*107e[IpOoYdUOI

sixe|Aydeuy/uonoeay

*J0Je[ipoyouoiqg Bunoe-sey suaned Jo Wi Jw €0 ul Bw €0 (000'T:T) duuydauid3g s,901M19S ST 40| Bunoe 1sey paquosaid s,juaned Jo Jojsfui-one suuydauidg s,901M8S ST 407" (e €0T a1b19||y :ssansiq Alojeldsay
*107€[IpOoYdUOIq *107€[IpOoYdUOIq uondafu]
Bunoe-ise} paquosaid s,juaned Jo Wi Jw ST°0 Ul Bw §T°0 (000'T:T) duuydauidg s,901M8S SINT 10" " | Bunoe ise) paguosald sjuaned 1o J01os(ul-one suuydauid3 s,991A18S SN 10" (u-ge 00T :Buiuosiod/asopiano
*107€[IpoYdUOIq uondafu]
“103e|Ipoyduoiq Bunoe-isey paquasald sjuaned 1o | Jw €0 ul Bw £'0 (000°T:T) aunydauid s,@01n8S SNT 10| Bunoe isey paquasaid sjuaned Jo J03a(ul-oine auuydauidg s,901A188 ST 10 (¢ 66 :Buiuosiod/asopiano
‘Buibesioed ‘Buibesioed 1o uoneziqoww feuids Aq pajuanaid
Jo uonoajoid euids Aq pajuanaid Jou ji uomsod [elale] 13| ul J0 1ojwod Jo uonisod ur 1ayya jualred aoe|d J0U Ji uomsod [elale| 13| Ul IO LOJwW0d Jo uonisod ul Jayya juaired ade|d (ee 1-58 BumwoA pue easneN
(IN3LS) uonoreyu
1eQ0AIN UOIeAd|T
**"y{SI Je|NISeAOIPIED Pasealdul JO dAIdIpUl Se suolejuasald Buimol|o) ay) Japisuod uonippe maN ueyo 99 1S sajpuabiaw3 deipred
(IN3LS) uonoreyu
1eQ0AIN UOIIeAd|T
VIM3LI™O INTLS A0V SLIIN INTILvd I uonippe maN 1437V 59 1S :sapuabiaw3 deipred
"ONIHLY3IYg ALTNDI441a YO ‘H1v3dd 40
(Krep SSINLYOHS ‘VISNVN ‘SISTIOHAVIA HLIM A3LVIDOSSY
10} pasIABI BUBIUBS) "YISNVN J0/PUe ‘SISTHOHJVIA ‘1HO4IN0DSIA O NIVd ML HO ‘WHY ‘DI4LSYOId3| 39 AV ANV LHO4N0OSIA HO NIVd MVL HO ‘WHY ‘0I¥LSYOId3 ‘LSIHD (IW3LS) uonoreyul
‘1STIHO HLVYIHE 40 SSINLYOHS SY HONS SINITVAINOT TYNIONY HO YNIONY SY HONS SINITVAINOT TYNIONY HO VNIONY HLIM ONILNISIHd IpIed0AN uoieAs|3
HLIM ONILNISTHd SINIILYd SY a3NI43A S| (SOV) INOHANAS AHYNOYOD 31NV SIN3ILYd SV d3NIZ3d SI (SOV) INOHYANAS AYYNOHOD J1NOV 1437V S9 1S :sapuablaw3 deipied
"ONIHLY3Yg ALTNDI441a YO ‘HLv3dd 40
(e SSINLYOHS ‘VISNVN ‘SISTIOHJVIA HLIM A3LVIOOSSY
10} pasIABI BUBIUBS) "YISNVN J0/PUe ‘SISTHOHJVIA ‘L1HO4INODSIA HO NIVd MVL HO ‘WHY ‘DI¥LSYOId3| 39 AV ANV LHO4N0OSIA HO NIVd MVE HO ‘WHY ‘0I¥LSYOId3 ‘LSIHD (IW3LS) uonoreyu
‘1STIHO HLVYIHE 40 SSINLYOHS SY HONS SINITVAINOT TYNIONY HO VNIONY SY HONS SINITVAINOT TYNIONY HO VNIONY HLIM ONILNISIHd 1e00AN uoleAs|3
HLIM ONILNISTHd SINIILY SY a3NI43A S| (SOV) INOHANAS AHYNOYOD 31NV SIN3ILYd SV 3NIZ3A SI (SOV) INOHYANAS AYYNOHOD J1NOV 1437V LS 1S :sapuablaw3 deipied
wyioBly UoeNISNSY JO UOIRUIWID | uonippe maN e/ VZ-95 UONE)ISNSaY JO UoeUILD |
eIpredAyoe |
[oye)ins wnisaubey 9a9S] YNSU0D [edlpaw yim ‘auresopl| Je[NOLIUDA SS9|as|Nd
210J2q SANUIW Z 43N0 QOI/Al Swelb z—T arejins wnisaufew aAIb ‘Juasaid si sajulodap sapesioL J| 'q uonippe MaN| 1A/HA US1INJAI IO JUdlSISIad 95 uone||Lgld JendLUaA
~Bw 0OG SpPHOJYD WINIIeD JapISuU0D *Bw 0Gz dpLOJYD WNIOeD JapISuod (@) €15 wyiLoBly eipreskyse] Jnpy|
STV 10} 81ed
oelpse) Aouabiaw3 (abe jo
papaau se aje|uaA areudoidde i ‘ulw/syrealq 0z-zT 1e suone|uan WAG sIeak gT uey) ssa|) oLrelpad
papaau se uabAxp uabAXO %00T e/u 8y 10} WYIoB|Y [esianiun
SV
papaau se aje|uaA JLVIILNIA 1o} ared oelpred Aouabiawg
papaau se uabAxo 9%00T - 06 UabAXQO B/ 4 )INPY Joj wyiLoby [esianiun
[s1000101d a3 1noybnoiyr X3 01 pabueyd alem 93 0] SeduUIYAI ||V] ~(09ud WAy SaullapINg delpIie)
*(%99y2 wyiAys 933 Jo asind wiopad Jou op) ¥dD Meisal Ajgrelpawil ooys a|buls Jayy 993 Jo as|nd wiopad Jou op) YdD Heisal Ajreipawiwi ‘Nooys a|buls Joyy T I :sajpuablawg oelpre)
sainzies
“WiejozZepiw Jo uoiensiuiWpe O] JapISuod ‘Juayeal) 0} Alojoelal ale sainzias sjuaned J| wejozepiw Jo uoielisiulwpe Of JapISuod ‘sness ul si juaned | (o 1-8€ ISNJEIS [eluBW PaJdlY
"SSANTII ONINTLVIAHL sainzjes
-3417 404 Ol IAYISTH ANV WINI NVTOZVAIN ¥ILSININGY ‘ONIZIFS ATIAILOY dTIHO V 04 uonippe maN 143V 1-8€ 'SnJelS [eIUSN palally
sainzies
"Bw G asop [e10) Winwixe Wi 10 NI B3/6w T°0 wejozepiw Jaisiuiwpy :29e(d ul O 1o Al ou sey juaied J| abenbue| leuonippy ( 1-8€ SNJeIS [eIUSIN PaIdIY
‘a34INO3Y NOILY.LINSNOD 1vIIdIN "NOILVHLSININGY 3LY41NS WNISINOVIN
ONIMOTI04 VANV ANV ‘SISATVYEVd AID0V T4 ‘'SIXTT43Y dISVYIYOIA ‘NOISSTHdIA AHOLVHIdSTY
¥Od dAI O 00S FAIFIOTHD WNIDTVYD J3AISNOD "IAIJOTHO ANIDTYD 40 NOILVHLSININAY ¥3dISNOD salnziss
‘ALIDIXOL 40 SNOIS SLIgIHX3 INJILVd ‘I1v4TINS WNISINOVIA 40 NOILYYLSININAY ONIMOTTOL ‘HI uonippe mMaN 1937V 8¢ ‘SNielS [eIUSN palaly
'S3YNZI3S TO0HLNOD OL WY10ZvdInN
40 SISOA YIDHVT IHINOIY AVIN OHM SLINIILYd LNYNDIHd HO4 A3HINO3Y NOILY.LINSNOD salnziss
IvOIQ3W '3Lv4INS WNISINDVIN A9 IMOTTO4 WYTOZVAIN 3SN ‘LNVYNODIYd SI LNIILvd I uonippe maN 1937V 8¢ Sniels [ejuswl palaly
sainzies
*arej|ns wnisaufew Jo asop puodas 1o} JNsuod ‘Isisiad sainziass J| uonippe maN 6 8 ISNJEIS [elUBW PaJdYY
sainzies
'saNuIW QT JaAo OI/Al W ¥ areyns wnisaufew Japisuod ‘Buizias Ajpanoe ueubaid sijuaned i uonippe maN @ 8 SNJeIS [eIUBN PaIdIY
sainzies
‘W1 10 NI Bw g wejozepi Jaisiuiwpe ‘aaed ul Of 10 Al ou sey juaned | abenBue| reuonippy (e 1€ ISNJE)S [elUBW PaJdlY
'NOILVZITISONINI
“1000.L04d NOILOTLOHd TVNIdS AlddV| TVYNIAS 3LITdNOD ¥V NHOY3d ‘SNOILSINO IA0QY FHL OL ANOJSTH
‘SNOILS3NO IA0EY FHL OL ANOJSIH A13LVIHdOYddY HO ILYIINNWWOD OL 318VYNN SI LN3ILVd HI AT3LVIddO¥ddY JO J1VOINNWWOD O1 319VvNN SI IN3ILVd I 1937V 8¢ aleJ jualied [eJausD
Ainfursuids 0y Buisodsipaid suonipuod (Y) niyi oym sjuaned ¢ abe Jo sreak g ueys sso| piyd (6) niyysyussaid uaned j| g @@s 8z al1e] jualned [elauss
(paunbar aq Aew sayel 1aybiy) spuodas g K1ana yieaiq T ‘oreuoau e 104 ‘Il spuodas ¢ K1ana yrealiq T opinoid ‘0K ZT> S|
(uiwy/syreaiq g1—8) Spuodas G Aiane yrealq T ‘sereuoau 1dedxe sabe |le o4 1| abe sjusned J ‘I "'spuodes g A1ens yreaiq T apinoid ‘oA ZT < si abe s,Juaned Jj | npueg(e-g 9z ale) Juaned [elsusn
(uonels aseg) (HYSINN) UMolSUaaNQ Je I1ajua) Aouablawg aloys (HYSINN) 198D Aouabiawg umolsuaand e/u 6 Sap0od AJj1oe) a1ed yieaH
Vd ‘ered aindy paziferoads spuejybiH |aine] z8g E =] L S9p0J AJijIoe} a1ed yijeaH
TendsoH Umojuew1a ssoi) AJoH iy E] E] L S9p0J AJijIoe} a1ed yijeaH
1X31 M3N 1X3L TVYNIDIHO #3dNIT #39vVd 37111 71000.104d

sabuey) |020101d STOZ 40 Arewwns




SW3 Jo [esnjal

uopRoes oureIpad pue Jnpe ylog Ul  pue ‘gg‘eg paiequinual saull qy pue ey ¥ pue ‘qe ‘eg T1-86T PUe 6-86T | Paleniul jusied :sainpadold
A E]
104 Adeiay aoueuajurepy
"'3dV Ndd J0 sdinid Al di '3V NdL "0 sdinid Al di 1937V 96T SnouaAefu| 1$3INpadoid
1N3
104 Adeiay aoueuajurepy
(Ndd) uonuiny [esaiuased [esayduad (Nd.L) uonuminy [esa)uared [eloL [CI4 96T SNOUdARIUJ :S2INP3J0Id
B/C 0T
panowsal (9) uay} ‘By/c 8 ‘B/c 9 01 abesop asealoul ‘syo0ys 7 Jayye Aloyoelal §i (9) uolsianoipre) Adesay |
B>y/¢ z ye yeadau \Byr T usnbasqns (q) OM/C ¥ uays ‘Byy/r z 1e Jeadau (Byr T Juanbasqns (q) () pue () (2) ( 8T [e211308]3 :S8.NP320Id
Juawabeue Kioye|pua 1020301 MaN v 18T 01 2-18T S2Inpadoid
OW/0S ()-L42 oW ()-1d0 apeyns auiydioy YT suonesipa
ON/OS Wd Pue DW/0S (I)-1140 uoedIpaw MaN a1ejns wnisaubey 9vT SuoneslpaN
0OS Nd pue 0S ()-140 000°0T'T 000'T°T/000°0T'T 000°0T:T aunydauidg 9vT SUonedIpaN
abuufis

0OS Wd '0S (1)-142 ‘dSO LN 8buiAs o [eln 000'T:T Jo [eIA (000°T:T) unydauid3y T suoneoipa
dSO Wd (Aluo Anjioepaiur paysiigeisa-aild) [eiqoloiwnuy [elgoloiunuy ovT SaInpadold
v3d Nd 181S! eS| ST S8inpadoid
dd Wd pue dd ()-L9D uonegmuj [eayoenolQ 104 Adoosobukre 0apiA| Juswabeue Aemiy vrT SaInpadold
Ainfur 1ayuny wouy p1od reuids ayy bunoaloid Jo 19e 8y :uondaslold [eulds uonppe MmN e/u VT fressoln

uwin|od feuids ayy JO JUSWAAOW SAISSaIXa Juanald
0} Buin jo asodind ayy 10 Je|j02 [B2IAI9D YIM preogyoed e uo juaied e Buioeld Jo 10e ayl :uonezijiqoww) feulds uomppe maN e/u (52 Aresso|9

ssaulapua} Jo ured uwnjod feuids auyap Jo uIBdSIP A|d1eIndde 0} ANjige suaned e woly yoensip Ajenualod pjnod
1ey) LojwodsIp JuedIubls Yim pareidosse (ewnel) feulwopde 1o ‘1sayd ‘aimoel) “*6-e) Ainful Auy :Ainfu) bunoensia uonippe maN e/u 8ET Aresso|9
15911V
*Auo sjuaned ewnel) jun|q 1o} uonezijigoww feuids wiopad *Auo sjuaned ewnel; Jun|q 1oy auids [e21AI92 199)01d o TET ewnel| :020j0i1d ewnel |
15911V
*Auo sjuaned ewnel) jun|q 1oy uonezijigowwi feuids wiopuad *Ajuo sjuaied ewnel) Jun|q 1oy auids [e21AI9 10)01d (e 0€T ewnel| :020j0id ewnel |
Ainfuj p1od
10201014 UONYAl0Id [eulds yum padejday Joo0j01d pagejdey 1V €-621-82T Jeurds :j020j01d ewnel |
“uonezijiqowi ewinel] 21aAds/aldniniN
"looojoid uonoajoud [euids Ajdde ‘ewnesy Bunelsisuad pue Junjg Yiog Sapnjoul wsiueyaaw j| leurds wiuopad ‘ewnes Buiresauad pue junjg yiog Sapnjoul wsiueyoaw j| e T4 :|020)01d ewnel]
ewinel] 21aAds/aldniniN
‘siuaired ewnel un|q 1oy [0d03oid uonoajoid reuds Addy *'sjualyed ewnel) Jun|g Joj uonezijiqels auids urejurey ¢ T4 :|020j01d ewnel]
“uonezijiqowi ewinel] 21aAds/aldnniN
"looojoid uonoajoud [euids Ajdde ‘ewnesy Buesiauad pue Junjg yiog Sapnjoul wisiueyaaw j| leurds wiuopad ‘ewnes Buirenauad pue unjg yloq sapnjoul wisiueydawW | (¢ 2T :|020)01d ewnel]
ewinel] 2iaAds/aldniniN
‘siuaired ewnel Jun|q 1oy [0d03oid uonoajoid reuds Addy 'sjualyed ewnel) Jun|g Joj uonezijiqess aulds urejurey (e 2T :|020j01d ewnel]
21nssaid Jejndoenul 9seadap 0} preogydeq ewinel |
*aInssaid Jeindoe.ul aseaI109p 0) peay Y} aleAdJd pue uondalold [euids pue uonezijigels peay Japisuod ! ay} Jo peay ay} areAdja pue aulds pue peay sjuaied ay) azjjiqoww " (K 12T 943 :|020j01d ewnel |
ewinel |
"Jooojoid uonoajold [euids pue uonezijiqes peay Japisuod auids pue peay sjuaned ay} azijigowwi pue azijigels u-e 12T 943 :|020j01d ewnel |
21nssald Jejndoenul 9seadap 0} preogydeq ewinel |
*aInssaid Jeindoe.ul asea109p 0) peay Y} aleAd[d pue uondalold [euids pue uonezijigels peay Japisuod ! 3y} Jo peay ay) aeAdld pue aulds pue peay sjuaned ay) azijiqowwr: (€ 0zt 943 :|020j01d ewnel |
ewinel
"Jooojoid uonoajold [euids pue uonezijiqes peay Japisuod auids pue peay sjuaned ay} azijigowwi pue azijigels [(CK 0zt 943 :j020j01d ewnel |
adoo/ewyISY
‘saINuIW 0Z—0T 190 UdAIB swelb g Jo xew e o} OI/AI B/Bwog aeyns wnisaube Japisuod uonippe maN (n e 10T :ssansig Aojendsay
“NIIW ST0 ((d) Airewuoy) “10308[ur-oine aunydauld3 adoo/ewyISY
ur Bw s1°0 (000'T:T) @unydauid3 1o Jorejpoysuoiq Bunoe-ise) paquosald s,Juaied Jo Sasop [euonippe Japisuod| 1o Jojejpoysuoiq Bunoe-ise) paguosald s,juaied Jo Sasop [euonippe 1apiIsuod (be 10T :ssansig Alorendsay
“loge|ipoyduoiq adod
‘10JejIpoyduolq Bunoe-isey paquasaid sjuaned 1o Wi Jw ST'0 ul BwsT 0 (000°T:T) dunydauidg s,8018S SNT 10| Bunoe jsey paquasaid sjuaned 1o 1030a(ul-oine auuydauidg s,901M18S SWT 10 (o¢ 10T ewIYISY :ssansiq Aloresdsay
"S@InuiW 0Z—0T J9A0 OI/Al SJabury pareioeT Jw adOo/ewyISY
00T—0G Ul swelb z—T arejns wnisaufew Jo uonelsiulwpe ay) J19PISUOD ‘SUOIeGIIoeXd 3I9AAS 0} dJelapoul 04 uonippe maN (w-e 10T :ssansig Aojendsay
N W “108ur-one suuydauids adOo/ewyISY
€0 ul Bw g0 (000'T:T) dunydauld3 Jo Jorejipoyduoiq Bunoe-ise} paquosaid sjualed Jo SasOp [euonippe JapIsuo)| o Jorejipoyduoiq Bunoe-isey paguoasaid s,uaied Jo SaSOp [euonippe JapISUoD (GRS 90T :ssansig Aojendsay
Uoie)nsuod adoo/ewyISY
‘uolre)Nsuod [eaipaw salinbas Wi Jw €0 ul bw €0 (000'T:T) duuydauidg s,991A19S SINT dU3 JO asn leaipaw salinbal J0108(ul-ojne auuydauid3 sadIAI8S SINT U} JO asN (e 90T :ssansig Alorendsay
*10309[ul-ojne auuydauidy sixe|Aydeuy/uonoeay
“101e[IpoyduoIg Bunoe-isey Jo N Jw GT°0 Ul Bu §T°0 (000°T:T) aunydauid3 Jo sasop [euonippe Japisuo)| 1o Jokejipoyouoiq Bunoe-jse) paquosald sjuaned jo sasop [euonippe Japisuod (K 0T ai619||y :ssansiq Alorendsay
*107e[IpOoYdUOIg sixe|Aydeuy/uonoeay
*10)e[ipoyouolq Bunoe-isey paquasaid sjuaned 1o Wi Jw ST" ul Bw GT°0 (000'T:T) duuydauidg saoinias SN 107 | Bunoe isey paquosald s,juaired Jo J0jos(ul-oyne suuydauidg s,891A18s SN 10" ®-¢ 0T a1b19||y :ssansiq Alojeldsay
*10309[ul-ojne auuydauidgy sixejAydeuy/uonoeay
“J0jejipoyauoiq Bunoe-ise) paquasaid 1o | Jw €0 ul Bw €0 (000°'T:T) aunydauid3 Jo sasop [euonippe Japisuo)| 1o Jorejipoyauoiq Hunoe-jse) paquasald sjuaned Jo sasop [euonippe Japisuod (¢ €0T ai619||y :ssansiq Alorendsay
1X31 M3N 1X31 TYNIDIHO #3dNIT #39vVd 37111 71000.104d

sabuey) |020101d STOZ 40 Arewwns




(yoreasay

eS| PUBWIWOYD UONBIAY 321j0d 3)elS puejhiel) weiboid 10]id %90ys Joj Bunsal ared Jo juiod [endsoyaid 10201014 Uoseasay MaN yEE-TEE yoleasay
JuaLWIEal] UONDIPPY O} abexur] SINT ]020101d UdIeasay MaN 62c-12€ yoreasay

1used ParenuaA :[090101d

**aqgn} Awolsoayoes) Juawase|dal v **agn) Awojoayoel; Juswaoe|dal [RECKE €0€ leuondo [euondipsung

swaed pare|juan]

2UddS pue dIUOIYD

pue juaned ay) u Juswanoidwi Bunosyyal pue aired ay; ul Juswaroidwi bunoajyal Jo uodsuen fejuaws|ddns

sabueyd Jo sinoy g uiynm sabueys ou aney yey) sBumas Jojejiuan pue Awoisoayoel paysljqelsa ue aneH|sabueys ou aney Jey) sBumas Ioje[uaa pue AWwoisoayoel) paysiiqeisa ue aneH Tmez 20 Jeuondo euonaipsung
1used ParenuaA :[090101d

agn) Awojsoayoel; Jo Juawabpojsip agn} Awojoaydel jo Juswabpojsip (2)(e9 10€ leuondo [euonaipsung

olpaweled are) Ajernads

:weiboud reyuswsddns

panowsy (Nd.L) uonuinN [eJajusied [eloL 0 eTv 182 reuondo euonaipsung

:weiboud reyuswsddns

panoway (®) 2TV 182 reuondo euonadipsung

olpaweled are)d Ajernads

uedisAyd Jo asinu Yyuim=Ny wea]=1 :weiboud reyuswsddns

olpawesed Aepads=ds 0j0s=5 ueyo 282612 feuondo Jeuonoipsunc;

welboid [eyuswa|ddns

yodsuel] Anjioepaiul 1oy UOISNU| [eIgoIdIWNUY | J0o0301d MaN v 21-v.2 pue TT-v.2 Jeuondo euonaipsung

Buluosiod

apiuek) :sj020j01d

"3 LVOIANI dI ‘'NOILOFLOHd TYNIAS ONIATAdY ONIANTONI™ "@3LVOIANI g1 ‘NOILVZITISOWNI T¥NIAS ONIANTONI™ 143V 692 Jeuondo euonoipsunc|

welboid 10]ld YleaH Aiunwwo) payeibalul a)iqoN

welboid 10]id MaN

weiboid maN

€¢-89¢ 01 T¢-89¢

weliboid 10]Id

AwoioploiAyi0ouD [ealfins ynpy

J020301d MaN

|020301d MaN

0¢-89¢ Pue 61-89¢

AwoioploiAyro0oud
[ea1bins npy :weiboid 10|id

abexded [020j0id
uoneqniu| aduanbas

(Repyuig YIST 119y} payoeal 194 J0u dABY OYM USIP[IYD 10-) (abe Jo sieak gT uey) ssa| Ualp|iyd 10-) ENR 092 pidey :weiboid 10|id

abexded [000J0id

uoneqniu| aduanbas

Aepyuig YiST J1ay) payoeai 194 10U aARY Oym sjusied 2T Uey) ss9| aby (@ @1 o4 pidey :wreiboid 10)id

[patagqwinuais suonealpul snoiraid |y] eixodAy jo asuapina §| uomppe maN (1) @ 174 uabAxQ :ABojoosewreyd STV

wejozepin

$2INZI3S 10} UONEASIUILPE JO SINOI Sk [eseuenu] PapPY uonels|uIWpe Jo 3IN0I MAN (2) pue (1) T-6€2 :ABojodewreyd STV

are)nS wnisaubep uonedIpall MaN v Z-8€Z 01 T-8€¢ KBojodewieyd S1v

wazen|iq

**Bw 0OG SPUOJYD WNId[ed 1apIsuod **Bw 0GZ dPUOJYD WNIdfed 1apisuod @ ( Gsze :ABojodewreyd STV

3pUOIYD

" dAlI mojs B og Jaisiulwpy " dAlI mojs B gz Jaisiuwpy (1) (B 0zz wnioped :ABojodeuwneyd STV

uonensiuiwpe 3pUOIYd

ajeyj|ns wnisaubew Buimojjo) eaude pue ‘sisAjeled piooey) ‘saxa|jal pasealdap ‘uoissaidap Aiorelidsay nppe MaN (s) @ 0ze wniope) :Abojodewreyd STV
Kiages 21and (NVOHVYN) INOXOTYN (NVOHVN) INOXOTVN oL T-,02 ABojooewreyd s1g

(000'T:T) dunydauidy uonippe maN ©/u T-902 ABojooewreyd s1g

SUOIJUSAISIU| PUIUMEISNS-3)IT UIM SJUSWIUOIIAUT 3|fe|oA Ajrenualod |0d0301d MeN v €T-¥0Z 01 8-¥02 1ST/3Ad :Sainpadoid

*Kdod pajuud palaniap ayi uo aq |leys pue (Jwsuel} 0} a|qe JI) Adod uoissiwsuen ayy welbolpseds0109|3
Juapl asay "Japuab pue ‘abe ‘feniul siiy ‘aweu ise| s,uaied ay) JuswWNIop pue pesl-gTalinby (pauren Ji ‘pesj-GT) pes|-gT alnboy (€ €02 peaT T :SaIinpadold
wre1boipred0199|3

panoway “(sremur sjuaiyed jo winwiuiw) Jaynuapt uaied e pue abe juaied 1oS (€) €02 peaT T :SaInpadold

Jajsuel)

Anjioepia)ul % 8UddS - 1salIe

oelped Jaye (onnadelayy)

eluwaylodAy pasnput

panoway **210Jaq pa1a|dwiod uonesiuIWpe PINj Al )i ) (p 2-v0Z 9A93101doINaN :S2INPadoid

Jajsuel)

Ajjioepa)ul % 8UddS - 1salle

oelped Jaye (onnadelayy)

panowsal suloiB [eloway pue ‘ejjixe ‘yoau sjuaned elwiaylodAy paonpur

0. [9A8] aulInQ] "suloib [elowsy pue ‘ejjixe ‘yoau s,Juaied o) Ajjesale|iq syoed pjoa/adl Buikidde Aqg [009 Ajl@Anoy 0} Ajresare|iq syoed pjoa/aal Ajdde ‘spinjy Al pjlod 891 Jaisiulwpe 0] a|ge Jou J| @) (2) (p T-¥02 aAoaj01doINaN :SaINpadold
Jajsuel)

Ajjioepa)ul % 8UdDS - JSalIe

oelped Jaye (onnadelayy)

eluwaylodAy pasnput

panoway "4 P|02 891 JO uoisnjul Al pidey (®) (2) (p T-¥02 aAvaj01doINaN :SaINPadold

1X31 M3N 1X3L TVYNIDIHO #3dNIT #39vVd 37111 71000.104d

sabuey) |020101d STOZ 40 Arewwns




THIS PAGE IS INTENTIONALLY BLANK

& 2015



The Maryland

Medical Protocols

for Emergency Medical Services Providers

Effective July 1, 2015

Maryland Institute for
Emergency Medical Services Systems

#5". \‘/ oy W 49
( A

N Faramedpe=




The complete “Maryland Medical Protocols for
Emergency Medical Services Providers” is also
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website WwwW.MIEMSS.org.
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For copies of the official text, call the DSD at 1-800-633-9657.

i " 2015



To All Health Care Providers in the State of Maryland:
Re: 2015 revisions, updates, and additions to The Maryland Medical Protocols for EMS Providers

EMS providers will be able to download the replacement pages from the MIEMSS website at
www.miemss.org and will be receiving a single copy of the 2015 pocket protocols.

The EMS Board has approved these protocols for implementation on July 1, 2015. Prior to July 1, all EMS
providers must complete the protocol update “Meet the Protocols” (visit the Online Training Center) that
will highlight the new material.

Some major protocol additions, deletions, and changes have been made this year. A spreadsheet of
those changes is included in this year’s packet of updates. The spreadsheet is for reference only and
the information located in the full protocol book is the official medical reference for EMS providers. It is
the responsibility of each EMS provider to be familiar with all of the Maryland Medical Protocols for EMS
Providers.

Protocol Changes:
* Many hospitals have changed their names to reflect their EMS Board designations.

* Arequirement for patient demographic information has been placed in the 12-lead procedure
section.

* BLS providers whose jurisdiction participates in the optional supplemental program may ad-
minister IM epinephrine manually with a prefilled syringe or a syringe and single dose ampule
or vial.

* Midazolam: Intranasal (IN) has been added as an acceptable route of administration.
* The ability to capture waveform capnography is now required for all ALS transport units.

* Magnesium sulfate has been added to the ALS formulary in multiple sections of the protocol
including asthma, pregnant seizure patients, Torsades de Pointes, and patients with refrac-
tory VF/VT after administration of lidocaine.

*  Neuroprotective hypothermia: Iced IV fluid has been removed as a method of cooling. Neuro-
protective Hypothermia will still be implemented with the use of ice/cold packs as the ONLY
acceptable method of cooling.

*  Surgical Cricothyroidotomy is now available as a procedure for approved Paramedics whose
jurisdiction has been MIEMSS-approved and participates in the new Pilot Program.

*  Spinal Protection: This new protocol replaces the Spinal Cord Injury protocol. Providers will
now assess patients to determine the level of spinal protection treatment (only a properly-
sized cervical collar) or spinal immobilization treatment (a properly-sized cervical collar and
long backboard), that is warranted based on EMS provider assessment and signs and symp-
toms, not simply mechanism of injury.

* Research protocols: A new section has been added to the Maryland Medical Protocols. Two
jurisdiction-specific programs have been placed in this section.
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*  Calcium Chloride: The dose of calcium chloride has been increased to 500 mg for the rever-
sal of diltiazem or magnesium sulfate side effects or toxicity.

* RSl age definition: Adult patients are now defined as patients who are 15 years of age or
older.

* Potentially Volatile Environments - Life Sustaining Interventions: The Governor’s Active As-
sailant Task Force developed this new protocol in consultation with Maryland State Police,
FBI and federal law enforcement partners, tactical operators, TEMS medics, EMS operational
leadership, and MIEMSS to address incidents where implementation of standard Maryland
Medical Protocol for EMS Providers is not practical due to provider/victim safety concerns and
in an effort to maximize patient survival.

Richard L. Alcorta, MD, FACEP Kevin G. Seaman, MD, FACEP
State EMS Medical Director, MIEMSS Executive Director, MIEMSS
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Code Health Care Facility Name

242 Hanover Hospital, PA

211 Harbor Hospital (MedStar) (Base Station, Primary Stroke)

220 Harford Memorial Hospital (UMUCH) (Base Station, Primary Stroke)

562 Harryon State Hospital

399 Health South Chesapeake Rehabilitation Center (formerly Chesapeake
Rehabilitation Hospital)

490 Health South Rehabilitation Hospital of Altoona (former facility code 420)

267 Highland State Health Facility Psychiatric Unit

444 Holy Cross Germantown Hospital (New ’15)

244 Holy Cross Hospital (Base Station, Cardiac Interventional, Primary Stroke)

450 Hospice of Baltimore - Gilchrist Center - Baltimore, MD

268 HSC Pediatric Center, DC

223 Howard County General Hospital (JHM) (Base Station, Cardiac Interventional, Primary Stroke)

270 Howard University Hospital, DC

230 Inova Alexandria Hospital, VA

340 Inova Fair Oaks Hospital, VA

305 Inova Fairfax Hospital, VA

326 Inova Loudoun Hospital, VA

287 Inova Mount Vernon Hospital, VA

349 Isle of Wight Medical Center

273 Jefferson Memorial Hospital, Arlington, VA

314 Jefferson Memorial Hospital, Ranson, WV

201 Johns Hopkins Bayview (Adult Burn, Adult Trauma, Base Station,
Cardiac Interventional, Neonatal, Perinatal, Primary Stroke)

766 Johns Hopkins Bayview Medical Center Transitional Care Unit

761 Johns Hopkins Comprehensive Geriatric Center

204 Johns Hopkins Hospital (Adult Trauma, Base Station, Cardiac Interventional, Eye Trauma,
Neonatal, Pediatric Base Station, Pediatric Burn, Pediatric Trauma, Perinatal, Primary Stroke)

706 Johns Hopkins Hospital Inpatient Rehabilitation Center

451 Joseph Richey Hospice - Joseph Richey House, Baltimore, MD

274 Kennedy-Krieger Institute (formerly John F. Kennedy Institute for Handicapped Children)

277 Keswick Multi-Care Center (Formerly Keswick Home for the Incurables of Baltimore City)

262 Kimbrough Army Hospital

563 King’s Daughters Hospital, WV

259 Kirk Army Hospital

403 Lancaster General Hospital, PA

564 Lancaster Osteopathic Hospital, PA

582 Laurel Highlands Specialized Acute Care, PA (New ’15)

352 Laurel Regional Hospital (formerly Greater Laurel Beltsville Hospital)

773 Laurel Regional Hospital-Rehabilitation

565 Leesburg Hospital, VA

278 Levindale Hebrew Geriatric Center & Hospital

209 Liberty Medical Center (formerly Provident Hospital)

205 Liberty Medical Center Psychiatric Center (formerly Lutheran Hospital)

255 Lincoln Memorial Hospital

354 Malcolm Grow U.S. Air Force Medical Center

280 Mary Washington Hospital, VA

281 Maryland Penitentiary Hospital

7 " 2015



Code Health Care Facility Name

300 Maryland Poison Information Center at UMAB

285 Masonic Eastern Star Home, DC

566 McConnellsburg Hospital

332 McCready Memorial Hospital (Base Station)

339 McGuire Veteran’s Administration Hospital, VA

398 Mechanicsburg Rehabilitation Hospital

774 Medlink, DC

327 MedStar Washington Hospital Center, DC (Adult Trauma, Burn, Cardiac Interventional)

404 Memorial Hospital, PA

567 Memorial Osteopathic Hospital, PA

207 Mercy Medical Center (Base Station, Neonatal, Perinatal, Primary Stroke)

389 Meritus Medical Center (formerly listed as Washington County Health System #289)
(Adult Trauma, Base Station, Cardiac Interventional, Primary Stroke)

799 Meritus Medical Center, Comprehensive Inpatient Rehabilitation Services

(formerly listed as Washington County Health System, Comprehensive Inpatient
Rehabilitation Services #789)

499 Meritus Medical Center, Psychiatric Unit (formerly listed as Washington County
Health System, Psychiatric Unit #456)

798 Meritus Medical Center, Skilled Nursing Facility (formerly listed as Washington
County Health System, Skilled Nursing Facility #764)

206 Midtown (UM) (Base Station, Primary Stroke) (formerly Maryland General Hospital)

271 Monongalia General Hospital, WV

228 Montebello Center - Baltimore, MD

264 Montgomery Medical Center (MedStar) (Base Station, Primary Stroke)

292 Mount Washington Pediatric Hospital

400 Myersdale Medical Center, PA

351 Nanticoke Memorial Hospital, DE (Cardiac Interventional)

295 National Capital Poison Center, Washington, DC

334 National Hospital for Orthopedics & Rehabilitation, VA

308 National Institute of Mental Health

356 National Institutes of Health Clinical Center

309 National Rehabilitation (MedStar) at Irving Street, Washington, DC

751 Nemours/Alfred |. DuPont Hospital for Children (formerly Alfred I. DuPont Institute)

307 Newark Emergency Center, Newark, DE

568 Newark Hospital, NJ

762 Newmedico Rehabilitation

753 Northampton-Accomac Memorial Hospital

313 Northeast Georgetown Medical Center (see also Greater Northeast # 261)

315 Northern Virginia Doctor’s Hospital, VA

218 Northwest Hospital Center (Base Station)

408 Peninsula Regional Medical Center
(Adult Trauma, Base Station, Cardiac Interventional, Primary Stroke)

454 Peninsula Regional Medical Center, Transitional Care Unit

419 Penn State Children’s Hospital, Hershey, PA

301 Penn State Milton Hershey Medical Center, PA

318 Perkins State Hospital

357 Perry Point Veteran’s Administration Hospital

569 Pittsburgh Institute for Rehabilitation
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Code

Health Care Facility Name

362 Pocomoke City Medical Center

361 Pocomoke Family Health Center

338 Police & Fire Clinic, Washington, DC

325 Potomac Hospital, VA

401 Potomac Valley Hospital, WV

232 Prince George’s Hospital Center (Adult Trauma, Cardiac Interventional, Base Station, Neonatal)

344 Prince William Hospital, VA

288 Providence Hospital, DC

378 Psychiatric Institute of DC

364 Psychiatric Institute of Montgomery County

634 R Adams Cowley Shock Trauma Center (UM) (Adult Trauma, Base Station,
Hyperbaric, Neurotrauma)

570 Reading Medical Center

227 Rehabilitation & Orthopaedic Institute (UM) (formerly Kernan Hospital)

571 Riverside Hospital, DE

311 Riverside Hospital, VA

365 Rosewood Center

461 Ruby Hospital Morgantown, WV

572 Sacred Heart Hospital, PA

573 Saint Agnes Burn Center, PA (formerly listed as a Delaware facility)

212 Saint Agnes Hospital (Base Station, Cardiac Interventional, Neonatal, Perinatal, Primary Stroke)

366 Saint Elizabeth’s Hospital, Washington, DC

303 Saint Francis Hospital, WV

460 Saint Francis Hospital, Wilmington, DE

213 Saint Joseph Medical Center (UM), MD (Base Station, Cardiac Interventional, Primary Stroke)

405 Saint Joseph Hospital, PA

367 Saint Luke Institute

333 Saint Mary’s Hospital (MedStar) (Base Station, Primary Stroke)

455 Salisbury Genesis Center

384 Shady Grove Adventist Emergency Center at Germantown

265 Shady Grove Adventist Hospital (Base Station, Cardiac Interventional, Primary Stroke)

368 Sheppard & Enoch Pratt Hospital

387 Shore Emergency Center at Queenstown (UMSRH) (Base Station)
(formerly Queenstown Emergency Center) (New ’15)

324 Sibley Memorial Hospital (JHM), Washington, D.C.

750 Sinai Head Injury Rehabilitation Hospital

210 Sinai Hospital of Baltimore (Adult Trauma, Base Station, Cardiac Interventional,
Neonatal, Perinatal, Primary Stroke)

770 Sinai Rehabilitation Hospital

772 Solomon’s Nursing Home Center

360 Southern Chester County Medical Center, PA

343 Southern Maryland Hospital (MedStar) (Base Station, Cardiac Interventional, Primary Stroke)

369 Spring Grove State Hospital

406 Springfield State Hospital

370 Springwood Psychiatric Institute, VA

521 State Post Mortem Examiner’s (Morgue)

452 Stella Maris Hospice - Dulaney Valley Road - Timonium, MD

453 Stella Maris Hospice at Mercy Medical Center - Baltimore, MD

249 Suburban Hospital (JHM) (Adult Trauma, Base Station, Cardiac Interventional, Primary Stroke)
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Code

Health Care Facility Name

371 Tawes-Bland Bryant Nursing Center

574 Taylor Hospital, WV

312 Taylor Manor Hospital

372 TB Clinic

373 Tidewater Memorial Hospital, VA

254 University Specialty Hospital (formerly Deaton Hospital & Medical Center of Christ
Lutheran Church)

374 U.S. Naval Medical Clinic, Annapolis

576 U.S. Public Health Hospital, MD

375 U.S. Soldier’s and Airmen’s Home, DC

298 Union Hospital of Cecil County (Base Station)

214 Union Memorial Hospital (MedStar) (Base Station, Cardiac Interventional, Hand/Upper Extremity, Primary Stroke)

215 UniverSity of Maryland Medical Center (Base Station, Cardiac Interventional, Neonatal, Perinatal, Primary Stroke)

575 University of Pennsylvania Hospital

551 University of Pittsburgh Medical Center Bedford Memorial, PA

224 Upper Chesapeake Medical Center (UMUCH) (Base Station, Cardiac Interventional, Primary Stroke)

407 Upper Shore Mental Health Center

246 Veteran’s Administration Hospital - Baltimore, MD

577 Veteran’s Administration Hospital - Wilmington, DE

376 Veteran’s Administration Medical Center, DC

275 Veterans Affairs Medical Center, Martinsburg, VA (formerly Martinsburg V.A.
Hospital and Newton T. Baker Hospital)

233 Virginia Hospital Center, VA

238 Walter P. Carter Center

377 Walter Reed Hospital Annex

355 Walter Reed National Military Medical Center, Bethesda, MD

282 War Memorial Hospital, Berkeley Springs, WV

552 War Memorial Hospital, Berkeley Springs, WV

328 Washington Adventist Hospital (Base Station, Cardiac Interventional)

269 Waynesboro Hospital, Waynesboro, PA

323 West Virginia University Hospital, WV

290 Western Maryland Center, MD

395 Western Maryland Regional Medical Center (Adult Trauma, Base Station,
Cardiac Interventional, Primary Stroke)

776 Western Maryland Regional Medical Center, Psychiatric Unit

402 Western Pennsylvania University Hospital, PA

283 Winchester Medical Center

578 Woodrow Wilson Rehabilitation Center, VA

579 Yale - New Haven Hospital

272 York Hospital, PA

765 York Rehabilitation Hospital, PA

888 Other Facility
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Il. GENERAL PATIENT CARE (GPC)

A. RESPONSE
Review the dispatch information and select appropriate response.

B. SCENE ARRIVAL AND SIZE-UP
1. Consider Body Substance Isolation (BSI).

2. Consider Personal Protective Equipment (PPE).
3. Evaluate the scene safety.

4. Determine the number of patients.

5. Consider the need for additional resources.

C. PATIENT APPROACH
1. Determine the Mechanism of Injury (MOI)/Nature of lliness (NOI).

2. If appropriate, begin triage and initiate Mass Casualty Incident (MCI)
procedures.

D. INITIAL ASSESSMENT

CORRECT LIFE-THREATENING PROBLEMS AS IDENTIFIED.
STABILIZE CERVICAL SPINE WHEN APPROPRIATE.

Work of

Appearance Breathing

Circulation to Skin

FOR PEDIATRIC PATIENTS, CONSIDER USING THE PEDIATRIC ASSESSMENT TRIANGLE.
1. Assess mental status

a) Alert

b) Responds to Verbal stimuli

c) Responds to Painful stimuli

d) Unresponsive

2. Airway
a) Open and establish airway using appropriate adjunct.
b) Place patient in appropriate position.
c) Suction airway as needed, including tracheostomy tubes.
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IF A PATENT AIRWAY CANNOT BE ESTABLISHED, THE PATIENT MUST BE TRANSPORTED
TO THE NEAREST APPROPRIATE HOSPITAL-BASED EMERGENCY DEPARTMENT OR
DESIGNATED FREESTANDING MEDICAL FACILITY. ONCE THE PATIENT PRESENTS TO
THE HOSPITAL OR DESIGNATED FREESTANDING MEDICAL FACILITY FOR TREATMENT
OF AN EMERGENCY CONDITION, TREATMENT AND TRANSFER DECISIONS ARE THE
RESPONSIBILITY OF THE HOSPITAL UNDER APPLICABLE LAW. THE PROVIDER SHOULD
STAND BY TO BE AVAILABLE FOR AND ASSIST WITH TRANSFER OF THE PATIENT IF THE
@ HOSPITAL DETERMINES SUCH A TRANSFER IS APPROPRIATE.
&
o>

IN INFANTS AND YOUNG CHILDREN, INSPIRATORY STRIDOR IS AN INDICATION OF UPPER
AIRWAY FOREIGN BODY OR PARTIAL AIRWAY OBSTRUCTION. REQUEST ALS RENDEZVOUS.
TRANSPORT THE PATIENT RAPIDLY AND CAUTIOUSLY AND HAVE FOREIGN BODY AIRWAY
REMOVAL EQUIPMENT READY FOR IMMEDIATE USE IN CASE THE PATIENT’S AIRWAY
BECOMES OBSTRUCTED.

3. Breathing
a) Determine if breathing is adequate. Assess oxygen saturation (SpO,) with
portable pulse oximeter (required on all transport units since 2012).
(1) If patient’s ventilations are not adequate, provide assistance with 100%
oxygen using Bag-Valve-Mask (BVM).

(i) For all ages except neonates, 1 breath every 5 seconds (8-12
breaths/min) (manually-activated positive pressure oxygen delivery
device is not recommended for this group) (NEW °15)

(i) For a neonate, 1 breath every 3 seconds (higher rates may be
required) (NEW ’15)

(2) The decision to oxygenate will be based upon the patient’s clinical condition.

(i) SpO, =94% is considered normoxia in adults and children. Supplemental
oxygen is not needed if SpO, = 94% unless the patient is in respiratory
distress, acutely dyspneic, or suffering from suspected CO poisoning.
Patients in severe respiratory distress may benefit from high flow oxygen
from a nonrebreather.

Note: Respiratory distress is present if the patient has retractions, nasal
flaring, wheezing, stridor, or difficulty speaking.

(ii) Unless in respiratory distress, avoid administration of high flow oxygen to
patients presenting with the following conditions:

(a) STEMI/Angina
(b) CVA/stroke
(c) Post arrest

(i) CO Exposure: Apply 100% oxygen via NRB mask. Maintain SpO, at

100%.

INACCURATE OR MISLEADING SpO, READINGS MAY OCCUR IN THE FOLLOWING
PATIENTS: HYPOTHERMIC, HYPOPERFUSION (SHOCK), CO POISONING, HEMOGLOBIN
ABNORMALITY, ANEMIA, AND VASOCONSTRICTION.
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Percent O2

Saturation Ranges General Patient Care
94-100% Normal Give Oxygen as necessary
91-93% Mild Hypoxia Give Oxygen as necessary
86—90% Moderate Give 100% Oxygen
Hypoxia Assisting Ventilations
if necessary
< 85% Severe Give 100% Oxygen
Hypoxia Assist Ventilations

If indicated, Intubate

False SpO 2 readings may occur in the following patients:
Hypothermic, Hypoperfusion (Shock), Carbon Monoxide Poisoning,
Hemoglobin Abnormality, Anemic, and Vasoconstriction.

(3) If available, utilize end-tidal CO, waveform monitoring in intubated pa-

tients (required on all ALS transport units for advanced airway manage-

ment by 2015).
(4) Consider carbon monoxide measurement, if available.

Adult: 20 breaths per minute
Child: 30 breaths per minute
Infant: 35 breaths per minute

Hyperventilate the head injured patient only if signs/symptoms of herniation
are present, including posturing, loss of pupillary light response, dilation of

one or both pupils, vomiting, hypertension, bradycardia, and/or irregular res-
pirations.
(1) If hyperventilating, use the following rates

(2) If hyperventilating, use EtCO, monitoring if available.

NEVER WITHHOLD OXYGEN FROM A PATIENT IN RESPIRATORY DISTRESS!

DEVICE FLOW RATE CONCENTRATION
Nasal Cannula 2—6 Ipm 24—44%

Venturi Mask Variable 24-50%

Partial Rebreather Mask 6—-10 Ipm 35-60%

Simple Face Mask 6—-10 Ipm 35-60%

Pocket Mask 12—15 Ipm 50-60%

Non-Rebreather Mask 12—15 Ipm 80-100%

Bag-Valve-Mask 12—15 Ipm 90-100%
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4. Circulation
ONCE CONFIRMED PULSELESS, HIGH-QUALITY CONTINUOUS CPR WITH FREQUENT PROVIDER
ROTATION IS AN ESSENTIAL COMPONENT IN THE SUCCESSFUL RESUSCITATION OF THE AR-
RESTED PATIENT. THIS MAY BE ACCOMPLISHED THROUGH MANUAL OR MECHANICAL MEANS AS
APPROPRIATE.

@ PERFORM CPR WHILE PREPARING FOR RHYTHM ANALYSIS AND DEFIBRILLATION.
a) Assess pulse.
- (1) Patients from birth up to those who have not reached their 12" birthday:
(a) If pulse is absent, use AED/manual defibrillator or begin CPR.
(b) If patient is symptomatic with poor perfusion (unresponsive or
responds only to painful stimuli) and pulse is less than
60 bpm:
(i) Ventilate for 30 seconds.
(ii) If after 30 seconds, the pulse is less than 60 bpm, begin CPR.
(c) If pulse greater than 60 bpm, continue assessment.
(2) Patients 12 year of age or older:
(a) If pulse is absent, use AED/manual defibrillator or begin CPR.
(b) If pulse is present, continue assessment.
b) Assess for and manage profuse bleeding.
c) Assess skin color, temperature, and capillary refill.

5. Disability
a) Perform Mini-Neurologic Assessment (Pulse/Motor/Sensory).
b) Spinal protection (NEW ’15)

(1) The provider shall determine the appropriate method for use in spinal pro-
tection of the patient. Infant or child car seats may NOT be used as a spinal
immobilization device for the pediatric patient.

(2) Patients who have a blunt trauma with a high-energy mechanism of injury
that has potential to cause spinal cord injury or vertebral instability and one
or more the following should receive spinal protection. (NEW °15)

(a) Midline spinal pain, tenderness, or deformity
(b) Signs and symptoms of new paraplegia or quadriplegia
(c) Focal neurological deficit
( ) Altered mental status or disorientation
@ (e) Distracting injury
In addition to the above indicators for adults, the below apply to children that have
not yet reached their 15" birthday
(f) High impact diving incident or high risk MVC - head on collision, rollover,
ejected from the vehicle, death in the same crash, or speed > 55 mph
(9) Substantial torso injury
(h) Conditions predisposing to spine injury
(3) If NO to all of the above, transport as appropriate.

IF PATIENT IS UNABLE TO COMMUNICATE OR APPROPRIATELY RESPOND TO THE ABOVE
QUESTIONS, APPLY SPINAL PROTECTION PROTOCOL. (NEW ’15)

6. Exposure
To assess patient’s injuries, remove clothing as necessary, considering condition
and environment.
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B. ALTERED MENTAL STATUS: SEIZURES
1. Initiate General Patient Care.

2. Presentation
Seizures are a neuromuscular response to an underlying cause such as: epi-
lepsy, hypoxia, hypoglycemia, hypoperfusion, head injury, CVA, alcohol or drug
abuse. Consider recent history of possible illness, infection, fever, or stiff neck.

DO NOT ATTEMPT TO FORCE ANY DEVICE INTO THE PATIENT’S MOUTH IF THE PATIENT
IS STILL SEIZING.

3. Treatment

a) If the patient is still seizing:

(1) DO NOT RESTRAIN.
(2) Protect patient from further injury.

(3) Consider cause of seizure activity.
b) When seizure activity has stopped
(1) Identify and treat injuries.
(2) If patient is a known diabetic, glucose paste (10—15 grams) should be

administered between the gum and cheek. Consider single additional
dose of glucose paste if not improved after 10 minutes.

@ c) Use glucometer and treat accordingly.

Consider midazolam (Paramedic may perform without consult for pa-
tients with active seizures).

If patient has no IV or 10 in place, administer midazolam 5 mg IN or IM.
(NEW °15)

0.1 mg/kg in 2 mg increments slow IV push over one to two minutes per
increment with maximum single dose 5 mg.

REDUCE BY 50% FOR PATIENTS 69 YEARS OR OLDER.

If IV unavailable, 5 mg IM may be administered.

Additional doses up to a maximum total dose 10 mg require medical con-
sultation for all providers.

If patient seizures are refractory to treatment, consider IO administration
of midazolam.

If midazolam is not available, consider diazepam (Paramedic may per-
form without consult for patients with active seizures).

2.5 mg increments slow IVP/IM (IM requires all providers to obtain
medical consultation).
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ALTERED MENTAL STATUS: SEIZURES (Continued)

Maximum total dose 10 mg

If patient is in status, consider IO administration of diazepam.

If suspected severe nerve agent exposure, providers may administer
midazolam 5 mg IM or diazepam (CANA) without medical consultation.

Establish IV access with LR.

If patient is pregnant, actively seizing, consider magnesium sulfate
4 gm IV/IO over 10 minutes. (NEW ’15)

If seizures persist, consult for second dose of magnesium sulfate.
(NEW ’15)

IF PATIENT IS PREGNANT, USE MIDAZOLAM FOLLOWED BY MAGNESIUM SULFATE.
MEDICAL CONSULTATION REQUIRED FOR PREGNANT PATIENTS WHO MAY REQUIRE

LARGER DOSES OF MIDAZOLAM TO CONTROL SEIZURES. (NEW ’15)

IF, FOLLOWING ADMINISTRATION OF MAGNESIUM SULFATE, PATIENT EXHIBITS SIGNS
OF TOXICITY, CONSIDER ADMINISTRATION OF CALCIUM CHLORIDE. CONSIDER

CALCIUM CHLORIDE 500 MG IVP FOR RESPIRATORY DEPRESSION, DECREASED
REFLEXES, FLACCID PARALYSIS, AND APNEA FOLLOWING MAGNESIUM SULFATE
ADMINISTRATION. MEDICAL CONSULTATION REQUIRED. (NEW ’15)

‘“)

If the patient is still seizing:

(1) DO NOT RESTRAIN.

(2) Protect from further injury.

(3) Consider underlying cause of seizure.

When seizure activity has stopped:

(1) Identify and treat any injuries.

(2) If patient is a known diabetic, glucose paste (10—15 grams) should be

administered between the gum and cheek. Consider single additional
dose of glucose paste if not improved after 10 minutes.

Use glucometer and treat accordingly.

The paramedic may assist patients with the administration of their prescribed
benzodiazepine.

38 & 2015



ALTERED MENTAL STATUS: SEIZURES (Continued)

Consider midazolam for seizures lasting greater than 10 minutes
(Paramedic may perform without consult for patients with active
seizures).

If patient has no IV or 10 in place:

Administer midazolam 0.1 mg/kg IN or IM. Maximum total dose 5 mg.
(NEW ’15)

If IV or IO is already in place:
Administer midazolam 0.1 mg/kg in 2 mg increments slow IV push over
one to two minutes. Maximum total dose 5 mg.

m) Establish IV/IO access with LR.

n) Administer fluid bolus, if appropriate
20 mL/kg of LR IV/10.

@ FOR A CHILD ACTIVELY SEIZING, ADMINISTER MIDAZOLAM IN/IM AND RESERVE 10 FOR
LIFE-THREATENING ILLNESS. (NEW ’15)

0) Additional doses up to a maximum total dose 5 mg require medical consulta-
tion for all providers.

N If patient’s seizures are refractory to treatment, consider IO administra-

tion of midazolam. (NEW ’15)

If midazolam is not available, consider diazepam for seizures lasting

greater than 10 minutes (Paramedic may perform without consult for

patients with active seizures).

Up to 0.2 mg/kg rectal

Maximum total dose 10 mg

OR

0.1 mg/kg in 2.5 mg increments SLOW IVP/IO/IM (IM requires all

providers to obtain medical consultation).

Maximum total dose 5 mg

If suspected severe nerve agent exposure, providers may administer

midazolam as above or diazepam (CANA) without medical consultation.

4. Continue General Patient Care.
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BEHAVIORAL EMERGENCIES (Continued)

d) Establish IV access with LR, if appropriate.
e) Consider Chemical Restraint.

4. Continue General Patient Care.
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F. CARDIAC EMERGENCIES: CARDIAC GUIDELINES

1. The following algorithmic and standard formatted sections pertain to cardiac
emergencies. Several guidelines apply to all algorithms when

assessing and treating cardiac patients. These guidelines are:

a) When the patient’s condition changes, indicating the transition to a new
treatment algorithm, the new treatment shall take into account prior
therapy (e.g., previously administered medications).

b) As BLS/ALS guidelines indicate, definitive airway control is preferable;
if this can be achieved, along with other initial interventions, then the
earlier the better. However, defibrillation is more important initially if the
patient can be ventilated without intubation.

c) Cardiac Arrest:

Immediately start CPR and apply AED or manual defibrillator as soon as
possible; shock if indicated.

The goal is to defibrillate as soon after stopping CPR as possible

(ideally for manual defibrillator, in less than 5 seconds).

After single shock, immediately restart CPR (do not perform pulse or EKG
rhythm check) for 2 minutes, then assess for pulse and rhythm and apply
single shock if indicated. Repeat this sequence of single shocks and 2
minutes of CPR.

SOME AEDs MAY NOT CURRENTLY DELIVER THE REFERENCED JOULE SETTING NOR

ALLOW FOR SINGLE SHOCK DELIVERY. THE AED INDUSTRY WILL BE IMPLEMENTING
THESE CHANGES OVER TIME, WHICH WILL BE A MULTI-YEAR PROCESS. WHEN IN
DOUBT FOLLOW THE AED PROMPT.

d) If unable to initiate an IV or perform endotracheal intubation within 5 min-
utes, continue with appropriate care and transport the patient as soon as
possible to the appropriate hospital. Further attempts to initiate IV therapy
or endotracheal intubation should be accomplished while en route to the
receiving hospital.

e) Only in a pediatric or neonatal arrest situation, naloxone, atropine, epi-
nephrine, and lidocaine can be administered via the ET route. Medica-
tions administered for pediatric patients via the endotracheal tube route
shall be 2-2.5 times the 1V dose for naloxone, atropine, and lidocaine and
ten times the 1V dose for epinephrine (1:1,000). All ET medications shall
be diluted in 5 mL of Lactated Ringer’s for pediatric patients.
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UNIVERSAL ALGORITHM FOR ADULT
EMERGENCY CARDIAC CARE FOR BLS

Unresponsive
Not Breathing

> Pulse?
I
[ |
YES NO
1 |
Support Begin CPR
Ventilation Attach AED
ASAP
I
ALS & Analyze <
Transport Shockable rhythm?
| |
YES NO
1 1
Defibrillate 1 time
Resume CPR
Resume CPR X
Immediately Immediately

for 2 minutes

for 2 minutes
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@3.

UNIVERSAL ALGORITHM FOR ADULT
EMERGENCY CARDIAC CARE FOR ALS

Not Responsive:
Call for Defibrillator
Assess Breathing

I Assess Responsiveness |

Responsive:
Observe
Treat as Indicated

Breathing
NO | I YES
Assess Circulation If uncon§cious and no trggma, place
in Recovery Position
| [ 1 |
| Pulse |
NO | | YES
| Begin CPR |
Oxygen as needed (NEW ’15)
VENTILATE as needed
. IV with LR
| VF/VT Present on Monitor | Cardiac Monitor
Vital Signs
NO | | YES History & Physical
Intubate Detailed Assessment
Confirm Tube Placement GO TO
Confirm Ventilations
VT/VF Suspected Cause I—
Determine Rhythm & ALGORITHM
Possible Cause Pulmonary Edema/CHF -
See Protocol
Electrical Activity ?
Chest Pain |
YES See Protocol
NO
GO TO ASYSTOLE GO TO PEA Dysrhythmia —
ALGORITHM ALGORITHM
I
GO TO GO TO
BRADYCARDIA TACHYCARDIA
ALGORITHM ALGORITHM
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UNIVERSAL ALGORITHM FOR PEDIATRIC (LESS THAN 12 YEARS OF AGE)
EMERGENCY CARDIAC CARE FOR BLS
(If newborn, refer to Newly Born Protocol)

Unresponsive
Not Breathing

Y

Pulse?

[
YES
1

Support
Ventilation

ALS &
Transport

NO
I

Begin CPR
Attach AED with
Pediatric capability

Analyze
Shockable rhythm?

A

[
YES
I

Defibrillate 1 time
Resume CPR

Immediately
for 2 minutes

NO
|

47

Resume CPR
Immediately
for 2 minutes
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5. UNIVERSAL ALGORITHM FOR PEDIATRIC (LESS THAN 12 YEARS OF AGE)
EMERGENCY CARDIAC CARE FOR ALS
(If newborn, refer to Newly Born Protocol)

0,

I Assess Responsiveness I

Not Responsive:
Call for Defibrillator Observe

Assess Breathing Treat as Indicated

Responsive:

Breathing
I
NO | | YES
If unconscious with adequate
Assess Circulation respiratory rate and effort and no
trauma, place in recovery position
| [ | |
| Pulse |
I
NO | YES
Oxygen as needed (NEW ’15)
Begin CPR VENTILATE as needed
Attach AED with pediatric capability Cardiac monitor
100 compressions/minute Vital signs
IV with LR
100% oxygen History & Physical
Detailed Assessment
GO TO PEDIATRIC CARDIAC Suspected Cause I_
ARREST ALGORITHM
| Altered Mental Status: See Protocol l—
Respiratory Distress
Allergic Reaction/Anaphylaxis: See
Protocol .
Asthma/COPD: See Protocol
Pulmonary Edema/CHF: See Protocol
Dysrhythmia }—
I | I
Too Slow Too Fast
I I
GO TO PEDIATRIC GO TO PEDIATRIC
BRADYCARDIA TACHYCARDIA
ALGORITHM ALGORITHM
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CARDIAC EMERGENCIES: TACHYCARDIA (Continued)

o) If patient is hemodynamically unstable with a ventricular rate greater than
220 for an infant or 180 for a child, prepare for immediate cardioversion.

p) If patient is hemodynamically stable, identify rhythm and proceed to
appropriate algorithm.

4. Continue General Patient Care.
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@ -

ADULT TACHYCARDIA ALGORITHM

GENERAL
PATIENT CARE

|—| Unstable with serious signs and symptoms and ventricular rate greater than 150 bpm? (a) |—|

YES

Ventricular Tachycardia

Lidocaine
1-1.5 mg/kg IVP

Lidocaine
0.5-0.75 mg/kg IVP
Maximum 3 mg/kg

NO
| PREPARE FOR IMMEDIATE CARDIOVERSION (b)
Atrial Fibrillation | Medical | Diltiazem
o Consultation 10-20 mg over
Atrial Flutter 2 min. (c)
I I
SVT Wide complex '_tachycardia
of uncertain type
| Valsalva Maneuvers | | Lidocaine 1-1.5 mg/kg IVP
| Medical Consultation | Lidocaine 0.5-0.75 mg/kg IVP
| Maximum 3 mg/kg |
Adenosine (d) l
6 mg Rapid IVP Medical Consultation
| I
Adenosine (d) Adenosine (d)
12 mg Rapid IVP 6 mg Rapid IVP
Repeat X 1 in 1-2 Min. |
| Adenosine 12 mg Rapid IVP (d)
| Complex Width? Repeat X 1 in 1-2 Min.
BP?
Lidocaine
Normal or 1-1.5 mg/kg IVP
Elevated Low or
I Unstable

| Monitor & Transport |

I SYNCHRONIZED CARDIOVERSION (b)

(a) - Unstable condition must be related to the tachycardia. Signs and symptoms may include chest
pain, shortness of breath, decreased level of consciousness, hypotension, hypoperfusion,
pulmonary congestion, CHF, and/or AMI.

(b) - Consider sedation (midazolam with medical consultation). However, overall patient status, including
BP, may affect ability to administer sedative.

(c) - Consider calcium chloride 500 mg IVP for hypotension induced by diltiazem. Medical consultation
required. If rate does not slow in 15 minutes, administer a second dose of diltiazem (15-25 mg
over 2 minutes). Medical consultation required. (New ’15)

(d) - Be prepared for up to 40 seconds of asystole. (Paramedic may administer without consult.)
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@ 6. PULSELESS ELECTRICAL ACTIVITY
(PEA) ALGORITHM

Includes:
- EMD - Idioventricular Rhythms
- Pseudo EMD - Ventricular Escape Rhythms
- Brady-asystolic Rhythms - Post-defibrillation Idioventricular Rhythms

| Continue CPR |

| Intubate |

| IV with LR |

Consider Possible
Causes

Epinephrine 1 mg IVP. Repeat every 3-5 minutes.

Consider possible causes of PEA.

(Parenthesis) = Possible Therapies and Treatments
Hypovolemia (Volume Infusion) (c)
Cardiac Tamponade (Volume Infusion) (c)
Tension Pneumothorax (Needle Decompression Thorocostomy—NDT)
Massive Pulmonary Embolism

Massive AMI

Drug Overdose (a,b)

Hypoxia (Ventilation)
Hypothermia (Warming)

Acidosis (a)

Hyperkalemia (a,b)

(a) - Sodium bicarbonate 1 mEqg/kg, with medical consultation. See sodium bicarbonate.
(b) - Calcium chloride, 0.5—-1 gram IVP, with medical consultation. See calcium chloride.

(c) - Volume infusion is 20 mL/kg.
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@ 7. VENTRICULAR FIBRILLATION
PULSELESS VENTRICULAR TACHYCARDIA

Perform CPR until defibrillator is attached
VF/VT present on monitor

Defibrillate 1 time
Resume CPR Immediately
for 2 minutes

| Confirm Rhythm |

Persistent or Return of PEA Asystole
Recurrent Spontaneous GO TO PEA GO TO ASYSTOLE
VFINT Circulation ALGORITHM ALGORITHM

Defibrillate 1 time
Resume CPR Immediately
for 2 minutes

Assess Vital Signs |

Intubate | |
I
IV with LR | | SuppoTAnway |
I
Epinephrine | Support Breathing |

1 mg IVP |
Repeat every 3-5 minutes

I | IV with LR

Defibrillate 1 time l
Resume CPR Immediately
for 2 minutes

If lidocaine has not previously been
given and is not contraindicated,

[ give lidocaine 1.5 mg/kg IVP

Lidocaine |

1. /kg IVP
Repgartni% 39_5 min. Provide medications appropriate for

Max. 3 mg/kg (a) (b) BP, heart rate, and rhythm as per

appropriate protocol
I

Defibrillate 1 time
Resume CPR Immediately
for 2 minutes

(a) - Sodium bicarbonate 1 mEqg/kg, if medical consult directed. See sodium bicarbonate.
(b) - If Torsades dePointes is present, give magnesium sulfate 1-2 grams IV/IO over 2 minutes before
lidocaine, with medical consult. (NEW ’15)
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TERMINATION OF RESUSCITATION (NEW ’15)

Termination Of Resuscitation Algorithm

Cardiac Arrest
Unresponsive, Pulseless, Apneic, &
No signs of life

Trauma

Initiate appropriate field EMS treatment that includes a
minimum of 15 minutes of minimally-interrupted CPR

Return Of Spontaneous Circulation (ROSC)

F— ves

\
NO

—

o Not Witnessed by an
EMS provider

o No Shockable rhythm by
AED or Asystole/PEA on
Manual Cardiac Monitor

Witnessed by an
EMS provider
Presence of
Shockable rhythm

Termination of
Resuscitation
without consult

Exclusions to this Protocol

Termination of
Resuscitation
REQUIRES consult

* Arrest secondary to hypothermia or submersion

* Patient is pregnant

* Patient has not reached their 18t birthday

If any doubt exists, initiate resuscitation and transport

o Maintain oxygen saturation = 94
o Consider advanced airway &

capnography
o Do not hyperventilate

(e}
o
o

Treat hypotension (SBP < 100 mmHg)
Consider treatable causes
12-Lead ECG

Transport to a Cardiac
Interventional Center

Transport to a
Trauma Center

‘ &ystole
Initiate appropriate field EMS treatment that includes a
minimum of 15 minutes of minimally-interrupted CPR
’ Penetrating ‘ ’ Blunt ‘
> 15 minutes < 15 minutes
from Trauma from Trauma
Center Center
Transport
ASAP
IF ROSC
Return Of
YES Spontaneous
Circulation (ROSC)
I
NO
|
[
Rhythm other
than Asystole

|

Neuroprotective
Induced Hypothermia

Consider

Initiate Pronouncement of Death in the Field Protocol when termination occurs

56-2A

Termination of

Resuscitation

REQUIRES consult

Termination of
Resuscitation
without consult
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. CARDIAC EMERGENCIES: CHEST PAINJACUTE CORONARY SYNDROME

1. Initiate General Patient Care.

2. Presentation

Chest discomfort that may radiate to the arm, shoulders, jaw, or back.
Generally described as a crushing pain or toothache. May be accompanied
by shortness of breath, sweating, nausea, or vomiting.

ACUTE CORONARY SYNDROME (ACS) IS DEFINED AS PATIENTS PRESENTING WITH
ANGINA OR ANGINAL EQUIVALENTS SUCH AS SHORTNESS OF BREATH; CHEST,
EPIGASTRIC, ARM, OR JAW PAIN OR DISCOMFORT; DIAPHORESIS; AND/OR NAUSEA.
(NEW *15)

3. Treatment

& o

Place patient in position of comfort.

Assist patient with administration of patient’s own prescribed nitroglycerin.
May be repeated in 3—5 minutes if chest pain persists, blood pressure is
greater than 90 mmHg, and pulse is greater than 60 bpm. Maximum three
doses total (patient and EMT assisted).

Assess and treat for shock if indicated.
Constantly monitor airway and reassess vital signs every 5 minutes.

Consider aspirin 324 mg or 325 mg chewed, if acute myocardial infarction is
suspected.

NITROGLYCERIN IS CONTRAINDICATED FOR ANY PATIENT HAVING TAKEN MEDICATION
FOR PULMONARY ARTERY HYPERTENSION (E.G., ADCIRCA™ OR REVATIO™) OR

ERECTILE DYSFUNCTION (E.G., VIAGRA™, LEVITRA™, OR CIALIS™) WITHIN THE PAST 48

HOURS. MEDICAL CONSULTATION IS REQUIRED TO OVERRIDE THIS CONTRAINDICATION.

IF THE PATIENT’S BLOOD PRESSURE DROPS MORE THAN 20 mmHg AFTER
ADMINISTRATION OF NITROGLYCERIN, OBTAIN MEDICAL CONSULTATION BEFORE
FURTHER ADMINISTRATION.

Additional doses of nitroglycerin require medical consultation.

g) Establish IV access with LR.

h) Shall perform a 12-lead EKG for patients with ACS.

(If trained, providers may perform a 15-lead EKG.)

If patient has a prescription or previous history of nitroglycerin use, administer
nitroglycerin: 0.4 mg SL. May be repeated if symptoms persist, and BP is
greater than 90 mmHg and pulse is greater than 60 bpm, to a maximum dose

of 1.2 mg.
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CARDIAC EMERGENCIES: CHEST PAINV/ACUTE CORONARY SYNDROME
(Continued)

j) If patient does not have a prescription or previous history of nitroglycerin use,
an IV must be established prior to administration; then administer nitroglyc-

erin as above.

k) If IV cannot be established, nitroglycerin may be administered with
medical consultation.

[) Identify rhythm and treat according to appropriate algorithm.

m) Administer additional doses of nitroglycerin.

n) Administer opioid per Pain Management protocol.

CONSULT A PEDIATRIC BASE STATION FOR CHILDREN (WHO HAVE NOT REACHED
THEIR 18™ BIRTHDAY) WITH CHEST PAIN WITH ASSOCIATED DYSRHYTHMIAS,
CARDIAC DISEASE, OR BLUNT CHEST TRAUMA.

4. Continue General Patient Care.
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M. CARDIAC EMERGENCIES: ST ELEVATION MYOCARDIAL INFARCTION

(STEMI)
1. Initiate General Patient Care.

2. Presentation

ACUTE CORONARY SYNDROME (ACS) IS DEFINED AS PATIENTS PRESENTING WITH
ANGINA OR ANGINAL EQUIVALENTS SUCH AS SHORTNESS OF BREATH; CHEST,
EPIGASTRIC, ARM, OR JAW PAIN OR DISCOMFORT; DIAPHORESIS; AND/OR NAUSEA.
(NEW ’15)

Inclusion Criteria:

Patient presents with Acute Coronary Syndrome (ACS) symptoms and has one

of the following in a diagnostic quality EKG:

a) Greater than 1 mm of ST elevation in two or more contiguous limb leads

b) Greater than 1.5 mm of ST elevation in two or more precordial leads (in
women)

c) Greater than 2 mm of ST elevation in two or more precordial leads (in men)

d) Anterior, Inferior, or Lateral MI: ST elevation greater than 1 mm in two or
more contiguous leads and
QRS complex is narrower than 0.12 seconds; (if wider than 0.12, you are
unable to diagnose as STEMI)

OR

e) Posterior MI: ST depression greater than 1 mm in V1 and V2 with an R/S
ratio of greater than or equal to one and
QRS complex is narrower than 0.12 seconds; (if wider than 0.12, you are
unable to diagnose as STEMI)

IF PATIENT MEETS ABOVE STEMI CRITERIA, THIS PATIENT IS A PRIORITY 1 PATIENT
AND REQUIRES NOTIFICATION OF THE NEAREST DESIGNATED CARDIAC
INTERVENTIONAL CENTER AS SOON AS POSSIBLE TO ALLOW FOR HOSPITAL
PREPARATION. DURING THE CONSULTATION WITH THE RECEIVING FACILITY, THE
PROVIDER SHALL USE THE VERBIAGE, “STEMI ALERT” AS THE UNIVERSAL METHOD OF
NOTIFYING THE FACILITY THAT THE PATIENT MEETS THE STEMI INCLUSION CRITERIA.
(NEW "15)

DETECTION OF RIGHT VENTRICULAR AND POSTERIOR WALL INFARCTION IS IMPORTANT,
AS APPROXIMATELY 40% OF PATIENTS WITH INFERIOR WALL INFARCTIONS HAVE RIGHT
VENTRICULAR AND/OR POSTERIOR WALL INVOLVEMENT, WHICH PREDISPOSES THEM TO
MORE COMPLICATIONS AND INCREASED MORTALITY.
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CARDIAC EMERGENCIES: ST ELEVATION MYOCARDIAL
INFARCTION (STEMI) (Continued)

Consider the following presentations as indicative of increased cardiovascular
risk and request guidance from the closest appropriate EMS Base Station or
Cardiac Interventional Facility.

a) Left bundle branch block (LBBB): LBBB is rare in the setting of acute
myocardial infarction and often indicates underlying cardiovascular disease.
LBBB is more likely to signal a myocardial infarction if the one of the following
conditions are met:

1) Patient presents in cardiogenic shock

2) EKG shows excessive ST segment elevation > 5 mm

3) EKG shows ST segment deviation (elevation or depression) in the same
direction as the QRS complex. This concept is known as inappropriate
concordance.

b) Wellens’ Wave: Biphasic T waves or deeply inverted T waves in precordial
leads. (V2-V3, +/-V4)

c) ST segment elevation in Lead aVR: Multilead ST segment depression with
coexisting ST segment elevation in lead aVR.

d) Hyperacute T waves: Peaked, broad based T waves

(NEW ’15)
3. Treatment

a) Follow Chest Pain Protocol for nitrate, aspirin, and pain management.

b) If patient meets above STEMI criteria, this patient is a priority 1 patient and
requires a medical consult.

c) If a patient meets one of the above condition sets for STEMI inclusion criteria,
the patient shall be transported to the closest Cardiac Interventional Center by
air or ground as long as the delivery time is not more than 45 minutes greater
than transport to the nearest ED.

(1) When indicated and based on the EMS provider’s report, the Base Sta-
tion physician at the receiving Cardiac Interventional Center will activate
its Cardiac Interventional Team.

(2) The receiving ED physician will determine if the patient can bypass the
ED and go directly to the cardiac catheterization lab to meet the cardiac
interventional team.

(3) If the patient cannot be delivered to a Cardiac Interventional Center within
the allotted time, complete the Fibrinolytic Therapy Checklist for STEMI.
(a) If the patient meets all of the criteria for fibrinolytic therapy, transport

to the nearest ED.

@g (b) If the patient does not meet all of the criteria for fibrinolytic therapy,
consult with the nearest Cardiac Interventional Center and the nearest
ED to determine the most appropriate receiving facility.
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HYPERBARIC THERAPY PROTOCOL (Continued)

0,

c) Establish IV access with LR.

(1) If hypoperfusion exists, initiate IV LR fluid therapy 20 mL/kg bolus in

unburned area, if possible.
Titrate to a systolic pressure of 100 mmHg.

Obtain medical consultation to initiate an 1V in an area of burn,
if unable to obtain an IV in unburned area.

Consider additional fluid administration.
(Max 2,000 mL without medical consultation)

d) Establish IV/IO access with LR.

(1) If age-related vital signs and patient’s condition indicates hypoperfusion,
administer initial fluid bolus of 20 mL/kg LR IV/IO in unburned area, if pos-
sible. If patient’s condition does not improve, administer the second bolus

of fluid at 20 mL/kg LR IV/IO.

Obtain medical consultation to initiate an 1V in an area of burn,
if unable to obtain an IV in unburned area.

6. Transportation
a) Priority 1 Patients (immediate threat to life)
(1) Consider air transportation if the patient will ARRIVE at the
appropriate receiving facility more quickly than could be
accomplished by ground transportation.

(2) The provider should consider all of the following:
(a) Time for helicopter response
(b) Patient turnover (loading time)
(c) Flight time to appropriate facility
(d) Weather conditions

b) Priority 2 Patients (no immediate threat to life)
Consider air transport if drive time is greater than 30 minutes.

7. Continue General Patient Care.
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X1. NAUSEA AND VOMITING

1.

2.

Initiate General Patient Care.

Presentation

Patients presenting with nausea and/or vomiting due to underlying injury,
medical condition, active motion sickness, or medication side effect/complica-
tion.

Under certain injury or medical conditions, vomiting or intense nausea can
complicate the existing injury or medical condition. Preventative administra-
tion of an anti-nausea/anti-emetic should be considered and approved with
medical consultation (e.g., penetrating eye injury, high risk for aspiration, side
effects of opioid administration).

. Treatment

a) Place patient either in position of comfort or in left lateral position if not
prevented by spinal protection or packaging. (NEW "15)

b) Perform acupressure on P6 point either digitally or with commercial wrist
band.

c) Establish IV access with LR, if appropriate.
d) Administer fluid bolus, if appropriate.
20 mL/kg of LR IV
Titrate to a systolic pressure of 100 mmHg.
e) Administer ondansetron.
Adult: 4 mg slow IV over 2-5 minutes or 4 mg IM;

May repeat once with medical consultation.
Preventative administration of an anti-nausea/anti-emetic

f) Establish IV access with LR, if appropriate.
g) If age-related vital signs and patient’s condition indicate
hypoperfusion, administer initial fluid bolus of 20 mL/kg LR IV/IO.

Administer ondansetron:

For patients who weigh less than 40 kg: 0.1 mg/kg slow IV over 2-5
minutes

For patients who weigh 40 kg or greater: 4 mg slow IV over 2-5
minutes

OR

If no IV: 0.1 mg/kg IM (with max single dose of 4 mg);

May repeat once with medical consultation.

Preventative administration of an anti-nausea/anti-emetic

4. Continue General Patient Care.
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FF. OVERDOSE/POISONING: INJECTION

1. Initiate General Patient Care.

2. Presentation

Patient may exhibit any of the following: local pain, puncture wounds,
reddening skin, local edema, numbness, tingling, nausea, vomiting,
diarrhea, altered mental status, seizures, muscle twitching, hypoperfusion,
metallic or rubbery taste.

3. Treatment

)
.

c)

Identify markings (insects, bites, needlestick, etc.).

Do not apply distal and/or proximal constricting bands for a poisonous
shakebite to an extremity. Do remove any jewelry on the affected extremity.
Assist patient experiencing moderate to severe allergic reaction symp-
toms or mild symptoms with a history of life-threatening allergic reaction
with the patient’s prescribed or EMS service’s Epinephrine (1:1000) 0.3
mg in 0.3 mL IM or patient’s prescribed fast-acting bronchodilator.

(NEW "15)

IF THE SNAKE IS DEAD, AND IF IT IS PRACTICAL, DELIVER IT WITH ITS HEAD INTACT.
DEAD SNAKES STILL BITE!

d)
e)

)

Immobilize extremity.
Apply cool packs for relief of pain only.

If patient has respiratory depression with decreased LOC, constrict-
ed pupils, and provider strongly suspects an opioid/narcotic over-
dose,

Administer naloxone.

2 mg intranasal atomizer (Divide administration of the dose equally be-
tween the nostrils to a maximum of 1 mL per nostril.)

Consider additional doses of naloxone.

9)

h)

Establish IV access with LR; administer 20 mL/kg bolus in uninjured
extremity.

Titrate to a systolic pressure of 100 mmHg.

If patient has respiratory depression with decreased LOC, constricted
pupils, and provider strongly suspects an opioid/narcotic overdose,
Administer naloxone.

0.4—-2 mg SLOW IVP/IO/IM/Intranasal (If delivery device is available - divide
administration of the dose equally between the nostrils to a maximum of

1 mL per nostril.)

Titrate to adequate respiratory effort.
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OVERDOSE/POISONING: INJECTION (Continued)

If organophosphate poisoning, consider atropine.
2—4 mg IVP or IM every 5-10 minutes.

[) Identify markings (insects, bites, needlestick, etc.).

-
m) Do not apply distal and/or proximal constricting bands for a poisonous

snakebite to an extremity. Do remove any jewelry on the affected extremity.

n) Assist patient experiencing moderate to severe allergic reaction symptoms
or mild symptoms with a history of life-threatening allergic reaction with the
patient’s prescribed or EMS service’s Epinephrine (1:1,000) 0.15 mg in 0.15
mL IM or patient’s prescribed fast-acting bronchodilator. (NEW ’15)

o) If patient has respiratory depression with decreased LOC, constricted pupils,
and provider strongly suspects an opioid/narcotic overdose,
Administer naloxone.

28 days to 8 years: Administer naloxone 0.8—1 mg intranasal atomizer (Divide
administration of the dose equally between the nostrils to a maximum of 1 mL
per nostril.)

8 years to adult: Administer naloxone 2 mg intranasal atomizer (Divide
administration of the dose equally between the nostrils to a maximum of 1 mL
per nostril.)

Consider additional doses of naloxone.

@ p) Establish IV access with LR; administer 20 mL/kg bolus in uninjured extremity.
Titrate to a systolic pressure of 100 mmHg.

q) If patient has respiratory depression with decreased LOC, constricted
pupils, and provider strongly suspects an opioid/narcotic overdose,
Administer naloxone.

0.1 mg/kg slow IVP/IO/IN (Divide administration of the IN dose equally be-
tween nostrils to a maximum of 1 mL per nostril.)

Maximum single dose 2 mg

ET dose 0.2-0.25 mg/kg

2\ If organophosphate poisoning, consider atropine.
0.02 mg/kg IV/IO or IM every 5-10 minutes

Consider antidote to specific agent if available.

Consider antibiotic specific to agent in mass casualty incident, if
available.

4. Continue General Patient Care.
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HH.

RESPIRATORY DISTRESS: ALLERGIC REACTION/ANAPHYLAXIS

1.

2.

Initiate General Patient Care.

Presentation

a) An allergic reaction is an exaggerated response of the body’s immune
system to any substance.

b) Allergic reactions may range from mild to severe life-threatening anaphy-
lactic reactions.

(1) MILD: Local swelling and itching at the site
(2) MODERATE: Hives and mild wheezing

(3) SEVERE: Diffuse wheezing, pharyngeal swelling, dyspnea, hypoper-
fusion, abnormal skin color, stridor, and/or loss of peripheral pulses

Treatment

a) Assist patient experiencing moderate to severe symptoms or mild symp-
toms with a history of life-threatening allergic reaction with the patient’s
prescribed or EMS service’s epinephrine (1:1,000) 0.3 mg in 0.3 mL IM or
patient’s prescribed fast-acting bronchodilator. (NEW ’15)

b) Albuterol inhaler (2 puffs) may be repeated once within 30 minutes.

Consider additional doses of epinephrine (1:1,000) 0.3 mg in 0.3 mL
IM or prescribed fast-acting bronchodilator. (NEW °15)

d) Moderate to Severe Distress
(1) Administer epinephrine 1:1,000.
0.01 mg/kg IM
Maximum single dose 0.5 mg
May repeat every 5 minutes for total of 3 doses for severe reactions.
Additional doses of epinephrine require medical consultation.

(2) Establish IV access with LR; administer 20 mL/kg bolus.
Titrate to a systolic pressure of 100 mmHg.

(3) Administer diphenhydramine.
50 mg slow IVP or IM
Additional doses of diphenhydramine require medical consultation.

(4) Patients with moderate to severe respiratory distress may require high
flow oxygen via non-rebreather mask, CPAP, or BVM while receiving
medication via nebulizer.

(5) Administer a combination of albuterol/Atrovent via nebulizer.
Albuterol 2.5 mg and Atrovent 500 mcg

(6) If further treatments are indicated, an additional albuterol-only
nebulizer may be given.
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RESPIRATORY DISTRESS: ALLERGIC REACTION/ANAPHYLAXIS
(Continued)

For anaphylactic shock only (hypotension or severe
airway/respiratory distress), consider epinephrine 1:10,000
(concentration is 0.1 mg per mL) with medical consultation.
0.01 mg/kg slow IVP (give 1 mL increments)

Maximum dose 1 mg

Mild Allergic Reaction

(1) Consider diphenhydramine.
25 mg slow IVP or IM
OR
Consider epinephrine 1:1,000.
0.01 mg/kg IM
Maximum single dose 0.5 mg

(2) Consider additional fluid administration.
Maximum dose 2,000 mL without medical consultation

g) Assist patient experiencing moderate to severe symptoms or mild symptoms

with a history of life-threatening allergic reaction with the patient’s prescribed
or EMS service’s epinephrine (1:1,000) 0.15 mg in 0.15 mL IM or patient’s

prescribed fast-acting bronchodilator. (NEW *15)

h) Albuterol inhaler (2 puffs) may be repeated once within 30 minutes.

) Consider additional doses of epinephrine (1:1,000) 0.15 mg in 0.15 mL IM
L/ or fast-acting bronchodilator. (NEW ’15)

j) Moderate to Severe Distress
(1) Administer epinephrine 1:1,000.
0.01 mg/kg IM
Maximum single dose 0.5 mg
May repeat every 5 minutes for total of 3 doses for severe
reactions.
Additional doses of epinephrine require medical consultation.

(2) Establish IV/IO access with LR.
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RESPIRATORY DISTRESS: ALLERGIC REACTION/ANAPHYLAXIS
(Continued)

(3) If age-related vital signs and patient’s condition indicate hypoperfusion,
administer initial fluid bolus of 20 mL/kg LR IV/IO.
If patient’s condition does not improve, administer the second bolus of
fluid at 20 mL/kg LR IV/IO.

(4) Administer diphenhydramine.
1 mg/kg slow IVP/IO or IM
Maximum single dose 50 mg
Additional doses of diphenhydramine require medical consultation.

(5) Patients with moderate to severe respiratory distress may require high
flow oxygen via non-rebreather mask, CPAP, or BVM while receiving
medication via nebulizer.

(6) Administer a combination of albuterol/Atrovent via nebulizer:
* For an infant less than 1 year of age, administer albuterol
1.25 mg via nebulizer; Atrovent is contraindicated.
* For a child 1 year of age or greater, but less than 2 years of age,
administer albuterol 1.25 mg and Atrovent 250 mcg.
* For a patient 2 years of age or greater, administer albuterol 2.5 mg
and Atrovent 500 mcg.

(7) If further treatments are indicated, an additional albuterol-only nebulizer
may be given.

For anaphylactic shock only (hypotension or severe
airway/respiratory distress), consider epinephrine 1:10,000
(concentration is 0.1 mg per mL) with medical consultation.
0.01 mg/kg slow IVP/IO (give 1 mL increments)

Maximum dose 1 mg

Mild Allergic Reaction

Consider diphenhydramine.

1 mg/kg slow IVP or IM
Maximum single dose 25 mg
OR

Consider epinephrine 1:1,000.
0.01 mg/kg IM

Maximum single dose 0.5 mg

4. Continue General Patient Care.
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Il. RESPIRATORY DISTRESS: ASTHMA/COPD

1. Initiate General Patient Care.

2. Presentation
Patient may exhibit any of the following: wheezing and/or crackles, abnormal
respiratory rate, rapid heart rate, stridor, grunting, cyanosis, mottled skin,
altered mental status, nasal flaring, retractions, accessory muscle use, dys-

pnea, diminished or absent breath sounds, and/or tripod positioning.
3. Treatment

CONSIDER MEDICAL CONSULTATION FOR PATIENTS GREATER THAN 45 YEARS OF
AGE OR PATIENTS WITH A CARDIAC HISTORY.

a) Assist patient experiencing moderate to severe symptoms or mild
symptoms with a history of life-threatening allergic reaction with the patient’s
prescribed fast-acting bronchodilator or prescribed epinephrine auto-injector.

b) Use of the EMS service’s epinephrine (1:1,000) 0.3 mg in 0.3 mL IM

requires medical consultation. (NEW ’15)
c

)
d) Consider additional doses of patient’s prescribed fast-acting bronchodilator
or epinephrine (1:1,000) 0.3 mg in 0.3 mL IM. (NEW ’15)

Albuterol inhaler (2 puffs) may be repeated once within 30 minutes.

e) Establish IV access with LR on all Priority 1 or 2 patients and all patients with
a history of cardiac disease.

f) Patients with moderate to severe respiratory distress may require high
flow oxygen via non-rebreather mask, continuous positive airway pressure
(CPAP), or BVM while receiving medication via nebulizer.

g) Administer a combination of albuterol/Atrovent via nebulizer.
Albuterol 2.5 mg and Atrovent 500 mcg

h) If further treatments are indicated, an additional albuterol-only nebulizer may
be given.

i) Consider CPAP if patient continues
to deteriorate in spite of above nebulized treatments. Continue inline
nebulizations.

j) Consider the administration of epinephrine 1:1,000.
0.01 mg/kg IM
Maximum single dose 0.5 mg
May repeat every 5 minutes for a total of 3 doses for severe reactions.
OR

k) Consider the administration of terbutaline.
0.25mg IM

I) For moderate to severe exacerbations, consider the administration of
dexamethasone 10 mg IV/PO.
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RESPIRATORY DISTRESS: ASTHMA/COPD (Continued)

2\ For moderate to severe exacerbations, consider the administration of
magnesium sulfate 1-2 grams in 50—100 mL Lacted Ringer’s IV/IO over
10—20 minutes. (NEW ’15)

@ &) Consider additional doses of epinephrine, albuterol, or terbutaline.
-‘gfm
-

0) Assist patient(s) experiencing moderate to severe symptoms or mild symptoms
with a history of life-threatening allergic reaction with the patient’s prescribed or

EMS service’s epinephrine (1:1,000) 0.15 mg in 0.15 mL IM or patient’s pre-
scribed fast-acting bronchodilator. (NEW ’15)

MEDICAL CONSULTATION IS REQUIRED IF THE PATIENT HAS CONGENITAL HEART OR
CHRONIC LUNG DISEASE.

p) Fast-acting bronchodilator (2 puffs) may be repeated once within 30 minutes.

q) Consider additional doses of patient’s prescribed fast-acting bronchodila-
tor or epinephrine (1:1,000) 0.15 mg in 0.15 mL IM. (NEW ’15)

@ r) Patients with moderate to severe respiratory distress may require high flow
oxygen via non-rebreather mask, CPAP, or BVM while receiving medication
via nebulizer.

s) Administer a combination of albuterol/Atrovent via nebulizer:
* For an infant less than 1 year of age, administer albuterol
1.25 mg via nebulizer; Atrovent is contraindicated.
* For a child 1 year of age or greater, but less than 2 years of
age, administer albuterol 1.25 mg and Atrovent 250 mcg.
* For a patient 2 years of age or greater, administer albuterol 2.5
mg and Atrovent 500 mcg.

t) If further treatments are indicated, an additional albuterol-only nebulizer may
be given.
AND/OR

MEDICAL CONSULTATION IS REQUIRED IF THE PATIENT HAS
CONGENITAL HEART OR CHRONIC LUNG DISEASE.

u) Administer epinephrine 1:1,000.
0.01 mg/kg IM
Maximum single dose 0.5 mg
May repeat every 5 minutes for a total of 3 doses for severe reactions.

v) Consider magnesium sulfate 50 mg/kg IV/IO to a max of 2 grams given over
10—-20 minutes. (NEW ’15)

w) For moderate to severe exacerbations, consider the administration of dexameth-
asone 0.5 mg/kg PO/IV up to a maximum dose of 10 mg.

Consider additional doses of albuterol or epinephrine.

y) Establish IV/IO access with LR in a clean area, if appropriate.
4. Continue General Patient Care.

107 " 2015



JJ.RESPIRATORY DISTRESS: CROUP

1. Initiate General Patient Care.

2. Presentation
Forms of Croup:
Mild - Barky cough exhibited without stridor at rest (Priority 2)
Moderate - Barky cough with stridor at rest without agitation, may exhibit mild
respiratory distress (Priority 2)
Severe - Stridor at rest, signs of severe respiratory distress that is associated
with agitation or decresed level of consciousness (Priority 1)

IF EPIGLOTTITIS IS SUSPECTED, I.E., DROOLING WITH ABOVE SIGNS AND SYMPTOMS,
DO NOT INITIATE THIS PROTOCOL WITHOUT APPROPRIATE MEDICAL DIRECTION.

3. Treatment

a)

Ensure that the patient has a patent airway and adequate respiratory effort.
Assess respiratory status looking specifically for signs and/or symptoms of
respiratory distress (nasal flaring, retractions, increased/decreased respira-
tions, skin color, change in level of consciousness).

0,

b)

Place patient on cardiac monitor and record vital signs. (This may be done
concurrently with medication administration if patient is unstable.)

MILD: For children exhibiting symptoms of a mild croup presentation,
administer dexamethasone 0.5 mg/kg PO up to a maximum dose of 10 mg.

MODERATE: For children who exhibit symptoms of a moderate croup
presentation, administer dexamethasone 0.5 mg/kg PO up to a maximum
dose of 10 mg. If no change in patient’s condition, then administer 2.5 mL of
epinephrine 1:1,000 via nebulizer.

SEVERE: If respiratory distress is so severe that respiratory arrest is imminent:

i) First, administer 0.01 mg/kg of epinephrine 1:1,000 IM (max single dose
of 0.5 mg).

i) Then administer dexamethasone 0.5 mg/kg IV up to a maximum dose of
10 mg AND 2.5 mL of epinephrine 1:1,000 via nebulizer. If IV not estab-
lished, give IM dexamethasone.

Establish communications with the appropriate facility and obtain medical
direction if patient is less than 1 year of age, if additional nebulized epineph-
rine is needed due to level of distress, or if other interventions or directions
are needed.

ALL PATIENTS WHO RECEIVE NEBULIZED EPINEPHRINE MUST BE TRANSPORTED BY AN
ADVANCED LIFE SUPPORT UNIT TO THE APPROPRIATE MEDICAL FACILITY.

4. Continue General Patient Care.
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TRAUMA PROTOCOL: BURNS (Continued)

b) Do what is necessary to stop the burning process. If water is used to extinguish
the fire, remove wet clothing and dry the patient to prevent hypothermia.

c) Administer oxygen in as high a concentration of oxygen as possible (note: pulse
oximetry is not reliable in the presence of carbon monoxide or cyanide exposure).

d) Determine percent of body surface area (BSA) and depth.

e) Treat associated trauma.

f)  For burns greater than 10%, follow hypothermia protocol as well.

g) Remove all rings, bracelets, and other jewelry.

h) Cover wounds appropriately (with a clean sheet or Mylar blanket—sterile
dressings no longer recommended).

i) For chemical burns, brush off dry chemical, remove clothing, flush with water.

DO NOT GIVE ANYTHING BY MOUTH.

@ @

4.

DO NOT PLACE ICE OR ICE PACKS ON ANY PATIENT WITH BURNS GREATER THAN 5%
TOTAL BODY SURFACE AREA.

CONSIDER UTILIZING AEROMEDICAL RESOURCE IF PATIENT IS MORE THAN 30 MINUTES
FROM A BURN CENTER/HYPERBARIC MEDICINE SPECIALTY CENTER BY GROUND.

j) Establish IV access with LR, if appropriate.
(1) 10 mL/kg bolus.
(2) For shock patients, administer a fluid bolus of 20 mL/kg LR followed by a sec-
ond 20 mL/kg LR if needed. Titrate to a systolic pressure of 100 mmHg.
k) Administer opioid per Pain Management protocol.
l) Consider additional fluid administration. Maximum dose 2,000 mL without
medical consultation.

m) Establish IV access with LR, if appropriate.

(1) 10 mL/kg bolus.

(2) If age-related vital signs and patient’s condition indicate hypoperfusion, ad-
minister initial fluid bolus of 20 mL/kg LR IV/IO. If patient’s condition does not
improve, administer the second bolus of fluid at 20 mL/kg LR IV/IO.

>\ Third and subsequent fluid boluses at 20 mL/kg LR IV/IO.

0) Administer opioid per Pain Management protocol.

Continue General Patient Care.
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NN.

TRAUMA PROTOCOL: EYE TRAUMA
1. Initiate General Patient Care.

2. Presentation
The patient may present with profuse bleeding, avulsions, lacerations,
foreign objects, impaled objects, and/or soft tissue damage to the eye(s)
and/or surrounding facial areas.

3. Treatment
NEVER APPLY PRESSURE TO THE EYEBALL OR GLOBE!

IF THE PATIENT HAS OTHER ASSOCIATED TRAUMA OR BURNS, TRANSPORT
THE PATIENT TO THE APPROPRIATE TRAUMA OR BURN CENTER; OTHERWISE,
TRANSPORT THE PATIENT TO THE NEAREST EYE TRAUMA CENTER, IF
APPROPRIATE.

DO NOT USE CHEMICAL COLD PACKS ON THE FACE.

a) Foreign objects NOT embedded in the eye(s): Flush with copious
amounts of water (preferably sterile), normal saline, or LR from the bridge
of the nose outward.

b) Injury to orbits (area around the eye): Consider head stabilization and
spinal protection protocol. (NEW ’15)

c) Lacerations/injuries to the eyeball or globe: Shield affected eye-
ball and dress other eye to reduce movement and protect loss of fluids;
consider head stabilization and spinal protection and elevate the head to
decrease intraocular pressure. (NEW ’15)

d) Impaled objects: Stabilize object, shield affected eyeball, and dress
other eye to reduce movement.

e) Establish IV access with LR, if appropriate.

f)  Administer opioid per Pain Management protocol.
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TRAUMA PROTOCOL: EYE TRAUMA (Continued)

g) Foreign objects NOT embedded in the eye(s): Flush with copious
amounts of water (preferably sterile), normal saline, or LR from the bridge
of the nose outward.

h) Injury to orbits (area around the eye): Consider head stabilization and
spinal protection protocol. (NEW "15)

i) Lacerations/injuries to the eyeball or globe: Shield affected eye-
ball and dress other eye to reduce movement and protect loss of fluids;
consider head stabilization and spinal protection and elevate the head to
decrease intraocular pressure. (NEW ’15)

i) Impaled objects: Stabilize object, shield affected eyeball, and dress
other eye to reduce movement.

0,

k) Establish IV/IO access with LR, if appropriate.
I) Administer opioid per Pain Management protocol.

4. Continue General Patient Care.
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00. TRAUMA PROTOCOL: HAND/UPPER/LOWER EXTREMITY TRAUMA

1. Initiate General Patient Care.

2. Presentation
a) Patient may exhibit injuries to skeletal or soft tissue components of the
hand or upper extremity at or below the level of the mid-humerus, including
complete or incomplete amputations of the elements of the hand or upper
extremity, crush or degloving injuries, and other trauma resulting in loss of
perfusion or suspected nerve injury (e.g., compartment syndrome).

Upper Extremity

b) Indications for
Referral of adult patients to the Curtis National Hand Center at Union
Memorial Hospital or

Referral of pediatric patients to the nearest Pediatric Trauma Center
(children who have not reached their 15" birthday)

Stable patients with an isolated upper extremity injury at or below the
mid-humerus

(Hand Center and/or nearest appropriate trauma center)

(1) Complete or incomplete hand or upper extremity amputation

(2) Partial or complete finger or thumb amputation

(3) Degloving, crushing, or devascularization injuries of hand or upper
extremity

(4) High-pressure injection injuries to hand or upper extremity

(5) Complicated nerve, vessel, or compartment syndrome (excessive
swelling and pain of extremity with possible evolving nerve deficit)
injury of the forearm and hand

Lower Extremity

¢) Indications for Referral to Pediatric or Adult Trauma Center: Patient may
exhibit injuries to skeletal or soft tissue components with complete or
incomplete amputation of ankle/foot lower extremity, complicated nerve,
vessel, or compartment syndrome (excessive swelling and pain of ex-
tremity with possible evolving nerve deficit injury).

LIFE BEFORE LIMB.

TOE INJURIES FROM LAWN MOWER ARE NOT CANDIDATES FOR REIMPLANTATION AND
PATIENTS SHOULD GO TO THEIR LOCAL MEDICAL FACILITY.

d) Contraindications for referral to a Hand Center:
(1) Patients with unstable or abnormal vital signs
(2) Patients with major and/or multiple system trauma

e) Contraindication for referral to Pediatric or Adult Trauma Center
Patients with toe amputation (partial or complete)
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TRAUMA PROTOCOL: HAND/UPPER/LOWER EXTREMITY TRAUMA
(Continued)

3. Treatment
a) Package amputated extremity in sealed plastic bag (keep dry) and place
on top of ice to keep cool. DO NOT FREEZE.

DO NOT SUBMERGE IN WATER OR FREEZE AMPUTATED PART.

USE TIME, DISTANCE, WEATHER, AND PROXIMITY TO DESIGNATED TRAUMA CENTER TO
DETERMINE MODE OF TRANSPORT. IF ESTIMATED TRANSPORT TIME TO DESIGNATED
HAND CENTER IS LESS THAN 30 MINUTES, USE GROUND TRANSPORT.

0,

b) Establish IV access with LR, if appropriate.
c) Administer fluid bolus, if appropriate.
20 mL/kg of LR IV
Titrate to a systolic pressure of 100 mmHg.
d) Administer opioid per Pain Management protocol.

\ Consider additional fluid administration.
Maximum dose 2,000 mL without medical consultation

@ @

f) Establish IV/IO access with LR, if appropriate.
g) If age-related vital signs and patient’s condition indicate hypoperfusion,
administer initial fluid bolus of 20 mL/kg LR IV/IO. If patient’s

condition does not improve, administer the second bolus of fluid at
20 mL/kg LR IV/10.

h)Third and subsequent fluid boluses at 20 mL/kg LR IV/IO.

i) Administer opioid per Pain Management protocol.

4. Continue General Patient Care.
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PP.

TRAUMA PROTOCOL: MULTIPLE/SEVERE TRAUMA
1. Initiate General Patient Care.

2. Presentation
The patient may present with hypovolemic or neurogenic shock, hypoten-
sion, hypertension, rapid or slow heart rate, unequal pupils, shallow or ab-
sent respirations, decreased distal pulses, decreased motor and sensory
function in extremities, internal or external bleeding, fractures, or lacera-
tions.

WHILE TIME, DISTANCE, AND PROXIMITY ARE ALL FACTORS TO BE CONSIDERED
IN THE TRIAGE DECISION, THE TRAUMA DECISION TREE SHOULD BE USED TO
DETERMINE WHO SHOULD BE TRANSPORTED TO THE NEAREST APPROPRIATE
TRAUMA CENTER AND WHEN THE TRANSPORT SHOULD OCCUR.

CHILDREN WHO MEET INCLUSION BASED ON THE TRAUMA DECISION TREE AND

WHO HAVE NOT REACHED THEIR 15™ BIRTHDAY SHOULD BE TRANSPORTED TO A
PEDIATRIC TRAUMA CENTER.

3. Treatment

a) Apply spinal protection protocol for blunt trauma patients. Patients with iso-

lated penetrating trauma should not have spinal immobilization performed.
(NEW ’15)

b) Control bleeding and immobilize patient, if blunt mechanism indicates.
Spinal immobilization should not be performed on patients with isolated
penetrating mechanism. If mechanism includes both blunt and penetrat-
ing trauma, apply spinal protection protocol. Backboard may be used for
patient transfer maneuvers. (NEW ’15)

c) Hyperventilate the head-injured patient as follows:
Adult: 20 breaths per minute
Child: 30 breaths per minute
Infant: 35 breaths per minute
(1) Who has signs of herniation such as unequal pupils, posturing,
or paralysis or
(2) Who is manifesting a rapidly decreasing GCS or
(3) With on-line medical consultation

d) Consider pelvic stabilization technique if indicated.

e) Establish IV access with LR; administer 20 mL/kg bolus.
Titrate to a systolic pressure of 100 mmHg.

Consider additional fluid administration.
Maximum dose 2,000 mL without medical consultation
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TRAUMA PROTOCOL: MULTIPLE/SEVERE TRAUMA (Continued)

s g) Apply spinal protection protocol for blunt trauma patients. Patients with isolated

penetrating trauma should not have spinal immobilization performed. (NEW ’15)

h) Control bleeding and immobilize patient, if blunt mechanism indicates. Spinal
immobilization should not be performed on patients with isolated penetrating
mechanism. If mechanism includes both blunt and penetrating trauma, apply
spinal protection protocol. Backboard may be used for patient transfer ma-
neuvers. (NEW ’15)

i ) Hyperventilate the head-injured patient as follows:
Adult: 20 breaths per minute
Child: 30 breaths per minute
Infant: 35 breaths per minute
(1) Who has signs of herniation such as unequal pupils, posturing,
or paralysis or
(2) Who is manifesting a rapidly decreasing GCS or
(3) With on-line medical consultation

j) Establish IV/IO access with LR.
K) If age-related vital signs and patient’s condition indicate hypoperfusion,
administer initial fluid bolus of 20 mL/kg LR IV/IO. If patient’s condition

does not improve, administer the second bolus of fluid at 20 mL/kg LR.

Third and subsequent fluid boluses at 20 mL/kg LR IV/10.

4. Continue General Patient Care.
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GLASGOW COMA SCALE

Eye Opening
Spontaneously 4
To Voice 3
To Pain 2
No Response 1
Motor Response
To Verbal Command - Obeys 6
To Painful Stimulus - Localizes Pain 5
Flexion - Withdraw 4
Flexion - Abnormal 3
Extension 2
No Response 1
Verbal Response
Less than 2 years old 2-5 years old Greater than 5 years old
5 SMILES/COOS/CRIES APPROPRIATE WORDS ORIENTED AND CONVERSES 5
4 CRIES INAPPROPRIATE WORDS DISORIENTED AND CONVERSES 4
3 INAPPROPRIATE CRIES/SCREAMS CRIES/SCREAMS INAPPROPRIATE WORDS 3
2 GRUNTS GRUNTS INCOMPREHENSIBLE SOUNDS 2
1 NO RESPONSE NO RESPONSE NO RESPONSE 1
Glasgow Coma Score Total (3-15)
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QQ. TRAUMA PROTOCOL: SEXUAL ASSAULT
1. Initiate General Patient Care.

2. Presentation
Patient may present with no overt evidence of trauma, or may present
with bruising, bleeding, or ass