catheter
from corner of mouth to
ipsilateral earlobe

Use sterile suction catheter and as
sterile technique as possible

v

Open mouth using cross-
finger technique

Use anew sterile suction catheter
for each suctioning event

v

suctioning Depressed or Insert catheter tio into area Insert suction catheter down ET tube or
absent respirations, decreased of mouth/oha pnx o be into stoma opening until it reaches area
muscle tone, or heart rate sugtionri d where secretions/foreign matter are
<100 bpm? present
Apply suction as catheter is . v .
Yes withdrawn from mouth Apply suction as catheter is
- " X withdrawn from ET tube or stoma
Intubate immediately after birth Repeat as necessary 1o ¥
Attach meconium aspirator and apply No rerﬂoz%;o;g%naTne:’t:r|all If thick mqterial is prelsenF, 2'5, -Sce
suction to a tracheal tube as it is q y normal saline may bg instilled into !ET
withdrawn from the ainway. tube or stoma to help liquefy secretions
Repeat intubation and suctioning until little
additional meconium is recovered or until
the heart rate indicates that resuscitation
must proceed without delay. v
# v Suction for a maximum
"l of 10 seconds at a time [~
v
Ventilate patient with 5 - 6 breaths
after each suctioning episode
NOTES:

e Suctioning removes air as well as secretions. Ventilate with 5-6 breaths supplemental oxygen after

each procedure.

e During suctioning, the ECG monitor (or pulse rate if not on a monitor) should be observed to quickly

identify if bradycardia - an indicator of hypoxia - occurs.
e The rigid suction tip can cause airway trauma and is NOT to be used in a moving vehicle.
e Aggressive suctioning of a newborn may cause a vagal bradycardia.
e Use alength based tape to select the appropriate catheter size for suctioning a newborn.
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Initial: 9/92 MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: 5/21/08 PRACTICAL SKILL Signature:

Revision: 4 TRACHEOSTOMY CARE Page 1 of 1

Purpose: Indications:

To maintain a patent airway and adequate oxygenation of | Patients with temporary or permanent
the patient with a temporary or permanent tracheostomy | tracheostomies obstructed by secretions

To remove or replace a tracheostomy tube Patients unable to replace tracheostomy tubes
Advantages: Disadvantages: Complications: Contraindications:
Clears foreign material and Removes air Hypoxia None
liquid from the tracheostomy | May introduce bacteria into the | Airway trauma
airway
Temporary No

‘ Suction through inner trach tube ‘ Suction through opening in neck
¥ (upper airway is surgically absent and

aspiration is not possible)

‘ If secretions are very thick, instill 2.5 - 5 cc NS to liquify secretions ‘

v If secretions are very thick, instill 2.5 - 5
If outer tube has been displaced or is blocked, remove cc NS to liquify secretions
and replace it with patient's spare tube or an ET tube v

v ‘ Ventilate as necessary through stoma ‘

Ventilate as necessary by attaching bag-valve directly to tube (an

adapter from an ET tube may be needed to make connection) — -
¥ Consider intubation

If ventilating through stoma with uncuffed tube, block upper airway ‘

‘ Insert ET tube through stoma until cuff is past opening ‘

Consider intubation

‘ Inflate cuff with 6 - 8 cc air ‘

v
No Able to intubate Yes Auscultate bilaterally over axillae and
r through stoma? i stomach to comfirm placement
Intubate through ‘ Remove tracheostomy tube ‘
upper airway ¥ Connect ET CO2
v ‘ Insert ET tube through stoma until cuff is past opening ‘
Pass cuff of tube ¥ Secure ET tube
below neck opening . -
v ‘ Inflate ouff with 6 - 8 cc air ‘ ET tube may only be shortened to

flate cuff with 6 - 8 cc air ‘ *_ - point where cuff inflation line
3 If uncuffed ET tube was inserted, upper airway separates from tube

Ventilate, blocking must be blocked* while ventilating

neck opening

=1

Auscultate bilaterally over the the axillae
and stomach to comfirm placement

Auscultate bilaterally over
axillae and stomach to
comfirm placement

Connect ET CO2

Connect ET CO2 Secure ET tube

ET tube may only be shortened to point where
cuff inflation line separates from tube

Secure ET tube

NOTES:
e A temporary tracheostomy bypasses the upper airway. A metal or plastic tube is inserted through
the soft tissue of the anterior neck into the trachea and is held in place with ties circling the neck.
e Temporary tubes are rarely cuffed and aspiration is possible from above or from gastric contents.
e A permanent tracheostomy is created when the upper airway structures are surgically removed. A
stoma is created in the anterior neck and the trachea surgically attached to the stoma.
e Suctioning removes air as well as secretions. Hyperventilate with 5 — 6 breaths after suctioning.
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Date Initiated: 6-1-16 MILWAUKEE COUNTY EMS Approved: M. Riccardo Colella, DO, MPH, FACEP
Reviewed/Revised: PRACTICAL SKILL

Revision: VIDEO LARYNGOSCOPE Page 1 0f 2

Purpose: Indications:

To allow visual insertion of an endotracheal tube Patients in severe respiratory distress

To provide positive control of an airway Unconscious patients unable to protect own airway
To facilitate assisted ventilation in a patient with inadequate respirations | Apnea or inadequate respiratory effort

To prevent aspiration in a patient with decreased reflexes

Advantages: Disadvantages: Complications: Contraindications:
Allows second provider confirmation | Requires special training | Airway trauma Patient with
of tube placement and equipment Misplacement intact gag reflex
Positive control of the airway May be difficult to avoid Esophageal trauma causing hypoxia
Prevents aspiration C-spine movement Potential for simple or tension
Facilitates ventilation Does not prevent gastric pneumothorax
Provides route for administration of regurgitation Gastric dilatation
selected medications
Facilitates suctioning

Pre-use Battery Check

* Press the POWER button (Fig. 1, #4) on the back of the King Vision Display.
* The Display should turn ON immediately. Note: No image will be displayed on the screen without an attached Blade.
o The GREEN LED battery indicator light (Fig. 1, #5) indicates the Display is ready for use. Important: If the

LED battery indicator light is FLASHING RED, the batteries must be replaced as soon as possible as a
limited amount of battery life remains.

* The Display can be turned “OFF” manually by pressing and holding the POWER button. If a King Vision Blade is not

attached to the Display, it will automatically turn off in approximately 20 seconds.

Step by Step Instructions Important: The King Vision Display must be “OFF” before attaching a Blade; otherwise, the

video image will become distorted. If this happens, simply turn the Display “OFF” then back “ON”.

STEP 1 - Preparing the King Vision Video Laryngoscope (the Display and Blade combination) for use
* Choose the Channeled blade

* Install the Display into the Blade (only goes together one way). Listen for a “click” to signify that the Display is fully
engaged with the Blade. Note that the front and back of the parts are color-coded to facilitate proper orientation. In
patients with high body mass index, large chest AP diameter, or sometimes with active chest compressions being
applied, you may need to insert the blade “headless” and attach display once blade is partially inserted. Alternately, you
can insert the blade perpendicular to the nose and rotate device into the midline position.

Using The King Vision Channeled Blade:

The size #3 Channeled blade is designed to be used with standard ETT sizes 6.0 to 8.0. No stylet is needed.
Lubricate the ETT, the guiding channel of the Channeled Blade and the distal tip of the Blade using a water
soluble lubricant. Take care to avoid covering the imaging element of the blade with lubricant. The ETT may be
preloaded into the guiding channel with its distal tip aligned with the end of the channel. Note that the ETT tip
should not be evident on the screen when loaded properly.
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Date Initiated: 6-1-16 MILWAUKEE COUNTY EMS Approved: M. Riccardo Colella, DO, MPH, FACEP
Reviewed/Revised: PRACTICAL SKILL

Revision: VIDEO LARYNGOSCOPE Page 2 of 2

Step 2 - Powering On

* Press the POWER button (Fig. 1, #4) on the back of the King Vision Display.

* The King Vision Display should turn “ON” immediately AND Display shows a moving image.

+ Confirm the imaging of the King Vision is working properly. If not, stop and refer to the “Acquiring an Image” section.
IMPORTANT: If the LED Battery indicator light (Fig. 1, #5) in the upper left hand corner of the King Vision Display is
FLASHING RED, the battery life remaining is limited and the batteries should be replaced as soon as possible.

Step 3 - Insertion of King Vision Blade into the Mouth

* Open the patient’'s mouth using standard technique.

* In the presence of excessive secretions/blood, suction the patient’s airway prior to introducing the Blade into the
mouth.

* Insert the Blade into the mouth following the midline. Take care to avoid pushing the tongue towards the larynx. In
patients with high body mass index, large chest AP diameter, or sometimes with active chest compressions being
applied, you may need to insert the blade “headless” and attach display once blade is partially inserted. Alternately, you
can insert the blade perpendicular to the nose and rotate device into the midline position.

* As the Blade is advanced into the oropharynx, use an anterior approach toward the base of the tongue. Watch for the
epiglottis and direct the Blade tip towards the vallecula to facilitate visualization of the glottis on the Display’s video
screen. The King Vision Blade tip can be placed in the vallecula like a Macintosh blade or can be used to lift the
epiglottis like a Miller blade. For best results, center the vocal cords in the middle of the Display’s video screen.

« If the lens becomes obstructed (e.g., blood/secretions), remove the Blade from the patient's mouth and clear the lens.

* Avoid putting pressure on the teeth with the King Vision Video Laryngoscope.

STEP 4 - ETT Insertion

Advance the ETT (Channeled Blade)

OBTAIN THE VIEW AND DO NOT ADVANCE TUBE UNTIL YOU CLEARLY SEE THE OPTIMAL ANATOMY. After you
can see the vocal cords in the center of the King Vision Display, advance the ETT slowly and watch for the cuff to pass
through the vocal cords. Note that minor manipulation of the blade may be needed to align the ETT tip with the vocal
cords.

Troubleshooting Guidelines:

Issue: Cause: Correction:

Chest contact during insertion | Obesity, large AP chest “‘Headless” insertion of blade and subsequent
diameter, active chest attachment of display; turn on obtain view, load
compressions endotracheal tube and pass

OR Insert the loaded blade perpendicular to the
nose and rotate device into the midline position

View of esophageal intubation | Blade advanced too deep Back tube out to starting position on blade
(clearly not in trachea) Holding handle too high Hold device lower

Lift device anteriorly
Tube is lateral to glottis Anatomy Back tube out to starting position on blade
opening and won't turn to Rotate tube in direction opposite of where the
pass through glottis tube is sticking
Realized blade handle is too | Overextended the insertion orin | Back tube out to starting position on blade
deep and can'’t view epiglottis | too deep Lift device anteriorly
Camera image obstructed Mucous or vomit Remove and clean camera lens

Continuous use of suction
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Initial: 9/92 MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: 5/10/00 PRACTICAL SKILL Signature:
Revision: 2 BLOOD DRAW FOR Page 1 of 1
ANALYSIS
Purpose: Indications:
To obtain a sample of blood for laboratory Significant exposure to a member of the emergency
analysis medical response team
Advantages: Disadvantages: Complications: | Contraindications:
Secures the blood sample Exposure to blood Hematoma Competent patient refuses
while the patient is available during the procedure | Infection Procedure
Bleeding disorders

‘ Explain procedure to patient and obtain consent for procedure ‘
v
‘ Remove plastic protective cap from end of double needle protected by rubber sleeve ‘
v
‘ Screw double needle into vacutainer holder ‘
v
‘ Apply venous tourniquet to patient's arm ‘
v
‘ Select appropriate vein in antecubital fossa ‘
v
‘ Cleanse site with alcohol ‘
v
‘ Select vacuum tube with desired color-coded rubber stopper ‘
Insert vacuum tube into sleev: of vacutainer holder without
pushing needle through rubber stopper

‘ Remove protective plastic cap from exposed end of double needle ‘

v

‘ Insert needle into vein using sterile technique ‘
v

Push vacuum tube onto nedle inside vacutainer holder while
maintaining position of needle and holder

v

‘ Pull vacuum tube off needle when full ‘

v

‘ Remove venous tourniquet ‘

v

‘ Withdraw needle from patient's arm at same angle it was inserted ‘

v

‘ Apply pressure to puncture site with gauze sponge ‘

v

‘ Disassemble and dispose of needle in appropriate receptacle ‘

v

‘ Label blood specimen with date, time, patient's name and drawer's initials ‘

v

‘ Forward to lab along with appropriate paperwork for testing ‘

NOTES:
e Some vacutainer needles have an adapter in place of the needle. The adapter attaches to
an |V catheter already in place in the vein.
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Initial: 5/23/96 MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA

Reviewed/revised: 5/10/00 PRACTICAL SKILL Signature:

Revision: 1 CAPPED IV LINES Page 1 of 1

Purpose: Indications:

To provide for a precautionary intravenous access line | For a patient who should have |V access available for
in patients who do not currently need fluid safety during transport but the patient does not
replacement or intravenous medication administration |  currently need fluid or medication administration

Advantages: Disadvantages: | Complications: Contraindications:

Provides route for administration | Causes pain Infiltration Infection in area of the
of fluid for volume replacement |  during insertion | Infection insertion

Provides route for administration Small clots can form at Need for fluid resuscitation
of medication the end of the catheter

and embolize when the
line is flushed

Using sterile technique, fill extension set with normal saline to from
Carpuiject, reserving remaining fluid to flush IV line when started

v
‘ Apply tourniquet to patient's arm ‘
v
‘ Select appropriate vein and cleanse site with alcohol‘
v
‘ Insert needle with extracatheter, bevel side up, either next to or over vein ‘
v
‘ Advance needle and catheter into vein until blood return is noted in extracath ‘
v
‘ Holding catheter securely in place, withdraw needle, tamponading vein to avoid blood leaking from catheter ‘
v
‘ Release venous tourniquet ‘
v
‘ Connect end of extension set to hub of extracath ‘
v
‘ Tape extracatheter and extension set securely in place‘
v
Flush line with remaining 2 cc of normal saline from Carpuject; observe site for signs of infiltration
v

‘ Dispose of contaminated material in appropriate receptacle ‘

Patient now
needs fluids?

No
‘ Cleanse extension set cap with alcohol ‘ - - -
¥ Monitor IV site Assemble IV bag and tubing using sterile

Insert needle of medication syringe technique and fill dip chamber and line
through cap - - - -
v ‘ Using sterile technique, remove cap from extension set ‘
‘ Inject appropriate dose of medication ‘
¥ ‘ Attach IV line directly to extension tubing ‘
Withdraw needle and dispose of contaminated v
material in appropriate recepatcle ‘ Open flow regulation clamp and observe for signs of infiltration‘
v
‘ Flush 1V line with 3 cc normal saline from Carpuject system ‘ ‘ Adjust flow rate to deliver appropriate volume of quid‘

‘ Dispose of contaminated material in appropriate recepatcle ‘

NOTES:
e The vein in the umbilical cord and the external jugular veins may not be used as the site for
a capped IV.
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Approved by: Ronald Pirrallo, MD, MHSA

Initial: 9/21/95 MILWAUKEE COUNTY EMS
Reviewed/revised: 6/1/05 PRACTICAL SKILL Signature:
Revision: 2 USE OF CENTRAL Page 1 of 1

INDWELLING INTRAVENOUS LINES

Purpose:

Indications:

To utilize an existing central line for administration
of intravenous fluids and medications

May be used in immediate life threatening situations
when another site cannot be accessed

Advantages:

Disadvantages:

Complications:

Contraindications:

Readily available

IV access into central circulation

Route for administration of
medication and fluids

None

Air embolus

Clot formation at end of catheter

Heparin overdose if not
removed

Irritation of heart end of catheter

Infection/sepsis

Available peripheral
IV site

Inability to withdraw
fluid from catheter

Lack of external
catheter site

‘ Deter!

mine patient is critical with no peripheral IV access ‘

v

Assemble IV bag, administration set and
extension set using sterile technique

v

‘ If clamp is present on tube, leave in place until IV is connected ‘

v

Cleanse cap on indwelling IV line and distal
end of catheter with alcohol

v

Remove cap on catheter and attach 20 cc sterile syringe,
taking care not to contaminate end of catheter or top of syringe

v

Withdraw 15 - 20 cc of fluid and blood from catheter to assure
removal of any heparin solution present as a capping solution

v

Do not forcefully flush catheter; if it does not run

freely; attempt to withdraw clot into syringe

v

‘ Detach syringe and attach sterile end of IV tubing ‘

v
‘ Adjust IV flow rate appropriately ‘

v

‘ Check all connections for security‘

v

Carefully wipe injection port with alcohol
before injecting any substance into line

v

Tape a loop of tubing to prevent accidental
disconnection during transport

NOTES:

e A dialysis shunt may ONLY be used when the patient is in cardiorespiratory arrest and no
peripheral 1V site is available. Consider enlisting the expertise of the dialysis nurse, if present.

e Carefully monitor the flow rate of the IV line, as most indwelling catheters have large lumen.

e Air emboli may be drawn in when the patient inhales while the catheter tip is open to the

atmosphere.

. Patient may receive a heparin overdose if the solution is not removed prior to starting IV fluid.
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Initial: 9/92 MILWAUKEE COUNTY EMS Approved: M. Riccardo Colella, DO, MPH, FACEP

Revised: 11/1/14 PRACTICAL SKILL

Revision: 5 INTRAOSSEOUS INFUSION Page 1 of 1

Purpose: Indications:

To provide access to the bone marrow canal as an An IO line may be established in a patient with
alternative to an intravenous line for administration signs/symptoms of shock and altered LOC in whom an IV
of fluids and medication line cannot be established

Advantages: Disadvantages: Complications: | Contraindications:

Provides route for fluid administration Requires special Infiltration Leg fracture

Provides route for medication equipment and Infection Infection over site
administration insertion technique Tibial fracture Delay in transport

Prepare equipment using sterile technique, attaching
administration set and extension set to IV bag
v
|dentify infraosseous site: proximal tibia OR proximal humerus
v
| Cleanse site with alcohol |
v
Remove protective caps of needle and adjust depth to length which
will penetrate skin, subcutaneous tissue and bone cortex
v
| Assure needle stylette is in place |
[

L 4
| | Proximal humerus | |
v

| Ensure patient is supine | Ensure patient’s hand is resting on
v abdomen with elbow close to body
Locate site 2 cm below patella and v
2 cm medial to the  tibial tuberosity Slide thumb up anterior shaft of humerus until
v greater tubercle (surgical neck) is felt
Insert needle slightly angled (10
degrees from vertical) toward foot Insert needle 1 cm above surgical neck
[ ]
v

Enter skin and twist needle to cut through bone
while applying firm downward pressure

| Remove stylette when tip of needle enters marrow cavity |

Attach a 20 cc syringe and attempt to aspirate marrow
(liquid resembling blood may appear in syringe)

| Inject 5 - 10 cc of sterile normal saline|
v
If no local infiltration is seen and fluid infuses easily, stabilize
|0 needle in place by taping 10 needle flange securly to skin
v

Secure limb in place to prevent movement
and possible dislodgement
v
| Connect extension set to hub of |0 needle |
v

| Adjust flow rate to deliver appropriate volume of fluid |

| Dispose of contaminated equipment in an appropriate receptacle |

NOTE:
«  Monitor carefully for infiltration. Extravasation of some medications can cause tissue sloughing.
. Ifinitial insertion is unsuccessful, do no remove the needle. Secure the needle, leave in place,
and attempt insertion on another limb.
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Initial: 9/92

Reviewed/revised: 5/10/00

Revision: 2

MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA
PRACTICAL SKILL Signature:
JUGULAR VEIN ACCESS | Page 1 of 1

Purpose:

Indications:

To place an extracatheter into the external jugular vein
for administration of fluids or medications when a
peripheral site is not available

A critically ill patient who requires IV access with no
accessible peripheral site

Advantages: Disadvantages: | Complications: | Contraindications:
Route for fluid Causes pain Infiltration Obscured landmarks (trauma, subQ emphysema)
administration during insertion | Infection Cervical collar in place

Route for medication
administration

Infection in area of insertion
Delay in transport of critical patients

Prepare equipment using sterile technique, attaching
administration set and extension set to IV bag

v

Position patient supine with head turned
away from vessel to be cannulated

v

Cleanse injection site with alcohol

v

Allign needle of extracath, bevel side
up, with tip pointing toward torso

v

Place one finger over external jugular vein just above
clavicle and press down lightly until vein is distended

v

Stabilize vein above puncture site

v

Puncture vein midway between angle
of mandible and clavicle

v

Advance needle and catheter until blood
return is noted in extracath

v

Holding catheter securely in place,
withdraw needle, tamponading vein

v

Connect extension set to hub of extracatheter

v

Open flow regulator clamp, monitoring for signs of infiltration

v

Tape extracath and extension set in place

v

Adjust flow rate to deliver appropriate volume of fluid

v

Dispose of contaminated material in proper receptacle
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Initial: 9/92 MILWAUKEE COUNTY EMS Approved by: Ronald Pirrallo, MD, MHSA

Reviewed/revised: 5/10/00 PRACTICAL SKILL Signature:

Revision: 2 PERIPHERAL VENOUS ACCESS | Page 1 of 1

Purpose: Indications:

To provide a route for administration of fluids and An IV may be established in patients who

medications into the vascular system via a peripheral vein. | appear acutely ill.

Advantages: Disadvantages: Complications: | Contraindications:

Provides a route for fluid Causes pain during | Infiltration Delay in transporting critical
administration insertion Infection patients

Provides a route for Infection at the site of insertion
medication administration

Assemble IV bag and tubing using sterile technique

v

Fill drip chamber and line

v

Apply venous constricting tourniquet to patient's arm

v

Select appropriate vein and cleanse site with alcohol

v

Stabilize vein with skin traction

v

Insert needle with extracatheter, bevel side up, either next to or over vein

v

Advance needle and catheter into vein until blood return is noted in extracath

v

Holding catheter in place, withdraw needle, tamponading vein

v

Release venous tourniquet

v

Connect end of extension set to hub of extracatheter

v

Open flow regulation clamp and monitor for signs of infiltration

v

Tape extracatheter and extension set securely in place

v

Adjust flow rate to administer appropriate volume of fluid

v

Dispose of contaminated material in appropriate receptacle

NOTES:
e Monitor carefully for infiltration. Extravasation of some medications can cause tissue
sloughing.
e Peripheral IVs may be difficult to establish in newborns. The vein in the umbilical cord may
be used. There are two small-lumen arteries and one large-lumen vein in the umbilical cord.
The insertion point of the extracatheter should be proximal to the cord clamp (between the
cord clamp and the infant's abdominal wall).
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Initial: 9/92

Reviewed/revised: 6/1/05

Revision: 6

MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA

PRACTICAL SKILL Signature:

ENDOTRACHEAL Page 1 of 1

ADMINISTRATION OF MEDICATION

Purpose:

Indications:

To deliver medication to the alveoli of the lung for rapid

absorption by the capillaries

Critically ill patient who is intubated but IV
access is not available

Advantages: Disadvantages: Complications: Contraindications:

Delivers medications ET must be in place Potential damage to | Medication not
rapidly to the circulatory | Epinephrine and atropine lung tissue by the approved for ET
system for distribution dosages must be doubled administration
throughout the body Some of medication will adhere

Can be done without IV
access

Not all medication may be

Must stop CPR and ventilation

to the walls of the ET tube

administered via ETT

to administer

Ascertain allergy history of patient

v

Intubate patient orally or nasally

v

Attach right angle swivel connector with medication port to top of ET tube if desired

v
Ventilate patient

v

Confirm dosage, type, and route of administration of medication

v

Prepare medication for administration

v

Using sterile technique, draw up 10 cc normal saline into the 20 cc syringe

v

Stop ventilation and chest compressions if in progress

v

Open medication port on swivel connector or disconnect bag-valve device

v

Inject medication into ET tube:

If volume of medication is < 5 cc follow with a 5 cc flush of normal saline;
If volume of medication is > 5 cc, no flush is necessary

v

Close medication port or reconnect bag-valve device and slowly compress bag-
valve device (over a 2 second period) 5 times, then continue to ventilate

Dispose of contaminated material in appropriate receptacle

NOTES:

e Medications approved for ET administration:
o Naloxone, atropine, epinephrine, lidocaine.
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Initial: 9/92 MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: 2/17/10 PRACTICAL SKILL Signature:
Revision: 4 INTRAMUSCULAR Page 1 of 1
ADMINISTRATION OF MEDICATIONS
Purpose: Indications:

To deliver medication to the muscle tissue for

absorption by blood vessels

For a patient who needs medication that may be
administered via intramuscular route

Advantages:

Disadvantages:

Complications:

Contraindications:

Delivers medication slowly to the
circulatory system for distribution
throughout the body

Effects sustained for a period of
time

Does not require 1V access

Pain at injection site Infection
Only small volumes (2 - 5 Accidental IV

cc) should be given by
this route

Cannot give tissue-irritating
medication by this route

injection if tip of
needle is in vein

Infection in area of
injection

‘ Ascertain allergy history of patient ‘

v

‘ Confirm dosage, type and route of administration of medication ‘

2

‘ Prepare medication for administration ‘

sing prefille No

l—Yes

autoinjector?

Select approriate injection site - anterior lateral
aspect of thigh midway between waist and knee

v

‘ Cleanse injection site with alcohol ‘

v

‘ Remove safety cap from autoinjector ‘

v

‘ Place tip of autoinjector against patient's thigh

Support thigh with free hand to
prevent movement during injection
v
Press autoinjector firmly against
patient's thigh until injector activates
v
Hold injector in place until medication is
injected (approximately 10 seconds)

Withdraw autoinjector and dispose of
in appropriate receptacle

Gently massage injection site to distribute
medication and to speed absorption

NOTES:

4

Select appropriate injection site:

a. Anterior lateral aspect of thigh midway between hip and

knee (preferred site);

b. Deltoid muscle if less than 2 cc (only for adults >16 years)
c. Upper outer quadrant of buttocks

v

‘ Cleanse injection site with alcohol ‘

v

‘ Tent muscle between thumb and index finger ‘

v

‘ Insert needle at 90 degree angle into body of muscle (~ 1 inch in adults) ‘

v

Stabilizing needle and syringe with one hand, pull back on
plunger to be sure tip of needle is not in blood vessel

v

‘ If blood appears in syringe, withdraw and discard syringe; repeat steps above ‘

v

‘ Inject medication slowly ‘

v

‘ Withdraw needle at same angle it was inserted ‘

v
‘ Massage injection site ‘

v

‘ Dispose of contaminated material in appropriate receptacle ‘

e The deltoid muscle should not be used as an injection site for patients less than 16 years old.
e No more than 2 cc of medication should be injected via intramuscular route.
e Absorption may be delayed in poor perfusion state. For an anaphylactic patient, consider IV/IO

route if patient is in shock and does not rapidly improve with IM epinephrine.
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Initial: 2/17/10

MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA

Reviewed/revised: PRACTICAL SKILL Signature:
Revision: INTRANASAL Page 1 of 1
ADMINISTRATION OF MEDICATIONS
Purpose: Indications:
To deliver a dose of intranasal medication for For a patient who needs medication that may be administered via intranasal
absorption route
Advantages: Disadvantages: Complications: Contraindications:
Intranasal route is needleless | Variable absorption Nasal congestion Uncooperative patient
Exposure to body fluids Nosebleed Nosebleed
Limited dosing — only %2 to 1 mL / nostril Extreme nasal congestion

-

Ascertain allergy history of patient

v

Confirm dosage, type and route of
administration of medication

v

Draw up appropriate dose in syringe

v

Attach mucosal atomization device

v

With the patient in an upright position,
place the tip just inside the nostril to
ensure mist is delivered into the nose

Volume to

than 1 mL?

With a single motion, depress
plunger as rapidly as possible
delivering entire dose

3-25.1

be administered more

Yes—l

With a single motion, depress
plunger as rapidly as possible
delivering half the medication

v

Place the tip just inside the other nostril
and with a single motion, depress
plunger as rapidly as possible to deliver
remaining medication




Initial: 9/92 MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: 5/10/00 PRACTICAL SKILL Signature:
Revision: 2 INTRAVENOUS BOLUS OF | Page 1 of 1
MEDICATION
Purpose: Indications:

To deliver medication directly into the blood
stream for rapid distribution to the rest of the body

administration

Patients with [V access who need medication

Advantages:

Disadvantages:

Complications:

Contraindications:

Delivers medication rapidly to
the circulatory system for
distribution throughout the
body

Must have IV
access

Irritation to the vein by medication
injected

Extravasation of medication into
subQ tissue if IV infiltrates

Infiltration of IV line

Injury to the venous
system proximal to
the injection site

Ascertain allergy history of patient

v

Confirm dosage, type and route of administration of medication

v

Prepare medication for administration

v

Obtain peripheral, jugular, or intraosseous IV access

v

Wipe rubber administration port of IV administration set with alcohol

v

Insert needle of syringe containing medication through administration port

v

Pinch off IV tubing proximal to medication port between medication port and IV bag

v

Inject medication into IV tubing at a rate appropriate for that medication

v

Open IV tubing and give 20-30 cc IV fluid, elevating extremity if possible

v

Dispose of contaminated material in appropriate receptacle
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Initial: 9/92 MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: 2/14/01 PRACTICAL SKILL Signature:
Revision: 3 INTRAVENOUS DRIP Page 1 of 1
ADMINISTRATION OF MEDICATION
Purpose: Indications:

To maintain therapeutic blood levels of a medication

over a period of time

Patients with IV access who need to maintain
therapeutic blood levels of a medication

Advantages:

Disadvantages:

Complications:

Contraindications:

Delivers medications constantly
and continuously to the
circulatory system for distribution
throughout the body

Maintains a relatively constant
blood level of medication

Must have IV access

Line must be monitored
to assure constant
rate of administration

Vein irritation by
medication injected

Extravasation of
medication if [V
infiltrates

Infiltrated IV line

Injury to the venous
system proximal to
the injection site

Ascertain allergy history of patient

v

Confirm dosage, type and route of administration of medication

v

Obtain peripheral, jugular, or intraosseous IV access

v

Prepare medication for administration

v

Cleanse medication port of end of original IV line with alcohol

v

Insert needle from medication bag administration set through
medication port of original IV line and tape in place

v

Turn off IV line, open flow regulator on administration line
containing medication and adjust to appropriate flow rate

v

Label IV bag containing medication with name of
medication, amount added to IV bag and time started

v

Maintain careful observation of flow rate of
medication line for signs of infiltration

v

Dispose of contaminated material in appropriate receptacle

NOTES:

e Medications approved for IV drip:
o Amiodarone, dopamine, lidocaine, sodium bicarbonate.
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Initial: 9/92 MILWAUKEE COUNTY EMS

Revised: 10/1/15

Revision: 3

PRACTICAL SKILL
INTRAVENOUS PUSH Page 1of1

Approved: M. Riccardo Colella, DO, MPH, FACEP

MEDICATION

Purpose:

Indications:

To deliver medication directly into the blood stream for

slower distribution to the rest of the body, preventing

adverse reactions

administration

Patients with IV access who need medication with
higher probability of adverse reaction due to rapid

Advantages:

Disadvantages:

Complications:

Contraindications:

Delivers medication slowly to
the circulatory system for
distribution throughout the
body

Must have IV
access

Irritation to the vein by medication
injected

Extravasation of medication into
subQ tissue if IV infiltrates

Infiltration of IV line

Injury to the venous
system proximal to
the injection site

Ascertain allergy

history of patient

A

Confirm dosage, type and route of medication administration

A

Prepare medication for administration

A

Obtain peripheral, jugular

or intraosseous IV access

A

Wipe rubber administration port of IV administration set with alcohol

A

Insert medication syringe tip through administration port

A

Pinch off IV tubing proximal to medication port between medication port and IV bag

A

Inject medication at rate per Medication List Practice Guideline into IV tubing

over 1 -2 minutes

A

Open IV tubing intermittently while administering medication at slow IV push

A

Dispose of contaminated material in appropriate receptacle
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Initial: 9/92

Reviewed/revised: 9/7/11 PRACTICAL SKILL

Revision; 4

MILWAUKEE COUNTY EMS

MEDICATION PREPARATION

Approved by: Ronald Pirrallo, MD, MHSA

Signature:

Page 1 of 1

FOR ADMINISTRATION

Purpose:

Indications:

To prepare medication contained in a unit-dose syringe,
glass vial, or multidose vial for administration

Any patient who needs medication administered

Advantages:

Disadvantages:

Complications:

Contraindications:

Medication can assist in
prehospital treatment
and stabilization of life-
threatening conditions

When given incorrectly or in
the wrong dose, patient
may be harmed

Known allergy to the
medication

Check medication vial for valid date, clarity and intact sterility safeguards

Contained in a
glass vial?

Barrel &
plunger preloaded
syringe?

Reconstitution?

Contained in a
Jubex/carpuject?

Standard IV drip?

Yes Yes Yes Yes Yes Yes Yes
v v v v v v v
Shake or rotate vial to Wipe off diaphragm on Assemble barrel and Remove seals from Insert tubex/Carpuject Using sterile Wipe medication port
force all liquid into top of vial with an plunger by twisting vials and wipe rubber containing medicaion technique, attach at bottom of 100 cc
base of ampule alcohol prep plunger into threaded stoppers with alcohol into tubex/Carpuject minidrip administration bag of D5W with
¥ v stopper of barrel prep holder set alcohol prep
Wrap gauze pad Assemble needle and v v v v v
around neck of ampule syringe using sterile Remove cap from Remove needle Rotate tubex/Carpuject Fill drip chamber and Using sterile
and snap top off technique needle protector from sterile clockwise to screw top IV line technique, inject
p top q
v v ¥ syringe of barrel into holder I medication ordered
Assemble syringe with Pull plunger on syringe Point needle Upward: v v Label IV bag with ime into bag of D5W
filter needle using back to approximate exoel air and ezcessy Insert needle through Swing plunger into started *
sterile technique volume of medication ; edication from center of stopper of position and turn — Withdraw syringe and
¥ to be withdrawn, taking syringe. taking care not vial containing diluting plunger clockwise to - rotate bag gently to
care not to yringe, taking care solution lock into position Attach 20 guage sterile evenly distribute
Remove needle cap, contaminate area of to splash medication ¥ v needle to end of medication
maintaining sterility of plunger that will go minidrip administration *
needle; insert into vial back into barrel of B ; Inject air volume equal Remove cap from line (do not add
¥ syringe ispose of to volume of diluting needle extension sef) Maintaining sterile
contaminated material | | sojygion; withdraw fluid technique, attach
Withdraw solution from in appropriate v

vial into barrell of

Insert needle through

receptacle

and remove needle

Point needle upward;
expel air and excess
medication from
syringe, taking care not
to splash medication

v

Withdraw slightly more
than desired amount of
medication

Remove needle from via

Dispose of
contaminated material
in appropriate
receptacle

v

Point needle upward;
expel air and excess
medication from
syringe, taking care not
to splash medication

Dispose of
contaminated material
in appropriate
receptacle

Point needle upward;
expel 1 cc air, taking
care not to splash
medication

syringe diaphragm and inject v
ymne air from syringe into Pierce stopper of vial
v vial containing powdered
Remove needle from medication and inject
vial Invert vial, keeping needle all diluent into vial
¥ under fluid level v

Shake vial gently until
powdered medication
is dissolved

Dispose of
contaminated material
in appropriate
receptacle

v

Withdraw slightly more
medication than the
ordered dose

v

Replace the needle
with an appropriate
size safety engineered
needle

v

With needle pointing
upward, gently tap the
syringe to move any air
bubbles to the top

v

Gently advance
syringe to the
appropriate dosage
mark and administer
medication

Dispose of
contaminated material
in appropriate
receptacle
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Dispose of
contaminated material
in appropriate
receptacle

minidrip administration
set

v

Fill drip chamber and
IV line

v

Attach 20 guage
needle to end of
minidrip administration
line

v

Label bag with name of
medication, amount
added to bag, and time
started

Dispose of
contaminated material
in appropriate
receptacle




Initial: 9/92 MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: 5/21/08 PRACTICAL SKILL Signature:
Revision: 5 NEBULIZED ADMINISTRATION | Page 1 of 1
OF MEDICATION
Purpose: Indications:

To aerosolize a medication and deliver it into the
pulmonary system for absorption by the capillaries

Patients experiencing bronchospasm

Advantages: Disadvantages: Complications: | Contraindications:
Delivers medications | Patients in severe distress may not be Tachyarrhythmia | None

rapidly to the able to follow directions or inhale a high Ventricular

circulatory system enough tidal volume to receive ectopic beats

in the lungs sufficient medication to treat their condition
Does not require IV | Very few medications can be given

access this way

Ascertain allergy history of patient

v
Confirm dosage, type and route of
administration of the medication

administered via
nebulizer?

lYes

Medication
administered via non-
rebreather mask?

Nol

Yes
Place medication in reservoir of nebulizer ‘ — v : : ‘ Intubate and ventilate patient ‘
v ‘ Place medication in reservoir of nebulizer ‘ v
Assemble nebulizer, attach v : ‘ Place medication in reservoir of nebulizer ‘
mouthpiece and corrugated tubing ‘ Assemble nebulizer ‘ v
. * ‘ Assemble nebulizer; attach corrugated tubing ‘
Attach oxygen source to nebulizer and Remove reservoir bag from non- ¥

adjust flow to 8 liters per minute or rebreather mask
manufacturer's recommended flow rate v

Attach 15 - 22 mm intubating

mask adapter to end of ET tube

v

presence of nebulized mist

Check mouthpiece and tubing for

Attach top of nebulizer (where mouthpiece
usually attaches) to opening in non-rebreather
mask from which reservoir bag was removed

Instruct patient to inhale mist and hold
it in lungs for as long as possible, then
exhale and repeat inhalation

v
Connect open end of corrugtated
tubing to 15 - 22 mm adapter

Attach oxygen source to nebulizer and
adjust flow to 8 liters per minute or

manufacturer's recommended flow rate

Attach oxygen source to nebulizer and
adjust flow to 8 liters per minute or
manufacturer's recommended flow rate

v

Check mask for presence of nebulized mist ‘

Instruct patient to inhale mist and hold
itin lungs for as long as possible, then
exhale and repeat inhalation
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Connect bag-valve device to
nebulizer at opening where
mouthpiece is usually attached

‘ Ventilate using bag-valve device




Initial: 12/6/00 MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: PRACTICAL SKILL Signature:
Revision: ORAL ADMINISTRATION OF | Page 1 of 1
MEDICATION
Purpose: Indications:

To administer medication through the digestive

tract.

Patient who is alert, cooperative, and is able to protect
own airway and swallow the medication.

Advantages:

Disadvantages:

Complications:

Contraindications:

Can be done without IV

access.

Patient may vomit prior
to absorption of the

therapeutic dose.

Medication may cause
stomach upset and/or
vomiting.

Patient uncooperative, unable
to follow directions, or lack
of gag reflex.

Assure that patient is alert,
cooperative, able to follow directions,

and has intact gag reflex

;

Ascertain allergy history of patient

y

Con

administration of medication

firm dosage, type and route of

v v v
Chewable tablets Oral Glucose (Gel) Sub lingual
v v \

Instruct patient that medication must
be chewed/swallowed

Apply gel to tongue depressor and position

between patient's cheek and gum

Tablet

No

!

administer tablets?

v

v

Repeat as necessary until tube
content has been consumed

Yes

i

Place medication in
patient's mouth

Allow patient to self-
administer medication

und
pa

Ask patient to lift
tongue and place tablet

Ask patient to lift
tongue and spray dose
under tongue or have
patient spray under
tongue.

er tongue or have
tient place tablet
under tongue.

Have
clo

dissolved under tongue

patient keep mouth
sed until tablet is

medicati

v
Document time of administration,

on, route of administration, dosage
and results of treatment

v

‘ Continue to monitor patient ‘

v

‘Tr

ansport to appropriate facility ‘
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Initial: 9/92 MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: 5/10/00 PRACTICAL SKILL Signature:

Revision: 2 OXYGEN ADMINISTRATION | Page 1 of 1

Purpose: Indications:

To increase the partial pressure of oxygen in the lungs,
providing additional oxygen to the tissues of the body

Patient showing signs of hypoxia

Advantages:

Disadvantages:

Complications:

Contraindications:

Increases oxygen
availability to the tissue

Minimizes effects of
hypoxia and anaerobic
metabolism on the cells

Oxygen is stored under
pressure

Increases risk of fire when
in use

May suppresses
respiratory drive of
a patient with COPD

None in prehospital care

NOTES:

Remove protective cap

v

valve to "crack"

Open and close cylinder

v

Attach regulator and flowmeter
securely and ensure leakproof seal

v

Turn on tank and check that pressure
guage is registered in the safe range

v

Select administration device that
will meet patient's needs

v

oXxygen source

Attach delivery device to

v

Monitor and evaluate patient's
response to oxygen therapy

e The nasal cannula delivers 25% - 40% oxygen content at 1 - 6 liters/minute flow.
e The non-rebreather face mask delivers > 90% at 12 liters/minute flow.
e The bag-valve device delivers nearly 100% oxygen content when used with the oxygen

reservoir attachment and maximum (15+ liters/min) flow.

e The nebulizer chamber for aerosol medications is run at 8 liters/minute or at manufacturer’s
recommended flow rate.
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Initial: 9/92 MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: 5/21/08 PRACTICAL SKILL Signature:
Revision: 4 RECTAL ADMINISTRATION | Page 1 of 1
OF MEDICATION
Purpose: Indications:

To provide a route of administration of selected
medications in patients with no IV access

Actively seizing patient with no IV access

Advantages:

Disadvantages:

Complications:

Contraindications:

Delivers medications when
no IV access is available

Effects sustained over a
period of time

Uncertain absorption rate
Uncertainty of
medication retention

Trauma to rectal
mucosa

Rectal bleeding
Diarrhea
Any known rectal abnormality

Ascertain allergy history of patient

v

Confirm dosage, type and route of

administration of medication

v

Transfer ordered dose of medication
into syringe with removable needle

v

Draw up an additional 1cc of air into syringe

v

Remove white bag-valve adapter from

a 2.5 mm endotracheal tube

v

Connect syringe to ET tube

v

Insert ET tube approximately 2 inches into rectum

v

Invert syringe, making sure air bubble is above liquid

v

Slowly inject medication into rectum

v

Clear syringe and tube of medication
by forcing air through ET tube

v

Withdraw ET tube and hold or tape buttocks together for
several minutes to prevent expulsion of medication

v

Dispose of contaminated material in appropriate receptacle
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Initial: 9/92 MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: 2/16/11 PRACTICAL SKILL Signature:
Revision: 3 SUBCUTANEOUS Page 1 of 1

ADMINISTRATION OF MEDICATION

Purpose:

Indications:

To deliver medication to the subcutaneous tissue for Anaphylaxis

absorption by blood vessels

Severe respiratory distress due to bronchospasm

Advantages: Disadvantages: Complications: Contraindications:
Delivers medication slowly for Pain Infection Infection at injection
distribution throughout the body | Only 0.5 ml of medication Accidental IV injection site
Effects sustained over a period of may be administered subQ | if needle tip is in vein
time Cannot give tissue-irritating
Does not require IV access medication subQ

‘ Ascertain allergy history of patient ‘

12

Confirm dosage, type and route of
administration of medication

12

‘ Prepare medication for administration ‘

Using prefilled
autoinjector?

l—Yes

‘ Select appropriate injection site ‘
v
‘ Cleanse injection site with alcohol ‘
v
Place tip of auto-injector against lateral aspect of
patient's thigh midway between waist and knee

No—

A
‘ Select appropriate injection site ‘
v
‘ Cleanse injection site with alcohol ‘
v
Tent up skin and subcutaneous tissue
between thumb and index finger

v v
‘ Remove safety cap from auto-injector ‘ Insert needle at 45 degree angle into subcutaneous
¥ tissue (approximately 0.5 inches in adults)
Support thigh with free hand to prevent v
movement during injection Stabilize needle and syringe with one hand
v v

Press auto-injector firmly against patient's thigh
until injector activates

v

Pull back on plunger to be sure
needle is notin blood vessel

v

(approximately 10 seconds)

Hold injector in place until medication is injected If blood appears in syringe, withdraw and discard syringe

in appropriate receptacle; repeat steps above

v
Withdraw auto-injector and dispose of in
appropriate receptacle
v
Gently massage injection site to distribute
medication and to speed absorption

NOTES:

e Hypotension is a usually a contraindication for subcutaneous injections due to the lack of

peripheral circulation to pick up medication.
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‘ Inject medication slowly ‘

v
‘ Withdraw needle at same angle of insertion ‘
v
Gently massage injection site to distribute
medication and to speed absorption
v
Dispose of contaminated material in
appropriate receptacle
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Initial: 9/11/02 MILWAUKEE COUNTY EMS | Approved: M. Riccardo Colella, DO, MPH, FACEP
Reviewed/revised: 8/1/13 PRACTICAL SKILL
Revision: 3 4-LEAD Page 1 of 1
ELECTROCARDIOGRAM
Purpose: Indications:

To monitor heart for arrhythmias and obtain/transmit an electrocardiogram

Any patient who requires cardiac monitoring

Advantages:

Disadvantages:

Complications:

Contraindications:

Displays cardiac electrical activity and heart rate value.

None

None

None

NOTES:

Loosen/remove clothing for electrode placement

v

Dry chest if necessary

L

Clip excessive chest hair to ensure
adhesionof electrodes and/or pads

v

Snap leads on to each electrode

L

Peel off protective backing from electrode

v

Apply adhesive side of electrode to patient

L

Apply limb leads as follows:
1. Right arm (white)
2. Left arm (black)
3. Right leg (green)
4. Leftleg (red)

v

Ensure ECG cable is not pulling on
individual electrodes

v

Ensure ECG cable is connected to monitor

L

Turn

on monitor and press monitoring soft key

v

Press the print soft key for a copy of
the waveform

L

Print at leastone 6-inch strip to
accompany patient to the hospital

L

Disconnect cables from electrodes

v

Turn monitor off

Lead Il is the standard lead used to monitor the patient’s ECG; the monitor defaults to Lead 1.
A six-inch or longer strip will accompany the patient to the hospital.
In cases where the strip is run to record a rhythm change, a copy should be left with the patient at the

receiving emergency department.
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arrival

Enables receiving hospital notification of STEMI

Initial: 9/92 MILWAUKEE COUNTY EMS | Approved: M. Riccardo Colella, DO, MPH, FACEP
Reviewed/revised: 11/1/14 PRACTICAL SKILL
Revision: 9 12-LEAD Page 1 of 1
ELECTROCARDIOGRAM
Purpose: Indications:
To obtain and transmit a diagnostic quality 12- | Any patient experiencing symptoms of possible cardiac
lead electrocardiogram origin
Advantages: Disadvantages: | Complications: | Contraindications:
Provides electrical view of all areas of the None None None
myocardium;

NOTES:

Place electrodes on patient as follows:

V1 - 4th intercostal space, right stemal border
V2 - 4th intercostal space, left sternal border
V3 - Midway between V2 and V4

V4 - Mid clavicular line, fifth intercostal space
V5 - Lateral to V4 at the anterior axillary line
V6 - Lateral to V5 at the midaxillary line

RA - Right shoulder or forearm

LA - Left shoulder or forearm

RL - Right leg or shin

LL - Left leg or shin

v

Enter case # and at least patient's initials

v
Instruct patient to lie quietly while
machine collects date
v

Press "Acquire” softkey to acquire ECG
(one copy will automatically print out)

v

Notify EMS Communications of incoming
12-lead on ZOLL Online

v

Transmit

e Obtain the 12 lead at the earliest opportunity; goal is within 10 minutes.
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Initial: 9/92 MILWAUKEE COUNTY EMS Approved: M. Riccardo Colella, DO, MPH, FACEP
Reviewed/revised: 10/1/15 PRACTICAL SKILL

Revision: 8 DEFIBRILLATION Pagelofl

Purpose: Indications:

To simultaneously depolarize the myocardial cells to
terminate ventricular fibrillation or ventricular tachycardia

Patient presents pulseless and apneic in
ventricular fibrillation or ventricular tachycardia

Advantages: Disadvantages: Com

plications:

Contraindications:

Termination of VF or Electrical current causes Poor
VT in the pulseless, some injury to myocardium

apneic patient

interface between

chest wall and pads can
cause burns

Valid DNR orders

Confirm patientis
pulseless and apneic

Ascertain high quality
CPR isin progress
v
Attach defibrillator pads

Check pads for secure
adherence to chest wall

Provide 2 minutes of |

high quality CPR

ALS
unit with
X-Series?,

Refer to Newbom Care/
Assessment Guideline

BLS
unit with

No—->| BLS Unit with AED Pro

Any patient with pulses

Conditions incompatible with life

Yes Yes
v v v
Switch to ALS Ensure monitor is in auto Pause compressions during
monitor analyze/ AED mode analysis (unit has no see
v v through CPR capability)
Ensure monitoris in Pause compressions v . .
manual mode during analysis Prepare to act immediately
¥ ¥ when advised to shock
See through CPR Monitor will precharge while
(filter) must be enabled analyzing rhythm after 2
— minutes of high quality CPR
I
Continue compressions Direct all personnel to
during charging if patient —»

is in a shockable rhythm

stand clear of patient

Shock patient

Resume compressions
mmediately for 2 minutes

Patient
has ROSC?

Resume compressions

immediately

Yes
v

Provide supportive care to sustain
circulation, breathing and airway
NOTES:
e Rescue mode is not to be used on the X-Series
o Do not apply defibrillator pads over a pacemaker or automatic implanted cardiac defibrillator (AICD).
e Remove Nitropatch or Nitropaste before attaching defibrillator pads.
¢ Do not defibrillate when conditions exist for electrical conductivity (wet environment, etc.).
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Initial: 2/13/08 MILWAUKEE COUNTY EMS | Approved: M. Riccardo Colella, DO, MPH, FACEP
Reviewed/revised: 8/1/13 PRACTICAL SKILL Signature:

Revision: 2 ECG TRANSMISSION Page 1 of 1

Purpose: Indications:

To transmit 12-lead electrocardiograms

Any patient who requires cardiac monitoring

Advantages:

Disadvantages: | Complications: | Contraindications:

Transmits ECG to medical control and enables None

faxing 12-lead ECG to receiving hospital

None None

NOTES:

Acquire 12-lead

!

Notify EMS Communications of
incoming 12-lead to RescueNet;
include destination hospital

!

Press “transmit” icon on monitor

!

Verify EMS Communications
received 12-lead

e Transmission must be from the phone paired to the ECG monitor
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Initial: 10/10/2007 MILWAUKEE COUNTY EMS | Approved: M. Riccardo Colella, DO, MPH, FACEP

Reviewed/revised: 8/1/13 PRACTICAL SKILL

Revision: 1 ECG UPLOAD PROCESS | Page 1 of 1

Purpose: Indications:

To transfer ECG files from the monitor to fire department and Patients with any ECG monitoring
Milwaukee County EMS archives

Advantages: Disadvantages: | Complications: Contraindications:
Captures and analyzes all ECG | None Loss of information if upload None

information electronically procedure not followed correctly

| Turn monitor on |

v

Insert USB drive into
monitor USB port

v

Press the upload icon
(white arrow)

v

| Press the log icon |

v

Select single or transfer
all cases

v

Press the Transfer Log
quick access key

v

Do not remove USB drive
until file transfer is complete

v

Insert USB drive with uploaded
cases into receiving computer

v

Select ZOLL Data Retriever

Press “Upload” to transfer files

NOTES:

e The MC EMS PCR number must be entered for every case to link the ECG information to the patient’s electronic
run report. The number can be entered at any time — during the call or at the time of upload

e Entera single “0” as the MC EMS PCR number for daily tests

e To avoid entering the PCR number numerous times, leave the monitor on and leads attached to the patient

during the entire call
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Initial: 10/10/2007 MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: PRACTICAL SKILL Signature:
Revision: INFRA RED DATA Page 1 of 1

UPLOAD FOR ZOLL AED PRO OR AED PLUS
Purpose: Indications:
To transfer resuscitation information from the Zoll AED Pro or AED Plus | Patients with any Zoll AED Plus or
to the RescueNet server using infrared ports AED Pro monitoring

Advantages:

Disadvantages:

Complications:

Contraindications:

Captures and analyzes all
resuscitation information

electronically

None

correctly

Loss of information if upload
procedure not followed

None

Place the AED Infrared port in direct line
with the desktop IR receiver
v
Open Zoll Data Retriever on desktop

v

Select "Infrared" from desktop drop down screen

v
Click "Upload" on the desktop
v

Press and hold the "On" button on the AED
untilthe following message says,"Non-Rescue
Mode Communications Established"

v
A progress bar will appear on the desktop
and display status of "Upload"
v

Desktop spreadsheet will display Date, Time,
MCEMS PCR#, First Name, Last Name, Case ID

NOTES:

v
MCEMS PCR # must contain patient's case #;
enter any missing information and click OK;
enter a single "0" for daily tests
v
Message should appear: "Zoll Data Retriever
Data entry successful"; Click OK

Minimize or close desktop screen

Unit dispatched at
any point in process before
upload complete?

Yes»,

Disconnect cable to abort upload
NOTE: Nothing will be saved to the
desktop; no files will be lost from the card

No

Turn off monitor

‘ Return monitor to rig ‘

e The MC EMS PCR number must be entered for every case to link the ECG information to the
patient’s electronic run report. The number can be entered at any time — during the call or at the
time of upload

e Entera single “0” as the MC EMS PCR number for daily tests

e To avoid entering the PCR number numerous times, leave the monitor on and leads attached to
the patient during the entire call
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Initial: 10/10/2007 MILWAUKEE COUNTY EMS Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: PRACTICAL SKILL Signature:
Revision: SERIAL CABLE DATA Page 1 of 1

UPLOAD FOR ZOLL M-SERIES
Purpose: Indications:
To transfer ECG and resuscitation information from the Zoll M-series monitor | Patients with any Zoll M-series
to the RescueNet server using a serial cable monitoring
Advantages: Disadvantages: Complications: Contraindications:
Captures and analyzes all None Loss of information if upload None
monitoring, CPR, capnography procedure not followed correctly
information electronically

‘ Open Zoll Data Retriever on desktop }:

‘ Plug serial cable in to back of monitor ‘

‘Press and hold the left soft-key to turn monitor on ‘

‘ Press left soft key on the monitor to bring up "System Utilities"
v
‘ Select "Serial Cable" from desktop drop down screen ‘

‘ Press middle soft key on the monitor to "Upload Card"
v
‘ Press middle soft key on the monitor again to "Send"

A progress bar will appear on the desktop and
display status of "Upload"
NOTE: This may take up to 15 minutes if the card is
full. To avoid this, upload after every call.
v
Desktop spreadsheet will display Date, Time,
MCEMS PCR#, First Name, Last Name, Case ID
v
MCEMS PCR # must contain patient's case #;
enter any missing information and click OK;
enter a single "0" for daily tests
v
Message should appear: "Zoll Data Retriever
Data entry successful"; Click OK
v
Minimize or close desktop screen ‘

Unit dispatched at
any point in process before
upload complete?

NOTE: Nothing will be saved to the
desktop; no files will be lost from the card

Disconnect cable to abort upload
Yes

No
h 4

"OK to erase?" will display on the monitor. Press
soft key for "Next Item" until it says "Yes" and enter

Turn off monitor

Unplug cord (may be done during erasure) ‘

v
‘ Return monitor to rig ‘

NOTES:

e The MC EMS PCR number must be entered for every case to link the ECG information to the patient’s electronic run report.
The number can be entered at any time — during the call or at the time of upload

e Enterasingle “0” as the MC EMS PCR number for daily tests

e To avoid entering the PCR number numerous times, leave the monitor on and leads attached to the patient during the
entire call
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Initial: 9/92 MILWAUKEE COUNTY EMS | Approved: M. Riccardo Colella, DO, MPH, FACEP
Reviewed/revised: 8/1/13 PRACTICAL SKILL
Revision: 6 SYNCHRONIZED Page 1 of 1
CARDIOVERSION
Purpose: Indications:

To deliver an electrical charge to the myocardium,
synchronized to the depolarization of the ventricle

Patient presents in: ventricular tachycardia with pulses or
unstable supraventricular tachycardia that has not
responded to antiarrhythmics

Advantages: Disadvantages: Complications: Contraindications:
Provides rapid conversion | Painful if administered May result in ventricular | Patients taking digitalis
of dysrhythmia without sedation fibrillation preparations

Place electrodes in 4-lead configuration:
White electrode on right shoulder, black on left

shoulder, green on lower right abdomen or right
leg, red on left lower abdomen or left leg

v

Monitor and record patient's rhythm

v

if possible, administer sedative

2

Attach patient therapy cable, connecting defibrillator to pads

Place defibrillation pads on right upper chest under
clavicle and left chest over 5th intercostal space
between midclavicular and anterior axillary line

v

Turn energy selection dial to appropriate setting

2

Press “Sync” soft key

v

Check oscilloscope for sensing mark for
each QRS, adjusting gain as needed

2

Clear all personnel of patient contact

v

Press "shock" soft key

v

Monitor patient's rhythm and vital signs
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Initial: 11/1/13 MILWAUKEE COUNTY EMS | Approved: M. Riccardo Colella, DO, MPH, FACEP
Reviewed/revised: PRACTICAL SKILL
Revision: TRANSCUTANEOUS Page 1 of 1
PACING

Purpose: Indications:
Should be considered in unstable Patients with symptomatic bradycardia at a
patients with high-degree heart block o rate of less than 50/min not responding to atropine

e Mobitz Il

e complete heart block
Advantages: Disadvantages: | Complications: Contraindications:
Noninvasive May be painful | Prolonged pacing may cause burns | Severe hypothermia, asystole

Place pacing electrodes securely on the chest

v
Select Lead |, II, or Il to provide the largest
amplitude QRS complex
v

Verify the heart rate display accurately reflects
the patient’s pulse rate

v

Press Pacer button
v

Use arrow keys to navigate to Mode: Fixed

v
Use arrow keys to navigate to Rate and press
Select button
v
Use arrow keys and Select button to set the
Pacer Rate to 70 ppm
v
Use arrow keys to navigate to Start Pacer and
press Select button to begin pacing
v
Use arrow keys to navigate to Output;
set at 50 mA
v
Determine electrical and mechanical capture
v
Set optimum threshold at mA level 10% above
the lowest output value that maintains capture
v

Titrate rate by 5 and/or output by 10 to
ensure/maintain capture
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Initial: 9/92 MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: 5/10/00 PRACTICAL SKILL Signature:
Revision: 2 BOARD SPLINT Page 1 of 1
Purpose: Indications:
To provide rigid splinting for a suspected fracture in an extremity | Suspected extremity fracture
Advantages: Disadvantages: Complications: Contraindications:
Easy to apply Soft tissue swelling can cause bandages None None
Readily available | holding the board in place to become too

tight and restrict peripheral circulation

Cover any open wound with sterile dressing, control
bleeding; support fracture site during process

v

Check distal pulse, sensation and movement
v

Straighten any severe angulation with gentle longitudinal
traction above and below break; maintain traction while
splint is applied and fixed in place by EMT #2

v

If resistance is felt when attempting to straighten,
stop attempt and splint in position found
v
Apply rigid splint to extremity, extending from
joint above through joint below fracture site

v

Secure splint to extremity with bandage

v

Check distal circulation, sensation, and movement
after splinting and frequently thereafter
v
Loosen bandages on splint if
necessary to maintain circulation
v
A sling and swathe may be used to further
support upper extremity injuries

NOTES:
e Fractures/injuries appropriately treated with a board splint are: radius, ulna, midshaft
humerus, tibia/fibula.
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Initial: 9/92 MILWAUKEE COUNTY EMS | Approved : M. Riccardo Colella, DO, MPH, FACEP
Reviewed/revised: 7/1/14 PRACTICAL SKILL

Revision: 3 HEADBED Il IMMOBILIZER | Page 1 of 1

Purpose: Indications:

To be used as an adjunct to spinal movement
precautions in a patient with a suspected potential for
spinal cord injury

Patients with a suspected potential for spinal cord

injury

Advantages: Disadvantages:

Complications:

Contraindications:

Prevent further injury | Airway easily compromised if patient vomits | None

Straps may restrict respiratory effort

None

Place patient on long board

v

Place HeadBed Il under patient's head with occipital
cushion under back of head and patient's ears
positioned above ear outline on HeadBed |l

v

Pad as necessary behind neck to maintain neutral position
(especially in children and patients with severe kyphosis)

v

Wrap side panels of HeadBed Il up against head; EMT
holding cervical stabilization holds them in place

v

Apply Velcro strap across forehead just above eyebrows
and press onto Velcro fasteners on side panels

v

Pull red tabs out simultaneously and press
device firmly against board

v

Attach one end of dual adhesive strap to underside
of board, level with patient's forehead

v

Dry forehead as necessary

v

Position adhesive strap across
forehead of patient over eyebrows

v

Secure adhesive strap to underside of long
board on other side

v

Reasess neurologic status
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Initial: 12/82 MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: 5/20/00 PRACTICAL SKILL Signature:
Revision: 2 HEMORRHAGE CONTROL | Page 1 of 1
BANDAGING
Purpose: Indications:

To control bleeding from an open wound
To prevent further contamination of an open wound

Patients who present with bleeding, open wounds

Advantages: Disadvantages: Complications: Contraindications:
Prevents further blood loss | Obscures view of wound Injury to surrounding soft None
Decreases opportunities for | Continued hemorrhage tissue

wound contamination

go unrecognized

into a bulky dressing may

Circumferential bandage may
become venous tourniquet if
soft tissue swelling occurs

Expose wound and assess potential damage

v

Control hemorrhage with direct pressure
and elevation of site (if possible)

v

Assess distal circulation, sensation and
movement if wound is on extremity or
potentially involves spinal cord

Maintaining sterility, apply gauze
dressing pad, covering entire wound

v

Secure dressing pad with tape or roller
bandage, applying gentle even pressure

v

Monitor distal circulation, sensation and movement
after bandaging wounds on an extremity

v

Splint area as necessary to prevent motion

v

Continue to evaluate patient's condition
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Initial: 9/92 MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: 2/15/12 PRACTICAL SKILL Signature:
Revision: 3 KENDRICK EXTRICATION | Page 1 of 1
DEVICE
Purpose: Indications:

To provide rigid stabilization of the cervical and thoracic
spine during movement of a patient with a suspected
spinal injury from a sitting to supine position

Any patient with a possible spinal injury, found in
a sitting position

Advantages:

Disadvantages:

Complications: Contraindications:

Easy to apply

Provides rigid stabilization
of head and spine when
properly applied

Chest and abdominal straps
may restrict respirations

Obscures visualization of
back and sides

Use of the chin strap None
prevents patient from
opening mouth if
vomiting occurs

Maintain stabilization of head, supporting in a neutral position until head is secured in KED (or in
position found if resistance is encountered when attempting to return head to neutral position)

v

Assess neurologic status with particular emphasis on peripheral sensation and movement

v

Apply rigid cervical collar of appropriate size

v

Slip KED behind patient without disturbing patient's position

v

Wrap side panels of KED around torso and slide KED up until
tops of side panels are firmly engaged in patient's axillae

v

Fasten middle and bottom torso straps just tight enough to hold device in place

v

Wrap head portion of KED around patient's head, padding behind neck as needed to maintain neutral position

v

Secure head section with forehead straps or Kling wrapped around forehead;
chin cup should not be used if airway compromise exists

v

Slide pelvic straps underthe patient's thighs (right strap under right thigh over left thigh to
left side buckle; left strap under left thigh over right thigh to right side buckle)

v
Tighten all straps

v

Tie upper extremities together with cravats to prevent injury during movement

v

Use support loops on KED to lift patient and slide onto a long board

v

Loosen pelvic straps when patient is supine

v

Secure patient to long board with straps

v

Loosen chest strap to make chest movement during respiration easier

v

Reassess patient's neurologic condition before and after movement
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Initial: 5/21/08 MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: PRACTICAL SKILL Signature:
Revision: KENDRICK-TYPE TRACTION | Page 1 of 1
DEVICE

Purpose: Indications:
To provide stabilization and anatomic position of a femur fracture Femur fracture
Advantages: Disadvantages: | Complications: Contraindications:
Decreases pain, muscle Application may | Straps holding the splint in Ankle dislocation

spasm delay transport place may restrict peripheral Knee dislocation
Prevents further damage circulation if soft tissue swelling | Hip fracture
Requires only one EMT to apply occurs

Remove patient's footwear

v
Assess and record circulatoin, movement
and sensation distal to fracture site
v
Cover any open wound with a
sterile dressing; control bleeding
v
Apply ankle hitch tightly around the
leg, slightly above the ankle
v
Tighten stirrup by pulling the green tabbed
strap, until snug under patient's heel
v
Apply upper thigh system by sliding the pronged portion
of buckle under the leg, at the knee, and seesaw
upward until positioned in groin area; secure buckle
v
Cinch groin strap until traction pole receptacle is
positioned in line with the iliac crest

v
‘ Extend traction pole ‘

Place traction pole along the lateral aspect of injured
leg, extending approximately eight inches (one pole
section) beyond the bottom of the foot

v
‘ Insert pole end(s) into tractio pole receptacle ‘

‘ Secure yellow elastic strap around knee ‘
v

Place yellow tab end of blue cinch strap (located
on ankle hitch) over the dart end of traction pole
v
Apply traction by pulling the red tab end of cinch
strap until patient comfort improves
v
Apply upper (red) elastic strap and lower (green)
elastic strap around patient's leg and traction pole
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Initial: 9/92 MILWAUKEE COUNTY EMS | Approved: M. Riccardo Colella, DO, MPH, FACEP

Reviewed/revised: 7/1/14 PRACTICAL SKILL

Revision: 3 LOG ROLL TO LONG Page 1 of 1
BOARD PRONE PATIENT
Purpose: Indications:
To be used as an adjunct to spinal movement precautions in a | Patients with a suspected potential for spinal
patient with a suspected potential for spinal cord injury in a cord
patient with a suspected potential for spinal cord injury injury
Advantages: Disadvantages: Complications: | Contraindications:
Prevent further injury | Requires three knowledgeable rescuers None None

Airway easily compromised if patient vomits
Straps may restrict respiratory effort

Maintain cervical stabilization

v

EMT#1: maintain cervical stabilization and direct the team in patient movement

v

Secure patient's lower extremities together

Position long board parallel to patient so back of patient's head is next to board

EMT #2 & #3: kneel on bothtnees on board, facing patient
EMT #2: raise patient's nearest arm c:/er patient's head to prevent arm from
obstructing roll (or place arm at patient's side with hand against thigh)
EMT #2: Place one hand on patient: farthest shoulder, other hand on hip
EMT #3: place top hand around pati:nt’s hip, bottom hand at thigh region
On signal from EMT #1, EMT #2 & #3 roll patienttoward them, while maintaining spinal alignment
v

EMT #1: bring head into neutral position, achieving spinal alignment, as patient is rolled
(If resistance to movement is felt, stabilize head in position found)
v
If centering is necessary: on signal from EMT #1, slide patient
with gentle, even motion while maintaining spinal alignment

v
EMT #2 or 3: apply cervical collar

v
EMT #2 or 3: secure body to long board

v
EMT #2 or 3: secure patient's head to long board

v

EMT #1: release manual stabilization

v

Reassess status of circulation, movement and sensation
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Initial: 9/92 MILWAUKEE COUNTY EMS | Approved: M. Riccardo Colella, DO, MPH, FACEP
Reviewed/revised: 7/1/14 PRACTICAL SKILL
Revision: 3 LOG ROLL TO LONG Page 1 of 1
BOARD SUPINE PATIENT
Purpose: Indications:

To be used as an adjunct to spinal movement precautions in
a patient with a suspected potential for spinal cord injury in a
patient with a suspected potential for spinal cord injury

Patients with a suspected potential for spinal cord

injury

Advantages: Disadvantages:

Complications:

Contraindications:

Prevent further injury | Requires three knowledgeable rescuers None

Straps may restrict respiratory effort

Airway easily compromised if patient vomits

None

Maintain cervical stabilization

v

EMT#1: maintain cervical stabilization and direct the team in patient movement

v

Position long board along one side of patient

v

EMT #2 & #3: kneel in straight line, along patient's side

v

EMT #2: raise patient's nearest arm over patient's head to prevent arm from
obstructing roll (or place arm at patient's side with hand against thigh)

v

EMT #2: Place one hand on patient's farthest shoulder, other hand on small of back

v

EMT #3: place top hand around patient's hip, bottom hand at thigh region

v

On signal from EMT #1, EMT #2 & #3 roll patient toward them, while maintaining spinal alignment

v

Place device to ensure patient's head is in proper alignment when patient is rolled back

v

On signal from EMT #1, roll patient back onto device and lower arm to side

v

If centering is necessary: on signal from EMT #1, slide patient
with gentle, even motion while maintaining spinal alignment

v

EMT #3: secure body to long board

EMT #2: secure patient's head to long board

v

EMT #1: release manual stabilization

v

Reassess status of circulation, movement and sensation
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Initial: 7/11/11 MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: PRACTICAL SKILL

Revision: PELVIC SLING Page 1 of 1

Purpose: Indications:

To provide stabilization of pelvic fractures

Suspected pelvic fracture

Advantages: Disadvantages: | Complications: Contraindications:
Easy to apply None Prolonged application can | Not for use on
Designed to apply correct force; cause excessive skin pediatric patients

cannot be over- tightened
Allows for x-rays without removal

pressure, especially with
massive fluid resuscitation

Patient has suspected
pelvic fracture

4

pelvic area

Remove objects from
patient’s pocket and

4

Place sling, gray side
up beneath patient at
level of hips

vy
Thread black strap
through buckle and pull
completely through

4

Hold orange strap and pull black
strap in opposite direction until you
hear and feel the buckle click

4

Maintain tension and immediately
press black strap onto velcro
surface to secure
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Initial: 9/92

MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA

Reviewed/revised: 5/10/00 PRACTICAL SKILL

Signature:

Revision: 2

PRO SPLINTS

Page 1 of 1

Purpose:

Indications:

To provide rigid stabilization of a suspected fracture site

Suspected fracture

Advantages:

Disadvantages:

Complications: | Contraindications:

Easy to apply

Soft tissue swelling can cause Velcro straps
holding the splint in place to become too tight
and restrict peripheral circulation

None None

NOTES:

Cover any open wound with a sterile dressing,
control bleeding; support fracture site during process

v

Check distal pulse, sensation and movement

v

Straighten any severe angulation with gentle

traction above and below break; maintain traction while
splint is applied and fixed in place by EMT #2

longitudinal

v

If resistance is felt when attempting to str

stop attempt and splint in position found

aighten,

v

Apply splint to extremity, extending from joint
above through joint below fracture site

v

Secure splint to extremity with Velcro straps

v

Check distal circulation, sensation and m

after splinting and frequently thereafter

ovement

v

maintain circulation

Loosen straps on splint if necessary to

v

support upper extremity injuries

A sling and swathe may be used to further

e Pro splints may be used for any upper or lower extremity injury as long as the splint extends
from the joint above through the joint below the fracture site.
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Initial: 9/92 MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: 5/10/00 PRACTICAL SKILL Signature:
Revision: 2 RIGID BOARD SPLINT Page 1 of 1
FOR JOINT INJURY
Purpose: Indications:

To provide rigid stabilization of a suspected joint fracture

Suspected joint fracture

Advantages:

Disadvantages:

Complications:

Contraindications:

Easy to apply
Readily available

Soft tissue swelling can cause bandages
holding the board in place to become too tight
and restrict peripheral circulation

None

None

NOTES:

Cover any open wound with a sterile dressing and
control bleeding; support fracture site during process

v

Check distal pulse, sensation and movement

v

Apply padded/rigid splint across joint from bone
above to bone below joint to form a triangle

v

on each side of joint

Secure both ends of splint to extremity

v

Check distal circulation, sensation and movement
after splinting and frequently thereafter

v

Loosen bandaging, cravats if
necessary to maintain circulation

v

support upper extremity injuries

A sling and swathe may be used to further

e Fractures/injuries appropriately treated with a rigid board splint for a joint injury are: elbow,

knee.
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Initial: 9/92 MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: 5/10/00 PRACTICAL SKILL Signature:
Revision: 2 MOVEMENT OF A SUPINE | Page 1 of 1
PATIENT USING A SCOOP STRETCHER
Purpose: Indications:

To enable movement of a patient with a suspected spinal cord
injury while maintaining rigid stabilization of the spinal column

Patients with a suspected potential for
spinal cord injury

Advantages:

Disadvantages:

Complications:

Contraindications:

Enables movement of
patient to long board
with spinal stabilization

Prevent further injury

Immobilizes patient supine leaving
airway easily compromised if patient
vomits

Straps may restrict respiratory effort

Pinched skin

None

Stabilize head, neck and spine in neutral position

Reassess neurologic status
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v
Adjust stretcher length to height of patient
v
Release stretcher locks and separate into two sections, one on each side of patient
v
Slide stretcher halves under patient without disturbing spinal alignment
v
Close and lock head end of the scoop stretcher
v
Close and lock foot end of scoop stretcher, taking care not to pinch patient
v
Maintain head stabilization while patient is lifted onto long board
v
Open foot end of scoop stretcher
v
Open head end of scoop stretcher
v
Remove scoop stretcher without disturbing spinal alignment
v
Position and secure HeadBed ||
v
Secure patient to long board with straps
v




Initial: 9/92 MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: 10/15/08 PRACTICAL SKILL Signature:

Revision: 3 SLING AND SWATHE Page 1 of 1

Purpose: Indications:

To immobilize the shoulder girdle and upper extremity

Fracture/dislocation/injury to the upper extremity

Advantages:

Disadvantages:

Complications:

Contraindications:

Easy to apply

Patient must be in sitting position

Supports the shoulder girdle | Does not provide rigid protection
and upper extremity well by itself

None

None

NOTES:

e Fractures/injuries appropriately treated with a sling and swathe are:

and movement

Check distal circulation, sensation,

v

Fold forearm of injured side across chest, hand
slightly elevated toward opposite shoulder

v

Place triangular bandage under and over arm
with point at elbow and ends tied around neck

v

bandage to form cup to support

Pin or tie pointed end of triangular

elbow

v

Leave fingers exposed to check circulation

v

Wrap wide bandage/cravat around injured arm and
body as swathe to secure injured arm to body

v

Transport in sitting or semi-sitting
position if patient's condition permits

v

Check distal circulation, sensation and movement
after splinting and frequently thereafter

shoulder dislocation, humerus.
e Asling and swathe may also be used as a support for board splints on the elbow, forearm,

or wrist.
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Initial: 9/92 MILWAUKEE COUNTY EMS | Approved: M. Riccardo Colella, DO, MPH, FACEP
Reviewed/revised: 7/1/14 PRACTICAL SKILL

Revision: 3 SPINAL STABILIZATION | Page 1 of 1

Purpose: Indications:

To be used as an adju

precautions in a patient with a suspected potential for
spinal cord injury in a patient with a suspected potential

for spinal cord injury

nct to spinal movement

Patients with a suspected potential for spinal cord
injury

Advantages:

Disadvantages:

Complications: | Contraindications:

Prevent further injury

Airway easily compromised if patient vomits | Pressure sores | None
Straps may restrict respiratory effort due to long

transport times

Stabilize head & C-spine in neutral position with manual
stabilization at base of skill with fingers under jaw

v

Pad as necessary under shoulders in pediatric patients or behind neck of
patients with marked kyphosis to keep C-spine in neutral position

v
Maintain stabilization until patient is secured on long board
v
Use appropriate technique/adjunct to maintain airway
v
Select appropriate size cervical collar for patient
v
Slip C-collar under patient's neck without flexing head
v
Apply collar without releasing stabilization; close straps
v
Restrain patient's extremities appropriately
v
Move patient to long board using appropriate technique
v

Reassess neurologic status
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Initial: 2/17/10 MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: PRACTICAL SKILL
Revision: TOURNIQUET Page 1 of 1
APPLICATION
Purpose: Indications:

To stop uncontrolled extremity hemorrhage

pressure

Uncontrolled extremity hemorrhage not responsive to direct

Advantages:

Disadvantages: | Complications:

Contraindications:

Can be secured in place
to control hemorrhage

May be painful Ischemia of extremity

with prolonged use
(usually over 2 hours)

Only to be used on the extremities, and
not the torso, face, head, or neck

Not to be used on limbs with dialysis
fistulas except in cases of traumatic
penetration, amputation, or crush injury
without response to direct pressure

NOTES:

Select tourniquet site,
Approximately 5 - 10 cm
proximal from wound

v

If possible, wrap tourniquet site

circumferentially with cloth or bandage

prior to application of tourniquet

v

Place tourniquet over
wrapped area

v

Tighten tourniquet until brisk/
pulsatile bleeding has
stopped with no distal pulse

v

Secure tourniquet

o Whenever possible, tourniquets should be applied over circumferential clothing remnant or gauze/kling
wrap in order to reduce the possibility of skin injury.
e Tourniquets are applied to the injured extremity approximately 5-10 cm proximal to (above) the wound.
They should never be applied on a joint. In such cases, the tourniquet can be moved distally (below) or
proximally (above) - preferably distal - to the joint.
o Atourniquet should be tightened until brisk/pulsatile bleeding ceases, and there are no detectable
distal pulses. The wound may continue to ooze.
e Once placed, a tourniquet should not be removed except under the orders of a physician.
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Initial: 9/92

Reviewed/revised: 9/24/03

MILWAUKEE COUNTY EMS
PRACTICAL SKILL Signature:

Approved by: Ronald Pirrallo, MD, MHSA

Revision: 2 TRACTION SPLINTING Page 1 of 1

Purpose: Indications:

To provide stabilization and anatomic position of a femur fracture Femur fracture

Advantages: Disadvantages: Complications: Contraindications:

Decreases pain, muscle | Application may delay Straps holding the splint in place | Ankle dislocation
spasm transport may restrict peripheral Knee dislocation

Prevent further damage | Requires 2 EMTs to apply

circulation if soft tissue swelling
oceurs

Hip fracture

‘ EMT #1: take position at injured extremity out of way of person applying splint ‘

v

EMT #1: assess circulation distal to fracture

EMT #1: grasp and support calf just distal to knee with one hand and leg just proximal
to ankle with other hand; allow sufficient space for application of ankle hitch

‘ EMT #1: apply longitudinal traction with sufficient force to restore alignment of injured thigh ‘

v

‘ EMT #1: maintain manual traction until traction is assumed by splint‘

v

‘ EMT #2: apply countertraction if needed to assist in restoring alignment of injured thigh ‘

v

‘ EMT #2: cover any open wound with sterile dressing and control bleeding ‘

v

‘ EMT #2: adjust length of splint to patient, measuring against uninjured leg; lock splint ‘

v

‘ EMT #2: position leg support straps on splint along its length ‘

‘ EMT #2: release traction mechanism of splint and extend traction strap ‘

‘ EMT #2: remove patient's shoe if likely to slip or if necessary to assess circulation ‘

v

‘ EMT #2: position splint under injured extremity, sliding in from foot ‘

‘ EMT #2: extend heel stand to support splint ‘
v

‘ EMT #2: verify that ischial pad is against ischial tuberosity ‘

v

‘ EMT #2: secure groin strap, taking care not to pinch external genitalia ‘

EMT #2: position padded ankle hitch on patient's ankle to maintain foot at right angle to leg when traction is applied

NOTES:

o If the unit is not equipped with a pediatric traction splint, two padded board splints may be

applied.

v

‘ EMT #2: attach traction mechanism to ankle hitch ‘

v

b. patient acknowledges pain relief; or

EMT #2: tighten traction mechanism until:
a. EMT #1 reports mechanical traction equals manual traction; or

c. loss of distal pulses (loosen traction mechanism until pulses return)

v

EMT #2: adjust limb support straps with one proximal to knee, one distal
to knee and one proximal to ankle hitch; secure limb support straps

v

‘ Assess circulation, sensation and movement after splint application and frequently thereafter ‘
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Initial: 5/16/12 MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: PRACTICAL SKILL Signature:
Revision: VACUUM SPLINTS Page 1 of 1
Purpose: Indications:
To provide rigid stabilization of a suspected fracture site Suspected fracture
Advantages: | Disadvantages: Complications: | Contraindications:
Easy to apply | Soft tissue swelling can cause the splint to become | None None
too tight and restrict peripheral circulation

NOTES:

Cover open wounds with sterile dressing,
control bleeding, support site during process
v
Palpate distal pulses and check for

capillary refill prior to application
v

Straighten severe angulation with gentle
longitudinal traction above and below injury
v
If resistance is felt when attempting to straighten,
stop attempt and splint in position found
v
Apply splint: wrap around the injured area,

immobilizing joints above and below injury site
v
Open valve: pull on the right angle tube at
connection point to the red valve stem
v
Attach suction device: with valve in open position, insert

tapered tip of pump hose into the right angle valve tube

Evacuate air: turn on suction unit until splint
forms a rigid cast around injured area

v
Close valve: push stem in to after

desired firmness is achieved
v
Remove suction unit and recheck splint firmness

Maintain support of splint; confirm distal pulses
and circulation; adjust as necessary

v
Secure splint; continue monitoring distal pulses

and circulation
v
To remove splint: remove fastening material;

open valve allowing air to enter splint; remove

e Vacuum splints may be used for any upper or lower extremity injury as long as the splint extends from
the joint above through the joint below the fracture site.
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Initial: 12/11/02 MILWAUKEE COUNTY EMS Approved by: M. Riccardo Colella, DO, MPH, FACEP
Reviewed/revised: 3/1/16 PRACTICAL SKILL
Revision: 7 CARDIOPULMONARY Page 1 of 1
RESUSCITATION
Purpose: Indications:

To attempt to establish return of spontaneous circulation and
respiration in a patient in cardiorespiratory arrest.

Patient is in cardiorespiratory arrest.

Advantages:

Disadvantages:

Complications:

Contraindications:

Provides circulation None
and respiration during

cardiorespiratory arrest

Possible chest
trauma

Patient has pulse and respiration

Patient meets any of the following criteria; valid DNR or
POLST order, decapitation, rigor mortis, extreme dependent
lividity, tissue decomposition, fire victim with full thickness
burns to 90% or greater body surface area, or patient meets
hypothermia criteria for withholding resuscitative measures

’ Establish unresponsiveness ‘

Yes Refer to appropriate
protocol

No
Check for pulse
Max 10 seconds

Open airway; provide 1 rescue
breath every 5-6 seconds (adult)
or every 3-5 seconds (child)

Refer to appropriate
protocol

No

Initiate compressions and ventilation
at age appropriate rate and depth
I

Newborn < 1 month

Infant: 1 month < 1 year

Place 2 thumbs together over lower 1/2 of
sternum, encircling chest with both hands

Place 2 thumbs together over lower 1/2 of
sternum, encircling chest with both hands

v

v

Child: >1 < 12 years Adult: > 12 years

Place heel of 1 or 2 hands Place heel of both hands on
on middle of sternum lower 1/2 of sternum
v v

Compress with thumbs and fingers at rate of at
least 100 beats per minute to depth of 1/3
posterior/anterior dimension. Allow chest to
fully recoil after each compression.

Compress with thumbs and fingers at rate of at
least 100 beats per minute to depth of 1/3
posterior/anterior dimension. Allow chest to
fully recoil after each compression.

Compress at rate of at least 100 beats per
minute to depth of 1/3 posterior/anterior
dimension. Allow chest to fully recoil

after each compression.

Compress at rate of at least 100 beats per
minute to depth of at least 2 inches.
Allow chest to fully recoil after each
compression.

[

I

Advanced
No airway? Yes

No Yes
L _ _ i i i Compression to Ventilate every 6-8
Compression to Ventilate every 2 Compression to Ventilate every 6-8 ventilation ratio seconds
ventilation ratio seconds ventilation ratio seconds 30:2 (8-10 breaths/minute)
31 (30 breaths/minute) 15:2 (8-10 breaths/minute) ‘
[ [ I I
Check for signs of ROSC no more often than every 2
minutes and maximum 10 seconds; if none, continue
compressions and ventilation
NOTES:

The rescuer performing chest compressions should switch at least every 2 minutes.
All ventilations should be 1 second in duration.

Placement of an advanced airway should be deferred until 3 cycles of CPR have been administered (approximately 6 minutes).

Chest compressions should be done as follows: push hard and fast, release completely, minimize interruptions.
The system goal is hands on chest more than 90% of time; minimum compression depth of 2 inches in adults 90% of the time.
The risk and benefit of providing CPR in a moving vehicle must be weighed on a case by case basis.

o0 Providing compressions in @ moving vehicle exposes the rescuer to potential injury.

0 Chest compressions in a moving vehicle are known to be less effective.
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Initial: 10/17/12 MILWAUKEE COUNTY EMS Approved: M. Riccardo Colella, DO, MPH, FACEP
Reviewed/revised: PRACTICAL SKILL
Revision: ESOPHOGEAL PROBE PLACEMENT | Page 1 of 1
FOR CORE TEMPERATURE MEASUREMENT
Purpose: Indications:
To obtain core temperature of suspected hypothermic patient Cardiac arrest, medical or traumatic
Advantages: Disadvantages: Complications: Contraindications:

Minimal training required
Rapid insertion

Gag reflex must be absent
Patient must be unconscious

Possible trauma to
airway or esophagus | Upper airway trauma or bleeding

Known esophageal disease or trauma

Does not protect from aspiration

Intact gag reflex
Caustic ingestion

Proper placement of the continuous temperature monitor can only be accomplished if the patient is being successfully
ventilated through an endotracheal tube or a King LTS-D, size 3 or larger. The monitor is capable of detecting a temperature
range from 63°F to 113°F and can convert from Fahrenheit to Celsius.

Intubate and ventilate j&——No
y

Estimate appropriate probe length by measuring
from the corner of the mouth, to the ear lobe,
then to the sternum. Mark length with tape.

Y

Lubricate probe; partially insert into a # 4.5
endotracheal tube

Y

Lubricate the 4.5 ETT; without dislodging the
tracheal tube already in place insert orally into
the esophagus until the 22 mm adaptor rests at
the teeth. Ensure both tubes are secured.

Y

Advance the probe to the appropriate depth;
secure with tape

Patient is over
4 feet tall?

Yes BLS

Estimate appropriate probe length by measuring
. from the gastric access lumen, to the ear lobe, |
- then to the sternum. Mark length with tape.

Lubricate the probe; insert orally
into the gastric access lumen

| Advance the probe to the ‘

 appropriate depth; secure with tape
 Plug base of probe into the monitor; tum on.
- Wait 45 seconds for core temperature reading.
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Initial: 9/92 MILWAUKEE COUNTY EMS | Approved by: Ronald Pirrallo, MD, MHSA
Reviewed/revised: 5/10/00 PRACTICAL SKILL Signature:
Revision: 2 FOREIGN MATERIAL IN EYE | Page 1 of 1
Purpose: Indications:
To evaluate and remove foreign body or chemical | Patient presents with foreign material on the anterior
from the anterior surface of the eye surface of the eye
Advantages: Disadvantages: Complications: Contraindications:
Decreases discomfort of | May intensify injury if | Ocular injury from tip of the Ruptured globe
foreign body in the eye not easily removed irrigating line or from pressure
Prevent further injury from the fluid stream
Vagal stimulation due to ocular
pressure

Pull down lower eyelid, inspect fornix
for presence of foreign material

Injury requires

st irrigation? Nf
Attach minidrip administration set to Remove particulate matter with
1 liter IV bag of normal saline moistened cotton-tipped applicator
v v
Position bag just slightly above level of patient's Evert upper eyelid to
head to avoid solution running at high pressure check for foreign body

Ask patient to look downward
keeping face perpendicular to floor,

Position patient supine with head Ves

turned toward affected side rolling eyeball downward
v
Hold eyelid(s) open without No Grasping lashes, gently pull
i N down and out to loosen lid
exerting press;ure on eyebal Hold end of administration from eye surface
Direct IV fluid across surface of set over area {o be irmigated
eye from medial to lateral side Adiust i t* £IV solut Place cotton-tipped applicator
v Just flow raf or v solution against top of lid; fold lid back by
Continue irrigation gently pulling out and up on lashes
during transport Holding eyelids open, direct flow of normal v
saline over area to be irrigated — . .
¥ If superficial foreign body is present on

upper lid, remove particulate matter with
moistened cotton-tipped applicator

Repeat irrigation procedure for upper eyelid

v

If unable to easily remove foreign body,
patch both eyes and arrange transport

NOTES:
e Use at least one liter of normal saline to flush each eye.
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Initial: 9/92 MILWAUKEE COUNTY EMS | Approved: M. Riccardo Colella, DO, MPH,
Reviewed/revised: 2/23/13 PRACTICAL SKILL FACEP
Revision: 2 LABOR/DELIVERY Page 1 of 1
NON-VERTEX PRESENTATION
Purpose: Indications:

To evaluate and assist a woman in labor as necessary when
the infant's position is not vertex

Patients in labor with imminent delivery and
infant not in the vertex position

Evaluate progress of labor; determine
non-vertex presentation

v

mother

Provide high flow oxygen to

v

Expedite transport, notifying
receiving hospital

|

v

v

v

v

Support infant's trunk as
shoulders deliver

If cord pulse is >100,
transport and monitor

Continue to monitor and
evaluate mother and infants

Breech, Arm or Leg Prolapsed Umbilical Cord Multiple Birth Situation Prolapsed/Bulging
Presentation Amniotic Sac
v v v v
Open obstetrical kit, Place mother in knee-chest If delivery is imminent, DO NOT rupture
maintaining sterility or high Trendelenburg perform procedures as for membranes (if fetal head is
v . v vertgx or b.reech not engaged, cord may
DO NOT pull on presenting Check for pulse in cord presentation wh!le en route prolapse)
part to hospital v
v v v Place mother in

Trendelenburg position

v

v

Encourage mother to
continue to "push”

v

If head does not deliver
within 3 minutes after arms
deliver, lift fetal body in
attempt to bring infant's face
into perineal opening to
create an airway

If cord pulse is <100, or
absent, insert sterile-gloved
hand into vagina and hold
back presenting part
(direction and force of
pressure on infant may have
to be changed to achieve or
maintain pulse)

v

v

If infant is delivered, provide
appropriate newborn care

Transport to facility capable
of emergency C-section

v

v

Continue to monitor and
evaluate mother and infant

Continue to monitor and
evaluate mother and infant

NOTES:

v
Expedite transport

v

Continue to monitor and
evaluate mother and infant

e |Vlines should only be started when their need is critical and they will not delay transport.
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Initial: 9/92 MILWAUKEE COUNTY EMS | Approved by: M. Riccardo Colella, DO,
Reviewed/revised: 2/23/13 PRACTICAL SKILL MPH, FACEP
Revision: 3 LABOR/DELIVERY Page 1 of 1
VERTEX PRESENTATION
Purpose: Indications:
To monitor and 