County of Monterey EMS System Policy

Protocol Number: C-1
Effective Date:
Review Date:

CARDIAC ARREST-ASYSTOLE/PEA

BLS CARE
Follow Routine Medical Care Protocol (M-3).

Begin CPR.

e Perform continuous compressions at a rate of 100-120 compressions per minute. Only
stop compressions for AED placement, rhythm checks, and defibrillation.

e Apply an AED and perform a rhythm check.

e Establish a patent airway. An OPA or NPA should be placed to assist with airway
maintenance. A supraglottic airway may be placed by EMTs with Expanded Scope
accreditation.

e BVM ventilations with high-flow (15 LPM) supplemental oxygen. The ventilation ratio
is 30 compressions to 2 ventilations until an ET tube or supraglottic airway is placed.
After ET tube or supraglottic airway placement, ventilate every 6 seconds.

Consider and treat potential causes of the patient’s condition.

Give 5 rescue breaths before starting chest compressions for cardiac arrest from drowning.

After two minutes of CPR, pause CPR briefly to perform an AED rhythm check and assess for
ROSC. If there is no return of spontaneous circulation, continue resuscitation efforts.

Mechanical CPR devices can be utilized in medical cardiac arrest. Providers shall follow the
manufacturer’s recommendations and age criteria. Ventilation should be provided to coordinate
with the device settings for ventilation frequency.




ALS CARE

REVERSIBLE CAUSES
Hypovolemia

Hypoxia

Hydrogen ions (Acidosis)
Hypo/Hyperkalemia
Hypothermia
Hypoglycemia

Tablets or Toxins
Tamponade

Tension pneumothorax
Thrombosis (MI, CVA)
Thromboembolism (PE)

Goto C-2:V Fib/V

Tach

*Discontinuation of CPR:
Consider terminating CPR If
there is noROSCand a non-
shockable rhythm persists
despite appropriate ALS
interventions for 20 minutes
and upto 3 rounds of
medications.

Continuous CPR for at least 2 minutes

Secure BLS airway / High-Flow 02

Consider intubation for unstable airway Monitor
ET C02 (Mandatory)

DURING CPR:

IV/IO
NS 500 mlbolus

®  Epinephrine 1:10,000 (0.1 mg/ml) 1
mg IV/I0
® Repeat every 3-5 minutes

Consider and treat reversible causes

Shockable rhythm?

No

Organized rhythm an

Use Protocol T-5 for
Cardiac Arrest from
Trauma

pulse present?

No

Continue CPR

Consider:
Discontinue CPR
Or
Continue CPR/Transport

Note: Patients in cardiac arrest due to hypothermia shall be transported.

Yes

GotoC-7:ROSC

*Consider transport or base
hospital  contact  before
discontinuing CPR for the
following patients:

® Patientisage 50 oryounger

®  No obvious precipitating cause
of cardiac arrest

® |ntermittent ventricular

fibrillation or pulseless
ventricular tachycardia

®  Persistent PEA at a rate greater
than 40 20 bpm

®  Persistent ETCO2 >20 or rising
ETCO2



County of Monterey EMS System Policy

Protocol Number: C-4
Effective Date:
Review Date:

NARROW-COMPLEX TACHYCARDIA WITH PULSES

BLS CARE

Follow Routine Medical Care Protocol (M-3)

ALS CARE
Identify and treat underlying cause, but
do not delay transport.
Support the ABCs
* Maintain patent airway; assist breathing as Unstable patient:
NCCessany. * Unconscious or ALOC
* 02 - titrate to Sp02 of >94% * Hypotension
*IV/IO NS * Signs of shock (SBP < 90 mmHg)
* Cardiac monitor
Is patient in
Atrial Fibrillation
Is patient o | or Flutter with Consider causes
N ——Yes—|
Yes stable? ¢ Rapid & of tachycardia
Ventricular
Response?
Determine No
rhythm l
Sinus
N SVT
Tachycardia D v
A4 A\ A4 |
Sinus Atrial Fibrillation VT Yes Base Consult
Tachycardia Atrial Flutter +
Consider vagal
y maneuvers v ) )
Determine and Treat underlying Cardioversion
treat cause JV cause Immediate dosagg
*  Sepsis synchronized according to )
Adenosine 6 mg rapid o Hypovolemia cardioversion manufacturer’s
v IVP followed by rapid recommendations
bolus of NS.
ransport to closest
most appropriate |4
hospital
Yes
Effective?
No
v

Adenosine 12 mg rapid IVP
followed by rapid bolus of NS
May repeat x 1

Transport to closest most
appropriate hospital

A

Consider transport to a STEMI
Center if transport time is
relatively equal
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County of Monterey EMS System Policy

Protocol Number: C-5
Effective Date:
Review Date: 6/30/2027

SYMPTOMATIC BRADYCARDIA

BLS CARE

Follow Routine Medical Care Protocol (M-3)

ALS CARE

e Hypothermia: Warm patient. Go to Protocol E-4.

e Hyperkalemia: Common in renal failure. Obtain
ECG. Administer calcium chloride 1 gram 1V/IO. ﬁ

. Overdose (narcotic/Beta blocker/Ca-channel Yes
blocker): Go to Protocol E-5

. Organophosphate poisoning: Go to protocol E-5.

e Hypoxia: Administer O2. Go to Protocol R-4. <Routine Medical Care>

Possible non-cardiac cause?

- A 4 . . Yes— P Mebitz o5 3 ‘—No—% Atropine 0.5-1 mg IV.
Persistent bradydysrhythmia causing: degree AV block
. Hypotension
e ALOC g
e  Signs of shock v
e Ischemicchest discomfort Sedation for Transcutaneous
®__Acute heart failure Pacing — Refer to Policy N-1 for <¢—No—— Clinical improvement?
midazolam

NO_I ¢—‘ YLS
v

Transcutaneous Pacing. Initial setting at 60 bpm,
10 mA. Increase in increments of 10 mA until Supportive Measures:
capture. Once capture has been obtained, e May repeat atropine
Monitor and increase the output by 10%. May increase rate to 0.5mg IV every 5
observe 70-80 bpm if hypotension still present. minutes as needed to a
maximum of 3mg.

e Consider 500-1000 ml

A 4 fluid bolus if BP does
If BP does not improve with heart rate correction: not improve with heart
e  Consider NS 500-1,000 mL fluid bolus rate correction.

e Administer dilute push-dose epinephrine 10
mcg (1 mL) IV/IO in accordance with Policy 4513

e May repeat push dose epinephrine 10mcg (1
mL) IV/10 every 2-5 minutes as needed.

y
kKTra nsport to closest most
i Receiving Center /

<
<

Note: Push-dose epinephrine requires dilution. See Policy #4513.
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County of Monterey EMS System Policy

Protocol Number: C-6
Effective Date:
Review Date:

WIDE-COMPLEX TACHYCARDIA WITH PULSES

BLS CARE

Follow Routine Medical Care Protocol (M-3)

ALS CARE

Maintain patent airway; assist breathing as necessary
02 —titrate to Sp02 of > 94%

IV/IO NS

Cardiac Monitor

12 Lead EKG-Do not delay critical interventions

Identify and treat underlying cause, but do not
delay transport.

Support the ABCs.

Unstable:

e Unconscious or ALOC
Yes e Hypotension (Systolic BP
less than 90).

Other signs of shock

Is the patient
stable?

12-Lead if not .
previously
performed

r

Immediate synchronized
cardioversion using
manufacturer’s
recommended energy setting

V-Tach? Yes

orsades de
pointes? Yes

Yes

Persistent wide-
complex tachycardia?

Repeat
cardioversion at
increased Joules per
manufacturer’s
recommendation

Consider Coadministration—»

12-Lead if not
previously
performed

No

l

Transport to nearest
STEMI Receiving
Center

N
No £

A-fib or flutter?

Lidocaine 1 mg/kg
IV/10 bolus. May
repeat 0.5mg/kg
every 5 minutes
up to 3mg total

OR
Amiodarone 150
mg IV/IO over 10
minutes

v

Base Consult if wide
complex
tachycardia
unresolved

A 4

Base Consult }d-Yes

Lidocaine 1 mg/kg
IV/IO bolus. May
repeat 0.5mg/kg
every 5 minutes up
to 3mg/kg total

OR
Amiodarone 150 mg
IV/IO over 10
minutes

Continued V-

g

Magnesium Sulfate

2 grams in 50 or 100

ml NS 1V/I0 over 15
minutes

A

tach?

No

ransport to nearest™\
STEMI Receiving <

Center

Consider additional causes of wide-complex tachycardia such as tricyclic antidepressant OD. Follow
Protocol E-5 Overdose and Poisoning if signs and symptoms of OD are present.
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Moeonterey-CountyCounty of Monterey EMS
System Policy

SERL Protocol Number: E-2
Effective Date:
Review Date:

ALLERGIC REACTION/ANAPHYLAXIS

BLS/ALS Care
e Routine Medical Care
e Administer oxygen for any respiratory distress, hypoxia, or impaired airway.
e Remove the patient from the source of the reaction if possible.
e |fthe cause of the reaction is a bee sting and the stinger is still in the patient,
remove the stinger and venom sac by scraping.
Moderate-to-Severe Allergic Mild Allergic Reaction
Reaction/Anaphylaxis (e.g., hives, itchiness)
(e.g., wheezing, difficulty breathing)

_ EPINEPHRINE DIPHENHYDRAMINE
BLS Providers: 0.3 mg IM via auto- 25-50 mg IV/IM
injector
(Max dose of 50 mg)
ALS Providers: 1:1,000, 0.3 mg M
May repeat x 1 in 5 minutes Potential Symptoms of
(u_se with caution in elderly patients or Anaphylaxis
patients with a h;ltsoergsz§ Coronary Artery e Difficulty Breathing
e Wheezing
DIPHENHYDRAMINE e Hypotension
50 mg IV/IM/IO e Syncope
(Max dose of 50 mg) e Tachycardia
ALBUTEROL e Throat tightness
5 mg via nebulizer for bronchospasm ¢ Hoarseness
e Tongue or lip swelling
e Stridor/Drooling

<Signs of
Shock? No Monitor Patient

Yes

Normal Saline Fluid Bolus
500 mL IV/IO
Consider repeat bolus as Transport to the
needed to maintain systolic BP X
> 110 mmHg. most appropriate

ED

For SEVERE ANAPHYLAXIS
Administer dilute push-dose epinephrine 10 mcg (1 mL)
IV/10 in accordance with Policy 4513

May repeat push-dose epinephrine 10 mcg (1 mL) IV/10
every 2-5 minutes, as needed

Note: -Push-dose epinephrine requires dilution. See Policy #4513.
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Moenterey-CountyCounty of Monterey
EMS System Policy

Protocol Number: E-5
Effective Date:
Review Date:

OVERDOSE AND POISONING

BLS CARE
Routine Medical Care

Identify and locate the substance. Protect self and consider contacting California Poison Control
at (800) 222-1222.

Prevent additional contact with the substance, as warranted. Prevent further access to the
substance by the patient.

Do not induce vomiting. Give nothing by mouth.

Substance-Specific Treatment (in addition to Routine Medical Care):

Suspected Opioid Overdose

Naloxone, up to 4 mg intra-nasal (IN), if respirations are less than 10/minute. Assess for
improved respiratory rate and quality. May repeat one time if respirations remain less than
10/minute.

ALS CARE

Routine Medical Care

Substance-Specific Treatment (in addition to Routine Medical Care):

Suspected Opioid Overdose

Naloxone, up to 2 mg IV/IM/IN/IO, if respirations are less than 10/minute. Titrate to improve
respiratory rate and quality. May repeat up to 8 mg if respirations remain less than 10/minute.
May be administered IM by an EMT working under the supervision of a paramedic.

Naloxone 4 mg IN if using a single-dose IN device.

Buprenorphine 16 mg SL may be administered to patients with symptoms of opioid withdrawal or
for patients who have been successfully resuscitated with naloxone following a near-fatal opioid
overdose. If symptoms worsen or persist, may repeat 8 mg SL (for a total maximum dosage of 24
mg SL). See EMS System Policy #4520 for inclusion and exclusion criteria and further details.
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Ingestion of Non-Petroleum Based Substance or Non-Caustic Substance

Activated Charcoal 1 gm/kg PO should be considered if the time of ingestion was less than one
(<1) hour prior to EMS arrival and if the patient is alert and able to safely swallow liquid.

Organophosphate Poisoning

Atropine 2 mg IV/IO. May repeat every 5 minutes while symptomatic.

Cyclic Anti-Depressant Overdose

Sodium Bicarbonate 1 mEq/kg I'V/10. Use for widened QRS (> 100 msec), hypotension,
tachycardia, or heart block.

Seizures are usually brief and self-limited. ACTIVE seizures may be treated with midazolam
0.1 mg/kg IV (not to exceed S mg) or 0.2 mg/kg IM/IN (not to exceed 10 mg).

Dystonic Reaction

Diphenhydramine 25 or 50 mg IV/IM.

Beta Blocker Overdose (with symptomatic bradvcardia or hypotension)

Glucagon 3 mg IV/IM/IO. (First-line treatment.)

Calcium Chloride 1 gram slow IV/IO (over 5 minutes). May repeat once in 10 minutes if
patient remains hypotensive.

Atropine 1 mg I'V/IO. May repeat once in five minutes if no improvement in heart rate.

Calcium Channel Blocker Overdose (with symptomatic bradycardia or hypotension)

Calcium Chloride 1 gram slow IV/IO (over 5 minutes). May repeat every 10 minutes while
symptomatic.

Glucagon 3 mg IV/IM/10.

Atropine 1 mg IV/IO. May repeat once in five minutes if no improvement in heart rate.

CHEMPACK Deployment.

Nerve Agent Poisoning

Atropine (auto-injector or injectable)

e Atropine 2 mg IM auto-injector. May repeat every 5 minutes until symptoms relieved.

OR
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e Atropine 2 mg IV/IO. May repeat every 5 minutes while symptomatic.
2-PAM (Pralidoxime) IM auto-injector.

Administer 1 auto-injector IM for mild symptoms such as mild shortness of breath, or for
moderate symptoms such as sweating, twitching, and weakness.

Administer 3 auto-injectors IM for severe symptoms such as seizures, apnea, or copious
secretions.

Diazepam (auto-injector or injectable)
e Diazepam 5 mg IM auto-injector. Administer 1 auto-injector IM for seizures or severe

muscle twitching. May repeat every 5 minutes for seizures and every 10 minutes for
muscle twitching until symptoms resolve.

OR

e Diazepam 5 mg IV/IM/IO titrated to effect for seizures. May repeat every 10 minutes
for continued seizures. Maximum total dose is 30mg.
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County of Monterey EMS System Policy

Protocol Number: E-6
Effective Date:
Review Date: 6/20/2028

DROWNING AND NON-FATAL DROWNING

Patient has a pulse
and is breathing?

Ye

I

. Maintain warmth

. Airway management

. Ventilate if not breathing or
Submersion < 30 minutes hypoventilating

in water temp >43° F? . Routine medical care

No ° CPAP ifalert

Submersion < 90 minutes
in water temp <43° F?
or

Ye51 +

CPR Assess for spinalinjury
Determination of . Follow appropriate ) .
death cardiac arrest Apply spinal motion
protocol restriction as needed
° Start with 5 breaths
° Avoid iGel

Scuba diving
injury?

Notes:

. Refer to Hypothermia Protocol
(E-4 and-EP-1) for management
of hypothermia.

. Initiate transport as soon as
possible.

. Relieve gastric distention only if
interfering with ventilations.

. Obtain history related to the
event, including submersion
time, water temperature if
known, and patient status prior
to the event.

° In-water rescue breaths only by
trained rescuers. Do not delay
extrication. Yes

° Ventilate through ET tube or via
two-rescuer BVM. Attach PEEP
valve (set at 5 cm H20) to ETT or
BVM. v

° Suction water and emesis. V -
Transport to the Place patient in left

Yes

Possible air
embolism?

A°

A

lateral recumbent
nearest ED o
position




County of Monterey EMS System Policy

Protocol Number: M-2
Effective Date:
Review Date: 6/30/2028

PAIN CONTROL

BLS CARE

Routine medical care.
Positioning.
Splinting as indicated.

Ice packs as indicated.

ALS CARE

Routine medical care.
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Acetaminophen 15 mg/kg IV/IO in 100 ml NS IVPB over 15 minutes with a maximum dose of
1000 mg. Do not administer when patient has received acetaminophen 3000 mg from any source
within the previous 24 hours. Do not exceed 4000 mg from all sources in 24 hours. Do not use
in patients with severe-liver disease or cirrhosis-erimpairment.

or

Ketamine 0.3 mg/kg IV/IO in 100 ml NS IVPB over 5 minutes. Max dose is 30 mg. May
repeat once in 10 minutes.

or

Ketamine 0.3 mg/kg IM with a maximum dose of 30 mg. May repeat initial dose in 10 minutes
to a maximum total dose of 60 mg.

Narcotic Pain Management:

Morphine Sulfate 2-5 mg IV/IO every 5 minutes, titrated to pain relief, up to a maximum total
dose of 20 mg. Hold if systolic blood pressure is less than 110 mmHg.

=

Morphine Sulfate 5-10 mg IM. May repeat initial dose in 10 minutes if needed to a maximum
total dose of 20 mg.

or

Fentanyl 50-100 mcg slow IV/IO over 1 minute. May repeat every 5 minutes to a total of 200
mcg. Hold if systolic blood pressure is less than 110 mmHg.

or

Fentanyl Intranasal (IN)/IM 50-100 mcg. May repeat in 10 minutes up to a maximum of 200

Base Hospital Contact required for additional doses of morphine or fentanyl beyond the
standing orders detailed above. Ketamine and acetaminophen administration are limited to
standing orders only.

Base Hospital contact communication failure:
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NOTE:

In the event that the maximum dose of pain medication has been administered under standing
orders and base hospital contact fails, the following additional dosing of analgesics may be
administered:

Morphine Sulfate 2-5 mg IV/1O or 5-10 mg IM up to an additional 10mg. Maximum total
dose (including dosages administered under standing orders) is 30 mg.

or

Fentanyl 50-100 mcg I'V/IO/IN/IM up to an additional 100 mcg. Maximum total dose
(including dosages administered under standing orders) is 300 mcg.

NOTES:

A.

B.

Attempt pain management through measures such as a cold pack, coaching, splinting, or
other methods as indicated by the patient’s condition.

The use of narcotics for pain management should be reserved for patients in moderate to
severe pain.

The patient’s respiratory status is to be monitored closely when narcotics are
administered.

. Titration of medications can be done to achieve a desired outcome or prevent unwanted

side effects.

Assess and Bdocument the patient’s pain level before and after pain management efforts.
The method of evaluation must be consistent each time pain is evaluated. Patient
response, if any, is to be recorded.

Follow the appropriate protocol for specific conditions.
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County of Monterey EMS System Policy

Protocol Number: M-3
Effective Date:
Review Date:

ROUTINE MEDICAL CARE

Scene safety/BSI

Scene evaluation
e Determine mechanism of injury / nature of illness
e Determine number of patients
e Request additional resources as needed

v

Primary assessment/management of life
threats
e Active life-threatening external bleeding Required Vital
* Airway Signs:
e Breathing Blood pressure
 Circulation Heart rate / pulse
e Mental status/responsiveness Respiratory rate
GCS
h 4 Sp02

Focused Assessment
History of Present Illness or Injury

. If Indicated:
Physical exam
. i Blood glucose
Vital signs
12-Lead ECG
Glasgow Coma Score Pai |
Condition-focused assessment E?ér(l)szca .
Patient Medical History Weight (k
Medications Slght (k)
Temperature

Allergies

A 4
General Patient Care

Oxygen to maintain an O2 sat >94%
Patient positioning

Splinting and other treatments
Prepare for transport

Maintain warmth

Reassess the patient

ALS Procedu :t;s (if needed)
Cardiac monitor
IV/10 access
Medications, IV fluids, and other treatments

A

Follow condition-specific protocol.
Treat under all applicable protocols.

Transport to closest
Emergency Department
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County of Monterey EMS System Policy

Policy Number: N-1
Effective Date:
Review Date:

PROCEDURAL SEDATION
ALS CARE

To be utilized for conscious patients requiring cardioversion or
transcutaneous pacing

Routine Medical Care (Protocol M-3)

Oxygen to maintain SpO2 > 94%

Continuous Cardiac and EtCO, Monitoring

Establish IV/10 access if possible

Consider application of restraints, see:
Use of Restraint Policy (#4508)

Be prepared to provide airway/ventilation
support

Midazolam

2-4 mgIV/IO
May repeat at % the original dose once in 5
minutes to a total maximum dose of 5 mg

OR
5 mgIM/IN once

Base Contact is required for additional
dosages

Ensure that Receiving Hospital staff are
aware that the patient has been sedated

Principles of Pre-Procedural Sedation

Richmond Agitation & Sedation Scale

e Absolute contraindications to Midazolam
(RASS) e ¢ !
- Sensitivity to Midazolam
Description - Systolic BP < 90 mmHg

+4 Combative Overtly combative, violent, immediate danger to staff e Beware of the synergistic effects of Combining a
+3 Very agitated Pulls or removes tube(s) or catheter(s); aggressive benzodiazepine with a narcotic which may cause
+2 Agitated Frequent non-purposeful movement; fights ventilator significant respiratory depression, decreased LOC,
+1 Restless. Anxious but movements not aggressive, vigorous and/or hypotension.

0 Alert and calm

Intubation equipment and Naloxone should be readily
-1 Drowsy Not fully alert, but has sustained awakening (eye-opening/eye- available when providing sedation thera py.
contact) to voice ( > =10sec) .
e RASS must be assessed/documented prior to and post

-2 Light sedation Briefly awakens with eye contact to voice (<10sec) . R .
3 Y — " " R E———" oo pharmacological intervention.
- oderate sedation ovement or eye opening to voice (but no eye contac .
- Y ‘p 9 ( 4 - ) - - Goal of sedationis a 0 or -1 score on the RASS.
-4 Deep sedation No response to voice but movement or eye opening to physical
stimulation
-5 Unarousable No response to voice or physical stimulation
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Moeonterey-CountyCounty of Monterey EMS
System Polic

Protocol Number: N-3
Effective Date:
Review Date:

SEIZURE

BLS/ALS Care
e Routine Medical Care
e Protect from injury
e Blood glucose checkto rule-out seizures secondary to hypoglycemia (See Policy N-4 for
hypoglycemia treatment.)
e Midazolam should.be administered as soon as possible for active seizure.

Yes Actively seizing? No

Midazolam

0.2 mg/kg IM or IN (preferred route), Max
dose of 10mg

0.1 mg/kg IV, Max dose of 5mg

(Do not delay administration of initial dose to establish an IV.)

May Repeat x 1 after 5 minutes for patients
with persistent seizure activity or recurrent
seizures.

Persistent active or

- No Monitor Patient
recurrent seizures?

4

Yes Transport to the most
+ appropriate ED

Base contact required.

Notes:
e Blood glucose should be checked after initial midazolam
dose if not checked previously.
e Routine placement of a peripheral IV is recommended after
the initial IM or IN dose of midazolam has been
administered.
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County of Monterey EMS System Policy

Protocol Number: N-4

Effective Date:
Review Date:

SUSPECTED- HYPOGLYCEMIAGLYCEMIC EMERGENCIES

ALS and BLS CARE

‘ Routine Medical Care ‘

If hypoglycemia still most likely caus
of the patient’s condition despite
normal reading on glucometer,

e

BGL< 70 mg/dL OR known diabetic

(Protocol M-3)
™ :
NO with altered mental status?

Administer Glucose Paste 30 gm (1
tube) PO or other oral glucose-
containing solution. May repeat if
BGLdoes not improve and the
patient remains conscious.

~

Is the patient still symptomatic?

administer glucose regardless, while A
considering other causes of altered
mental status.
YES
Blood glucose reading
>250 or “High”
Can the patient
safely tolerate oral
glucose?
Normal saline 20 ml/kg/hour IV. May
use |0 route if altered and unstable. YES———Pp
NO
Transport to the most +
appropriate ED ’—4 Can IV access be established? ‘4—|
NO Y|ES YES
‘ BGL< 60 mg/dL? ‘4—' <
NO—I—YES
r 1 Administer Dextrose up to 25 grams
IV/10.
Glucaglc"\)/ln 1meg ‘ Establish IO access
| #} Reassess Patient
May administer 2"9 dose of Dextrose
up to 25 grams IV/10 prior to base Symptoms
contact. resolved?
«——NO

For patients who received Glucagon,
consider 10 access and Dextrose
administration.

YES

Ll

Monitor Patient

For patients who received only

FS

Consider other causes of
altered mentalstatus

Glucagon but can safely tolerate oral
glucose, administer Glucose Paste 30
gm (1 tube) PO.

Transport to the most
appropriate ED
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County of Monterey EMS System Policy

Protocol Number: T-4
Effective Date:
Review Date:

MAJOR TRAUMA PATIENT

ALS and BLS CARE

See Next Page

Page 1 of 2



Hemorrhage Control (T-6)

Routine Medical Care (Protocol M-3)

If indicated, Spinal Motion Restriction
(Policy 4509)

Consider Rapid Transport to Trauma Center
(Policy 4040)

Oxygen:
To maintain SpO, 2 94%

Hypothermia Prevention

+

IV/IO Access with large bore catheter
500 - 1000 mL Normal Saline bolus
Goal is to maintain SBP 290 mmHg

k2

Do not remove impaled objects — stabilize in place
unless impeding airway management or CPR

L 2

Consider Pain Control (Protocol M-2)

Head/Facial Trauma

Neck/Spine Trauma

Chest/Abdomen/Pelvis
Trauma

Extremity Trauma

Airway/Breathing
Management

e Remove loose teeth or
dentures

e Suction airway as needed

e Do not intubate unless
unable to manage with BLS
airway measures

e Do not hyperventilate

e Use capnography to
maintain ETCO, between 35
and 45 mmHg

Cover neck wounds with an
occlusive dressing if there is
bubbling/gurgling or
subcutaneous emphysema

SMR only as indicated.

Head injuries
e Elevate head of bed 30°
unless contraindicated by
hypotension
® Maintain SBP > 90 mmHg
e Do not hyperventilate
e Administer 100% Oxygen

Save avulsed teeth in saline
soaked gauze

Eye Injuries
Remove contact lenses
For suspected acid/alkali
exposure —irrigate eyes
thoroughly with sterile
Normal Saline
e Avoid direct pressure to
eyes
Cover both eyes

Third Trimester Pregnancy

e Place patient in left lateral
position. Support the
patient with pillows to
maintain position. If on
backboard-tilt backboard
to the patient’s left.

e  Third trimester patientsin
traumatic cardiac arrest
who do not meet
Determination of Death
criteria under Policy 4100
should be transported
emergently to the trauma
center.

Chest Trauma
Suspected Tension
Pneumothorax — Perform
Needle Thoracostomy
e Open Sucking Chest Wound
— apply occlusive dressing
using a chest seal or
securing on 3 sides only
Flail Chest — Immobilize with
padding/bulky dressings

Abdominal Trauma
Evisceration — Do not
replace abdominal contents.
Cover with sterile saline-
soaked dressings
2 dmaccton Biagsant

) .

-, ”
Baeldsaard e bacldsaardte
left

Amputations
Wrap body part or tissue in
sterile gauze moistened with
sterile saline and placein a
plastic bag or container
Place bag or container into
another container filled with
ice water
Do not allow body part or
tissue to directly contactice
All tissue or body parts
should be transported with
the patient to the hospital.
Do not delay transport of
patient for prolonged search
or extrication of body parts
or tissue. Transport
separately if needed.

Pelvic Trauma

e Only assess pelvis once to
limit additional injury

o If possible, avoid log rolling
patient

o Suspected Unstable Pelvis —
Apply commercial binder or
bed sheet as binder
- Goal = normal anatomic
position of the pelvis
- Do not over-reduce the
injury

Decreased/Absent CSM
Manually reposition
extremity into anatomical
position
Re-Evaluate CSM — expedite
transport if no change
Splint in anatomical position
Cover open wounds with
sterile dressings

Femur Fractures
If isolated mid-shaft femur
fracture suspected, use
traction splint
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Dislocations/Other Fractures

e Splint in position found

e Splint as patient condition
and time permits




County of Monterey EMS System Policy

Protocol Number: T-6
Effective Date:
Review Date:

HEMORRHAGE CONTROL
ALS and BLS CARE

Apply direct pressure/pressure dressing
to injury

—‘ Direct pressure effective? ‘

No
+

Wound amenable to
tourniquet placement?

I N
rv N l
Apply a Tourniquet Pack the wound with hemostatic
See Policy #4510 dressings & apply a pressure dressing

— v

Routine Medical Care

Eemreathen e Copee el

A

Apply pelvic
binder

Suspected pelvic fracture?

‘ Consider IV/10 access with large bore catheter ‘4—

v
‘ Evaluate for potential Tranexamic Acid ‘

(TXA) administration

If one of the TXA inclusion criteria is met AND none of the TXA exclusion
criteria are met:
Administer 2 grams TXA in 100 mL NS Infusion via IV/IO over 10
minutes

‘ Consider Pain Control Protocol (M-2)

# Transport to the appropriate
hospital per Policy 5000

‘ Monitor and reassess interventions

TXA Inclusion Criteria TXA Exclusion Criteria

. Blunt or Penetrating Trauma OR Non-Traumatic Hemorrhage e < 15 years old

e Time of onset within 3 hours e Time since injury or onset of bleeding > 3 hours

. Signs of hemorrhagic shock, including one or more of the e |solated Traumatic Brain Injury

following: e Thromboembolic event (e.g. Stroke, MI, PE) within
o Systolic BP <90 mmHg the past 24 hours
o Bleeding not controlled by direct pressure or e Hypotension secondary to suspected cervical cord
tourniquet injury with motor deficits or spinal shock

o Significant blood loss and HR >120 bpm e Gastrointestinal bleeding
o Suspected pelvic fracture orinternal bleeding e Patient in cardiac arrest

e |solated drowning or hanging victims
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